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Opinion statement

The proper diagnosis and treatment planning for subcutaneous soft tissue sarcoma is very
important. Soft tissue tumors can occur anywhere in the body, but if they occur subcu-
taneously, patients can easily notice a subcutaneous soft tissue mass. Therefore, it is
possible to determine through recording, the growth speed of the mass, which is often
difficult to obtain with deep-situated soft tissue masses. Palpation can also provide
information about the firmness and mobility of the mass. Thus, history taking and physical
examinations are informative for subcutaneous soft tissue tumors, compared to tumors
that occur deeply. Because subcutaneous soft tissue tumors are easily recognized, they are
often resected, without sufficient imaging analyses or thorough treatment planning. An
operation performed based on such an inadequate preoperative plan is called a “whoops
surgery.” In the case of “whoops surgeries,” subsequent radical surgery is required to
remove additional areas, including hematomas that result from the initial surgery, that
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require a wider range of resection and soft tissue reconstruction. Therefore, as with deep-
seated soft tissue tumors, it is important to conduct careful imaging examinations and
make appropriate preoperative plans for subcutaneous soft tissue tumors. Subcutaneous
soft tissue sarcomas often show an invasive pattern, and such tumors require a more
careful assessment to prevent local recurrence after surgery. During surgery, it is necessary
to remove the entire infiltration area along the fascia. Sometimes, an adequately wide
excision is necessary, which is considered the minimum necessary procedure to eradicate
the lesion. As noted above, clinicians who see patients with subcutaneous soft tissue
tumors are encouraged to have sufficient knowledge and experience regarding the
diagnosis and treatment. This article is intended for all doctors who deal with subcuta-
neous soft tissue tumors and focuses on essential points regarding their diagnosis and

management.

Introduction

Subcutaneous soft tissue sarcoma (STS) accounts for ap-
proximately one third of all STSs of the extremities and
trunk wall [1]. The annual incidence of subcutaneous STS
has been reported to occur at a rate of 0.4 per 100,000
individuals [1]. Compared with deep-situated STS, which
occurs in deeper soft tissue than the fascia, subcutaneous
STSs are almost half the size at diagnosis, more common
in the lower legs and feet, more often myxofibrosarcoma,

Diagnosis

and of a lower grade of malignancy [1]. Although the
resection of subcutaneous STS is easier than the resection
of deeper ones, unplanned excision causes serious prob-
lems such as a wide range of contaminations that require
reoperation with soft tissue reconstruction [2ee]. There-
fore, clinicians, especially surgeons, who treat subcutane-
ous STS should have sufficient knowledge and experience
regarding their diagnosis and treatment.

History taking and physical examination

A thorough documentation of the patient’s medical history is generally the first
step and plays an important role in diagnosis. A soft tissue mass that has not
changed in size or shape over time is rarely malignant; and for such a mass,
there is no need to rush examinations [3]. In contrast, a mass that has recently or
gradually enlarged should be evaluated rapidly. It is generally difficult to
distinguish between benign and malignant soft tissue tumors based on pain,
although the presence of pain is sometimes useful for the diagnosis of hem-
angiomas [4], synovial sarcomas [5], and nerve sheath tumors, such as
schwannomas and malignant peripheral nerve sheath tumors (MPNSTs) [6].
The past medical history and family history are particularly useful for the
diagnosis of neurofibromatosis type 1, which results in neurofibroma and
MPNST [7, 8], and neurofibromatosis type 2 and schwannomatosis, which
result in multifocal schwannomas [9].

The inspection of the mass provides information about skin color, size, and
shape of the mass [10]. Through palpation, firmness, mobility, local heat, and
size and shape of the mass are evaluable. If a mass is soft to elastic-soft,
hemangiomas or lipogenic tumors, including lipomas and atypical lipomatous
tumors, are suspected [11], whereas an elastic hard mass has a potential to be
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malignant [12]. Mobility provides useful information about tumor infiltration,
especially for subcutaneous soft tissue tumors. A tumor that is located strictly
within the subcutaneous tissue is movable under the skin and above the fascia;
however, a mass appears fixed when it invades the skin or the fascia.

