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Abstract: To study the histological pattern, age, sex and behaviour of soft tissue sarcomas of head and neck
at the Umversity of Ilorin Teaching Hospital, Ilorm and to review existing literatures. The study was a

retrospective study of all soft tissue sarcomas arising from the head and neck region, based upon data obtamed
from the surgical pathology records of the University of Tlorin, Tlorin, from 1985-2006. The neoplasms were
classified using WHO classification of soft tissue tumours. Results were analyzed manually. Relative ratio
frequencies were calculated and the results were presented in tables. There were 27 cases of soft tissue

sarcomas of the head and neck, representing 11.6% of all soft tissue sarcomas. The age range was between 18
months and 80 years with the highest incidence in the first 3 decades of life. Malignant fibrous histiocytoma
had the highest incidence of 8 cases (29.6%). One case each (3.7%) of liposarcoma, leiomyosarcoma and Kaposi

sarcoma were recorded.
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INTRODUCTION

Soft tissue sarcomas are malignant neoplasms that
arise from the extra-embryomc mesoderm. They are
relatively rare, representing only 0.7% of adult
malignancies (Wingo et al., 1995; Jemal et al., 2004,
Patel et al., 2001). They are more frequent in children,
where they represent 6.5% o f all cancers and are the
5th leading cause of cancer death in this age group
(Wingo et al., 1995). They are, however, the commonest
sarcomas (Jemal et al, 2004). Soft tissue sarcomas can
occur anywhere i the body but most originate n the
extremity (59%), the trunk (19%), the retroperitoneum
(15%) or head and neck (9%) (De Vita et al., 2001).
Currently, more than 50 listological types have been
identified, but the most common are malignant fibrous
histiocytoma (28%), leiomyosarcoma (12%), liposarcoma
(13%), synovial sarcoma (10%) and malignant peripheral
nerve sheath tumours (6%) (Coindre ef ai., 2001). There
are limited number of published mndividual or mnstitution-
based series in the literature on soft tissue sarcomas
involving the head and neck region, in black Africans, as
most of the available information came from the Western

world. The subclassification of sarcoma generally is also
subjective and difficulties may exist in differentiating
between categories of sarcomas.

The aim of this study 1s to report our experience with
soft tissue sarcomas of head and neck region by
describing the pathological characteristics of the 27 cases
we have seen in our centre, a tertiary health mstitution in
sub-Saharan Africa. We also undertake a review of the
existing literatures on soft tissue sarcoma of the head
and neck.

MATERIALS AND METHODS

The study was a retrospective study of all soft tissue
sarcomas arising from the head and neck based upon data
obtained from the surgical pathology records of the
University of Tlorin Teaching Hospital, Tlorin from
Tanuary, 1985 to December, 2006. The study also included
new evaluation of histological specimens.

Climical mformation about individual patient was
obtained from the Histopathology request forms. The
Haematoxylin and Eosin stained slides of individual cases
were retrieved from the arcluives. Where the slides were
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not found, the original blocks were re-cut and re-stained.
Where indicated, histochemical stains, such as Mason’s
trichrome, PTAH and silver stains, were done.

The malignancies were classified using the WHO
classification of soft tissue tumours (Fletcher et al., 2001).
Results were analyzed manually with respect to the age of
the patients and histological diagnoses.

RESULTS

During the 22 year study period (Jamuary 1985 to
December 2006), 232 cases of soft tissue sarcomas were
diagnosed in the department, giving an average of
10.5 year™.

Soft tissue sarcomas of head and neck accounted
for 27 cases, representing 11.6% of total cases (Table 1).

The youngest patient with sarcoma in this area
was aged 18 months, while the oldest patient was aged
80 years. Table 2 shows the age distribution. The highest
incidence was found in the first 3 decades of life. There 1s
no sex difference.

Table 3 shows the stological diagnoses of the
cases of the soft tissue sarcoma of the head and neck.
Malignant fibrous histiocytoma had the highest incidence
of 8 cases (29.6%), including 1 case that was previously
diagnosed as undifferentiated sarcoma. Fibrosarcoma and

Table 1: Site of umour

Site of tumour Frequency Percentage
Lower limb 80 34.5
Trunk 61 26.3
Intra-abdominal 40 17.2
Head and neck 27 11.6
Upper limb 19 32
Retroperitoneal 5 22
Total 232 100.0
Table 2: Age distribution

Agerange Frequency Percentage
0-9 6 222
10-19 6 222
20-29 6 222
30-39 2 74
40-49 2 T4
50-59 0 0.0
60-69 3 11.1

70 and above 2 7.4
Total 27 100.0
Table 3: Histological subtype of sarcoma of head and neck

Histological type Frequency Percentage
Malignant fibrous histiocytoma 8 29.6
Fibrosarcoma 7 25.9
Rhabdomyosarcoma 7 259
Liposarcoma 2 7.4
Leiomyosarcoma 1 37
Kaposi sarcoma 1 3.7
Undifferentated sarcoma 1 3.7
Total 27 100.0
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rhabdomyosarcoma have 7 cases each, representing
25.9% of cases. Only 1 (3.7%) case each of liposarcoma,
letomyosarcoma and Kapos1 sarcoma was recorded. There
was 1 case (3.7%) that could not be further characterized
and was labelled undifferentiated sarcoma.

