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Total Sacrectomy and Reconstruction for
Huge Sacral Tumors

KATSURO TOMITA MD, PhD, and HIROYUKI TSUCHIYA MD, PhD

The authors carried out successful total sa
three cases, two with giant cell tumors and
chordoma. The anterior and posterior appro
ble for resecting huge sacral tumors en bl
important to reconstruct the continuity be
vic ring and spinal column using spinal inst
and sacral rods or AO plates. As total sacr
large-scale, time-consuming, and collabors
tion, two or three teams should be used in
pelvic and spinal surgical techniques are reg
operatively the patient can stand within3to 6
well-planned rehabilitation allows ambulatio
~the serious structural and neurologic damj
total sacrectomy can be rewarding procedurs
improved morbidity and mortality. [Key word
ral tumor, total sacrectomy, reconstruction]










Corpectomy
& UTECEE

FIGURE 47—20. The first step is posterior resection of the
entire posterior arch and plate stabilization. Through a
. . . second anterolateral approach, the two-level spondylec-
5th ISOLS Mee‘“ng N Sa|nt'Ma|O, France, IROISIeN tomy is performed. Reconstruction is achieved with iliac

bone graft, tibial graft, and femur head and neck bank

by F. Langlais & B. Tomeno bone.




COMPLETE REMOVAL OF THREE VERTEBRAE
FOR GIANT-CELL TUMOUR

J Bone & Joint S
53-B, 278—287, 1971

Photo taken right after my presentation of
“Challenge to Total En bloc spondylectomy”

Kanazawa Experience:
at the 7t ISOLS in Singapore by Pr. Pho,1993




In malignant primary or metastatic spinal tumor surgery, |
a piecemeal excision has been performed
as a conventional treatment.

Critically, it is a palliative decompression,

aiming at “spinal cord salvage”.

Spinal cord.



Piecemeal Excision

1. Contamination

Ca. Tissue

3. Residual tumor tissue !

" Local Recurrence

As a natural course, high local recurrence rates must be accepted.

Local recurrence rates were high, 55 .- 85%; within 2 years, by my prsonal data




As medical knowledge and surgical technology progress,
more aggressive surgery such as
total en bloc spondylectomy (TES) has been applied
aiming at a local cure of the vertebral lesion.
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his IS “The real Job” which
“cancer patients expect from Spinal Surgeons!”



LSV T -
when TES is done successfully
possibility of local recurrence becomes quite lower than

- 3

conventional piecemeal excision which had been done before, }

and the patient’s life becomes hopeful.

Total en bIocSponderctomy

.f
en bloclaminectomy + en bloccorpectomy: 2

/
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Total en bloc
Spondylectomy
Is possible!

Symp. Chairme
J. Healey

Debating points (arrows) were;
Demanding, too risky technique !
Bleeding too much !: 5 —8,000 ml

Op. time too long !: 16 — 20 hrs

Partly intralesional: contaminated anyway?

e

11



W

TES,YES

Symp. Chairman
J. Healey

Debating pdints were; --- are now;
Demanding, too rigky technique ! Safe!
Bleeding too muchj!: 5-8,000ml | 1-1,500 ml
Op.timetoolong ¥ 16—-20hrs |. 6 — 10 hrs.

Partly intralesionall contaminated cleaned by Local Cx
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Is Tumor Recurrence a
Complication?

Local tumor recurrence Is not one of the
complications. It is more than that.

It Is an extraordinary discouraging hazard
than any of the complications.

It implies that the main purpose of the
surgery has been disrupted or failed.
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How can we minimize local recurrence ?
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Histological study
(gross section)

O

Satellite or skip lesion
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Satellite or skip lesion
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Osteosarco

QI
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SPINE TUMOR SURGERY

(1989. 8.1 : 2006.12.31)

TES / Total
Metastatic 96/ 246

Palliative /
Debulking

Primary 36/ 97

Palliative /
Debulking

132/ 343

\\\3\ cases
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Survival curves

survival rate (%)
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In TES cases,
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eSurvival rate, longer
e|_ocal recurrence rate, lower

Primary tumor

Debulking

ecompressior

+ TES | 6 /132 TES cases showed |
local recurrence so far

TES

bloc excision

1 1 | !
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Local recurrences were recognized at the follow-up
In 6 cases / 132 TES series (1989 — 2006)

1. Recurrence from the adjacent vertebra

3 cases

2. Recurrence at spinal canal
2cases

3. Recurrence due to Inadequate osteotomy
(end plate) 1 case
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Ca. liso..

Ca. Cells

—;

Plaecerneaal =, lon

1. Contamination ‘

* | 2. Dissemination |

3. Residual tumor tissue !

9 —_—
Local Recurrence
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Q: How should we do with cancer cell “Contamination” ?

{E} “Local Intensive Chemotherapy”

A: The solution is by the solution !

Soak for a few minutes, then irrigate
by each of “Distilled water” and “Cisplatin”
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lecearneal Exclsion

1

Ca. Cells

\

Ca. Tissue

3. Residual tumor tissue !

9 —_—
Local Recurrence
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Careful designing of surgical margin

\

Ca. Tissue

3. Residual tumor tissue !

—\
Local Recurrence
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When there is a possibility of
“Intracompartmental Tumor Extension”

Satellite or skip lesion

En bloc excision Is recommended
to avoid local recurrence
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May | remind you!
Disc is a strong barrier.
As the tumor breaks out the cortical bone,
tumor continues to stretch along with the ligament tissue and
venous plexus to the adjacent vertebra and the epidural space
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Careful checking right after the removal is important
to see if there is any residual tumor tissue behind
at the cutting edges and around the dura and the roots
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Osteosarco

QI
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40 y.o. female j

O o ~ 000
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Recurrent tumor tissue is mingled with scar tissue,

adhered tightly to the dura, nerve roots and surrounding tissues

37



My message is ..............

Inaclecueate surgery in Spine Turmnor results i)

v

Deflnite local recurrence |
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