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Introduction

Soft tissue sarcomas represent all malignant tumors with 
mesenchymal differentiation in all extra-bone tissues with the 
exception of lymph nodes and glial tissue [1]. It is a rare cancer. The 
prognosis depends on the initial stage, the histological type, the grade, 
the location and the initial treatment [2]. The objective of this work 
was to specify the epidemiological profile of soft tissue sarcomas 
at the Dakar Cancer Institute and to evaluate their diagnostic and 
therapeutic management.

Patients and methods

We carried out a descriptive prospective study involving 40 
patients with soft-tissue sarcomas treated at the Dakar Cancer Institute 
for a period of 3 years from August 1, 2009 to July 30, 2012.

Results

Soft tissue sarcoma represents 4 patients per 1000 cases at the 
Dakar Cancer Institute. The mean age was 41.2 years with extremes of 
9 and 81 years. There was a female predominance with a sex ratio of 
0.6. There was a family history of cancer in 5 patients. History of type 
1 neurofibromatosis was found in 2 patients and irradiation for pelvic 
cancer in 1 patient. Mean follow-up was 17.2 months after onset of 
symptomatology. The most frequent localizations were the thigh (n = 
7) [Figure 1] and the shoulder (n = 5) [Figure 2]. The size of the lesions 

varied from 5 to 35 cm with an average of 14.3 cm. The majority of 
patients (n = 37) had a single lesion. The initial lesion was bifocal in 2 
patients and 1 patient had 4 lesions. The imaging assessment used CT 
for 20 patients, MRI for 11 and ultrasound in 6 cases. It showed the 
presence of metastasis in 9 patients (24.4%) at the time of diagnosis and 
an extension to neighboring organs in 17 patients. Surgical biopsy was 
the most common modality (26 cases, 67%) followed by ultrasound 
guided biopsy (6 cases, 15%). The most common histological type 
was Rhabdomyosarcoma (20%) followed by Dermatofibrosarcoma 
(17.5%)  [Table 1]. A high-grade sarcoma was found in 19 patients 
(47.5%). Surgery was performed in 24 patients (60%). Wide resection 
was the most common type of surgery (n = 12). Chemotherapy was 
performed in 13 patients including 8 palliative chemotherapies. The 
Adriamycin-Cisplatin chemotherapy protocol was the most widely 
used (n = 11). Radiotherapy was performed in 5 patients. The goal 
was neo adjuvant in 2 patients, adjuvant in 1 patient and palliative in 
2 patients. After a 52-month follow-up period, 2 patients had local 
recurrence and 18 patients died [Table 2].

Discussion
Soft tissue sarcoma (STS) accounts for 0.5-1% of malignant 

tumors in adults. Their incidence is estimated at 30 cases per million 
inhabitants [1]. The frequency of soft tissue sarcomas increases in 
adults with age, and half of the patients are older than 50 years [2]. 
There is a slight male predominance especially after 60 years [3]. 
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Abstract

Purpose: The purpose of this work was to specify the epidemiological profile of soft tissue sarcomas at the Dakar Cancer Institute and to evaluate their 
diagnostic and therapeutic management. 

Patients and Methods: This was a prospective study involving 40 patients with soft tissue sarcomas treated at the Dakar Cancer Institute during a 3-year 
period from August 1, 2009 to July 30, 2012. 

Results: Soft tissue sarcoma represents 0.4% of cancer cases at the Dakar Cancer Institute. The average age was 41.2 years. The sex ratio was 0.6. There 
was a family history of cancer in 5 patients. History of type 1 neurofibromatosis was found in 2 patients and irradiation for pelvic cancer in 1 patient. The 
average time for consultation was 17.2 months. The most frequent localizations were the thigh (17.5%) and the shoulder (12.5%). The mean lesion size 
was 14.3 cm. Imaging showed metastasis in 9 patients (24.4%) and extension to neighboring organs in 17 patients (42.5%). The most common histological 
type was Rhabdomyosarcoma (20%) followed by Dermatofibrosarcoma (17.5%). High grade sarcoma was found in 5 patients (12.5%). Excision was the 
most common type of surgery (30%). Chemotherapy was performed in 13 patients (32.5%) including 8 cases of palliative chemotherapies. Radiotherapy 
was performed in 5 patients (12.5%). The goal was neo adjuvant in 2 patients, adjuvant in 1 patient and palliative in 2 patients. After a 52-month follow-
up period, 1 patient presented a local recurrence and 18 patients died.
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Figure 1: deep limb localization

