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Huge low-grade chondrosarcoma arising from rib cage: a case report  
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INTRODUCTION 

Chondrosarcoma is a type of sarcoma, which is 

composed of transformed cartilage producing cells. It is 

the most common malignant tumor of cartilage and 

second most common primary spindle cell tumor of bone. 

Classically there is no evidence of bone formation in 

chondrosarcoma and if found they are classified as 

osteosarcoma. Osteosarcoma can be intramedullary, 

peripheral, mesenchymal, differentiated and clear cell. 

Clinically they can vary for low grade well differentiated 

locally invasive tumor to high grade metastatic tumors. 

Chondrosarcoma usually occurs in pt more than 40 years 

of age. The most common site is long bones and pelvis. 

They are most common primary malignant tumor of 

sternum and scapula. They are usually painless and pain 

arises when they involve nerves or compresses 

surrounding structures. Pain is considered an ominous 

sign in case of benign cartilaginous tumor. Histologically 

they are classified into grade I, II, III. Metastatic potential 

tends to correlate with histological grades. Survival rates 

also decrease as grade of tumor increases. Classically 

chondrosarcoma is considered as radio and chemo 

resistant tumor. However, some studies show that some 

of these lesions are radio curable specially when that 

involve axial Skelton or when the patient is medically 

unfit for surgery.1,2 

CASE REPORT 

A 35 years old man came to us with a huge swelling over 

his right side of chest and abdomen. Swelling was 

associated with recent onset mild pain. He has a history 

of small swelling which first appeared over his right 

lower rib cage. Because this swelling was initially 

painless he ignored it and didn’t take any medical advice. 

Dimension of swelling is 40X30 cm. It was lobulated, 

hard in consistency and fixed to underlying rib cage 

(Figure 1, 2). 

Radiology- a contrast enhanced spiral CT of chest 

abdomen and pelvis was performed. STIR coronal 

sequence of the MRI is also done to evaluate the matrix 

of the lesion. We found a huge neoplasm of size 

36X31x30 cm arising from lateral and anterior ends of 

the right lower ribs. Neoplasm was involving chest and 
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abdominal wall with intra-abdominal extension. Intra 

abdominally lesion was encasing entire liver right half of 

colon and right kidney. Neoplasm has a characteristic 

ring and arch appearance and show typical chondroid 

matrix. Chondroid was hyper intense on the STIR 

weighted image of the MRI. No parenchyma or 

mediastinal abnormality found. 

 

Figure 1: Clinical images. 

 

Figure 2: CECT abdomen and STIR MRI. 

DISCUSSION 

Chondrosarcoma (CHS) is a rare malignancy. The 

estimated overall incidence of CHS is 1 in 200,000 per 

year.3 majority of CHS occurs in older 

individuals(>50years) with a slight male predilection 

(M:F=1.5:1). Chondrosarcoma may arise de novo or may 

arise from preexisting benign tumor of cartilage. Swelling 

is the most common presenting feature followed by local 

pain. Patient may present with pathological fractures. 

Histologically CHS ranges from grade I to grade III. 

Grading is done on the basis of nuclear size, cellularity, 

hyperchromasia and mitoses. As the grade of CHS 

increases cellularity increases.4 Immunohistochemically, 

the cartilaginous area is strongly positive for S-100. CHS 

is consistently positive for CD99 and may stain for 

vimentin and Leu. CHS is negative for osteocalcin, actin, 

cytokeratin, and epithelial membrane antigen (EMA).5,6 

Chondrosarcoma is common in patients with Maffucci 

syndrome and Ollier's disease. Both syndromes are 

characterized by multiple enchondromas with frequent 

malignant transformations. Chondrosarcoma of the chest 

wall is the most frequent primary malignant chest wall 

tumor. Surgery remains the only effective treatment. 

Widhe B et all studied 106 patients of chest wall CHS 

over a period of 22 years. Ninety-seven patients were 

treated with a curative intent. Patients operated with wide 

surgical margins had a 10-years survival of 92% 

compared with 47% for those with intralesional 

resections. The 10-years survival was 75% for patients 

treated at sarcoma centers and 59% for those treated by 

thoracic or general surgeons. Local recurrence rate was 

highly dependent of the surgical margins-4% after wide 

resections and 73% after intralesional resections. The 

proportion of intralesional resections was higher outside 

sarcoma centers. Prognostic factors (multivariate 

analysis) for local recurrence included surgical margin 

and histological grade; for metastases, prognostic factors 

included histological grade, tumor size, and local 

recurrence. Metastases occurred in 21 of the patients and 

only 2 were cured.7 Radiotherapy has a limited role in 

CHS. Proton radiotherapy has some proven role in the 

case of partially resected CHS of the skull base and axial 

skeleton. Hug EB et all reported local control rates of 

85% to 100% in cases of CHS of skull base. There are 

several structural barriers of chemotherapy like poor 

vascularity, low perfusion index and abundant 

extracellular matrix. Further it is also hypothesized that 

CHS cell may harbor multidrug-resistance 1 gene (P-

glycoprotein), which confers resistance to doxorubicin.9 

However some chemo response has been noted in 

dedifferentiated and mesenchymal subtypes of 

chondrosarcoma.10 Lastly patient awareness is utmost 

important. Present patient came to us when the tumor 

invaded liver and other intra-abdominal structure. This is 

a classic example of ignorance which converted a 

potentially respectable and curable tumor to 

nonresectable and lethal. At this stage only palliative 

measures can be taken. 
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