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Abstract

Study Design: Retrospective cohort study.

Objectives: (1) To assess patient-reported outcomes—physical function, pain, and quality of life—in patients who underwent
resection of a mobile spine chondrosarcoma. (2) To assess complications (90 days), readmissions, reoperations, oncological
outcomes, and neurologic status.

Methods: Thirty-three patients with spinal conventional chondrosarcoma resection between 1984 and 2014 at one hospital
were included. The primary outcome measures were—minimally 6 months after surgery—the EuroQol 5 Dimensions (EQ5D),
PROMIS–Physical Function, PROMIS–Pain Intensity, and Oswestry (ODI) Disability Index, or Neck (NDI) Disability established in
14 out of 20 alive (70.0%) patients. Complications, readmission, reoperations, oncological outcomes, and neurological status were
reported for the complete cohort of 33 patients.

Results: After spine chondrosarcoma resection, patients (n ¼ 14) reported worse physical function (median 43, range 22-61,
P ¼ .026), worse quality of life (median EQ5D 0.70, range 0.04-1, P ¼ .022), and comparable pain intensity (median 47, range
31-56, P ¼ .362) when compared with US general population values. The median NDI/ODI was 25 (range 0-72) indicating mild to
moderate disability. Patients undergoing reoperation had worse patient-reported outcomes than those who did not. Eighteen
(55.5%) out of 33 patients suffered complications (90 days), 14 (42.4%) had unplanned readmission, and 13 (39.4%) underwent
reoperation. Intralesional resection was associated with increased readmission, reoperation, and recurrence rate.

Conclusions: Chondrosarcoma affects quality of life and physical function and its treatment frequently results in complications
and reoperations. Our findings can be used to inform future patients about expected outcomes.
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Introduction

Chondrosarcomas account for 20% to 27% of malignant bone

tumors,1,2 and 10% arise from the mobile spine.3-6 Spinal chon-

drosarcoma resection with negative margins has been shown to

improve local control and survival2-4,7-10; a complicating factor

is the anatomy that often makes en bloc resection with negative

margins technically difficult. Furthermore, these surgeries are

associated with substantial morbidity.11,12

The key aim of surgical resection is to achieve local tumor

control and improve life expectancy. However, as long-term

survival for these patients have improved due to better surgical

and adjuvant treatment,5,13 functional outcome and quality of

life become important outcomes that the patient needs to be

informed about.14,15 Previous studies on spinal chondrosar-

coma have reported on oncological outcomes; however,

patient-reported outcome has not been studied.3-6,9,16-18
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Primarily, we assessed patient-reported outcomes—physical

function, pain, and quality of life—in patients who underwent

resection of a mobile spine chondrosarcoma and were avail-

able for follow-up. Secondarily, we assessed complications

(90 days), readmissions, reoperations, oncological outcomes,

and neurologic status in the complete cohort. We reported

overall outcomes, and reported outcomes based on type of

resection (en bloc vs intralesional) including margin status

(negative vs positive).

Materials and Methods

Study Design and Participants

Our institutional review board approved this study and a waiver

of consent was granted. We included patients aged 18 years or

older, who underwent primary or secondary resection of a

mobile spine chondrosarcoma at our Orthopaedic Spine Oncol-

ogy Service between 1984 and 2014. Secondary resection

includes resection of a recurrence or residual tumor after

previous surgery at a different institution. Exclusion criteria

were: nonconventional chondrosarcoma (dedifferentiated,

secondary, mesenchymal, juxtacortical, and clear cell) and

chondrosarcoma of a nonspinal origin metastasized to the

spine. Thirty-three patients met these criteria and were

identified by word-based queries searching operative and

pathological reports in our orthopedic oncology database.

In February 2015 we sent an invitation letter to complete an

online survey to 20 patients who were alive and had a minimum

follow-up of 6 months (reminder at 2 and 8 months); 14 out of

20 patients (70.0%) completed all surveys. We were unable to

contact 4 patients, and 2 refused participation. Survey data was

collected using Assessment Center (Northwestern University

Feinberg School of Medicine, Chicago, IL, USA, 2007).19

Patient-reported outcomes were analyzed for those who

completed the survey (n ¼ 14), whereas all other outcomes

(complications, readmissions, reoperations, oncological out-

comes, and neurologic status) are described for the complete

cohort (n ¼ 33).

Treatment

Whenever achievable, we treat spinal chondrosarcomas by en

bloc resection with negative margins, in conjunction with

neoadjuvant or adjuvant photon/proton radiation and—when

the tumor abuts the dura—intraoperative dural plaque radiation

to address any dural tumor seeding.13 The majority are treated

by a 2-stage procedure; the first stage consists of posterior

stabilization (with or without decompression of the spinal

canal), and excision of the tumor is performed by an anterior

approach in the second surgery. Relatively healthy patients

with favorable neurologic and oncologic status, or those with

tumor locations amenable to such, may be treated by a com-

bined (anterior and posterior) approach in a single surgery.

Patients will undergo intralesional resection if the tumor

location, size, or proximity to adjacent viscera or major vessels

hinders resection with negative margins. Residual or recurrent

tumors are often more challenging and are more likely to result

in intralesional resection.4,17,20

Outcomes and Explanatory Variables

Our primary outcome measures were the PROMIS (Patient-

Reported Outcomes Measurement Information System)

Physical Function (Cancer Bank), PROMIS Pain Intensity,

EuroQol 5 Dimensions (EQ5D), and the Oswestry Disability

Index (ODI; thoracolumbar lesions) or Neck Disability Index

(NDI; cervical lesions) reflecting the health status of the patient

at time of survey completion.21-25

The raw score of each PROMIS questionnaire is trans-

formed into a t-score; a standardized score with a mean of

50 (US general population) and a standard deviation of 10. A

higher PROMIS Physical Function t-score corresponds to bet-

ter physical function.22,23,26 A higher PROMIS Pain Intensity

score corresponds to more pain.

