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Abstract

Liposarcoma is the most conunon saft tissue sarcoma of adult life. In our locality liposarcoma
constituted 42% of soft tissue sarcomas admitted to Mansoura Oncology Unit (Surgery and Radi-
ation Oncology and Nuclear Medicine) within 2 years. Thirty six cases of liposarcoma were studied
with a peak incidence bettreen 15-G7 years with median age 38.4 years. The incidence in_females
excecds that in males by about 1.7:1 . Fifiy percent of cases were in the lower extremities and
38.8% in the trunk. Well differentiated and myxeoid vartety (grade 1] constituted 61% of liposar-
comea cases. Loeal failure oceurred in only 6 patients (16.6%). Eleven patients develop remote met-
astases (30.6%) and the most common site of metastases was the lung followed by the liver and
bone. DFI was Longest in patlenis receiving postoperative radiotherapy (22.8 + 4.6 months],

Introduction
Sofl tissue sarcoma are an exceedingly
rare entily, the managemenl ol which has un-
dergone rapld cvelution over the past 30

years. These changes have been driven by im-

prove understanding of the natural biology of

this disease cluster. As recently as 1950, soft
lissue sarcoma was a purely surgical illness
trealed by radical amputation, this approach
has been superseded by mmanagement that in-
cludes radiotherapy and chemotherapy ad-
ministered prior to surgery or postoperatively
(Pollock, 1992) liposarcoma are malignant le-
sions ol adipose tissue (Spittle ctal., 1971).

FFour subtypes of liposarcomas are general-
ly recognized: well differentiated myxoid, lipo-
blast, round cell and pleomorphic, Well differ-
entialed liposarcomas can exhibit aggressive
local invasion, though they tend not to mela-
slasize only later in thelr course. Round cells
are comprised ol uniform round cells with a
highly wascular meshwork of caplllaries.
These are highly malignant lesions and like

the pleomorphic liposarcoma have only a 20-
30% 5 years survival in most reported series
(Rosenberg et al., 1992],

Preoperative radiotherapy doses are usual-
ly less than those needed postoperatively to
achieve comparaple tumour control 45 to 50
Gy preoperativly versus 60 to 65 Gy postoper-
atively due to relatively more hypoxic environ-
menti ol postoperative scar tissue (Nielsen et
al., 1991).

Balanced against the preoperative radio-
therapy advantages (regression ol tumour al-
ter radiotherapy may make reseclion easier
and decrease shedding of viable tumour cells
at the time ol resection) are the delay in sur-
gical resection (5 weeks of radiotherapy fol-
lowed by 5 weeks ol post irradiation tissue
healing) and the 30% incidence of significant
wound healing problems induced by preoper-
alive radiothevapy (Skibber et al.,, 1987). In
light of these considerations, postoperative
radiotherapy is generally reserved lor previ-
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ously unradiated recurrenti lesions, Brennar
et al.,, 1991, in examining their earlier solt tis-
sue sarcoma experience they identilied prog-
nostic factor that correlated wilh recurrence
and survival, these parameters including tu-
mour site, histopathology, size, grade and ad-
equacy of resection and radiotherapy re-

celved,

Numerous adjuvant chemotherapy trials
conducted thus for have [ailed to demonstrate
unequivocal survival advantages for syste-
malically treated patient (Delaney et al.,
1991). Mast chemotherapy regimens capable
of causing tumour regression have moderate
to severe complications and only a 40% lo
50% overall response rate (Rosenberg et al.,
1992).

Patients and Methods

Within the last 2 vears [rom January 1990
to January 1992, 36 patlents with liposarco-
ma were referred to Mansoura Qneology Unil
(Surgery and Radiation Oncology and Nucle-
arMedicine Department]. All palients were
subjected to physical examination o deter-
mine the approximate size ol the lesion at-
tachment to the deep or superficial structure,
relatjonship of the tumour to prior biopsy,
furctional status of the affecled part and
presence of prior injury or concurrent medical

diseases.