The simple “golf ball rule,” which states that every growing soft tissue mass
larger than a golf ball (equivalent to about 4.3 cm) should be suspected of
being a sarcoma [13, 14ee], is easily applicable to subcutaneous soft tissue
tumors. If a new soft tissue lump is bigger than a golf ball and growing, the
possibility of STS should be considered. Both size larger than a golf ball and
increasing in size are strong predictors of sarcoma, with a positive predictive
value of 78.5% [14ee].

Imaging studies

Imaging studies are very important for assessing tumor nature and spread [15].
Ultrasound (US) is an inexpensive and easily accessible test that provides infor-
mation on the size of the subcutaneous tumor and its anatomical relationship
with the fascia [15]. Subcutaneous tumors, hematomas, and cystic diseases,
including epidermal cyst and ganglion, can be distinguished using Doppler,
which detects blood supply inside the mass [16]. Abundant blood flow inside the
mass suggests that the mass is a true tumor. In such a case, it is strongly
recommended to perform a magnetic resonance imaging (MRI) examination
[17]. MRI examinations can confirm the size and spread of the tumor more
clearly than US, and evaluate the nature of the tumor, to some extent. The signal
intensities inside the tumor in T1-weighted and T2-weighted images allow a
discrimination of fatty, myxoid, and fibrous tumors. MRI is useful for locally
invasive tumors, such as subcutaneous myxofibrosarcomas, which frequently
invade and develop along the fascia. For appropriate preoperative planning, it is
essential to accurately determine the spread of the tumor. By using a contrast
agent that contains gadolinium, it is possible to evaluate the blood flow inside
the tumor more clearly than through US. For lesions with calcification, X-ray is
also useful, and the detection of phleboliths leads to the diagnosis of hemangi-
oma. Furthermore, intratumoral calcification is observed in tumoral calcinoses
[18], ossifying fibromyxoid tumors [19], and synovial sarcomas [5], and so on.

A histological examination is extremely important for the diagnosis of soft
tissue tumors, and each histological diagnosis has characteristic clinicopatho-
logical features. In cases of a clearly benign soft tissue tumor, the lesions are
often not resected, but rather followed by routine imaging examinations.
However, in cases with the possibility of malignancy, biopsies and pathological
examinations are mandatory [20, 21ee]. Biopsy methods include aspiration
cytology, needle biopsy, incision biopsy, and excisional biopsy [22]. Each
biopsy method has its strengths and limitations. It is necessary to select an
appropriate biopsy method, biopsy route, and intratumoral zone of sampling
in each case, because soft tissue tumors vary in their location, size, intratumoral
necrosis, and anatomical relation with important organs, nerves, and blood
vessels. Particularly with respect to the biopsy route, consultation with an expert
surgeon, prior to biopsy, should be considered, since the contaminated biopsy
route should be removed during radical surgery for malignancy [23].
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In soft tissue tumors, it is often difficult to estimate their histology from image
findings. A biopsy should be considered in tumors with a maximum diameter of
more than around 5 cm or tumors that show potentially malignant findings. Soft
tumor masses that are unnecessary for biopsy are ganglion cyst with jelly-like
content, as confirmed by puncture, obvious epidermal cysts, hemangiomas, and
lipomas, as confirmed by imaging [24]. Hemangiomas and schwannomas are
relatively common soft tissue tumors, but both have a variety of image findings
and often require differentiation from malignant tumors. If there is a possibility
of malignancy or a progressive course during follow-up, a biopsy should be done
promptly, and the diagnosis should be confirmed. Depending on the tumor
localization and size, it is necessary to select an appropriate biopsy method.

-
Fine-needle aspiration cytology

Fine-needle aspiration cytology is performed using a specialized suction needle.
The advantage of puncture aspiration cytology is that the possibility of tumor
cell dissemination is low, because it usually uses a 21- to 23-gauge needle. The
procedure can be performed in an outpatient clinic, and the test results can be
obtained quickly. On the other hand, for soft tissue tumors, it is difficult to
determine the histology only with fine-needle aspiration cytology, and the
agreement rate of histological malignancies is reported to range from 33 to 89%
[22, 25-28]. For a precise cytological diagnosis, a skilled cytologist is required,
and the clinician must know that the correct diagnosis rate depends largely on
the experience and knowledge of the cytologist.

|
Needle biopsy (core-needle biopsy)

For a soft tissue tumor biopsy, a needle of 14 to 16 gauge is usually used. Needle
biopsy can be performed under local anesthesia at an outpatient clinic. Al-
though it is sometimes difficult to determine the histological diagnosis because
the obtained tissue piece is small, the correct diagnosis rate reaches to 46 to 98%
for soft tissue tumors [22, 29-33]. Even if the histology is not confirmed, this
method is useful for distinguishing between tumor and non-tumor lesions and
estimating histologic malignancies, such as through discriminating between
spindle cell sarcoma and small round cell sarcoma. Needle biopsy should be
the first choice if the tumor is large enough to insert a needle without tumor
penetration. Attention should be paid to avoid seeding tumor cells into deep
normal tissue by penetrating the tumor.