Table 1. Different histologic types of STS

Histologic type Frequencies Percentage(%)

Angiosarcoma 1 2,5

Chondrosarcomea 1 2,5

Dermatofibrosarcoma pro-
tuberans

7 17,5

Fibrosarcoma 5 12,5

AtypicalFibroxantoma 1 2,5

Atypical Hémangioendo-
thelioma

1 2,5

Endemic  Kaposi Sarcoma 1 2,5

Leimyosarcoma 1 2,5

Liposarcoma 2 5,0

Neurosarcoma 3 7,5

Rhabdomyosarcoma 8 20

FusiformCellsSarcoma 3 7,5

PhyllodSarcoma 1 2,5

PleomorphSarcoma 2 5

Synovialosarcoma 3 7,5

Total 40 100

Table 2. Results of follow up

Evolution Frequencies Percentage(%)

Décès 18 45

Récidive 2 5 

Patients encours de traitement 7 17,5

Patients traités  sans récidive 13 32,5

Total 40 100

Several genetic factors including Gardener syndrome, Li Fraumeni 
syndrome and type 1 neurofibromatosis predispose to the onset of 
STS [4]. The sarcomas of the limbs represent approximately 60% of the 
sites, 45% of which are in the lower limbs [5, 6]. They are characterized 

by their large sizes [7,8]. It is a very lymphophilic tumor in the 
higher grades, in the associated forms in particular carcinosarcomas 
and in certain histological types such as synovialosarcomas and 
rhabdomyosarcomas [9]. One patient in four is metastatic at the time 
of diagnosis and secondary lesions are predominantly located at lymph 
nodes and lungs [10, 11]. MRI is the main method of imaging in STS. 
In association with PET-SCAN, its role is increased in the diagnosis of 
recurrences [12, 13]. The scanner is only used in the local assessment 
if MRI is contraindicated. Ultrasound is of limited utility except in the 
superficial small masses. The delay of consultation, very long in case 
of limited resources are bad prognoses factors [2]. The most frequent 
histological types are liposarcomas, leiomyosarcomas and malignant 
histiocytofibromas [14].

Figure 2: shoulder localization of a  rhabdomyosarcoma

The treatment need a multidisciplinary approach and is better 
considered in a reference center [2]. Surgery regardless of location is 
the basic treatment. It is more functional and more conservative thanks 
to multidisciplinary teams and the development of new techniques 
like the isolated perfusion of the limb. The objective is to minimize 
functional sequelae and amputation rates [15, 16]. Chemotherapy 
occupies an important place in neo adjuvant situation in the locally 
advanced sarcomas and the high grades [2]. The question of adjuvant 
chemotherapy is generally left to the appreciation of multidisciplinary 
consultations [17]. Radiotherapy, in particular radio chemotherapy, 
has produced encouraging results in the neo-adjuvant period for 
locally advanced tumors [18]. The surgical excision followed by 
complementary radiotherapy is the standard loco regional treatment of 
limbs and operable and localized STS [19]. Abstinence from adjuvant 
radiotherapy is possible for superficial or strictly intramuscular 
tumors for which surgery showed clear margins [20].

The best survival rate, obtained in the reference centers, is of the 
order of 60 to 70% at 5 years in the early stages and of 2 months in the 
advanced stages [2, 11].
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Conclusion

Soft tissue sarcoma is a rare cancer. It occurs sporadically or on 
specific genetic situations. Histological forms and grade determine 
susceptibility to treatment and prognosis. High grade and long 
delay are the cause of poor prognosis in limited resources situations. 
The main goal is first conservative and functional treatment. It 
needs multidisciplinary approach associating mainly surgery and 
radiotherapy. High grade sarcomas and metastatic stages have very 
poor prognosis.
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