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of discomfort and tenderness around the medial border of the 
right scapular, and his neurologic statue was absolutely intact. 
He had no special past medical history. As such, he wanted to 
make another visit later when he would develop aggravated 
pain. There was no evidence of increased uptake on the PET-
CT scan that he has checked two years ago. Magnetic resonance 
imaging (MRI) checked at the emergency room showed a lobu-
lated soft tissue mass from T3 to T5, which extended to the epi-
dural space (Fig. 1). Computed tomography scans showed soft 
tissue mass on the spinal posterior arch and osteolytic change 
of the adjacent bony structures (Fig. 2). Emergent surgery was 
performed, and the lesion was removed. Dark reddish blood 
and gel-like material were encountered around the dura and 
posterior arch during the operation. The histologic examina-
tion showed findings conformed to dedifferentiated chondro-
sarcoma (Fig. 3). The results of immunohistochemical stains for 
the high grade spindle cells were focal (+) for smooth muscle 
actin antibody, but (-) for desmin, cytokeratin, CD34 and S-100 
protein. Multiple pulmonary nodules were found on chest CT 
scan, and biopsy of one of them had proven to be a metastasis 
of chondrosarcoma. The patient’s neurologic deficit was im-

INTRODUCTION

Spinal chondrosarcoma is an extremely rare malignant tu-
mor, characterized by cartilage-forming9). Chondrosarcomas 
compose 7% to 12% of all primary spine tumors and one forth 
of primary malignant spine tumors2). In the spine, the common 
site of chondrosarcoma is the thoracic spine, followed by lum-
bar and cervical spine3). Growth pattern of chondrosarcoma is 
usually indolent, and the most common presenting symptom is 
focal pain6,15). There is no previous reported case of spinal chon-
drosarcoma, which is presented with sudden progressive para-
plegia, due to acute hemorrhage and exophytic expansion into 
the epidural space. We named it chondrosarcoma apoplexy be-
cause it is a similar condition with that of the pituitary apo-
plexy, which causes neurological problems, such as visual loss.

CASE REPORT

A 52-year-old man was admitted to the emergency room with 
sudden paraplegia. Twelve hours prior to such paraplegic event, 
he visited an outpatient clinic. At that time, he just complained 
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ated chondrosarcomas are aggressive and frequently metasta-
size to other sites12). Chondromas and other sarcomas, including 
osteosarcoma, leiomyosarcoma, and rhabdomyosarcoma, should 
be considered as differential diagnosis3). The goal of the treat-
ment is to excise the lesion as completely as possible15). Although 
these tumors are resistant to adjuvant chemotherapy and radio-
therapy, hypofractionated stereotactic radiation therapy may be 
useful for tumor recurrence and palliation5-7,11). 

In our case, the mass was located mainly in the posterior arch 
of T3 and T4, T5 and extended to the epidural space. It was com-
posed of multi-lobulated mass, combined with hemorrhage. 
There is no previous reported case of spinal chondrosarcoma 
that is presented with sudden progressive paraplegia, due to 
acute hemorrhage and exophytic expansion into the epidural 
space. We named it chondrosarcoma apoplexy because it is a 
similar condition with pituitary apoplexy that causes acute vi-
sual loss. 

CONCLUSION

Chondrosarcoma is an uncommon disorder that rarely in-
volves the spine and previously has never been associated with 
sudden paraplegia with acute hemorrhage and expansion into 
the epidural space. When radiologic studies show a lobulated 
mass with extension into the surrounding tissue and osteolytic 
change, chondrosarcoma should be included in the differential 

proved slowly from ASIA A to ASIA D.