The EQ5D questionnaire is a generic short form with 5

items, and assesses quality of life.21,27 Higher scores indicate

better quality of life. We compared scores with the US popu-

lation average of 0.85.28

ODI and NDI scores range from 0 to 100, with higher scores

indicating more disability.24,25,29

No questions regarding any of the secondary outcome mea-

sures were included in the questionnaires sent to patients to

avoid bias.

Secondary outcome measures were complications (90 days),

readmissions, reoperations, local recurrence rate, new metas-

tases after surgery, disease-specific survival (from medical

charts and from the Social Security Death Index),30 and neu-

rologic status at final follow-up. We categorized complications

(90 days) into minor (ie, requiring pharmacological treatment,

except for commonly used postoperative medications [eg,

analgesics] and blood transfusion as all patients had blood

transfusions) and major (ie, requiring surgical, endoscopic, or

radiological intervention).31

Baseline characteristics at time of surgery were age, Body

mass index (BMI) in kg/m2, sex, smoking status, type of lesion,

and symptoms at presentation. Oncologic preoperative vari-

ables were tumor location, World Health Organization (WHO)

pathologic tumor grade,8,32 Enneking tumor staging,33 extent

of the lesion (Weinstein-Boriani-Biagini [WBB] system),34

tumor growth into local neurovascular structures, prior tumor

embolization, and prior radiotherapy or chemotherapy. Surgi-

cal variables were: primary resection or (secondary) resection

of a recurrence/residual tumor, year, approach, intraoperative

radiotherapy, and resection margin status (positive defined as

tumor tissue at the surface of the specimen).

Statistical Analysis

Categorical variables are presented with frequencies and per-

centages, and continuous variables with median, interquartile

range (IQR), and range. We used the Mann-Whitney U test and

744 Global Spine Journal 9(7)



the Fisher exact test to analyze differences between patients

treated by en bloc resection with negative margins versus intra-

lesional or en bloc resection with positive margins. We used the

one sample signed rank test to assess whether scores differed

from US population averages. We calculated differences in

patient-reported outcomes for explanatory variables using the

Mann-Whitney U test. We used the log-rank test to analyze

differences for specific explanatory variables for oncologic

outcomes. We performed all analyses with Stata 13.0 (Stata-

Corp LP, College Station, TX, USA) and considered 2-tailed

P values less than .05 as significant.

Results

Baseline Characteristics

The median age was 48 years (range 24-66 years), 20 (60.6%,

20/33) were men and the median BMI was 25 kg/m2 (IQR 24-

29 kg/m2) (Table 1). Most patients presented with back pain

(71.9%, 23/32), 35.5% (11/31) had neurologic deficits, and

most tumors were located in the thoracic spine (72.7%,

24/33). Twenty-eight (85%, 28/33) were WHO grade I-II

tumors, 3 (9.1%, 3/33) patients had a preoperative metastasis

(2 locoregionally in the spine, 1 in the lung) (Table 2). Eighteen

(54.5%, 18/33) patients had received local radiotherapy,

4 (12.5%, 4/32) underwent preoperative embolization, and

3 (9.1%, 3/33) had preoperative chemotherapy—all 3 with

Adriamycin. Nineteen (57.6%, 19/33) patients underwent their

first resection elsewhere (Figure 1).

We performed 18 (54.5%, 18/33) en bloc resections, and

obtained negative resection margins in 13 (72.2%, 13/18) of these

cases (Table 3); 8 wide resection margins (ie, continuous shell of

healthy tissue around the tumor), and 5 marginal resection mar-

gins (ie, tumor mass covered mostly by only a “pseudocapsule”).4

Twenty patients (60.6%, 20/33) had a combined—that is,

posterior and anterior—approach, of which 15 patients (75%,

15/20) in a 2-staged fashion. Nine patients (27.3%) received

intraoperative radiotherapy; 7 by intraoperative dural plaque bra-

chytherapy, 2 by external beam therapy (20 kV peak applicator).

Patients who underwent en bloc resection with negative

margins more often were neurologically intact as compared

with patients who underwent intralesional resection or en bloc

resection with positive margins (P ¼ .024) (Table 1). There

were no other differences in baseline, oncological, or surgical

characteristics between these 2 groups (Tables 1-3).

Eighteen (54.5%, 18/33) patients had a single-stage proce-

dure lasting for a median of 9 hours (IQR 7-12 hours, available

in 11 patients) with a median blood loss of 1 L (IQR 1-2 L,

available in 13 patients) (Table 4). Fifteen (45.5%, 15/33)

patients had a 2-stage procedure; first-stage surgeries lasted for

a median of 7 hours (IQR 5-9 hours, available in 12 patients)

with a median blood loss of 2 L (IQR 1-2 L, available in

13 patients); second-stage surgeries lasted for a median of 8

Table 1. Baseline Characteristics for Patients With Primary Chondrosarcoma in the Mobile Spine Treated by En Bloc Resection With Negative
Margins or En Bloc Resection With Positive Margins/Intralesional Surgery.

