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Surgery is the primary and only 

curative treatment of localized 

disease 

 

 



Basic principles of surgery 

• Remove the whole tumor 

 

• Avoid tumor rupture in the surgical field 

 

• Take the tumor out surrounded by a cuff of 

healthy tissue, in order to obtain negative 

microscopic surgical margins all around. 

 

 







…every attempt should be made to 

avoid positive microscopic surgical 

margins 

 

 



Tumor edge at the inked surface 

(within 1 mm) 



•biology governs early tumor-related mortality 

 

•microscopic resection margins influence late outcome. 



Mortality 

HR 1.8 after the 5th year 





Locoregional failure at critical 

sites can lead to death 

• 20% patients affected by ESTS, who had undergone R1 resection and died of 

disease, did so for loco-reginal recurrence without any distant disease.  

 

  



This is all the more true in RPS 



• Liberal en-bloc visceral resections: 

– Ipsilateral nephrectomy and colectomy  

– Splenectomy and left pancreatectomy for left sided tumors 

– Pancreato-duodenectomy and major hepatectomy only when infiltrated for right sided tumors 

– Sigmoid and rectal resection for pelvic lesions (bladder only if directly infiltrated) 

 

• Loco-regional peritonectomy and miomectomy of the psoas: 

– To accomplish better en-bloc resection 

 

• Vascular surgery and bone resection  

– Performed only if vessels/bone infiltrated 

 

“Extended surgical approach” 

Storm, Mahvi – Ann Surg 1990 



Ipsilateral nephrectomy and colectomy 

Retropertoneal Soft Tisse Sarcoma Retropertoneal Soft Tisse Sarcoma 

Right kidney displaced anteriorly 

Right colon displaced anteriorly 

Tumor 

Right Kidney Right Colon Inferior Vena Cava 

Femoral nerve roots 



Splenectomy and left pancreatectomy 

Retropertoneal Soft Tisse Sarcoma 

Left Pancreas displaced anteriorly 
Preparation of the 

pancreas  

for resection 

Aorta Pancreatic stump 

Portal vein Sup. Mesenteric Artery 



Vascular resection 
Retropertoneal Soft Tisse Sarcoma 

Duodenum and head of the pancreas Inferior Vena Cava encased by the tumor 

Left renal vein 
Aorta 

Aorta 
Inferior Vena Cava, 

proximal stump 

Femoral nerve roots 

Inferior Vena Cava, distal 

stump 

Inferior Vena Cava 

reconstruction 

Banked venous homograft 

Surgical specimen 

Psoas muscle 

Kidney 

Tumor 

Right renal vein 

Inferior vena 

cava 



Early = < 2001 

Recent = > 2001 









Quality of primary surgery is the 

major determinant of outcome 



LR rate 45-60%  20% 



Post-op RT should be banned 

Pre-op RT is under investigation 





Adult type soft tissue sarcoma  

   UPS           SYNOVIALSA       LIPOSA        LEIOMIOSA       MPNST            

……. 



Histology distribution 
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377 primary RPS 

between 2002-2011 at INT-IGR 



1. Well Differentiated Liposarcoma 
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1. The spectrum of WD Lipo 

Pure ALT Lipoma-like, sclerosing, inflammatory, 

myxoid like, cellular (GI DD) 



Tailoring extent of surgery to 

histology 
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…but 



…don’t miss the chance for cure ! 





G I G II 

Extended surgery 

Limited surgery 

Extended surgery 

Limited surgery 



1. WD liposarcoma 

• Need to extend the resection to surrounding organs 

because: 

– It’s important to clear all the retroperitoneal “fat”, since 

it is macroscopically undistinguishable from tumor 

– It’s difficult to predict the absence of a DD component 

only on CT scan/MRI, and this approach benefit both 

WD and GII DD liposarcoma 

 



2. Solitary Fibrous Tumor 
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2. The spectrum of SFT 

Classic SFT Malignant SFT DD SFT 



2. Solitary Fibrous Tumor 

• The 2nd commonest low grade sarcoma at this site 
 

• Easier to eradicate from the retroperitoneum 
 

• Retroperitoneal organs may be sometimes spared, given 

the different pattern of growth and spread through the 

retroperitoneum 
 

• Late recurrences in low grade SFT and distant 

recurrence in high grade variants are possible. 



3. Dedifferentiated Liposarcoma 
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DD Lipo with rabdo component 



2 months later 



3. Dedifferentiated liposarcoma 

• More difficult to eradicate 

– Shorter clinical history 

– Higher risk of invasion of surrounding organs/muscles 

– Higher risk of peritoneal cavity involvement 

 

• Higher risk of loco-regional recurrences and of distant spread– 

especially for the high grade and miogenic differentiation group. 

 

• Comlementary therapies are needed to address the systemic risk 



4. Leiomyosarcoma 
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8 months later 



4. Leiomyosarcoma 

• No need to clear all the retroperitoneal fat 

• Some adjacent organs may be spared 

• Often arises/involves a major retroperitoneal vein (IVC, renal, 

gonadal veins) 

• Optimal surgery obtains local control in the vast majority of patients. 

 

• High risk of distant spread. 





…in brief 



• A frontline extended approach is associated with improved LR and 

OS. 

• The primary approach is crucial: need to minimize marginal margins, 

often resecting adherent uninvolved visceral organs. 

• Preservation of specific organs (ie kidney, duodenum-head of the 

pancreas, bladder, etc.) should be considered on an individualized 

basis and adapted to histological subtypes. It mandates a specific 

expertise in the disease to make the right decisions 

• Use of preop RT is under investigation and will possibly benefit low-

intermediate grade tumors. 

• Medical treatments should be considered when the systemic risk is 

high (GIII DD Lipo and Leio) 



…in December 



… alessandro.gronchi@istitutotumori.mi.it 







Mortality 3% 
 

Major morbidity 18%  
(“take backs” 12 %) 


