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(Cual es su diagnostico?

What should the diagnosis be?

Paciente varén, de 28 afios de edad,
que acude a nuestro Servicio, para estu-
dio y tratamiento de tumoracién latero-
cervical derecha de 4 afios de evolucion,
dolorosa a la palpacién y sin crecimien-
to progresivo. No tenia antecedentes
médicos ni quirdrgicos.

A la exploracién se apreciaba una
masa laterocervical derecha, en zona cer-
vical media, de 2,5 cm de diametro
mayor, de consistencia dura. Esta esta-
ba adherida al hueso hioides y se des-
plazaba con la deglucién. No se palpa-
ban adenopatias cervicales. El juicio cli-
nico inicial fue de quiste tirogloso.

Se pidi6 una analitica, una ecografia,
una Puncién Aspiracién con Aguja Fina
(PAAF) y una Tomografia Computari-
zada (TC). En la analitica no se objetiva-
ron alteraciones. El resultado de la eco-
grafia fue de masa quistica compatible
con quiste tirogloso. En la TC se apre-
ciaba una masa heterogénea (Fig.1). El
diagnédstico de la PAAF fue: tumor
mesenquimal.

Posteriormente, para descartar la
existencia de tejido tiroideo ectépico,
se realiz6 una gammagrafia, en la que
no se evidencié un aumento de capta-
cién de radioisétopo por parte de la
masa, ni alteraciones en la captacién
tiroidea.

Al mes de la primera consulta, con el
diagnéstico de presuncién de quiste tiro-
gloso, se procedié a realizar la reseccion.
Durante la diseccién de la masa, esta se
rompié, vertiendo un contenido granu-
loso tumoral, del cual se realizd un estu-
dio anatomopatoldgico intraoperatorio.
El resultado fue: tumor maligno indife-
renciado. Se procedié entonces a una
reseccion del tumor con margenes de
seguridad, que incluian la musculatura
peritumoral y la porcién central del cuer-
po hioideo.
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Figura 1. Imagen de TC, del tumor primario, donde se aprecia
una masa cervical heterogénea.

Figure 1. CT image of the primary tumor showing a heterogeneous
mass on the neck.

Figura 2. Inmunohistoquimica para Vimentina (X100): Importante
positividad para Vimentina en sarcoma sinovial monofasico con
patrén fusocelular tipico.

Figure 2. Inmunohistochemical results for vimentin (X100): Strongly
positive for vimentin in monophasic synovial sarcoma with a typical
spindle cell pattern.

Male patient, 28 years old,
attended our Service, for an
evaluation and treatment of
a laterocervical tumor-like
mass on the right side that
had been evolving for four
years. It was painful on pal-
pation and did not exhibit
progressive growth. He did
not have any previous med-
ical or surgical history.

On examination, a latero-
cervical mass could be
appreciated on the right
side, in the middle part of
the neck, measuring 2.5 cm
in greatest diameter, and
which was hard in consis-
tency. It was attached to the
hyoid bone and moved on
swallowing. Cervical
adenopathies were not felt
on palpation. The initial clin-
ical opinion was of a thy-
roglossal cyst.

Blood tests, ultrasound, Fine-
Needle Aspiration Puncture
(FNAP) and a Computerized
Axial Tomography (CAT)
scan were requested. The
blood tests showed no irreg-
ularities. The result of the
ultrasound showed a cystic
mass, which was compati-
ble with a thyroglossal cyst.
The CAT scan showed a het-
erogeneous mass (Fig. 1).
The diagnosis from the FNAP
was of a: mesenchymal
tumor.

Later, in order to eliminate
the existence of any ectopic
thyroid tissue, a gamma
scan was carried out with
radioisotope that did not
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Macroscopicamente al corte, se apreciaba una masa blanque-
cina, homogénea, con éreas parduzcas de aspecto hematico, iden-
tificandose un érea calcificada y pétrea.

Los anatomopatélogos, tras realizar tinciones con hematoxilina
eosina, informaron que se trataba de una neoformacién densamente
celular, con moderada atipia y alto indice mitdsico. Presentaba un
patrén sélido, fusocelular con éreas vasculares tipo hemangioperi-
citoma. La inmunohistoquimica fue positiva focalmente para cito-
queratina; positiva para vimentina, intensamente, de forma difusa
(Fig. 2); y negativa para S-100, actina, desmina, enolasa, cromo-
granina, y HMB45.

