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Supplementary Figures and Tables

Supplementary table S1: 
Example of the grouping of several recommendations with similar content. The recommend-dation listed as the first is the "grouped recommendation" (items like # 5.6 refer to the numbering of single recommendations in the S3 guideline), compare supplemental table 2).

	These statements were grouped together under the statement 5.6. 
	5.6     Resection of primary soft tissue sarcoma of the extremities should be performed as a wide resection. The goal is an R0 resection.

	
	5.29.  Surgical resection in healthy (R0) tissue should be performed for primary cutaneous soft tissue sarcomas without the presence of metastasis.

	
	5.34.  Complete surgical resection (R0) should be performed as standard therapy for retroperitoneal soft tissue sarcomas. Even without evidence of histologic infiltration of adjacent organs, (portions of) adjacent organs should be removed as part of an en bloc resection.

	
	5.41.  Complete surgical resection (R0) should be performed as the standard treatment of localized soft tissue sarcomas (not GIST) of the digestive tract.

	
	5.51.  En bloc resection of the sarcoma (primary tumor or recurrence) in healthy tissue is the basis of any successful reconstructive therapy.






Supplementary Table 2: Result of the voting on the most important recommendations for surgeons. The statements are given here in the order in which they are mentioned in the guideline. Only recommendations receiving more than one vote are listed.
	Statement
	Text of the statement
	level of evidence (GRADE)
	Number of votes
	Summarized with the following recommendations

	4.1.
	[bookmark: Recommendation_4_1]The diagnosis and therapy of soft tissue sarcoma should be performed by or in coordination with a certified sarcoma center or associated cooperation partner.
	
	4
	5.4

	4.3.
	[bookmark: Recommendation_4_3]When a malignant soft tissue tumor is suspected, contrast-enhanced magnetic resonance imaging is the primary imaging modality of choice.
	
	5
	 

	4.5.
	[bookmark: Recommendation_4_5]Staging should be performed prior to therapy for soft tissue sarcoma.
	
	4
	5.32

	4.7.
	[bookmark: Recommendation_4_7]For histological confirmation of a soft tissue sarcoma, a core needle biopsy or an incisional biopsy should be performed. The decisive factor for the choice of procedure is experience in performing it and in processing and examining the tissue obtained.
	
	12
	5.1, 5.33, 5.40

	4.8.
	[bookmark: Recommendation_4_8]If an image-guided core needle biopsy is performed to confirm the diagnosis of a soft tissue tumor, it should be performed using the coaxial technique with ≥16G punches. Multiple cores cylinders should be obtained.
	
	2
	

	4.9.
	[bookmark: Recommendation_4_9]The biopsy route should be selected so that it can be removed with the definitive resection without widening the resection access. In the case of an incisional biopsy, the biopsy route should always be removed en bloc with the specimen.
	
	3
	

	4.10.
	[bookmark: Recommendation_4_10]A biopsy should be taken at a specialized center, by or in consultation with the subsequent surgeon.
	
	3
	

	4.12.
	[bookmark: Recommendation_4_12]Excisional biopsy may be considered for superficial tumors smaller than 3 cm, provided that safe removal of the tumor in healthy tissue is assured.
	
	6
	5.3

	4.13.
	[bookmark: Recommendation_4_13]Frozen section examination should not be used for assessment malignancy and subtyping of soft tissue tumors.
	
	4
	

	4.15.
	[bookmark: Recommendation_4_15]As a minimum requirement, the surgeon should mark the surgically removed resection specimen with thread markings in such a way that three-dimensional orientation is possible for the pathologist. If necessary, a schematic drawing of the orientation should be included.
	
	7
	5.60, 5.64

	4.16.
	[bookmark: Recommendation_4_16]In the case of macroscopically close resection, if detected or suspected intraoperatively, the margins of deposition should be marked on the resection specimen.
	
