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DISCLOSURES

• Dinner	last	night
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SURGICAL	MANAGEMENT	OF	SOFT	TISSUE	
SARCOMAS

• Make	a	diagnosis
• Send	to	specialist	centre
• MDT	Management
• Take	it	out	(+/- drugs	/	RT)
• Follow	up

IMPROVING	OUTCOMES

• Sarcoma	Centres
• 5	Bone	(&	Soft	Tissue)
• 15	Soft	Tissue
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TREATMENT	OPTIONS
Surgery

Radiation	Therapy

Chemotherapy

Targetted Therapy

Cure	versus	Palliate

TREATMENT	OPTIONS

2	hours 6	weeks 6	months
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Administration
Orally	

Intravenous
Intraarterially	(infusion	pump)

Intracavitary
Intraperitoneal

Intrathecal

CHEMOTHERAPY

Alone	or	in	combination	with	surgery	± RT
Combinations	vs.	single	agent
Combination	of	drugs	kill	cells	in	different	
phases	of	the	cell	cycle
Limited	by	amount	of	normal	cell	death

CHEMOTHERAPY
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Can	be	used	alone	or	in	combination	with	other	
modalities	– 50%	of	all	cancer	patients	receive	RT
Cure	and	palliation
Can	preserve	organ	function	- larynx,	prostate-less	
impotence	and	incontinence	than	surgery
Better	Cosmesis- skin	sarcomas
Limited	by	critical	structures
Patient	must	be	able	to	endure	treatment

RADIOTHERAPY

RADIOTHERAPY
Small,	low	grade	tumors	resected	with	clear	margins	
may	not	require	radiation

Improves	local	control	but	not	survival

Whether	improved	local	control	leads	to	improved	
survival	is	controversial

Proton	beam
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RADIOTHERAPY	AS	AN	ADJUNCT	TO	SURGERY

• Preop or	Postop	?

PREOP	RADIOTHERAPY	“INDUCTION”

• Smaller	dose:	50Gy	in	25	Fractions
• Easier	for	the	oncologist	to	plan

• No	brainer
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DILEMMA…

• More	wound	complications	with	preop
• Lower	dose
• Less	long	term	sequelae

• So	– if	you	are	going	to	give	radiotherapy	first	–
accept	wound	complications
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Alone- It	is	limited	by	tumour	
accessibility,	patient’s	medical	condition,	
tumour’s	extent (D’OH!)

In	combination	with	RT	± chemo
Cure	or	palliative	goals

SURGERY
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SURGERY

Limb-sparing	vs	amputation
Comparison	study	with	post-op	radiation	in	limb	sparing	

showed	no	difference	in	survival

Amputation	still	may	be	indicated	for	
neurovascular	or	bone	involvement

RESECTION

Adequate	margin	if	no	plan	for	post-op	
radiotherapy
Negative	margins	may	be	adequate	for	post-
op	radiation	therapy
Presence	of	positive	margins	increases	local	recurrence	by	

10-15%

No	need	for	lymph	node	dissection	as	only	2-
3%	have	nodal	metastasis
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PRINCIPLES	OF	SURGICAL	RESECTION

• Planned	Resection
• Radical
• Wide
• Marginal
• Biopsy

POSITIVE	MARGINS

• R0	/	R1	/	R2
• UPM	v	PPM:	LR	37.55%	v	3%
• PPM	eg.	on	nerve
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AMPUTATION	V	LIMB	SALVAGE

• Higher	LR	with	limb	salvage
• No	difference	in	5-year	survival

S.A.	Rosenberg,	J.	Tepper,	E.	Glatstein,	et	al.
The	treatment	of	soft-tissue	sarcomas	of	the	extremities:	prospective	randomized	evaluations	of	(1)	limb-sparing	surgery	plus	
radiation	therapy	compared	with	amputation	and	(2)	the	role	of	adjuvant	chemotherapy
Ann	Surg,	196	(1982),	pp.	305-315

PRINCIPLES	OF	RECONSTRUCTION
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RECONSTRUCTION

• Reconstructive	ladder

PRINCIPLES	OF	RECONSTRUCTION

• Radiotherapy	kills	normal	tissue
• Margins	matter
• Do	not	compromise	your	resection	for	your	
reconstruction
• Living	tissue
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PRINCIPLES	OF	RECONSTRUCTION

• Increased	flap	rate
• Increased	burden
• Increased	complications
• Better	outcome

SURGICAL	MANAGEMENT	OF	SOFT	TISSUE	
SARCOMAS

• Make	a	diagnosis
• Send	to	specialist	centre
• MDT	Management
• Take	it	out	(+/- drugs	/	RT)
• Follow	up


