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Giant cell tumor which is arisen at vertebra is rare and this tumor of the cervical vertebra has been very rarely
reported tumor which is less than 1% of all giant cell tumor. When the treatment option is considered, the
curretage is often selected rather than total resection because the anatomic relationship of adjacent structures is
complicated and there are major vessels and organs around the cervical vertebra. The prognosis of this tumor is
decided by degree of resection so, total sponylectomy should be considered as primary surgical option. We
report a case of cervical giant cell tumor in which the total spondylectomy was performed successfully and
discuss the feasibility of this procedure at cervical region.
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Introduction resection and increase the need of adjuvant radiation
therapy.
C ooper and Travers reported the first case of giant celWe report a case of cervical giant cell tumor in which the
tumor at 1818 and they constitute about 4~8% of aibtal spondylectomy was performed successfully and disc-
tumors originated from boReThe majority of them has the uss the feasibility of this procedure at cervical region.
predilection for distal end of long bone in location. But the
cases involving the vertebral column are uncommon, ocdd-ase Report
rring in approximately 5~10% of all giant cell tunirs
Dahlir®® and Goldenberg, et &lreported the incidence of 33-year-old man was admitted to the hospital pre-
cervical spine involvement as 0.4~1.0% of all giant ¢ sented with a posterior neck pain which had been
tumors. Management of these tumor of the spine is ofteieveloped acutely after head trauma. He showed the lim-
difficult. Early detection of the tumor followed by completeitation of neck motion due to pain but other symptoms and
excision is recommended. Conventionally, because of theurological deficits were not found. The initial cervical pl-
anatomic complexities among the major vessels, neuaih films showed the compression deformity at C3 vertebra.
structures and the involved vertebrae, curettage or intralthe computed tomography and MRI revealed the tumorous
sional resection, including removal of the malignant tissugfiltration of vertebra body, pedicle and lamina. But there
in a piecemeal fashion, is the common praétic&his was no infiltration in the adjacent soft tissue(Fig. 1).
conventional surgery has many disadvantages including &/e planned the staged operation for total resection of C3
high possibility of tumor cell contamination of the surrouvertebra. First, through anterior approach, intervertebral
nding structures and difficult identification of a demarcatiodiscs including cartiligenous end plate were removed. The
zone separating neoplastic tissue from healthy tissue. Thesdire vertebral body and anterior portion of transverse
factors may contribute to local recurrence due to incompldt@amen was resected with high speed air drill and Kerrison
punch. After the removal of anterior portion of transverse
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The histopathological study ¢
owed that mononuclear cells i
iltrated into bony trabecula a
multinucleated giant cells we
also found. These findings w
compatible with giant cell tum

(Fig. 3). L0 Al ©

Because of transient increa: Fig, 1. A B : Preoperative plain anteroposterior and lateral fim. The compression fracture is noted at
liver enzyme, second operat 3rd cenical vertebra. C : Preoperative computed tomography shows the infiltration of tumorous
was p erformed at the 19th day lesion in body, Iqmlno, and processe_s. D : Preoperative mqgnehc resonance image. There is mild

] cord co—mpression due to compression fracture of 3rd cervical vertebra.
ter 1st operation. Through pos

ior approach, spinous process, lamina, and facet joint wi
removed bilaterally with air drill. The posterior part of
transverse foramen was removed with Kerrison punch, fi
ally. During the resection around vertebral artery, bleedir
from venous plexus was occurred. The oxidized cellulo
and microfibrillar collagen were effective for bleeding
control. The posterior fixation was performed with pedicl
screw in C2 and lateral mass screw in C4(Fig. 2C, D).

No neurological problems occurred after two serial opi
rations. Because the total resection was confirmed on pc
operative CT scan, the adjuvant radiotherapy was r
performed. At 12 months after the operation, the solid fu
ion was shown and there was no local recurrence.

Discussion

Since the descriptions of total spondylectomy by Steni

and Johnsdf! for large giant cell and other malignant

spinal lesions, aggressive surgical treatment of patients w

spinal giant cell tumors has become much more common ¢

now usually is considered a standard part of the treatmen

these patients. The primary measure of successful outcom

the treatment of giant cell tumors is avoidance of recurrengig. 2. aster 1st operation. Plain lateral fim(A) and computed

The recurrence rates of giant cell tumors in the limbs hatomography(B). After final operation. Plain lateral film(C) and

been 26~50%, with the highest recurrence rates occurringcemPuted fomography(D).

