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Giant Chondrosarcoma of Chest Wall

Kaushik  Mukherjee,  Madhusudan Pal, Enakshi Saha, Niranjan Maity, Suranjan Halder and
Rajarshi Ghosh

Department of Cardiothoracic and Vascular Surgery, Medical College Hospital, Kolkata (West Bengal), India

ABSTRACT

Primary chest wall tumours are very rare. Chondrosarcoma  is the most common  tumour arising from the  chest wall.
We describe the occurrence of a slow-growing chondrosarcoma arising from the anterior chest wall in a 35-year-old  male
patient. The tumour was resected successfully and chest wall was reconstucted with prolene mesh and muscle flap. The
patient was discharged uneventfully without any respiratory compromise. There was no recurrence after a  three-year
follow-up. Wide surgical resection with chest wall reconstruction  appears to be the preferred treatment option for this rare
tumour of the chest wall. [Indian J Chest Dis Allied Sci 2013;55:229-231]

Key words: Tumour, Chondrosarcoma; Chest wall reconstruction.

[Received: July 2, 2012; accepted after revision: October 26, 2012]

Correspondence and reprint requests: Dr Kaushik Mukherjee, Assistant Professor, Department of Cardiothoracic
and Vascular Surgery, Medical College Hospital, Kolkata (West Bengal), India; Phone: 91-08420966115;
E-mail: drmukherjeekaushik@yahoo.com

INTRODUCTION

Primary chest wall tumours are uncommon.1

Chondrosarcoma is the most common neoplasm of
the anterior chest wall, representing 20% to 30% of the
primary tumours of the thoracic wall. Eighty percent
of these originate from the cartilaginous and bony
structures of ribs and 20% originate from the
sternum.2-4 Chest wall chondrosarcomas rarely
present as an anterior mediastinal mass.5 Most of
these tumours arise from the costochondral or the
chondrosternal junction. This tumour occurs more
often during the third and fourth decade of life; males
are more commonly affected. Chest wall tumours
grow slowly. Median survival for these tumours is
2.5% and overall survival is 46%.6 Result of resection
of these tumours yields better outcomes when measures
were taken to reconstruct the chest wall defect which is
created after the tumour has been removed.

CASE REPORT

A 35-year-old male patient presented with a slow-
growing mass in front of his left chest wall for the
last 10 years. The mass had an irregular surface and
ill-defined margins. It was measuring 20cmx15cm,
was hard and fixed to the anterior left chest wall
(Figure 1). Chest radiograph showed a soft tissue
shadow on the left chest wall. Contrast enhanced
computed tomography (CECT) of the chest revealed
a large heterogeneous lobulated mass on the left

anterior chest wall (Figure 2). Fine needle aspiration
cytology (FNAC) from the mass was consistent with
a slow-growing tumour showing round cells with
eosinophillic vacuolated cytoplasm in a
chondromyxoid background. Wide local excision of
the mass was done with adequate margin including
anterior parts of 4th, 5th and 6th ribs up to
chondrosternal junction.

Figure 1. Clinical photograph showing a tumour in the
anterior chest wall.
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DISCUSSION

Chondrosarcomas are lobulated tumours that may
grow to massive proportions and, consequently, may
extend internally to the pleural space, or externally,
invading muscle, adipose tissue and skin of the
thoracic wall. The patients generally present with
consistent slow-growing mass for several months.
Microscopically, the findings vary from normal
cartilage to obvious malignant modifications. The
differentiation between chondroma and chondro-
sarcoma can be extremely difficult.7 Palpable mass
in thorax is the main symptom in approximately
80% of the patients with thoracic wall tumour. Of
these, 60% present with associated pain.2 Computed
tomography (CT) and magnetic resonance imaging
(MRI) are useful to characterise the tumour and its
extension. CT is superior to MRI in demonstrating
calcification, whereas MRI is the imaging modality
of choice to evaluate the tumour extension and its
relationship with adjacent structures.8-12 The purpose
of the first surgery must be a wide resection, enough
to prevent local recurrence. This means obtaining
wide margins at the time of initial resection (4cm
margin at each side).13,14 The recurrence rate for
patients with adequate surgical margins was 10%,
compared with 75% for patients with inadequate
margins.15 Overall and local recurrence free survival
in chondrosarcoma of the chest wall depends: (i) low
grade tumour, (ii) bone invasion; and (iii) associated

Chest wall defect was reconstructed with
polypropylene mesh and reinforced with pectoralis
major and latissimus dorsi flaps of same side (Figures 3
and 4). Post-operative stay was uneventful and
histopathology of the excised tumour confirmed
chondrosarcoma grade II. After three years follow-up,
the patient is doing well with no sign of local recurrence.

Figure 2.CECT of the chest (sagittal reconstruction)
showing a large heterogeneous lobulated mass on the left
anterior chest wall.

Figure 3. Intra-operative photograph showing the dissected
mass.

Figure 4. Intra-operative photograph showing prolene mesh
reconstruction of the chest wall.
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sternal resection. The 5-year survival rate for
patients with adequate surgical margins was 100%,
compared with 50% in patients with inadequate
surgical margins. Local recurrence-free survival is
around 64%.6 An inadequate margin of resection
was associated with a significantly worse overall
survival and a higher chance of having local
recurrence develop.15 On multivariable analysis,
prognostic factors for local recurrence included
surgical margin and histological grade; prognostic
factors for metastases included histologic grade,
tumour size, and occurrence of local recurrence.16

There was a remarkable case report of a patient17

who was treated by multiple (six times)
surgical procedures including left costo-pleuro-
pneumonectomy and left subclavian artery end-to-
end anastomosis between 1998 and 2005. Despite
the palliative character of surgery, he achieved long-
term survival but finally refused next surgery due to
the risk of left upper limb amputation and died a
few months later.17 Use of prosthetic mesh and
myocutaneous flap is good method for stabilisation
of the chest wall and is helpful in avoiding
paradoxical respiratory movements.
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