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STS Brachytherapy

• STS brachytherapy is very simple & easy treatment

• No vital organ in the implant area

• Since implant area is located peripheraly, 
accessibility is very good.

• Surgical resources are used

• Single plane implant, no learning curve

• Brachytherapy is a proven therapy in improving the 
local control



Soft tissue sarcomas

❑ Median age of diagnosis - 56 years

❑ Male : Female – 3.7 : 2.6 per 100,000

❑ 1% of all new solid tumors in adults

❑ 4% in childhood 



Soft tissue sarcomas

❑ Around 50 subtypes – WHO

❑ SEER Database

➢ Leiomyosarcoma - 23.7 %   

➢ MFH                                     - 17.1  %

➢ Liposarcoma - 11.5  %

➢ Dermatofibrosarcoma - 10.5 %

➢ Rhabdomyosarcoma - 4.6  %



Prognostic Factors
 Positive Margins

 Histological grade 

 Histological type, cellularity, pleomorphism, cellularity, 
necrosis

 Tumor Size

 Necrosis

 Vascular Invasion

 Tumor Depth

 Location

 Local recurrence



Paradigm shift
 Changing trends- Extremity sarcomas

Amputation

Limb Preservation  

 NCI trial- Rosenberg et al – Amputation = Limb salvage:                
(Comparable  Survival)

 Limb salvage rates:  60% - 1970     =   90% -1990



Localized STS: Clinical categories

 Resectable : Organ preservation

 Borderline resectable: Amputation vs

Organ preservation

 Unresectable: RT+CT

 Recurrent:  Individualised



R - Classification



Radiotherapy



Indications For Adjuvant Radiotherapy

Yes                                                 No

 High grade                                   Superficial

 Size > 5cms                                  Low Grade

 Recurrent Tumor                         Size < 5 cm  

 Revision surgery                          

(30-60%)

 Deep/ Truncal /Neurovascular



Adjuvant treatment

 Amputation  vs. Limb sparing Surgery  
+ post operative RT (300pts): Advantage of post op RT

Lindbrg et.al.Cancer:2391,1981.

 Brachytherapy  vs.No Brachy.Boost dose  
Improves Local control.

Brennan et.al.ArchSurg 122:1289,1987





PORT : Techniques and doses

• Clinical Target Volume: gross tumor  area  + 
margin (Surgical, MRI / CT findings, Scars, Drain sites)

• Brachytherapy alone (45-50 Gy)

• EBRT alone (60 Gy)

• EBRT + Brachy (50 Gy + 16 Gy)

Total Dose = 60-66 Gy



– Brachytherapy alone (as Monotherapy)
- Completely resected

- High grade

- Size < 10 cm

- Even surface of Tumor Bed 

– BRT + EBRT (All pts not suitable for brachy alone)

Brachytherapy







AIIMS Protocol







ABS Guidelines : General

• Assess patients in a multidisciplinary setting

• Determine CTV by radiographic, surgical, and

pathologic findings

• Place catheters to encompass CTV

• Identify and demarcate OAR

• Place catheters at least 1 cm from the incision

• Place catheters in parallel arrays at intervals of 1.0

to1.5 cm

• Start treatment no sooner than 5th PO day when

used as adjuvant monotherapy

• Plan CT-based dosimetry



Catheter Insertion

 Single-plane implant

Brachytherapy













STS Brachytherapy: Conclusion

• STS brachytherapy is very simple & easy treatment

• No vital organ in the implant area

• Since implant area is located peripheraly, 
accessibility is very good.

• Surgical resources are used

• Single plane implant, no learning curve

• Brachytherapy is a proven therapy in improving the 
local control