DISCUSSION

Soft tissue sarcomas are rare malignant tumours
that arise from the extra-skeletal embryonic mesoderm
(Wingo et al., 1995). There 18 no identifiable aetiology, but
a variety of predisposing or associated factors are
identified (Li and Fraumem, 1969, Martland, 1931).
There is no clear genetic predisposition, except in the
Li and Fraumeru (1969) and hereditary retinoblastoma. The
link between radiation and sarcoma has been recognized
since the 1930s (Martland, 1931). External radiation
therapy for cancer of the breast, cervix, ovary, testes or
lymphatic system 1s a well-established risk factor for
soft tissue sarcoma (Brady et al., 1992). The risk 1s
commensurate with the dose of radiation, the median
latency period being approximately 10 years (Brady et al.,
1992). Other risk factors include occupational exposure to
certain chemicals, mcluding herbicides like phenoxyacetic
acids and wood preservatives, containing chlorophenols
(Hardell and Sandstrom, 1976; Smith et al., 1984).

Sarcomas are often believed to be exclusively
mesenchymal mn origin, but some histological subtypes,
like synovial sarcoma and epithelioid sarcoma, share some
epithelial features, raising the possibility they may be
derived from epithelial tissue contaimng the cytokeratin
type of mtermediate filament (Leyvraz and Costa, 1988).
Sarcomas rarely develop from pre-existing benign soft
tissue tumours (Huvos, 1985).

In a large review, Maurer ef al. (1988) reported the
extremities (60%) as the commonest site of soft tissue
sarcoma while the head and neck region accounted for 9%
of cases. This is similar to the 11.6% in this study. Tn a
21 year review, Ou (1988) reported 87 cases of soft tissue
sarcomas of the head and neck region Fibrosarcoma
was the commonest histological variant (36.8%), while
hemangiosarcoma was the least common (5.8%). In our
study, the commonest histological variant 13 malignant
fibrous histiocytoma with 8 cases (29.6%) followed by
fibrosarcoma and rhabdomyosarcoma with 7 cases
each (25.9%). Rhabdomyosarcoma was the commonest
histological variant mn the Maurer er af. (1988) study,
accounting for 37% of sarcomas of head and neck.
Ou (1988) did not record any case of liposarcoma or
synovial sarcoma. One case of liposarcoma (3.7%) was
recorded m our study. The most frequently involved sites
1in the Ou (1988) review is near the nasal cavity and the
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maxillary sinus for fibrosarcoma (66%), base of the
tongue hemangiosarcoma (60%), scalp for
dermatofibrosarcoma  protuberans (54%) and the
parapharyngeal space and soft tissue of the neck for
neurogenic sarcoma (45%). Subclassification on the basis
of site involved was not done in our study.

The youngest patient in this study was an 18 month
old child with embryonal rhabdomyosarcoma, while the
oldest was an 80 year old female with fibrosarcoma.
Freedman et al. (1986) reported age at diagnosis of this
tumour of between 6 weeks and 91 years.

Assessment of tissue type may be difficult while
making a diagnosis and immunohistochemistry and
even electron microscopy may be needed in some cases.
(Van Haelst, 1986; Hibshoosh and Lattes, 1997). The
difficulty of histological typing increases as the degree
of differentiation lessens (Mann et al., 1999). Tn a large
study (Preasant ef al., 1986), a 20% incidence of major
pathological errors was referring
mstitutions. It 1s important that biopsies are assessed
by experienced pathologists.

Different grading system have bheen used and
compared, but there 1s no consensus (Guillou ef af., 1997).
Major pathological factors m assessment of grade are
the mitotic count and the presence of necrosis with
tumour differentiation playing a role (Guillou et al., 1997,
Russell ef al., 1977). From a climcal point of view, the
grade rather than the precise tissue histogenesis 1s critical
for tumour behaviowr and prognosis (Preasant et al.,
1986). Mutations of p53 have been associated with
specific tumour subtypes, high histological grade and a
poor prognosis (Kawai ef al., 1994).

The dominant pattern of
haematogenous. Lymph node metastasis 1s rare (>5%),
except for a few histological subtypes such as epithelioid
sarcoma, synovial sarcoma, rhabdomyosarcoma, clear cell
sarcoma and angiosarcoma (Fong et al., 1993).

We recorded a case of Kaposi sarcoma of the upper
eyelid in a woman with HIV/AIDS. It represents the only
case we have seen in this centre to date, mvolving that
region of the body.

Upon re-evaluation of histological specimens, one

for

recorded from
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previous diagnosis of undifferentiated sarcoma was
re-diagnosed malignant fibrous histiocytoma. This may
make any previous review faulty by present standards.

CONCLUSION

In conclusion, soft tissue sarcoma shows a gradual
increase, even though, it is said to be rare with
involvement of the head and neck region even rarer.

Histological typing 1s difficult and mn a developing
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country like Nigeria, facilities for and expertise in
histochemical diagnostic techniques is limited. There is
need for a broader study of the peculiarities of the soft
tissue sarcomas of the head and neck region.
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