The radiologic evaluation of the patients
with soft tissue sarcomas include:
"~ 1- Sofl tissue radiograph of the affected
part.
2- C. T, MRI through the affected region.
3- Chest Tomogram or C.T,
4- Arteriogram in certain instance for iden-
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tification of the position and state of
major vessels, local extent of the dis-
ease, displacemen! of the vessels and
for venous phase [or venous drainage to
prevent major tumour embolization at

slart of surgery.

Truecul needle biopsies play a major role In
the diagnosis because of easy manoeuver and
no tendency for haematoma formation which
lead to spread of the tumour beyond Lhe site
of natural tumour invasion in incisional biop-
sy. The diagnostic accuracy ol truecut needle
biopsy about 87% success and the other tu-
mours need incisional or excisional biopsies.
The biopsy sile must be removed in any delin-
itive resection, care should be taken to place
the biopsy site al such a location nol to com-
promise subsequent delinitive surgical exci-

sion.

Pathologically liposarcoma classiflied as :
grade I : well differentiated liposarcoma,
myxoid liposarcoma.
grade IT : round cell liposarcoma.
grade III : pleomorphic liposarcoma.

[According to Costa el al., 1984).

Lasty after clinical examination and Inves-
tigation staging was done using the TNM
staging of sofll tissue sarcoma (Russel et al.,
1977]. The rational for treatment of operable
liposarcoma was combining surgery followed

by post operative radiotherapy,

Surgical treatment of liposarcom
The use ol radical surgical procedures
such as radical local resection or amputation
is the first treatment for better local control
which reach to 84% of cases [30/36).
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The radical local resection require better
tumour localization with an acceptable wide
salety margin ol normal lissues which can be
obtained bebween the edge ol the tumour and
the adjacent critical and non resectable struc-
tures, such as major vessels (although 2 cas-
es of liposarcoma of the thigh with femoral ar-
tery invasion or implication within the lumor
were cxclsed with the tumour, with greal
saphenous vein grafll for arterial reconstruc-
tion), nerves and bone, such as lhe groin,
knee, popliteal space, most portlons of the
leg, many sites of the head and neck area, ax-
illa, elbow region.

Because of this limitatiun,w 7 cases were
subjected [or amputation and this amputa-
tion above the level ol the proximal joinl
above the tumour and one of these cases
showed also local lailure 1.5 year later and
necd more proximal ampulation for conlrol of
loeal recurrence.

In performing radical local resection of lip-
osarcoma wide excision ol all normal tissue in
the tumour area for several centimelers in-
cluding the skin and subcutaneous lissues
near the tumour also excision include lhe
previous scar or blopsy site as well as any
area that may have contained haemaloma
from pervious biopsies. Venous outllow liga-
tion must be performed initially al the lirst
surgical procedure. The compartment of mus-
cle including the lumour must be excised en
toto wilth the tumour from the origin to the in-

serfion,

In retroperitoneal liposarcoma the adjacent
adherent normal structures as kidney or in-

testine must also removed. Lastly tumour

spilling must be avoided to prevent local [ail-
ure. Salvage treatimenl of patients with local
failure need aggressive treatment unless there
is concomitant distanl metastases because
usually is of high grade. Salvage treatment
was done for 6 patients two of them under-
wenl amputation.

3 ecases undergone [ymphadenectomy 2
cases were subjected for inguinal lymphade-
nectomy and one case for axillary lymphade-
nectomy. Radiation therapy lor these patients
is planned during the immediate postopera-
tive perind, but is not started until the wound
has healing, finding of both Lhe gross and mi-
croscopic pathologic examination are inte-
graled with the description of the surgical
procedure to ald in design of the optimal

treatment plam.