Incisional biopsy

Incisional biopsy is a method of incising the skin and sampling a part of the
tumor tissue as a small block. It is possible to obtain a small block of tumor that
is sufficient for pathological diagnosis. The correct diagnosis rate is reported to
be as high as 82 to 100% [22, 33, 34]. For translocation-related sarcomas,
including synovial and extraskeletal Ewing’s sarcomas, a detection of the fusion
gene is extremely useful for pathological diagnosis. Therefore, it is desirable to
collect and preserve frozen samples for future genetic testing. There are some
possible disadvantages, including the requirement of an operating room and
the risk of contamination by the tumor cells, which are higher than the risks
associated with needle biopsies.
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Excisional biopsy

Excisional biopsy is a method of resecting the entire tumor for diagnosis and
treatment. The indications of excisional biopsy are a superficial soft tissue
tumor, a maximum diameter of approximately 2 to 3 cm or less, and a strong
suspicion of benign tumor [35e]. If the biopsy result is a malignant tumor, an
extensive additional resection is required [2#e]. Therefore, the excisional biopsy
should be applied after careful considerations.

For STS, the site of the biopsy and hematoma are highly suspected to be
contaminated by tumor cells, so it is necessary to minimize tumor contamina-
tion through biopsies [36]. Especially in incisional biopsy, the skin incision
should be minimal, and the hemostasis should be performed thoroughly after
sampling. If postoperative bleeding is a concern, indwelling a drain should be
considered. When installing the drain, it should be in the vicinity of the
incisional wound and on the extension line of the incision, so as not to enlarge
the tumor contamination.

Especially in the limbs, incisions are made along the underlying muscles, in
the direction of the long axis of the limb. A transverse incision may increase the
amount of muscles that require resection during radical surgery. A transverse
incision should be avoided because it will cause a significant decrease in
postoperative limb function.

Major differential histological diagnoses

In an analysis of 367 superficial STSs, the French Sarcoma Group reported
that the common histological diagnoses were unclassified sarcoma (24%),
leiomyosarcoma (22%), dermatofibrosarcoma protuberans (DFSP) (17%),
angiosarcoma (14%), and myxofibrosarcoma (9%) [37]. In another report
of superficial non-small round cell STS, the most frequent histology was
malignant fibrous histiocytoma (25%), followed by liposarcoma (19%),
DFSP (16%), MPNST (9%), leiomyosarcoma (8%), and myxofibrosarcoma
(4%) [38]. Although rare, synovial sarcoma, clear cell sarcoma, extraskeletal
Ewing sarcoma, epithelioid sarcoma, and extraskeletal osteosarcoma have
been also reported [1, 37-40]. In the papers published before 2002, ma-
lignant fibrous histiocytoma (MFH) was the most common histology ac-
counting for 46-48% in subcutaneous STSs [1, 39], however, MFH was
reclassified to UPS, myxofibrosarcoma, and so on with the revision of World
Health Organization (WHO) Classification of Tumours of Soft Tissue and
Bone [41, 42]. Some dlinical information, including family history of neu-
rofibromatosis type 1, overlying skin pigmentation, skin elevation, and
image findings may facilitate the differential diagnosis; however, a histolog-
ical confirmation is necessary in almost all cases. The major histological
diagnoses for subcutaneous STS are summarized in Table 1.

Choice of treatment

Regardless of the histological diagnosis, the mainstay treatment is surgical
removal, if the patient has no distant metastases. The role of adjuvant chemo-
therapy and/or radiotherapy is limited for subcutaneous STS [43e, 44].
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Table 1. Major histological diagnoses of subcutaneous soft tissue sarcoma

Histology
UPS/US*

Leiomyosarcoma

DFSP**

Liposarcoma

Angiosarcoma

Myxofibrosarcoma

MPNST***

Synovial sarcoma

Clear cell sarcoma

Frequency
24-25%

8-22%

16-17%

6-19%

2-14%

4-9%

1-9%

2-6%

1-3%

Character

> Almost all UPSs are classified as high grade in histology.
> Cellular pleomorphism are commonly observed.
> Most of UPS had been called MFH.