All Patients, n ¼ 33
En Bloc Negative
Margins, n ¼ 13

Intralesional/En Bloc
Positive Margins, n ¼ 20

Baseline Characteristics Median (IQR) Median (IQR) Median (IQR) Pa

Age (years) 48 (39-58) 54 (47-58) 44 (37-58) .223
Body mass index (kg/m2)b 25 (24-29) 26 (24-30) 25 (24-27) .696

n (%) n (%) n (%)

Male sex 20 (60.6) 9 (69.2) 11 (55.0) .485
Smoking statusb

Never smoker 20 (71.4) 8 (66.7) 12 (75.0) .496
Quit for at least 1 year 4 (14.3) 3 (25.0) 1 (6.3)
Current smoker 4 (14.3) 1 (8.3) 3 (18.8)

Back painb 23 (71.9) 9 (69.2) 14 (73.7) .999
Palpable massb 5 (15.6) 2 (15.4) 3 (15.8) .999
Neurologic impairmentb

Yes (ASIA score A-D) 11 (35.5) 1 (8.3) 10 (52.6) .024
No (ASIA score E) 20 (64.5) 11 (91.7) 9 (47.4)

Compression fractureb 4 (12.9) 0 (0) 4 (21.1) .318
Lesion typeb

Osteolytic 13 (68.4) 4 (66.7) 9 (69.2) .927
Osteoblastic 1 (5.3) 0 (0) 1 (7.7)
Mixed osteolytic and osteoblastic 5 (26.3) 2 (33.3) 3 (23.1)

Abbreviation: ASIA, American Spinal Injury Association.
a P values are based on differences between the patients treated by en bloc resection with negative margins versus intralesional resection or en bloc resection with
positive margins. Boldfaced P value indicates significance (P < .05).
b Data for body mass index was available in 21 patients (64%), smoking status in 28 patients (85%), back pain in 32 patients (97%), palpable mass in 32 patients (97%),
neurologic impairment in 31 patients (94%), compression fracture in 31 patients (94%), and lesion type in 19 patients (58%)
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hours (IQR 6-8 hours, available in 10 patients) with a median of

2 L of blood loss (IQR 1-3 L, available in 8 patients). The

median stay at the surgical intensive care unit was 1 day (IQR

1-6 days, range 0-38 days).

The median clinical follow-up for all 33 patients was

24 months (IQR 9-96 months). Clinical follow-up was less than

6 months for 3 (9.1%) cases (7, 36, and 113 days). The median

follow-up for the 14 patients answering questionnaires was

5 years (IQR 13-129 months, range 6 months to 18 years).

Patient-Reported Outcomes (n ¼ 14)

Compared with the US general population values, patients with

spinal chondrosarcoma had worse physical function (median

t-score 43, range 22-61, P ¼ .026), and worse quality of life

(median EQ5D 0.70, range 0.04-1, P¼ .022). Pain intensity was

comparable to the US population values (median t-score 47, range

31-56, P ¼ .362). The median NDI/ODI was 25 (range 0-72)

indicating mild to moderate disability (Tables 5 and 6).24,25,29

Patients who underwent reoperation after surgery at our

institution (5/14) had worse physical function (P ¼ .004),

worse quality of life (P ¼ .004), and were more severely dis-

abled (P ¼ .003) when compared with patients who did no

undergo reoperation (9/14) (Table 5).

Complications (90 Days), Readmissions,
and Reoperations (n ¼ 33)

Thirty-two complications (90 days) occurred in 18 (54.5%,

18/33) patients; 14 (42.4%, 14/33) developed at least 1

major complication, and 10 (30.3%, 10/33) at least 1

minor complication (Table 7). Most common major

complications were dural tear (n ¼ 4), respiratory failure

(n ¼ 3), and deep wound infection (n ¼ 2). Common

minor complications were pulmonary embolism (n ¼ 5),

pleural effusion (n ¼ 4), and urinary tract infection

(n ¼ 2). After en bloc resection with negative margins

9 out of 13 (69.2%) patients had at least 1 complication,

and after intralesional resection or en bloc resection with

positive margins 9 out of 20 (45.0%) patients had at least 1

complication (P ¼ .284).

Fourteen (42.4%, 14/33) patients were readmitted after

a median time of 13 months (range 1-197 months); 4

(12.1%, 4/33) patients had at least 3 readmissions

(Table 7). After en bloc resection with negative margins,

2 out of 13 (15.4%) patients had at least 1 readmission,

and after intralesional resection or en bloc resection with

positive margins 12 out of 20 (60.0%) patients had at least

1 readmission (P ¼ .015). Thirteen (39.4%, 13/33)

patients required a reoperation, with a median of 2 reo-

perations (range 1-8 reoperations) (Table 7). Most com-

mon reoperations were irrigation and debridement in 11

(33.3%, 11/33) cases for infection (2 cases within 90

days), resection of a recurrence in 10 cases (30.3%, 10/

33), and reinstrumentation in 4 cases (12.1%, 4/33). After

en bloc resection with negative margins 2 out of 13

(15.4%) patients had at least 1 reoperation, and after

intralesional resection or en bloc resection with positive

margins, 11 out of 20 (55.0%) patients had at least 1

reoperation (P ¼ .032).

Table 2. Oncologic Status of Patients With Primary Chondrosarcoma in the Mobile Spine Treated by En Bloc Resection With Negative Margins
or En Bloc Resection With Positive Margins/Intralesional Surgery.