The radiation treatment volume encom-
passes all tissues suspected ol involvement
by tumour plus those handled in the surgieal
procedure [(Becatise of the large treatment
volume, treatment plan must exclude unin-
volved llssues to the maximum extent possi-
ble). Using a telecoball unit at 80 5. 5. D. All
patients were Irradiated postoperalively
(except in case of grade |, less than 5 em, well
dilferentialed liposarcoma and amputation)
with a dose range between 60 to 65 Gy for 6-
6.5 weeks, we must [irst define the targel vol-
ume in three dimension by physical examin-
tion and radiographic (C. T). The initial treat-
ed volume covers the tissue involved by both
gross and microscopic lumor which is com-
parable to that would be removed by radical
surgical procedure with a dose 50 Gy /5
weeks during this component a bolus is
placed over the scar (if there is suspicious of
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Involvement), the trealmen! volume Is then
reduced to cover only the site of the initial tu-
mour with a dose ol 10-15 Gy for 1-1.5 week.

In this study the use of effective systemic
chemotherapy in the form of CYVADIC proto-
col only in the presence of melastases as
chest and liver:

CY Cyclophosphamide 500 mg/m2 day 2 L.V

V  Vincristine 1.4 mg /m2 day 1, 8, 15 1L.V.

A Adriamyein 50 mg / m2 day 2 LV,

DIC Dacarlazine 250 mg / m2 day 5 1.V.
(Repeated every 3 weels)

Results

Thirty six cases ol. liposarcoma were stud-
ied with a peak incidence bt:t‘i.'ifﬂﬂl"l 26 and 51
years, in the study group age range between
15-67 years with median age of 38.4 year.
The average age depends on some extenl on
the anatomical distribution of the tumour
thus individuals with liposarcoma in the ret-
roperitoneum are on the average 10 years old-
er than those with tumours in the extremi-
ties, presumably because liposarcoma of the
peritoneum are detected and treated at a laler
slage of the disease.

In this study, liposarcoma predominalely
in female with incidence 64% and 36% in
males {1.7:1). Table 2.

Liposarcoma most often presents as
asymptomatic soft tissue mass because these
lesions arise in a compressible soft tissue are
olten [ar from vital organs until reach a con-
siderable size. Pain. tenderness or functional
disability occur in 16% of cases, retroperito-
neal liposarcoma presents with weight loss,
renal displacement which lead to hydroneph-
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rosis and pyelonephritis.

Pyrexia had occurred in 6 cases (16%) from
renal affection or tumour necrosis. The clinical
behaviuor of liposarcorma closely reflects the
variable microscopic appearance, other clini-
cal manifestations were concomitant with lip-
osarcoma, cancer breast was observed in 2
cases as a sccond primary lumour, also one
case with Intestinal polyposis. Also 16% a
second liposarcoma were found and one of
these 6 cases develop liposarcoma firstly in
the thigh, in the retroperitoneal and then

cancer breast,

Fifty percenl of cases of liposarcoma were

_in the lower extremities and 38.8% in the

trunk as shown in table (3). Liposarcoma of
the thigh are usually deep seated and found
mainly in the quadriceps muscles and popli-
teal lossa, also the right side more common
than the lelt side. Most of cases are of path-
ological grading I and Il lHposarcoma as in
table [4).

Table (5) represents Ihe stage of the lipo-
sarcoma 61.8% of palients were stage [ (a = 3
patients, b = 19 patients) but only 5 patients
13.1% were stage IV a, The Disease Free In-
terval (DFI) was largest (22.8 + 4.6 months) in
patients recelving postoperalive radiotherapy
following radical surgery while it is nearly
similar in patients subjected for radieal sur-
gery or amuptation. This difference is statisti-
cally significant (P =< 0.05) Also there is a
statistically significant correlation between
grading and DI {table 7).

Eleven patients develop remote metastasis
(30.6%) and most develop metastases in the
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first 1 and 1/2 year. Seven patients develop
metaslases in the firsl 18 months and 11 pa-
tients develop metastasis within 30 months.
The most conymon site of metaslasis had oe-
curred in the lung followed by liver and bone,
a surperising case which develop multiple
scatlered skin metastasis all over the body
(table 8).