Sarcoma sinovial, monofasico fusocelular, cervical

show any increase in up-take in the area of the mass, nor
any disturbances in thyroid up-take.

A month after the first consultation, with a presumed
diagnosis of «thyroglossal cyst», a resection was carried out.
During the dissection the mass ruptured, and the granular
content of the tumor ran out, and this was used to carry out
an intraoperative anatomopathologic study. The result was:
undifferentiated malignant tumor. The resection of the tumor
was then carried out leaving safety margins that included
the muscle around the tumor and the central portion of the
hyoid body.

Macroscopically the sections showed a whitish mass that
was homogenous with brownish areas of a hematic appear-
ance in which a calcified and lumpy area could be identified.

The anatomopathologists reported, following hema-
toxylin and eosin staining, that the mass consisted of a neo-
formation of densely packed cells, that was moderately atyp-
ical and that had a high mitotic index. It had a solid, fusocel-
lular pattern with vascular areas of a hemangiopericytoma
type. The immunohistochemical results were: focally positive
for cytokeratin; diffusely strongly positive for vimentin (Fig.
2); and negative for S-100, actin, desmin, enolase, chro-
mogranins, and HMB45.
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Monophasic spindle cell synovial sarcoma of the neck
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El diagnéstico fue Sarcoma sinovial monofasico fusocelular.

El paciente fue derivado entonces, a los servicios de Oncologia
Meédica y de Oncologia Radioterapedtica, recibiendo un tratamiento
quimioterapico adyuvante con Epirubicina e Ifosfamida, cada 21
dias, un total de 6 ciclos. Posteriormente recibié tratamiento de
radioterapia cervical de 66 Gy.

Dos afios y tres meses después de la primera cirugia el pacien-
te presenta un nuevo nédulo localizado a nivel parahioideo izquier-
do de crecimiento progresivo (Fig. 3). Tras realizar una TAC, se apre-
cia una masa sélida, heterogénea de 5,5 cm de diametro mayor,
situada entre el cartilago tiroides, misculo esternocleidomastoideo
y glandula tiroides del lado izquierdo del cuello (Fig. 4). No se
evidencian otras lesiones a nivel cervical, ni hallazgos en pulmones
y mediastino. El paciente se reinterviene realizandose una reseccién
de la tumoracién incluyendo musculatura prelaringea y el muscu-
lo omohioideo (Fig. 5). El diagnéstico anatomopatoldgico de la
pieza fue: sarcoma poco diferenciado compatible con sarcoma sino-
vial.

El paciente vuelve a ser tratado por parte del servicio de Onco-
logia Médica, administrandosele quimioterapia adyuvante, que con-
sisti6 en cuatro ciclos con igual esquema que el anterior, hasta ago-
tar la dosis de Antraciclinas.
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The diagnosis was of monophasic spindle cell synovial
sarcoma.

The patient was then referred to the Medical Oncology
and Radiotherapeutic Oncology Services where he was given
adjuvant chemotherapy treatment with epirubicine and ifos-
famide every three weeks and for six cycles. He later received
radiotherapy treatment to the neck of 66 Gy. Two years and
three months after the first surgery, the patient presented
with a new nodule that was located at the level of the parahy-
oid bone on the left side, and which was growing progres-
sively (Fig. 3). After carrying out a CT scan, a solid mass
could be seen that was heterogeneous and that measured
5 x5 cmin greatest diameter. It was situated between the
thyroid cartilage, the sternocleidomastoid muscle and the
thyroid gland on the left side of the neck (Fig. 4). No other
lesions were found around the neck or lungs or in the medi-
astinum. The patient was reoperated and an excision was
carried out of the tumor that included the prelaryngeal mus-
cle group and the omohyoid muscle (Fig. 5). The anato-
mopathologic diagnosis of the sample was of: poorly dif-
ferentiated sarcoma compatible with synovial sarcoma.

The Medical Oncology Service treated the patient again
and he was given adjuvant chemotherapy, which consisted
of four cycles with a similar regimen as the previous one,
until completing the dose of antracycline.

During a CAT scan check of the neck and lungs, two nod-
ules appeared in the lungs. These were removed 10 months
after the second surgery. The anatomopathological result
was of lung metastasis of poorly differentiated sarcoma, com-
patible with monophasic synovial sarcoma.