> Most of subcutaneous leiomyosarcoma is thought to originate in smooth muscle of
blood vessel in subcutis.
> Myogenic markers are positive in immunohistochemistry.

> DFSP is graded intermediate (rarely metastasizing) according to WHO classification.
> DFSP is also characterized by locally aggressive growth.

> Local recurrence is common unless the tumor is widely excised.

> COL1A1-PDGFB fusion gene is detected.

> Liposarcoma includes dedifferentiated-type and myxoid-type.
> Most of subcutaneous lipogenic tumor is benign lipoma.
> Myxoid liposarcoma has either FUS-DDIT3 or EWSR1-DDIT3 fusion gene.

> Angiosarcoma commonly presents as a painful enlarging mass.
> Angiosarcoma is high-grade sarcoma with a high mortality.

> Myxofibrosarcoma is one of the representative examples of invasive soft tissue
sarcoma.

> Myxofibrosarcoma often spreads along the fascia.

> Myxofibrosarcoma had been called myxoid MFH.

> About half MPNSTs are related to neurofibromatosis type 1 (NF1).
> MPNSTs usually occur in patients aged 20-50 years.

> More than half of patients are teenagers and young adults.
> Synovial sarcoma occasionally accompanies calcification and/or cystic change.
> SS518-SSX1 or SS18-SSX2 or SS18-SSX4 fusion gene is accompanied.

> (lear cell sarcoma affect your adults, with peak incidence in the third and fourth
decades.
> EWSR1-ATF1 or EWSR1-CREB1 fusion gene is commonly seen.

*Undifferentiated pleomorphic sarcoma/unclassified sarcoma
**Dermatofibrosarcoma protuberans
***Malignant peripheral nerve sheath tumor

Planning of surgical resection

The surgeon should consider the histological diagnosis, the local spread of the
tumor, the growth rate of the tumor, and the patient’s general condition before
determining the resection area and reconstruction method. MRI with enhance-
ment is the most useful diagnostic imaging method for assessing the affected
region of locally invasive tumors. It is of top priority to secure a sufficiently-wide
margin and achieve a negative margin microscopically (RO resection) [45].

In the preoperative plan for radical surgery, the resected area is in principle
set to acquire a microscopically negative margin based on image findings,
especially contrast MRI scans. Since STS occurs in all parts of the body, the
anatomical condition varies greatly from case to case. In order to achieve the
targeted resection margin, the surgeons need to carefully decide which healthy
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tissue in the surroundings should be removed. For most STSs, it is reasonable to
plan to excise the tumor that is within a muscle with 1 to 2 cm of muscle or fat.
If there are durable barriers, such as thick fascia and periosteal layers, fewer
tissues may be removed. However, in the planning of highly invasive STSs, such
as locally invasive myxofibrosarcoma, a margin of 3 cm or more is potentially
required. Even if the biopsy pathological diagnosis is low-grade, there is the
possibility of increasing the risk of local recurrence, so the temptation to reduce
the extent of resection should be avoided. The histological grade reflects the
metastatic potential of the tumor rather than its local aggressiveness.

Currently, limb-sparing surgery is the mainstay surgical treatment for most
STSs. The limb preservation rate has exceeded 90% in recent years, with im-
provements in imaging, techniques for limb reconstruction, and perioperative
radiotherapy and/or chemotherapy, even though perioperative radiotherapy
and/or chemotherapy is rarely applied to subcutaneous STS. Amputations are
limited to cases where the tumor involves important blood vessels and nerves
and they cannot be saved; however, such cases are rare among subcutaneous
STSs. The amputation rate has been reported to be only 0.2% in subcutaneous
STSs [46¢]. In surgical planning for radical surgery, tumor resection with a
macroscopically positive margin (R2 excision) is not tolerated for any reason.
After determining the range of resection, reconstructive surgery should be
adjusted to deal with tissue defects. To facilitate reconstruction surgery, the
surgeons should not compromise or reduce the extent of resection.