Local [ailure had observed in 6 cases (table
9], four of them in the thigh and were excised
In three cases and one case subjected for hip
disarticulation and lwo cases of retroperito-
neal liposarcoma and were explored again lor
more radical excision including the kindey
and loops of intestine. The surgical salvage

was done [or cases without metastases.

The metastatic potential of high grade lipo-
sarcoma Is responsible for most of local Fail-
ure and remote secondaries. Also trunkal sar-

coma Is worse than he exlremities and

responsible for rising ol incidence of meta- -

stases. Also the distal extremities is ol good
prognosis than that ol the proximal one.

Surprising data aboul the second liposar-
coma which develop in 8 patients and these
tumotrs managed primarily by surgery, che-
motherapy and radiotherapy, Most ol lhese
cases develop alter 2 years of the first liposar-
coma and only one develops 6 months aflter

management of the primary liposarcoma.

Those patients who develop other primary
liposarcoma are of grade [ and only one of
grade Il and this data indicate the multicen-

Lricitiy of liposarcoma and Lhese cases are prog-
nostically belter except one case develop can-

cer breast, retroperitoneal sarcoma and died

lastly of brain metastases.

Discussion
The comprehensive treatment ol patients
with liposarcoma mandates a team approach.
The collaborative efforts of invasive radiologist
working with pathologists have resulted in ac-
curale tissue biopsy for diagnosis and stag-

ing.

Radical surgical approach with the devel-
opment of adjuvant systemic approaches with
radiotherapy offers the promise of better tar-
geted therapy that more effectively controls
tumour dissemination and local failure. Lipo-
sarcoma is the most common sofl lissue sar-
coma of adult life its incidence ranged from
16-18% in mosL of the lilerature (Russel etal.,
1977).

[n this study Hposarcoma constituted 42%
of sofl lissue sarcoma admitted Lo Mansoura
Oncology Unit [surgery and radiotherapy)
within 2 years, beside its high incidence
among sarcomas, liposarcoma is remarkable
because of its [requent large size, which i=
probably unsurpassed among tumour in gen-
eral, and its variable histological picture.

In the present series that incidence in fe-
males exceeds that in males by (1.7:1) while
In most studles the incidinee in males ex-
ceeds thal in females by (1.5:1) (Romsdah et
al., 1983) and (Rosenberg et al., 1992), this
high incidence may be due to small number
of patients in this series.

In this study well differentiated and myx-
oid variety (grade 1} were 619% In patients with

liposarcoma while pleomophic variety (grade
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l) was 22.4%, This is in agreement with that
obtained by (Costa et al., 1984). In the
present study 61% ol patients were stage (I a
and b) (a - 3 patients and b - 19 patlenis)
while only 5 patients (13. 1% years) were stage
(IV a) this result confirm that reported by
Brennan et al., (1991). '

The DFI was longest In patients receiving
postoperalive radlotherapy (22.8 + 4.6 mo-
nths) these similar to that reported by Nielsen
et al., (1991) Patients with grade | liposarco-
ma had longer DFI than that of grade 1l and

Nazem Shams and Inas Abd El-Halim

the first 11/9 years, the most commion site of
metastases was the lung followed by the liver
and bone, local failure occurred in only 6 pa-
tients (16.6%) this resulls are in agreement
with that reported by (Rosenberg et al.,
1992).

Summary And Conclusion
The treatment of patients with liposar-
coma mandates a team work included radi-
ologlst and pathologist for accurate diagno-
sis and staging, radical surgical approach
and postoperative radiotherapy. This team

111 this result confirms that obtained by Bren-
nan et al., (1991.

work approach has improved the out-
come of liposarcoma with more elfectively
control ol tim-out dissemination and local

Seven patients developed metastases in failure.

Table1: Schema or Staging Soll Tissue Sarcomas by THMG,

T Primary umer

T1 Tumaor keas than 5 cm

T2 Tumor 5 om or grealer

T2 Tumex thal grossly inmvados o, msgor veassl,or major
s

Pogional Lymph nodes.