All Patients, n ¼ 33
En Bloc Negative
Margins, n ¼ 13

Intralesional/ En Bloc
Positive Margins, n ¼ 20

Oncologic Status n (%) n (%) n (%) Pa

Tumor location
Cervical 6 (18.2) 1 (7.7) 5 (25.0) .606
Thoracic 24 (72.7) 11 (84.6) 13 (65.0)
Lumbar 3 (9.0) 1 (7.7) 2 (10.0)

Tumor grade
Grade I 8 (24.2) 5 (38.5) 3 (15.0) .311
Grade II-III 25 (75.8) 8 (61.5) 17 (85.0)

MSTS Enneking staging
Stage IA-IB 8 (24.2) 5 (38.5) 3 (15.0) .289
Stage IIA-IIB 22 (66.7) 7 (53.8) 15 (75.0)
Stage III 3 (9.1) 1 (7.7) 2 (10.0)

Vessel involvement of the tumorb 5 (16.1) 0 (0) 5 (25.0) .158
Extraosseous extension of the tumorb 28 (93.3) 12 (92.3) 16 (84.0) .775
Preoperative tumor embolizationb 4 (12.5) 0 (0) 4 (20.0) .271
Preoperative radiotherapy 18 (54.5) 8 (61.5) 10 (50.0) .722
Preoperative chemotherapy 3 (9.1) 1 (7.7) 2 (10.0) .999

Abbreviation: MSTS, Musculoskeletal Tumor Society.
a P values are based on differences between the patients treated by en bloc resection with negative margins versus intralesional resection or en bloc resection with
positive margins.
b Data for vessel involvement was available in 31 patients (94%), extraosseous tumor extension in 30 patients (91%), preoperative tumor embolization in 32
patients (97%), and tumor resection margins in 31 patients (94%).
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Figure 1. Flowchart displaying the treatment course for all 33 included patients.

Table 3. Surgical Characteristics for Patients With Primary Chondrosarcoma in the Mobile Spine Treated by En Bloc Resection With Negative
Margins or En Bloc Resection With Positive Margins/Intralesional Surgery.

All Patients, n ¼ 33
En Bloc Negative
Margins, n ¼ 13

Intralesional/En Bloc
Positive Margins, n ¼ 20

Surgical Characteristics n (%) n (%) n (%) Pa

Indication for surgery at our institution
Primary resection 14 (42.4) 7 (53.8) 7 (35.0) .472
Recurrent resection 19 (57.6) 6 (46.2) 13 (65.0)

Year of surgery
1984-2001 15 (45.5) 3 (23.1) 12 (60.0) .072
2002-2014 18 (54.5) 10 (76.9) 8 (40.0)

Surgical approach
Anterior 4 (12.1) 0 (0) 4 (20.0) .173
Posterior 9 (27.3) 3 (23.1) 6 (30.0)
Combined 20 (60.6) 10 (76.9) 10 (50.0)

Two-stage procedure 15 (45.5) 7 (53.8) 8 (40.0) .493
Intraoperative radiotherapy 9 (27.3) 4 (30.8) 5 (25.0) .999

a P values are based on differences between the patients treated by en bloc resection with negative margins versus intralesional resection or en bloc resection with
positive margins.
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Oncological Outcomes (n ¼ 33)

All 12 local recurrences occurred in patients who underwent

intralesional resection or en bloc resection with positive mar-

gins (60%, 12/20), while none recurred in the 13 patients who

had en bloc resection with negative margins (P¼ .002) (Figure

2). Six (18.2%, 6/33) patients developed metastases to the lung

(n ¼ 4), distant bone (n ¼ 2), brain (n ¼ 1), soft tissue of the

neck (n ¼ 1), and periaortic region (n ¼ 1) (Figure 3). Eleven

(33.3%, 11/33) patients died of disease after a median of 7 years

(IQR 1.2-12 years) (Figure 4); 10 (50.0%, 10/20) died of

disease after intralesional resection or en bloc resection with

positive margins, and 1 died of disease after en bloc resection

with negative margins (P ¼ .064)

Neurologic Status (n ¼ 33)

Among 11 patients with preoperative neurologic deficits, 6

(66.7%, 6/9) improved, 2 (22.2%, 2/9) had neurologic decline,

and 1 (11.1%, 1/9) had no change. Neurologic status at follow-

up could not be established for 2 patients.

Discussion

We found that after a median follow-up of 5 years, patients who

underwent surgery for spinal chondrosarcoma reported worse

physical function and quality of life compared with the US

population average. Reoperation was associated with worse

physical function and quality of life. Complication rates, read-

mission rates, and reoperation rates were high. Readmission,

reoperation, and local recurrence rates were higher after intra-

lesional or en bloc resection with positive margins as compared

with en bloc resection with negative margins. No other studies

have reported on patient-reported outcomes after surgical

resection of spinal chondrosarcoma. Srivastava et al37 handed

out a disease-specific questionnaire (ie, the EORTC QLQ-C30)

to 17 spinal chordoma/chondrosarcoma patients before and at

the end of proton beam therapy; quality-of-life scores were

maintained in the majority of the patients during the course

of proton beam therapy. Van der Geest et al15 analyzed quality

of life 7 years after treatment for—non-spinal—chondrosar-

coma. Compared with healthy controls, patients with chondro-

sarcoma performed inferiorly in several quality-of-life domains

(fatigue, physical function, and sleep). Melcher et al38 report on

Table 4. Duration of Procedure and Blood Loss.