DISCUSSION

Spinal chondrosarcomas are uncommon disorders, charac-
terized by malignant cartilage-forming and most commonly 
arise in the thoracic region3,9,10). Chondrosarcomas compose 7% 
to 12% of all primary spinal bone tumors and one forth of pri-
mary malignant spine tumors2). Affected ages are usually forth 
to sixth decades2). The male to female gender ratio is up to 4 : 
12,10). Growth pattern of chondrosarcomas is usually indolent. 
Although the most common presenting symptom is focal pain, 
neurologic deficits are also common3,8,10,15). Plain radiography, 
CT scan and MRI are useful to assess the location and charac-
teristics of the tumor. CT scan typically demonstrates a lytic, 
destructive lesion of various densities, with or without focal 
bony expansion6,13). CT findings are various with the type of 
chondrosarcomas8). Cortical thickening with extension to the 
soft tissue can be seen in peripheral chondrosarcoma, a round 
lytic lesion with surrounding sclerosis is observed in a clear cell 
chondrosarcoma4). Dedifferentiated and mesenchymal types 
may demonstrate local bony destruction1,14). The most common 
MRI patterns are low signal intensity with T1 and high signal 
intensity lesion with T2 weighted images, peripheral or hetero-
geneous enhancement with gadolinium6). Histologically, chon-
drosarcomas are defined as mesenchymal, non-meningothelial 
tumors. Chondrosarcomas are classified into several subtypes, 
which include the conventional, clear cell, mesenchymal and 
dedifferentiated types6,8,9,11). According to the pathology, con-
ventional chondrosarcomas are mostly benign and dedifferenti-

Fig. 1. MR imagings show a lobulated soft tissue mass from T3 to T5 
which extended to the epidural space. There are destructive changes 
around adjacent bony structures by this mass (A : T2 weighted image, B : 
T1 weighted image, C and D : Gd-enhanced image).  

Fig. 2. Computed tomography scans show soft tissue mass on the spi-
nal posterior arch and osteolytic change of the adjacent bony structures. 

Fig. 3. A : Gross finding. The resected specimen shows lobulated gray-
ish-white cartilaginous mass with myxoid and cystic change. B : 
Microscopic finding. The tumor shows bimorphic pattern consisting of 
low grade chondrosarcoma (on the right) juxataposed of high-grade 
spindle cell sarcoma (on the left) (hematoxylin eosin stain, ×200).
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fractionated stereotactic radiation therapy for skull base and upper cer-
vical chordoma and chondrosarcoma : preliminary results. Stereotact 
Funct Neurosurg 83 : 233-243, 2005 

8.	Katonis P, Alpantaki K, Michail K, Lianoudakis S, Christoforakis Z, 
Tzanakakis G, et al. : Spinal chondrosarcoma : a review. Sarcoma 2011 : 
378957, 2011 

9.	McLoughlin GS, Sciubba DM, Wolinsky JP : Chondroma/Chondrosar-
coma of the spine. Neurosurg Clin N Am 19 : 57-63, 2008 

10.	Quiriny M, Gebhart M : Chondrosarcoma of the spine : a report of 
three cases and literature review. Acta Orthop Belg 74 : 885-890, 2008 

11.	Riedel RF, Larrier N, Dodd L, Kirsch D, Martinez S, Brigman BE : The 
clinical management of chondrosarcoma. Curr Treat Options Oncol 10 : 
94-106, 2009 

12.	Sandberg AA : Genetics of chondrosarcoma and related tumors. Curr 
Opin Oncol 16 : 342-354, 2004 

13.	Shives TC, McLeod RA, Unni KK, Schray MF : Chondrosarcoma of the 
spine. J Bone Joint Surg Am 71 : 1158-1165, 1989 

14.	Tarkkanen M, Wiklund T, Virolainen M, Elomaa I, Knuutila S : Dedif-
ferentiated chondrosarcoma with t(9;22)(q34;q11-12). Genes Chromo-
somes Cancer 9 : 136-140, 1994 

15.	York JE, Berk RH, Fuller GN, Rao JS, Abi-Said D, Wildrick DM, et al. : 
Chondrosarcoma of the spine : 1954 to 1997. J Neurosurg 90 : 73-78, 
1999 

diagnosis of primary spinal bone tumor, although its occur-
rence at this site is extremely rare. Furthermore, we should real-
ize the possibility of hemorrhage and sudden expansion when 
the patient’s neurologic deficit developed suddenly.
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