lesions treated by intralesional curretsyeDahlin found

44% recurrence rate for all giant cell tumors, but found 16.5%6sults after megavoltage radiation therapy for axial or

recurrence rate when these tumors arose in the”’sfihis  inoperable giant cell tumors also were repdit&ighty five

led him to speculate that these lesions may be less aggrespeteent of the tumor had not progressed after treatment and

when they arise in the spine, despite their histologically idae malignant transformation occurred in a median 9.3 years

ntical appearance. follow up. Although secondary malignant change was repo-
The prognosis of primary bone tumor originated fronnted in 6% of patients with giant cell tumors and in 69% of

vertebrae is decided by type of tumor, resection method, adpatients with malignant changes who previously had received

vant chemotherapy, and radiotherdidy To date, chem- irradiatior?, for patients with inoperable tumors there is no

otherapy and radiotherapy are not effective to this tumor aather adequate surgical treatment. Radiation therapy seems to

ording to reports which have been publishedExcellent be justified in inoperable tumors.
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vertebral body that is weakened by tumor infiltration may be
increased. However, the anterior approach and anterior
interbody fusion with bone graft can provide stability and we
believe that anterior approach should be selected initially.

Conclusion

Fig. 3. Histopathologic Findings. A : The tumor is composed of mon—
onuclear cells. They infiltrate among the bony tralbecula(H&E X 100). B : ) ) i
The tumor cells make the muttinucleated giant cellsBlack arrow) (H&E spondylectomy is required for the treatment of giant cell

Ithough frequently difficult, wherever possible total

X 400). tumor invaded all 3 spinal columns, with subsequent repl-

So, the resection method is one of the most important faement of the bone defect with bone graft. The total spon-
tors among these prognosis fact@rsSurgeons have used adylectomy of cervical spine can be performed successfully by
various treatment methods for giant cell tumors, includintpe staged operation. The understanding of complex cervical
wide primary resection, simple curettage and so on. Ideally aihatomy and the great care for vertebral artery are essential for
giant cell tumors can be resected safely with negative ménis surgical procedure.
gins, then it is the choice of treatment options. The cervical
area has complicated anatomic structures including maj@eferences
vessels and organs. Because of these reasons, the total SpORAtthausen PL, Schneider PD, Bold RJ, Gupta MC, Goodnight JE Jr,
dy|ect0my for Cervical bone tumors has been rarely attem- Khatri VP : Multimodality management of a giant cell tumor arising

d . | d S/in the proximal sacrunSpine 27: 361-365, 2002
pted. Campanacci, et al. reported a recurrence rate of 27. ®Campanacci M, Baldini N, Boriani S : Giant cell tumor of bahe.
after intralesional curretage versus rates of 8% and 0% afterBone Joint Surg 69A: 106-114, 1989

; ; ‘i : " _ 3. Caroline BK, Wybren KT, Malcolm WF, Jos JV : Multifocal giant
marginal or wide excision, respectivlyin addition, altho cell tumors in the spin@pine 22: 821-822, 1997

ugh lower rates of recurrence have been reported in recentpanlin DC : Giant cell tumor of vertebrae above the sacrum. A
series of extremity giant cell tumors with en bloc resection or review of 31 case€ancer 39: 1350-1356, 1977

. . 5. Goldenberg RR, Campbell CJ, Bonfiglio M : Gaint cell tumors of
curettage with phenol and bone cement, the use of adJuvants‘bone. An analysis of two hundred and eighteen cdsBsne Joint

to curettage of spinal lesions has not received substantial atteSurg 52A: 619-664, 1970

i 1,6) ; o . Malawer MM, Bickels J, Meller | : Cryosurgery in the treatment of
ntion*®), In these reasons, we believe that the initial surger? giant cell tumor, Longterm follow-up studglin Orthop 359 - 176-

should be as aggressive as possible and that radiation shouldss, 1999

be used for lesions that are incompletely resectable or thgtMalone S, O'Sullivan B, Catton C : Longterm follow-up of efficacy
and safety megavoltage radiotherapy in high-risk giant cell tumors of

have recurred. bone.Int J Radiat Oncol Bio Phys 33: 689-694, 1995
In cervical area, it is difficult to attempt total spondyl- 8. Poor MM, Hitchon PW, Riggs CE Jr : Solitary spinal plasmacyto-

. mas, Management and outcordeSpinal Disord 1: 295-300, 1988
ectomy throth one-stage operation because of VertebréISchwimer SR, Bassett LW, Mancuso AA, Mirra JM, Dawson EG : Gia-nt

artery and adjacent organs. We recommend that the stagedell tumor of the cervical spiném J Roentgenol 136 63-67, 1981

operation is reasonable. The initial approach can be decid@dsener B, Johnson OE :_Complete removal of three vertebrae for
giant cell tumorJ Bone Joint Surg 53B: 278-287, 1971

by area of tumor involved but if the posterior approach may . Tomita K, Kawahara N, Baba H, Tsuchiya H, Fujita T, Toribatake Y :
be selected initially, the axial load is transferred through only Total en bloc spondylectomy. A new surgical technique for primary

anterior column so, the possibility of the compression of Maignant vertebral tumorSpine 22: 324-333, 1997
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