Variable
Median

(Interquartile Range)

One-stage procedure (n ¼ 18)
Duration of procedure, hours 9 (7-12)
Blood loss during procedure, L 1 (1-2)

Two-stage procedure (n ¼ 15)
First stage duration of procedure, hours 7 (5-9)
Second stage duration of procedure, hours 8 (6-8)
First stage blood loss during procedure, L 2 (1-2)
Second stage blood loss during procedure, L 2 (1-6)

Table 5. Patient-Reported Outcome Measures (n ¼ 14).

PROMIS–Physical
Function

PROMIS–Pain
Intensity EQ5D: Quality of Life Disability Indexa

Comparison Groups Median (IQR) Pb Median (IQR) Pb Median (IQR) Pb Median (IQR) Pb

US population average 50
.026

50
.362

0.85
.022

— —
Entire cohort (n ¼ 14) 43 (31-52) 47 (44-52) 0.70 (0.58-0.81) 25 (12-53)
Indication for surgery at our institution

Primary resection (n ¼ 5) 45 (45-52)
.162

44 (44-46)
.313

0.81 (0.73-0.92)
.327

14 (6-20)
.095

Resection of recurrence (n ¼ 9) 41 (29-43) 51 (46-52) 0.67 (0.36-0.69) 48 (18-54)
Resection þ margin

Intralesional/En bloc, positive margin (n ¼ 5) 31 (29-41)
.162

51 (46-52)
.687

0.59 (0.36-0.68)
.182

18 (12-30)
.182

En bloc, negative margins (n ¼ 9) 45 (42-52) 46 (44-52) 0.73 (0.69-0.81) 53 (48-54)
Pathologic tumor grade

Grade I (n ¼ 5) 43 (31-45)
.842

46 (44-49)
.737

0.67 (0.58-0.73)
.386

20 (18-48)
.894

Grade II-III (n ¼ 9) 42 (37-52) 51 (44-52) 0.72 (0.68-0.92) 30 (6-53)
Postoperative complications

None (n ¼ 5) 43 (41-45)
.842

46 (44-48)
.382

0.73 (0.68-0.80)
.593

20 (18-48)
.790

At least 1 complication (n ¼ 9) 42 (31-52) 51 (44-56) 0.69 (0.58-0.81) 30 (12-54)
Readmissions

None (n ¼ 9) 45 (42-52)
.205

46 (44-52)
.687

0.73 (0.69-0.81)
.182

18 (12-30)
.230

At least 1 readmission (n ¼ 5) 31 (29-41) 51 (46-52) 0.58 (0.36-0.69) 53 (48-54)
Reoperations

None (n ¼ 9) 45 (43-54)
.004

44 (43-48)
.051

0.80 (0.72-0.92)
.004

14 (6-20)
.003

At least 1 reoperation (n ¼ 5) 29 (23-31) 52 (51-56) 0.36 (0.04-0.58) 54 (53-58)

Abbreviations: EQ5D, EuroQol 5 Dimensions; IQR, interquartile range; PROMIS, Patient-Reported Outcomes Measurement Information System.
a The Oswestry Disability Index in 12 patients and the Neck Disability Index in 2 patients.
b Boldfaced P value indicates significance (P < .05).
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15 patients after total en bloc spondylectomy of primary malig-

nant bone tumors or solitary metastases; quality of life was

decreased for all individual scales when compared with (Ger-

man) normal population values but exceeded values for chronic

back pain patients. In another study, health-related quality of

life (SF-36) was decreased for patients alive with disease, when

compared to those with no evidence of disease after en bloc

resection of primary malignant bone tumors or solitary metas-

tases.39 Mazel et al40 report on 25 patients with primary bone

tumors or single metastatic disease; quality of life was compa-

rable to general (French) population values, and lower for those

with a secondary tumor or those who had multiple levels

resected. Colman et al41 showed worse quality of life and

physical function than average (US) population values for

patients with mobile spine tumors (benign, malignant, and soli-

tary metastasis). Kato et al42 demonstrated that physical health

was impaired in the early postoperative years after en bloc

spondylectomy; this returned to normal approximately 3 years

Table 7. Complications (90 Days), Readmissions, and Reoperations After Resection for Patients With Chondrosarcoma of the Mobile Spine
(n ¼ 33).

All Patients,
n ¼ 33

En Bloc Negative
Margins, n ¼ 13

Intralesional/En Bloc
Positive Margins, n ¼ 20

Complications (90 Days)a n (%) n (%) n (%)

Major complicationsb

Dural tear 4 (12.1) 2 (15.4) 2 (10.0)
Respiratory failure needing intubation 3 (9.1) 2 (15.4) 1 (5.0)
Deep infection 2 (6.1) 1 (7.7) 1 (5.0)
Fistula (pleuro-incisional) 1 (3.0) 1 (7.7) 0
Cardiac arrest during surgery 1 (3.0) 1 (7.7) 0
Failure of instrumentation 1 (3.0) 0 1 (5.0)
Recurrence with spinal cord compression 1 (3.0) 0 1 (5.0)
Sternal osteomyelitis 1 (3.0) 0 1 (5.0)
Pneumothorax 1 (3.0) 1 (7.7) 0
Sepsis 1 (3.0) 1 (7.7) 0
Atrial thrombus 1 (3.0) 0 1 (5.0)

