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Retroperitoneal sarcoma with infected necrosis: an unfavourable

prognostic factor
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Abstract

Purpose. To report the phenomenon of infected retroperitoneal sarcoma (RPS).
M ethod. Two case reports.
Results. Both patients died soon after laparotomy.
Discussion. Infected RPS is identi® ed as an entity not clearly documented in the literature. It should probably be added
to the list of poor prognostic factors when planning the management of patients with RPS.
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Introduction

The prognosis of patients with retroperitoneal

sarcoma (RPS) is poor, with an overall 5-year sur-

vival rate reported between 12± 40% 1 ± 9 with

rare exception.10 The patients with the most favour-

able prognosis are those with low grade tumours

in which complete excision of the primary tumour is

achieved.1,2,10,11,12 Even in this group the cumulative

probability of local relapse has been reported up

to 85% at 5 years.1 There is a role for palliative

debulking of RPS and patients with low grade

tumours can have repeated surgery over many years

with a 5 year survival rate of 80%.2 Major surgery

should probably be avoided in patients with concur-

rent metastases, low performance status and high

grade recurrent tumours unless essential for pallia-

tion.

We were involved in the management of two

patients with aggressive retroperitoneal sarcomas

who presented with severe pain that was unrespon-

sive or not suitable for other palliative therapy. They

were offered surgery with the hope of improving

their pain. At laparotomy palliative intracapsular

debulking was undertaken. Both these patients

had offensive necrotic tumour and culture

con® rmed contamination with enteric organisms.

Infected necrosis in large retroperitoneal or

intraperitoneal bowel related tumours is a

recognised but uncommon clinical ® nding13

however there is only one report of infected RPS

in the literature.14 Infected RPS has not been related

to prognosis previously.

Case reports

Case 1

This 51-year-old woman presented in January 1998

with abdominal pain and a pelvic mass. Computed

tomography (CT) Scan showed a 9 cm pelvic mass

thought to be arising from the uterus. At the laparo-

tomy by her gynaecologist a retroperitoneal mass in

the lower abdomen was biopsied and found to be a

spindle cell sarcoma. Postoperatively she had ongo-

ing pain that required daily morphine but was

apyrexial. She was referred to the Royal Marsden

Hospital and was initially advised that there was no

other palliative options. There was a considerable

increase in the size of the tumour on repeat CT

Scan (see Fig. 1). After repeated representations by

the patient and her family a further laparotomy was

agreed to. There was a large pelvic mass of necrotic

offensive tumour with adherent loops of small

bowel. This was debulked. Postoperatively she de-

veloped sepsis and respiratory failure. It was decided

not to reintubate her and she died 48 hours postop-

eratively. The bacterial culture from the necrotic

tumour grew Streptococcus milleri, coliforms and

anaerobes. Histopathology demonstrated spindle

cell sarcoma (EORTC grade 2) perhaps represent-

ing gastrointestinal stromal tumour (of autonomic

type).
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Fig. 1. Large pelvic tumour with extensive necrosis. There is an intrauterine device in the uterus.

Case 2

This 35-year-old woman was diagnosed with a

retroperitoneal biphasic synovial sarcoma (EORTC

Grade 2) in April 1997. It was incompletely resected

at that time. She received 2 cycles of ifosfam ide and

doxorubicin which were poorly tolerated and thus

stopped despite a partial response. She had several

episodes of unexplained fever with the chemo-

therapy. In January 1998 she had progressive dis-

ease on CT Scan and poorly controlled abdominal

pain. Debulking surgery was the only option to

attempt to improve her quality of life. Preoperatively

she had one temperature of 39°C and was com-

menced on broad spectrum antibiotics. At laparo-

tomy the mass was debulked of large volumes of

offensive necrotic material. Microbiological culture

grew Streptococcus milleri and Bacteroides

melaninogenious. Postoperatively she made good

progress however she represented to hospital one

month after surgery with severe abdominal pain. In

the course of investigating the pain, she deteriorated

and had an hypovolaemic cardiac arrest due to

presumed intra-abdominal bleeding. She was ini-

tially resuscitated however under the circumstances

it was considered inappropriate to intervene further.

She died that evening.

Discussion

Retroperitoneal sarcomas have a poor long term

prognosis with an overall 5-year survival rate re-

ported between 12 and 40%1 ± 9 with one report of

63% 5-year survival.10 They also have an ongoing

signi® cant recurrence and mortality rate after that

time.1,5,10,11 Even when the tumour is macroscopi-

cally removed it has been reported that there is a

cumulative probability of local relapse between 50±

80% at 5 years.1 ± 10 Despite this there are many cases

of recurrent low grade sarcomas that are able to be

debulked at regular intervals with medium to long

term survival.2,3 The factors related to poor prognosis

include metastatic disease which is often transperi-

toneal seeding,1 failure to accomplish complete exci-

sion,1± 3,5,6,10 ± 12 high grade tumours1-3,5,9,10 and in some

series the histopathological type of tumour.3,15 ± 17

The failure to accomplish complete excision is a

manifestation of the size of the tumour. This relates

to and is in¯ uenced by its location in relationship

to vital structures and the number of organs in-

volved.1,2,4,5 To the list of poor prognostic features

we would add infected RPS. The ® nding of

infected necrosis in advanced abdominal and

retroperitoneal tumours is a recognised but an un-

common clinical ® nding having been described in

lymphoma, renal cell carcinoma and metastatic

testicular carcinoma,13 however, there is only one

report of infected RPS involving a duodenal

leiomyosarcoma.14 There are no previous reports

suggesting a relationship to prognosis and risks of

reoperation for palliation. From our experience, if

identi® ed preoperatively infected RPS would deter

further palliative surgery in favour of persisting

with conservative therapy including appropriate anti-

biotics.

In both of our cases the nature of the aggressive

disease was such that bowel was intimately involved

and thus the presumed portal of entry of the infec-

tion. The bacteria cultured are known gut organ-

isms. The other possible portal of entry is blood

born organisms that seed the tumour but this is less

likely given both cases were polymicrobial. No

precedent exists for establishing the diagnosis of

infected retroperitoneal sarcoma however there are

similarities to infected necrosis in severe acute pan-

creatitis. Therefore CT Scan guided biopsy and

culture should be feasible.18 Similarities to infected

pancreatic necrosis and its complications, such as
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mycotic splenic artery aneurysm causing cata-

strophic bleeding and multiorgan failure from sep-

sis, also bear striking similarity to our cases.18

In conclusion, retroperitoneal sarcomas have a

poor prognosis. Patients should only be offered pal-

liative surgery when their symptoms cannot be con-

trolled by any other modality and it is technically

feasible to reduce the bulk of their disease. If in-

fected necrosis is suspected clinically CT guided

aspiration for microbiological culture could be used

for diagnosis. Based on our recent experience in-

fected RPS may deter further palliative surgery in

favour of conservative management. Any RPS found

to have necrosis at surgery should be sent for micro-

biological culture as well as histopathology.
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