MO Mo histologically verdd molattnses bo rogional hmp

e
H 1 HisdolighcaBy vordiod metnalises bo rogronal g
o] Iy

M [atont inelaslass
Mo Mo dealanl metasiasis
M| Distanl matasiasis
a Histakogic grade of malgrancy
I Low
G2 Mafovata
G2 High
Stage | Ceach | lumos kess fan 5.om in demnober siih no rogional
Saage kn hyreph reedes o distand molaloes |
G1T1 MO MO
Stage Ib Gl 1 furnior 5 em or grealed in dismoler with no regional
G1 T2 N0 MO nodes or distant melastses,
L] ade 2 humor less than 5 em in dismeder with no reglonat
G2T2NOMD  lymph nodes of destant metastses,
Stage B Grada 2 tumar 5 om o greator iy diamitnd with no regional
G2 T2 N0 MO hamph nddas or distant melaninos.
Saage 1 G 3 tumor less fhan § om in dinmneler with no iegional
hanph rodes or distan metnatises,
G TH MO MO
Stage By Geade 3 wemar 5 cm of groater in damelber willh ro regional
GIT2HNOMD  fymph nodes o destand melasises.
Stage e Tumor of any grade o siro {00 lrvasion ) with regional
G1-3T1-NZMD hrlﬂll'ﬂﬂ.bl.lmﬁﬂ“m‘lm.
Stagn v Turmor of arvy grade thal grossly invados bone, msjor
Slage lva viesmol, or major neree wilh or sithoul reglonal lymph node
G-ATINOMO  melnslases bul wilhou distant matasiases.

Chnically diagnossd distant methsiasos

g‘?’mﬂll

(Prossell WO, cobsen J, Enzinger F el al : A clinical and
syshon lor solt lmsuo sarcomas, Cancer 40 : 1562 - 1570, 1977

slaging
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Table 2: Sex distribution in 36 patlants with liposorcoma

Sox NO % Ratla

Femala | B30 % 1.7
Pale I3 38.1% 1
Tatal 36

Table 3: Site tEslrbulion.

Anatomical location Mo ol cases %
Lower extremities 1B 50.0 %
thigh 13 6.1
burllock 4 11.1
bawrer lag 1 28
Uppar exiramilbas 2 5.6
Trunk 16 A4 A%
rafropearitonaal a8 a2z
dnguinal region 3 B3
back 2 5.6
chast wall 1 2B
Haad & Nack 2 5.6

Total 36 190.0

Table 4: Patheigical grading of 36 patients with liposcreoma

Giade NG %
Wedl dilfernatiatad " 18 4.4
Myxoid variaty ! 8 188
Rourd cefll ] ] 168.6
Plaomomphic variely | B 22.4
Tatal a6 100%
P=<0.05

Table &: Slages of liposarcoma,

Stage of the disease Na of patlanis %
Slage la a a3
(lmss than 5 cm & G1)
Slage b 10 2.7
=5 cml G1)
Stags b [ 16,6
[=5 em & G2 )
Stage lk 9 &3
any size, G3 &+ va LN 2 Inguinal
1 axiflary
Stage |Va any grade tumor invade g 131
Bare major vessles or nerva |
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Table 6 : Disease lrea Intervals (DF) in 36 patianis withlipesorcoma by
treatmant modality.

Treatment Madality Mo of patients DFI (in morths )
radical surgery + 26 22 18+ 4.6
Postoparative radiothorpy
radical surgery 5 15.343.7
' mputation 7 122133
Toal 96
P e« (05

Table 7: Dissase Fraag inlarvals by grading

Grade Mo ol patientstients OF! {months )
Grada | 22 18:34 37
Grada il 143427
Girada Il g 112423

Total 36
P =< 005

Table 8: sile of distanl matastasas {11/36).

Site of 181 melastazes Na MNao
fung ] 14%
fiver 2 5.6 %
Banh 2 L
brain 1 28%
skin | 28%
bl " 80,6 %

Table 8: Local failure and grade

Grade No %
| o a
1l 2 333
] 1 GA.G
Tolal &
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