Minor complicationsc

Pulmonary embolism 5 (15.1) 2 (15.4) 3 (15.0)
Pleural effusion 4 (12.1) 3 (23.1) 1 (5.0)
Urinary tract infection 2 (6.1) 2 (15.4) 0
Delirium 1 (3.0) 1 (7.7) 0
Pneumonia 1 (3.0) 1 (7.7) 0
Superficial infection 1 (3.0) 0 1 (5.0)
Deep venous thrombosis 1 (3.0) 1 (7.7) 0

Readmissions n (%) n (%) n (%)

No readmission 19 (57.6) 11 (84.6) 8 (40.0)
1 readmission 4 (12.1) 1 (7.7) 3 (15.0)
2 readmissions 6 (18.2) 1 (7.7) 5 (25.0)
3 readmissions or more 4 (12.1) 0 4 (20.0)

Reoperationsd n (%) n (%) n (%)

Irrigation and debridement 11 (33.3) 3 (23.1) 8 (40.0)
Reresection 10 (30.3) 0 10 (50.0)
Reinstrumentation 4 (12.1) 0 4 (20.0)
Decompression 3 (9.1) 0 3 (15.0)
Decompression with reresection 2 (6.1) 0 2 (10.0)
Wound dehiscence 1 (3.0) 0 1 (5.0)
Dural tear repair 1 (3.0) 1 (7.7) 0
Epidural abscess removal 1 (3.0) 0 1 (5.0)
Paravertebral tissue excision 1 (3.0) 0 1 (5.0)

a Patients could have multiple complications within 90 days: 18 patients (55%) had at least 1 complication. 17 major complications and 15 minor complications
occurred.
b Defined as a Clavien Dindo grade III or IV complications (ie, complication requiring surgical, endoscopic or radiological intervention, or requiring management at
the intensive care unit).
c Defined as a Clavien Dindo grade II complications (ie, any deviation from the postoperative course requiring only pharmacological treatment).
d Thirteen patients (39%) required at least 1 reoperation with a median of 2 reoperations (range 1-8).
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after surgery, indicating that these surgeries require long recov-

ery periods. A comparison of quality of life (as measured by

EQ5D) among patients in our study (0.70) with other common

conditions shows that patients after resection of a chondrosar-

coma of the spine do worse than patients with diabetes (0.76),

asthma (0.82), and high blood pressure (0.79). However, their

quality of life is comparable to that of patients with angina

(0.71), myocardial infarction (0.73), and coronary artery dis-

ease (0.73) and slightly better than that of those who have

suffered a stroke (0.69). All dimensions measured by the EQ5D

among our patients were slight to moderately affected (ie,

physical function, pain, and mental health). We believe that

both the disease and the extensiveness of the surgery affects

quality of life. However, both aspects most likely affect differ-

ent dimensions of quality of life: For example, the disease

probably has more impact on mental health (worrying about

prognosis), whereas the surgery probably has more impact on

pain and physical function. The quality of life and physical

function among patients after resection of chondrosarcoma

of the spine in our study (median EQ5D 0.70, ODI 25) is

worse than a cohort of US patients from the Quality Out-

comes Database who underwent surgery for degenerative

spine conditions (including [recurrent-] disc herniation,

spondylolisthesis, stenosis, adjacent segment disease, and

disc collapse) at 12 months after surgery (median EQ5D

0.82, ODI 18, n ¼ 5443).44

Complication rates after spinal chondrosarcoma resection in

2 studies are 17% and 27%, although its definition and follow-

up is unclear.17,18 We focused on postoperative morbidity, and

found a higher overall complication rate (55%). Our reopera-

tion rate (42%) was comparable to a previous study (44%).18

Oncological outcome following surgical resection of mobile

spine chondrosarcoma is comparable to previous studies.

This study had limitations. First, we consider the short clin-

ical follow-up as the most important limitation; 30% had a

follow-up less than 1 year. A minimum follow-up period of

3 years is required before drawing conclusions on oncological

outcomes.4 Hence, our oncological outcomes should be inter-

preted with some caution. A previous study by our research

group reports oncologic outcomes after a minimum follow-up

of 2 years.5 Second, we had patient-reported outcomes for 70%
of eligible patients. The 19 patients for whom we did not have

patient-reported outcomes did not differ in age (P ¼ .228),

sex (P ¼ .427), type of resection (P ¼ .723), tumor grade

(P ¼ .316), complications (P ¼ .428), readmissions (P ¼ .723),

and reoperations (P ¼ .999). Therefore, we believe that our

results can be extrapolated to our complete cohort. Third, we set

the minimum follow-up for patient-reported outcomes at

6 months, although patients might need a longer recovery time

after these extensive surgeries. Patients whose questionnaires

were obtained between 6 to 12 months after surgery (21.4%,

3/14) did not have more complications (P ¼ .258), readmissions

(P ¼ .999), and reoperations (P ¼ .505). In addition, we did not
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Figure 3. Kaplan-Meier curve displaying the time to distant metastasis
for all 33 included patients. Hash marks on the curve represent cen-
soring of a patient (moment of lost to follow-up).

0

0.25

0.50

0.75

1.00

 P
ro

ba
bi

lit
y 

of
 S

ur
vi

va
l

33 28 22 20 18 18 18 17 15 12 11Number at risk:

0 1 2 3 4 5 6 7 8 9 10
 Time in Years
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find a correlation between follow-up duration and any of the

patient0-reported outcome measures in our study (PROMIS–

Physical Function: r ¼ 0.21, P ¼ .49, PROMIS–Pain Interfer-

ence: r ¼�0.36, P¼ .23, EQ5D Quality of Life: r¼ 0.35, P¼
.24, Disability Index: r¼ �0.21, P¼ .50; by Spearman correla-

tion); however, it should again be noted that the number of

patients with patient-reported outcome measures is limited.