A year and a half after the first local relapse the patient
had a new cervical relapse. In the CAT scan a mass on the
left side of the neck could be appreciated that was in con-
tact with the infrahyoid muscles and with the plates of the
thyroid cartilage on this side (Fig. 6). Surgical intervention
was carried out and the lesion, the adjacent muscles and the
left half of the hyoid bone were resected. The tumor was
released from the left side of the thyroid cartilage, and a
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En una TC cervicotoracica de control
se apreciaron dos nédulos pulmonares.
Estos fueron resecados 10 meses después
de la segunda cirugia. El resultado ana-
tomopatoldégico fue metastasis pulmo-
nar de sarcoma poco diferenciado, com-
patible con sarcoma sinovial monofasi-
co.

Afio y medio después de la primera
recidiva local el paciente presenta nueva
recidiva cervical. En la TC se aprecia una
masa cervical izquierda en contacto con
la musculatura infrahioidea y con la lami-
na del cartilago tiroides de ese lado (Fig.
6). Se realiz una intervencién quirdrgi-
ca resecando la lesion, la musculatura
adyacente y el hemihiodes izquierdo. Se
despeg0 el tumor del lado izquierdo del
cartilago tiroides, realizando una con-
drectomia periférica de cartilago tiroi-
des. El resultado histopatolégico fue: sar-
coma sinovial monofésico. Posterior-
mente se le administraron tres ciclos de
quimioterapia con Etop6xido mas Ifos-
famida. En un afio de evolucién, después
de la ultima cirugia, no hemos encon-
trado signos de recidiva.

Discusion

El sarcoma sinovial constituye de un
3-10% de todos los sarcomas. General-
mente afecta a adultos jévenes, dos ter-
cios de los cuales tienen menos de 40
afos. Los hombres se afectan mas fre-
cuentemente que las mujeres con por-
centajes de 2:1 6 3:2.1.2

A pesar de su nombre estos tumores
no se originan a partir del tejido sinovial,
sino que proceden de células mesen-
quimales pluripotenciales situadas tanto

cerca como lejos de las superficies articulares.? Debido a esto; éste
tipo de tumor raramente aparece en membranas sinoviales, unica-
mente un 10% afecta espacios articulares. Mas a menudo se encuen-
tra en la vecindad de grandes articulaciones y bolsas, dentro o cerca
de los tendones y de las vainas tendinosas y en fascias aponeuré-

ticas.2#

En un 75% a un 95% de las ocasiones el sarcoma sinovial se
localiza en las extremidades, siendo mas frecuente la afectacion en
las inferiores. Los sitios mas comunes de origen son alrededor de la
articulacién de la cadera, rodilla, tobillo, hombro y mufiecas. Ade-
mas, puede aparecer en la pelvis, en cabeza y cuello, y en éreas des-
provistas de tejido sinovial, como la pared abdominal.2

Entre un 3 y un10% de los sarcomas sinoviales aparecen en cabe-
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Figura 3. Aspecto externo del paciente. Primera recidiva.
Figure 3. External appearance of patient. First recurrence.
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Figura 4. Imagen de TC, de la primera recidiva, donde se aprecia
una masa sélida cervical izquierda, no homogénea, situada entre
el cartilago tiroides, misculo esternocleidomastoideo y glandula
tiroides.

Figure 4. CT scan image at first relapse showing a solid neck mass
on the left side, which is not homogenous, situated between the thy-
roid cartilage, sternocleidomastoid muscle and the thyroid gland.
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peripheral chondrectomy of
thyroid cartilage was per-
formed. The histopatholog-
ical result was of: monopha-
sic synovial sarcoma. He was
later given three cycles of
chemotherapy with etopo-
side and ifosfamide. In the
year following the last inter-
vention there have been no
signs of relapse.

Discussion

Synovial Sarcomas account
for 3-10% of all sarcomas.
Generally young adults are
affected, two thirds of whom
are under the age of 40.
Men are more frequently
affected than women with a
2:1 or 3:1 rate.’?

