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A 34-year-old man presented with a large chondrosar-
coma of the chest invading six ribs and the vertebral
bodies of five adjacent thoracic vertebrae. En bloc resec-
tion of the tumor with six ribs, the anterior part of five
vertebral bodies, and the thoracic aorta was performed
through a thoracotomy and a paravertebral incision.

(Ann Thorac Surg 1998;65:534–5)
© 1998 by The Society of Thoracic Surgeons

A 34-year-old man with no past medical history pre-
sented with a left-sided chest pain. Computed to-

mographic scan showed a partly calcified mass measur-
ing 10 3 14 3 6 cm in the posterior part of the left lower
chest. On magnetic resonance imaging, because the mass
was centered on the posterior part of the tenth rib, the
suggestion was made that the tumor originated from this
rib (Fig 1). There was evidence of invasion of the fifth to
the ninth ribs and of the vertebral bodies of the sixth to
the tenth thoracic vertebrae. The esophagus and the lung
were not involved by the mass. The tumor surrounded
the adjacent thoracic aorta in a horseshoe fashion. Mi-
croscopic examination of a needle biopsy specimen
showed a well-differentiated chondrosarcoma. No other
secondary locations were found.

Because of the size of the tumor and the invasion of the
spine, the oncologists thought that the mass was unre-

sectable. Therefore, chemotherapy was started. After two
administrations of a combination of doxorubicin and
isophosfamide, the pain disappeared. A repeated com-
puted tomographic scan showed no regression of the
mass. Because of the young age of the patient, the
possibility of an operation was discussed with the tho-
racic and the orthopedic surgeons. A curative resection
was thought to be feasible.

The operation was performed with intraoperative
monitoring of somatosensory evoked potentials because
of the clear invasion of the spine and because of the
potential involvement of the aorta. The patient was
placed in the lateral decubitus position. The procedures
were concomitantly performed by the thoracic and or-
thopedic surgeons. Intrathoracic exploration was per-
formed through a left thoracotomy in the eighth inter-
costal space, whereas the partial resection of the invaded
vertebral bodies necessitated a left paravertebral inci-
sion. The aorta was dissected above and below the mass.
At the lower side of the tumor, a cuff of diaphragm had to
be resected to gain control of the aorta. The esophagus
was mobilized. Resection of the mass necessitated the
section of the fifth to the tenth ribs in their midportion.
Thereafter, the anterolateral part of the sixth to the tenth
thoracic vertebral bodies were osteotomized through the
posterior incision. Partial corpectomy of the sixth to the
tenth thoracic vertebrae was obtained by an osteotomy
carried out from the posterior to the anterior aspect of the
vertebrae, starting in the posterolateral part of the
pedicles. The spinal canal was not entered, whereas the
corresponding intercostal nerves were sacrificed.

At this stage, the mass was separated from all sur-
rounding structures, except the aorta. The midportion of
the thoracic aorta was pinched by the tumor as tightly as
if secured by a pair of pliers. It was impossible to dissect
the aorta free from the mass, so the only way to extirpate
the tumor was either to cut through it or to resect the
aorta. Aortic replacement was undertaken because we
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feared that section of the tumor might be responsible for
the spread of neoplasia. The patient was placed under
partial bypass with a Biomedicus (Eden Prairie, MN)
pump placed between the left atrium and the diaphrag-
matic thoracic aorta. Under control of the somatosensory
evoked potentials, the aorta was clamped above and
below the mass and the resection was completed (Fig 2).
A Dacron graft was then interposed between the two
segments of the aorta. The large defect in the chest wall
was reconstructed with the suture of an allograft of fascia
lata. The postoperative period was totally uneventful,
and the patient was discharged on the 9th postoperative
day. A few days later, he was asymptomatic.

Microscopic examination of the mass confirmed the
diagnosis of a well-differentiated chondrosarcoma. Al-
though the ribs and the vertebral bodies were clearly
invaded, the aorta was found to be free from invasion.
The bony margins of resection were free of tumor.

One year later, the patient is free from recurrence.

Comment

In recent years, aggressive surgical behavior has been
advocated for large chest wall tumors invading adjacent
structures [1–4]. Today the prognosis of patients with
chondrosarcoma in whom complete resection of the
tumor has been achieved is relatively good. With curative
resection, the 5-year survival can reach 70% [5, 6]. Burt
and associates [6], in a series of 88 patients with chon-
drosarcoma, demonstrated that the significant adverse
prognostic factors were the presence of metastases, age
greater than 50 years, incompleteness of resection, and
the advent of local recurrence. Sex, grade, and tumor size
were not prognostic factors. Therefore, we thought that
extensive resection of all invaded structures, even verte-
brae, had to be attempted. Nowadays, with the monitor-
ing of the somatosensory evoked potentials, vertebrec-
tomy and replacement of the thoracic aorta might
become safer procedures [7].

This case brought up a lot of discussions between the

oncologists and the surgeons. Because of the size of the
tumor and its spreading to the spine, the oncologists
initially doubted that a curative resection could be
achieved, and therefore chemotherapy was started. For
today’s surgeons working in a multidisciplinary team
approach, resection of large chest wall masses can be
performed with a low operative risk and minimal mor-
bidity, and should be attempted in all patients who can
benefit from a curative resection.
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Aneurysm of the Left Sinus of
Valsalva Producing Aortic Valve
Regurgitation and Myocardial
Ischemia
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Sunazawa, MD, and Nobuyuki Nakajima, MD
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An aneurysm of the left sinus of Valsalva producing
aortic valve regurgitation was treated by excising the
aortic root including the aneurysm but leaving the aortic
valve leaflets. The aortic valve was reimplanted inside a
graft. Postoperative examinations revealed normal aortic
valve function. In this case, the cause of aortic valve
regurgitation was due to deformity of the aortic annulus.
An aortic valve-sparing operation is an appropriate
method for such a case.

(Ann Thorac Surg 1998;65:535–7)
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Fig 2. Operative specimen. Thoracic vertebrae are indicated by ar-
rows. A catheter is passed through the thoracic aorta.
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