Fourth, we did not collect preoperative patient-reported out-

comes; future studies should assess both preoperative and post-

operative patient-reported outcomes to assess changes due to

surgery and also assess the recovery of patient-reported outcome

measures over time (months to years) after surgery. Fifth—as in

other studies35—we combined the NDI and ODI into one score,

although there is literature supporting that there might be differ-

ences.36 Sixth, although radiation for chondrosarcoma is contro-

versial; there is some evidence that high-dose (photon and proton

combined) radiation has an effect.13 A recent study on spine

chordoma demonstrates that patients who underwent preopera-

tive radiation do better than postoperative radiation. We extrapo-

lated this and use preoperative high-dose radiation in

chondrosarcoma. Preoperative radiation also allows a more

focused field of radiation involving gross tumor with only a small

margin.13 Seventh, this is a retrospective study including patients

over a long time span and with a limited sample size, which is a

result of the rarity of mobile spine chondrosarcoma (incidence of

chondrosarcoma in the United States is 1 in about 200 000 per

year, of which 4-10% is in the mobile spine).43

Conclusion

Chondrosarcoma affects quality of life and physical function

and its treatment frequently results in complications and reo-

perations. Our findings can be used to inform future patients

about expected outcomes.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect to

the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, author-

ship, and/or publication of this article.

References

1. Hogendoorn PCW, Bovee JM, Nielsen GP. Chondrosarcoma

(grades I-III), including primary and secondary variants and peri-

osteal chondrosarcoma. In: Fletcher CDM, Bridge JA, Hogen-

doorn PCW, Mertens F, eds. World Health Organization

Classification of Tumours of Soft Tissue and Bone. Vol 5. 4th

ed. Lyon, France: IARC; 2013:264.

2. Murphey MD, Walker EA, Wilson AJ, Kransdorf MJ, Temple

HT, Gannon FH. From the archives of the AFIP: imaging of

primary chondrosarcoma: radiologic-pathologic correlation.

Radiographics. 2003;23:1245-1278.

3. Angelini A, Guerra G, Mavrogenis AF, Pala E, Picci P, Ruggieri

P. Clinical outcome of central conventional chondrosarcoma. J

Surg Oncol. 2012;106:929-937.

4. Boriani S, De Iure F, Bandiera S, et al. Chondrosarcoma of the

mobile spine: report on 22 cases. Spine (Phila Pa 1976). 2000;25:

804-812.

5. Schoenfeld AJ, Hornicek FJ, Pedlow FX, et al. Chondrosarcoma

of the mobile spine: a review of 21 cases treated at a single center.

Spine (Phila Pa 1976). 2012;37:119-126.

6. Shives TC, McLeod RA, Unni KK, Schray MF. Chondrosarcoma

of the spine. J Bone Joint Surg Am. 1989;71:1158-1165.

7. Dorfman HD, Czerniak B. Bone cancers. Cancer. 1995;75(1

suppl):203-210.

8. Murphey MD. World Health Organization classification of bone

and soft tissue tumors: modifications and implications for radiol-

ogists. Semin Musculoskelet Radiol. 2007;11:201-214.

9. Yin H, Zhou W, Meng J, et al. Prognostic factors of patients with

spinal chondrosarcoma: a retrospective analysis of 98 consecutive

patients in a single center. Ann Surg Oncol. 2014;21:3572-3578.

10. Katonis P, Alpantaki K, Michail K, et al. Spinal chondrosarcoma:

a review. Sarcoma. 2011;2011:378957.

11. Bandiera S, Boriani S, Donthineni R, Amendola L, Cappuccio M,

Gasbarrini A. Complications of en bloc resections in the spine.

Orthop Clin North Am. 2009;40:125-131.

12. Boriani S, Bandiera S, Donthineni R, et al. Morbidity of en bloc

resections in the spine. Eur Spine J. 2010;19:231-241.

13. DeLaney TF, Liebsch NJ, Pedlow FX, et al. Long-term results of

Phase II study of high dose photon/proton radiotherapy in the

management of spine chordomas, chondrosarcomas, and other

sarcomas. J Surg Oncol. 2014;110:115-122.

14. Griffin AM, Shaheen M, Bell RS, Wunder JS, Ferguson PC.

Oncologic and functional outcome of scapular chondrosarcoma.

Ann Surg Oncol. 2008;15:2250-2256.

15. Van Der Geest IC, Servaes P, Schreuder HW, et al. Chondrosar-

coma of bone: functional outcome and quality of life. J Surg

Oncol. 2002;81:70-74.

16. Strike SA, McCarthy EF. Chondrosarcoma of the spine: a series

of 16 cases and a review of the literature. Iowa Orthop J. 2011;31:

154-159.

17. Yang X, Wu Z, Xiao J, et al. Chondrosarcomas of the cervical and

cervicothoracic spine: surgical management and long-term clin-

ical outcome. J Spinal Disord Tech. 2012;25:1-9.

18. York JE, Berk RH, Fuller GN, et al. Chondrosarcoma of the spine:

1954 to 1997. J Neurosurg. 1999;90(1 suppl):73-78.