Precautions on resection

An important aspect of surgery for subcutaneous STS is adherence to the
planned surgical margin to be excised. The surgical margin adopts the smallest
margin among all resected planes of specimen, so cutting into the planned
resection area is prohibited, even only in part. Notably, since subcutaneous and
muscle tissue may contract, deform, or move during surgery, it is necessary to
carefully perform surgery while frequently confirming the resected surface. In
addition, it is prudent to suture the fascia to the skin and subcutaneous fat so
that these tissues do not come off, as subcutaneous tissues tend to detach from
the fascia and expose the biopsy route or even the tumor itself.

Reconstruction after resection of tumor

In the analysis of 457 patients with superficial STS, the wounds were primarily
closed in 58% of the patients, needed a rotation flap in 20% of the patients,
required split-thickness skin grafting in 15% of the patients, and required free
tissue transfer in 5% of the patients [46¢]. The overall complication rate was
12%, and was significantly higher for patients who received free tissue trans-
plants, 43% of whom developed complications that included infections, flap
failures and dehiscences [46¢]. Generally speaking, superficial STS rarely re-
quires an advanced reconstructive procedure and almost never results in am-
putation [39].

Surgical margins

The surgical margins for STS resections are most commonly evaluated with R
classification. The R classification is based on both the macroscopic and
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microscopic evaluation of the surgical margins. The margins are classified either
as grossly positive (R2), microscopically positive (R1), or microscopically neg-
ative (RO).

The resected STS specimen can easily deform. The surrounding con-
nective tissues, especially muscle fibers, are often shortened due to
formalin fixation and reduction of tension. Special attention is required
to evaluate the surgical margin of subcutaneous STS. To avoid misun-
derstandings, the surgical margin of the resected specimen should be
examined and documented by both the surgeon and the pathologist
[20]. Applying ink to the surgical resection surface is recommended to
accurately assess the surgical margin [47]. Temporarily stabilizing the
soft tissue using pins, rubber plates, or other devices as needed is useful
to avoid changing the shape of the resected specimen.

It is widely accepted that surgical margins are related to the risk of local
recurrence [48-57]. In one study, the 5-year local recurrence rates were 6%,
17%, and 38%, for margins that were RO, R1, and R2, respectively [50]. In
another paper, the 5-year local recurrence rates were reported to be 9.5% and
36.7% for RO and R1 margins, respectively [49]. These papers concluded that
the risk of local recurrence can be estimated using the R classification. Both
macroscopic and microscopically positive surgical margins have been found to
reduce local recurrence free survival in limb STSs. However, the impact of
surgical margin on overall or disease-specific survival rate is more or less
controversial [51-54, 58-61]. It is difficult to drive a strong conclusion based
on the literature, and further research is needed in this field.

If the surgical margins turn out positive (affected by the tumor cells),
additional wide resection should be considered to achieve an RO margin,
according to the National Comprehensive Cancer Network (NCCN) [20]
and ESMO-EURACAN clinical practice guidelines [21ee]. If resection with
an RO margin is impossible or harmful, radiotherapy to the surgical field is
an option. In a randomized prospective study of adjuvant radiotherapy for
STS in limbs, local recurrence was significantly decreased with adjuvant
radiotherapy [62, 63]. The Scandinavian sarcoma group reported that
adjuvant radiotherapy reduced the local recurrence of STS, regardless of the
surgical margin status [64]. Although postoperative radiotherapy improves
local control, it should be noted that postoperative radiotherapy cannot
reduce the local recurrence rate to a level that is comparable to that of
patients with negative margins, when radiotherapy is applied to patients
with positive margins.

Invasive soft tissue sarcoma

Certain STSs show highly invasive growth patterns, which can be re-
vealed by a tail-like sign on MRI (Fig. 1). A representative example of
invasive STS is myxofibrosarcoma, which tends to spread along the
fascia. The risk of myxofibrosarcoma local recurrence is very high and
has been estimated to be about 20 to 30% [65-67]. Haglund et al.
found that the local recurrence of myxofibrosarcoma occurred in 11
(31%) of 36 patients [66]. In this cohort, local recurrence was observed
in seven of 27 patients (26%) with negative margins and four of nine
patients (44%) with positive margins, which indicates a high local
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Fig. 1. Myxofibrosarcoma in the subcutis of the lower leg. Contrast-enhanced MRI shows the tail-like sign extending anteriorly from
the tumor along with the fascia