In spite of its name, these
tumors do not originate from
synovial tissue, rather they
arise from pluripotential
mesenchymal cells situated
by, as well as away from,
joint surfaces.? As a result,
this type of tumor rarely
appears in synovial mem-
branes with only 10% affect-
ing joint spaces. It is found
more often in the area of
large joints and sacs, in or
near tendons and tendon
sheaths, and fascial aponeu-
roses.#

In 75 to 95% of occasions
synovial sarcomas are locat-
ed in the extremities with the

lower extremities being more frequently involved. The most
common sites of origin are around the hip, knee, ankle, shoul-
der and wrist joints. It may also appear in the pelvis, the
head and the neck, and in areas that do not have synovial
tissue such as the abdominal wall.2

Between 3 and 10% of synovial sarcomas appear in the

tumor.4

my.1

head and neck.245 Jernstrom described the first case with
this location in 1954 and it entailed a hypopharyngeal

Patients with synovial sarcomas of head and neck have
a mean age of 25 to 30 and the age range is 7 to 63 years.
Gender distribution is the same as in the rest of the econo-
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za y cuello.2#5 El primer caso en esta loca-
lizacion, fue descrito, en 1954, por Jerns-
trom, y se trataba de un tumor de hipo-
faringe.!#

Los pacientes con sarcomas sinovia-
les en cabeza y cuello, tienen una media
de 25 a 30 afios de edad con un rango
de 7 a 63 afios. Y la distribucién por
sexos es igual que en el resto de la eco-
nomia.'

En cabeza y cuello la hipofaringe es
la zona mas frecuentemente afectada.
Otras localizaciones, en cabeza y cuello,
descritas en la literatura son el espacio
parafaringeo, cavidad oral, lengua, paré-
tida, articulacién temporomandibular,
regién nasosinusal, nasofaringe, orofa-
ringe, etc. Aunque virtualmente cualquier
area puede afectarse.’4

El tamafio de estos tumores puede
variar en el momento del diagnéstico
entre 1y 12 cm, con una media de 5
cm.! Generalmente se trata de tumores
solitarios y firmes, con superficies de corte
suaves y brillantes, bien circunscritos,
esféricos o micronodulares, con pseu-
docapsula y de color amarillo grisdceo
reluciente.'6 Frecuentemente existe cal-
cificacién focal y puede tener focos quis-
ticos o hemorréagicos (como en el caso
aportado por nosotros).

Aunque la mayoria de las metastasis
son por via sanguinea, de un 10 a un
20% de lo pacientes tienen metastasis
linfaticas. Las metastasis pulmonares ocu-
rren generalmente en los dos primeros
afos tras el diagnéstico del primario.s

Clinicamente, los sarcomas sinovia-
les de cabeza y cuello suelen aparecer
como una masa de crecimiento lento y
no dolorosa. Solo en un 20% de los casos
aparece dolor."6 Generalmente suele pro-
ducir disnea, disfagia y ronquera por la

presion del tumor en la hipofaringe y la laringe. La mayoria de
pacientes buscan la atencién médica dentro del primer afio, desde

el inicio de sus sintomas.

La mayoria de los sarcomas sinoviales pueden parecerse clini-
camente a un fibrosarcoma o a un rabdiomiosarcoma, por com-
portarse como una masa que infiltra tejidos blandos.2

El diagnéstico diferencial hay que hacerlo con las masas cervi-
cales y como se trata de un paciente joven habra que pensar en el
quiste tirogloso, quistes de las hendiduras branquiales, adenopati-
as especificas (tuberculosis, sarcoidosis, etc.), o bien tumores de ori-
gen mesenquimal, tumores de origen en glandulas salivales, metas-

tasis ganglionares y linfomas.
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Figura 5. Aspecto macroscépico de la masa (primera recidiva) tras
su extirpacién quirdrgica.
Figure 5. Macroscopical appearance of the mass (first recurrence)
following surgical removal.

Figura 6. Imagen de TC, de la segunda recidiva, donde se apre-
cia una masa sobre el cartilago tiroides.

Figure 6. CT scan image, at second relapse, showing a mass over the
cartilage of the thyroid.

In the head and neck it is
the hypopharynx that is the
area most affected. Other
locations of the head and
neck that have been
described in the literature
include the parapharyngeal
space, oral cavity, tongue,
parotid gland, temporo-
mandibular joint, the area
of the nasal sinuses,
nasopharynx and orophar-
ynx, etc. although virtual-
ly any area may be affect-
ed.

The size of these tumors
can vary when diagnosed
from 1 to 12 c¢cm, the
mean size being 5 cm.’
Generally these are firm,
solitary tumors with a
shiny cut surface, well-cir-
cumscribed, either spheri-
cal or micronodular with a
pseudocapsule and a yel-
lowish-gray shiny color.
There is frequently focal
calcification and there can
be cystic or hemorrhaging
areas (such as in the case
we present).