19. Gershon RC, Rothrock N, Hanrahan R, Bass M, Cella D. The use

of PROMIS and assessment center to deliver patient-reported

outcome measures in clinical research. J Appl Meas. 2010;11:

304-314.

20. Teng H, Hsiang J, Wu C, et al. Surgery in the cervicothoracic

junction with an anterior low suprasternal approach alone or com-

bined with manubriotomy and sternotomy: an approach selection

method based on the cervicothoracic angle. J Neurosurg Spine.

2009;10:531-542.

21. Rabin R, de Charro F. EQ-5D: a measure of health status from the

EuroQol Group. Ann Med. 2001;33:337-343.

752 Global Spine Journal 9(7)



22. Garcia SF, Cella D, Clauser SB, et al. Standardizing patient-

reported outcomes assessment in cancer clinical trials: a

patient-reported outcomes measurement information system ini-

tiative. J Clin Oncol. 2007;25:5106-5112.

23. Jensen RE, Potosky AL, Reeve BB, et al. Validation of the PRO-

MIS physical function measures in a diverse US population-based

cohort of cancer patients. Qual Life Res. 2015;24:2333-2344.

24. Fairbank JC, Pynsent PB. The Oswestry Disability Index. Spine

(Phila Pa 1976). 2000;25:2940-2952.

25. Vernon H. The Neck Disability Index: state-of-the-art, 1991-

2008. J Manipulative Physiol Ther. 2008;31:491-502.

26. Rose M, Bjorner JB, Becker J, Fries JF, Ware JE. Evaluation of a

preliminary physical function item bank supported the expected

advantages of the Patient-Reported Outcomes Measurement

Information System (PROMIS). J Clin Epidemiol. 2008;61:

17-33.

27. Herdman M, Gudex C, Lloyd A, et al. Development and prelim-

inary testing of the new five-level version of EQ-5D (EQ-5D-5L).

Qual Life Res. 2011;20:1727-1736.

28. Fryback DG, Dunham NC, Palta M, et al. US norms for six

generic health-related quality-of-life indexes from the

National Health Measurement study. Med Care. 2007;45:

1162-1170.

29. Vernon H, Mior S. The Neck Disability Index: a study of relia-

bility and validity. J Manipulative Physiol Ther. 1991;14:

409-415.

30. Huntington JT, Butterfield M, Fisher J, Torrent D, Bloomston M.

The Social Security Death Index (SSDI) most accurately reflects

true survival for older oncology patients. Am J Cancer Res. 2013;

3:518-522.

31. Clavien PA, Barkun J, de Oliveira ML, et al. The Clavien-Dindo

classification of surgical complications: five-year experience.

Ann Surg. 2009;250:187-196.

32. Unni KK, Dahlin DC. Grading of bone tumors. Semin Diagn

Pathol. 1984;1:165-172.

33. Enneking WF, Spanier SS, Goodman MA. A system for the sur-

gical staging of musculoskeletal sarcoma. Clin Orthop Relat Res.

1980;(153):106-120.

34. Boriani S, Weinstein JN, Biagini R. Primary bone tumors of the

spine. Terminology and surgical staging. Spine (Phila Pa 1976).

1997;22:1036-1044.

35. Armaghani SJ, Archer KR, Rolfe R, Demaio DN, Devin CJ. Dia-

betes is related to worse patient-reported outcomes at two years

following spine surgery. J Bone Joint Surg Am. 2016;98:15-22.

36. Spiegel MA, Lafage R, Lafage V, et al. Developing the Total

Disability Index based on an analysis of the interrelationships and

limitations of ODI and NDI. Spine (Phila Pa 1976). 2016;41:

74-81.

37. Srivastava A, Vischioni B, Fiore MR, et al. Quality of life in

patients with chordomas/chondrosarcomas during treatment with

proton beam therapy. J Radiat Res. 2013;54(suppl 1):i43-i48.

38. Melcher I, Disch AC, Khodadadyan-Klostermann C, et al. Pri-

mary malignant bone tumors and solitary metastases of the thor-

acolumbar spine: results by management with total en bloc

spondylectomy. Eur Spine J. 2007;16:1193-1202.

39. Liljenqvist U, Lerner T, Halm H, Buerger H, Gosheger G, Win-

kelmann W. En bloc spondylectomy in malignant tumors of the

spine. Eur Spine J. 2008;17:600-609.

40. Mazel C, Owona P, Cogan A, Balabaud L, Grunenwald D. Long-

term quality of life after en-bloc vertebrectomy: 25 patients fol-

lowed up for 9 years. Orthop Traumatol Surg Res. 2014;100:

119-126.

41. Colman MW, Karim SM, Lozano-Calderon SA, et al. Quality of

life after en bloc resection of tumors in the mobile spine. Spine J.

2015;15:1728-1737.

42. Kato S, Murakami H, Demura S, et al. Patient-reported outcome

and quality of life after total en bloc spondylectomy for a primary

spinal tumour. Bone Joint J. 2014;96-B:1693-1698.

43. Giuffrida AY, Burgueno JE, Koniaris GL, et al. Chondrosarcoma

in the United States (1973 to 2003): an analysis of 2890 cases

from the SEER database. J Bone Joint Surg Am. 2009;91:

1063-1072.

44. Chotai S, Devin CJ, Archer KR, et al. Effect of patients’ func-

tional status on satisfaction with outcomes 12- months after elec-

tive spine surgery for lumbar degenerative disease. Spine J. 2017;

17:1783-1793.

Pereira et al 753



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