recurrence rate, even with negative surgical margin. Notably, among
patients with negative microscopic margins, 6 (40%) of 15 patients with
a margin less than 1 cm developed local recurrence, while six patients
with margins of 1 cm or greater did not show local recurrence. In
another study of myxofibrosarcoma, Kikuta et al. described a group of
patients who were treated with surgery, in whom the surgical margins
were intended to be more than 3 cm [67]. Despite the intention of
achieving adequate margins in all patients, a histologically positive
margin after surgery was evident in 28% of the patients. Iwata et al.
investigated the effect of invasive growth on the outcome of patients
with undifferentiated pleomorphic sarcomas and myxofibrosarcomas
[68]. Their surgical protocol involved tumor resection, with 2-3 cm
margins from the edge of the tumor’s spread on MRI. Nonetheless, the
surgical margins were microscopically positive in 43 of 89 patients
(48%), despite the attempt to remove a wide margin, with a 5-year local
recurrence-free survival rate of 81%. These results highlight the difficulty
of achieving a microscopically negative margin for invasive STS. In order
to obtain a microscopically negative surgical margin, surgical planning,
with a margin of 3 cm or more, is potentially required on the MRI
image for each case of invasive STS. The ideal extent of resection for
such tumors is unknown and remains unestablished. The use of intra-
operative frozen sections, especially frozen sections of the fascia, may be
useful; however, their usefulness remains controversial.

Treatment plans after unplanned excision (whoops surgery)
Unplanned excision is defined as a surgical resection without proper
preoperative evaluation and surgical planning to achieve a microscopi-
cally negative margin [69]. The greatest problem of unplanned resection
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is contamination by tumor cells and tumor spread to surrounding
tissues [70]. Macroscopic residual tumors often present after unplanned
resection. It is therefore not surprising that unplanned excision is asso-
ciated with increased risk of local recurrence, unless accompanied by
subsequent tumor bed resection [71]. In re-resection surgeries after un-
planned resections, the goal is to completely resect the surgical bed,
including areas of the skin incision, drain hole, postoperative hemato-
ma, and so on [72]. Lateral or oblique incisions during unplanned
resection may result in contamination of multiple or adjacent compart-
ments, which will lead to a much wider area of resection that is need to
achieve microscopically negative margins. In such cases, the reconstruc-
tion of soft tissues by flap is often required.

Survival

Summary

The American Joint Committee on Cancer (AJCC) TNM classification of
bone and soft tissue sarcomas has revised and published its eighth
edition [73]. In the eighth edition, the notation of tumor depth (su-
perficial or deep from the superficial fascia) has been eliminated. This
does not necessarily mean that both superficial and deep STS show the
same prognoses. It is widely accepted that superficial STS shows better
prognosis that deep STS. The 5-year overall survival rate is variable but
has been reported to range from 75 to 95.3% [1, 37, 38, 74-76].

When subcutaneous soft tissue tumors are encountered, it is necessary to
remember that medical histories and physical examination findings are
important for estimating the possibility of malignancy. The possibility of
malignancy should be considered for masses larger than golf balls
(equivalent to about 4.3 cm) and those that tend to increase in size. In
peripheral nerve sheath tumors, a family history of neurofibromatosis
and the presence or absence of Tinel’s sign may aid the accurate diag-
nosis, and MRI is an essential imaging evaluation method that can give
a qualitative assessment of the tumor and assess the spread of the
tumor, especially for tumors that show locally invasive growth patterns.

Subcutaneous soft tissue tumors often require a biopsy for a definitive
diagnosis. Care should be taken to minimize contamination by tumor cells
during biopsy. For small subcutaneous masses, such as those less than 2 cm, a
resection biopsy is also indicated, but should only be performed by a surgeon
who is familiar with soft tissue tumors.

With regard to treatment, a sufficient surgical excision range is crucial for
avoiding local recurrence. For tumors with invasive growth patterns, resection
with a safer resection margin, of greater than 3 cm margin for some situations, is
recommended. During resection, R0 resection (microscopic stump negative)
should be the goal. If necessary, the surgeon should consider reconstruction of
soft tissues, such as flaps and skin grafts.

Subcutaneous soft tissue tumors have a generally good prognosis if properly
treated, and clinicians who treat subcutaneous soft tissue tumors must have
sufficient knowledge and experience.
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