Although metastasis large-
ly takes place through the
blood stream, 10 to 20% of
patients develop lymphatic
metastasis. Lung metasta-
sis occurs generally during
the first two years following
the diagnosis of the prima-
ry tumor.¢

Clinically, synovial sarcomas
of the head and neck tend
to appear as slow-growing

painless masses. Only in 20% of cases does pain appear.’.6
Generally dyspnea, dysphagia and hoarseness arise due to

the pressure of the tumor on the hypopharynx and larynx.

at the onset of symptoms.

Most patients seek medical attention during the first year,

Most synovial sarcomas can appear clinically to be a
fibrosarcoma or a rhabdomyosarcoma, as they behave as a
mass that infiltrates soft-tissues.?

A differential diagnosis has to given with neck masses
and, as young patients are involved, thyroglossal cysts,
branchial cleft cysts and specific adenopathies (tuberculosis,

sarcoidosis, etc.) have to be considered, and also tumors
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Tanto en la TC como en la Resonancia Magnética Nuclear (RM)
se describe la lesion, en cabeza y cuello, generalmente bien delimi-
tada, sélida, y en ocasiones con un componente hemorragico o quis-
tico, asi como con calcificaciones.24 Las imagenes tanto de TC como
de RM, deben incluir el cuello entero, porque un 12,5% de los pacien-
tes con sarcoma sinovial en cabeza y cuello, tienen afectacién nodu-
lar linfatica regional.#¢ Ademas, se debe realizar una TC toracica, para
detectar la existencia de metastasis pulmonares, que son causa de
muerte en un nimero significativo de pacientes.¢ Los sarcomas sino-
viales histol6gicamente se caracterizan por la presencia de un patrén
bifasico que consiste en un fondo estromal compuesto por células
fusiformes con apariencia similar a fibroblastos, firmemente com-
pactados, y con un aspecto relativamente monétono. Sobre este
fondo se dispone el componente epitelial, habitualmente como for-
maciones glandulares, nidos compactos, o espacios con hendiduras.”
Las areas fusocelulares recuerdan a la histologia del fibrosarcoma.'2
Los sarcomas sinoviales pueden ser muy vasculares pudiendo similar
histolégicamente a un hemangiopericitoma. La proporcion relativa
entre células fusiformes y células epiteliales varia entre caso y caso y
dentro de la misma lesion.

Existen formas monofésicas de sarcoma sinovial, que presentan
Unicamente un patrén histolégico fusocelular o epitelial,'# Las metds-
tasis de las formas bifasicas pueden tener un patrén monofésico o
bifasico, mientras que las metastasis de las formas monofasicas son
siempre monofasicas.'

Se han realizado estudios citogenéticos del sarcoma sinovial, en
los que se ha demostrado una traslocacion reciproca especifica en
el cromosoma X y 18 en mas del 90% de los casos. Tanto bifasicos
como monofasicos (p11,2;q11,2).1.247 La mayoria de los casos de
sarcoma sinovial son diploides.!

Las técnicas inmunohistolégicas han demostrado que las célu-
las fusiformes, y de manera menos frecuente las células epiteliales,
se marcan con vimentina, que es un marcador mesenquimal. La
reactividad a citoqueratina y a antigeno de membrana epitelial se
encuentra no sélo en los patrones con componente epitelial, sino
también, en un pequefio porcentaje de las células, en los patro-
nes monofasicos de células fusiformes. Algunos sarcomas sinovia-
les expresan proteina S-100.%7

El tratamiento para el sarcoma sinovial es quirdrgico.! Se debe
realizar una reseccién con margenes de seguridad, a menudo inclu-
yendo los tejidos adyacentes, como la musculatura peritumoral.4
No se considera necesaria la realizacién rutinaria de una diseccién
radical de cuello si no existen adenopatias.! La tasa de recurrencia
de los sarcomas sinoviales en cabeza y cuello, después de una esci-
sion local, varia entre el 21% y el 56%, por lo que esta indicada la
radioterapia postoperatoria.'46 La quimioterapia adyuvante puede
reducir o retrasar la aparicién de metastasis a distancia.'#

Generalmente los sarcomas tienen una evolucién prolongada,
pudiendo desarrollar metéstasis en algunos pacientes hasta 20 afos
después de la terapia inicial. La media de supervivencia es aproxi-
madamente de 5 a 6 afos, siendo posibles largos periodos de super-
vivencia, incluso con la existencia de metéstasis. La supervivencia
del sarcoma sinovial de cabeza y cuello, a los 5 afios es del 36% al
54%, y a los 10 afios es del 20%, debida a la aparicién de metas-
tasis.'4
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of mesenchymal origin, those originating in the salivary
glands, lymph node metastasis and lymphomas.