	3
	5.14, 5.73

	4.18.
	If logistically possible, the tumor on the resection specimen should be transferred directly to the pathology department in its native, unfixed state to enable immediate and optimal further processing. Otherwise, the specimen should be transferred to pathology in a sufficient amount of 4% buffered formalin as quickly as possible.
	
	3
	

	4.21.
	The minimum distances to relevant resection margins and critical structures should be specified in the histopathological findings. R0 status is defined as „no ink on tumor“.
	
	2
	

	4.27.
	The grading of sarcomas should be entity-dependent using the European preferred FNCLCC system (Fédération Nationale des Centres de Lutte Contre le Cancer) or according to the NCI system (National Cancer Institute). The three parameters relevant for this, degree of differentiation, mitotic count per 10 HPFs and extent of necrosis, should be taken from the findings.
	
	2
	

	5.2.
	The planning of the treatment of sarcomas should take place in the interdisciplinary tumor board before treatment is instigated. At least one surgical discipline with a focus on soft tissue sarcomas, as well as hematology/oncology, pathology, radiology and radiation oncology should be represented in the tumor board. Site-specific surgical expertise should be obtained on a case-by-case basis for sarcomas arising at certain anatomical locations.
	
	7
	 

	5.5.
	If a soft tissue sarcoma of the extremities is detected, the primary approach should be limb preservation.
	
	8
	5.58, 5.81

	5.6.
	Resection of primary soft tissue sarcoma of the extremities should be performed as a wide resection. The goal is an R0 resection.
	A
	13
	5.29, 5.34, 5.41, 5.51

	5.7.
	The wound should be closed without tension.
	
	4
	5.54, 5.8.

	5.9.
	If a sarcoma grows to bony structures or is suspected, the periosteum of the affected bone section should also be resected.
	
	3
	

	5.10.
	In cases of urgent suspicion of infiltration of bone structures by a sarcoma, co-resection of the affected bone section should be generously indicated.
	
	4
	

	5.12.
	If there is evidence of blood vessel infiltration by sarcoma, the affected vessels should be segmentally resected and reconstructed.
	
	4
	

	5.15.
	Following resection of a primary sarcoma and histologic findings of R1 resection (other than ALT), presentation to a sarcoma center for consideration of resection should be made.
	
	8
	 5.26

	5.16.
	Patients with stage III soft tissue sarcoma should be offered multimodality therapy preoperatively as part of an multidisciplinary sarcoma board.
	
	5
	 

	5.20.
	In the absence of evidence of lymphogenic metastasis, lymphadenectomy should not be performed as part of the primary tumor resection.
	
	7
	5.23, 5.27

	5.24.
	Depending on resectability and histology, radical lymphadenectomy should be considered as resection therapy in cases of locoregional lymph node involvement of a corresponding sarcoma subtype.
	
	4
	

	5.28.
	Plastic reconstructive, especially microvascular, surgery is an essential therapeutic pillar for maintaining or restoring quality of life in soft tissue sarcomas of the head and neck.
	
	2
	

	5.30.
	Depending on the entity, tumor grading, and local recurrence rate, specific safety margins should be observed for cutaneous sarcomas.
	
	3
	

	5.35.
	Surgical treatment of retroperitoneal sarcoma should be performed in a sarcoma center with special expertise in surgery of RPS.
	
	2
	

	5.38.
	If R1 resection of soft tissue sarcoma of the retroperitoneum is found, re-resection should not be performed.
	
	3
	

	5.44.
	In leiomyosarcoma confined to the uterus, complete removal of the uterus should be performed without morcellement or uterine injury.
	
	4
	5.48

	5.59.
	The planning of resection and plastic reconstruction should be made as an interdisciplinary therapeutic decision.
	
	3
	

	5.85.
	For soft tissue sarcomas with high risk of recurrence (> 5cm. deep-seated. G2/3) and chemosensitive subtype, neoadjuvant chemotherapy may be offered regardless of location.
	O
	2
	5.87, 5.88
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