In CAT and the Nuclear Magnetic Resonance (NMR)
imaging, the lesion is described in the head and neck as gen-
erally being well-defined, solid, and on occasions as hav-
ing a hemorrhagic or cystic component as well as calcifica-
tions.z* The images from the CAT scan as well as from the
NMR should include all the neck, because in 12.5% of patients
with synovial sarcoma of the head and neck there is region-
al lymph node involvement.*5 A CAT scan of the thorax should
also be carried out in order to detect the existence of lung
metastasis, which is the cause of death in a significant num-
ber of patients.¢ Synovial sarcomas are histologically char-
acterized by the presence of a biphasic pattern consisting of
a stromal background made up of spindle cells that appear
to be tightly compacted fibroblasts with a relatively monot-
onous appearance. The epithelial component is set out against
this background usually exhibiting a glandular formation,
compact nests, or cleft-like spaces.” The fusocellular areas
remind one of the histology of the fibrosarcoma.’.2 These
synovial sarcomas can be highly vascular and they may
appear histologically as hemangiopericytomas. The relative
proportion of spindle cells to epithelial cells varies from case
to case and within the lesion itself.

There are monophasic forms of synovial sarcoma that
only have a fusocellular or epithelial histological pattern.’
Metastasis of the biphasic type can have a monophasic or
biphasic pattern, while metastasis of the monophasic type
is always monophasic.’

Cytogenetic studies have been carried out of synovial
sarcomas that have shown a reciprocal translocation between
chromosome X and 18 in more than 90% of cases, in bipha-
sic as well as monophasic cases (p11.2,q11.2)1.247 Most
cases of synovial sarcoma are diploid.’

Immunohistological techniques have demonstrated that
spindle cells, and epithelial cells to a lesser degree, are stained
by vimentin, which is a mesenchymal marker. The reactivi-
ty to cytokeratin and to epthithelial membrane antigen is
not only found in patterns with an epithelial component but
also in a small percentage of cells, in the monophasic pat-
terns of spindle cells. Some synovial sarcomas express S-100
protein.!”

The treatment for synovial sarcoma is surgical.” Excision
with security margins should be carried out, and should often
include adjacent tissue, such as the muscles around the
tumor.* Routine radical dissection of the neck is not con-
sidered necessary if there are no adenopathies.1 The recur-
rence rate of synovial sarcomas of the head and neck, after
local excision, varies between 21 and 56%, and postoper-
ative radiotherapy is therefore indicated.’*¢ Adjuvant
chemotherapy can reduce or delay the appearance of dis-
tant metastasis.’#

Generally sarcomas have a prolonged evolution, and
metastasis can develop in some patients up to 20 years after
the initial therapy. The average survival rate is approximately
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El pronéstico del sarcoma sinovial viene determinado por una 5 to 6 years, with long periods of survival being possible,
serie de factores: histolégicamente, los sarcomas sinoviales calcifi- even when metastasis exists. The survival rate for synovial
cantes tienen mejor prondstico que el resto;# segln su didametro sarcoma of the head and neck at five years is 36 to 54% and
mayor y la extensién, los tumores menores de 5 cm y que no inva- at 10 years it is 20% due to the appearance of metastatis.’
den estructuras adyacentes tienen un mejor prondstico; segin la The prognosis of synovial sarcoma is determined by a
localizacién, en cabeza y cuello tienen mejor pronéstico que en series of factors: histologically calcified synovial sarcoma carry
extremidades,* siendo la lengua la localizacién con mejor pronés- a better prognosis than the rest;'# depending its greatest
tico;' segln el indice del Ki-67, cuando este es mayor al 10%, exis- diameter and extension, tumors measuring less than 5 cm

te un peor prondstico.s

that are not invading adjacent structures carry a better prog-
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nosis; according to the location, the prognosis in the head
and neck is better than in the extremities,* with the tongue
carrying the best prognosis;’ according to the Ki-67 index,
when this is greater than 10% the prognosis is worse.S



