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Case Report
Cervical Spinal Chondrosarcoma: A Rare Case Report
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ABSTRACT:

Cervical spinal chondrosarcoma is an exclusively uncommon disease. A 35-year-old man 
presented with a history of swelling on the right side of the back of the neck for 1 year and night 
pain with numbness of the right upper limb for 6 months. Magnetic Resonance Imaging of the 
cervical spine showed a 7.8×4.5 cm extendible mass lesion involving the spinous process and 
lamina of the C5-C7 vertebrae. The tumor was excised without stabilization of the cervical spine. 
After one year of follow-up, the patient is disease-free, and the cervical spine is stabilized with 
normal movements. A good prognosis is seen when wide excision is done in the case of 
low-grade chondrosarcoma, even though it is deep-seated.
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Case presentation:

A 23-year-old female, housewife hailing from Narayan-
gonj, presented with repeated convulsions and an altered 
level of consciousness to the emergency room. She had a 
history of cesarean section four days back and was 
discharged with advice. However, she developed severe 
headaches followed by repeated convulsions for 3 hours 
on the day of discharge. She was immediately brought to 
the emergency where she was found to be repeatedly 
convulsing for 2-3 minutes without any responsiveness. 

Discussion:

The spectrum of clinical features, typical radiological 
changes, and various risk factors are crucial in making a 
diagnosis of PRES3. The most common clinical symp-
toms and signs are headache, altered alertness ranging 
from drowsiness to stupor, seizures, vomiting, mental 
abnormalities including confusion and diminished 
spontaneity and speech, and abnormalities of visual 
perception1. The onset is usually subacute but may be 
heralded by a seizure. Seizures are common at the onset 
of neurologic symptoms but can also develop later. 
Seizures may begin focally but usually become general-
ized4. In this case, the patient developed repeated gener-
alized tonic-clonic convulsions for 2-3 hours along with 
impaired consciousness. This indicates status epilepticus. 
Abnormalities of visual perception are nearly always 
detectable. Patients often report blurred vision. Hemi-
anopia, visual neglect, and frank cortical blindness may 
occur1. The most common abnormality on neuroimaging 
in patients with PRES was edema involving the white 
matter in the posterior portions of the cerebral hemi-
spheres, especially bilaterally in the parieto–occipital 
regions3. Similarly in this case, a CT scan of the brain 
revealed ill-defined hypoattenuation involving the cortex 
and subcortical white matter of both parietal and occipi-
tal lobes. MRI of the brain showed extensive bilateral 
symmetrical T2W-FLAIR hyperintensity in both parie-
to-occipital and both frontal regions confirming the 
PRES diagnosis. Rapid rises in blood pressures eventual-
ly overcome the autoregulatory capabilities of the 
cerebral vasculature causing vascular leakage and resul-
tant vasogenic edema5 Another proposes that endothelial 
dysfunction is the primary culprit, which may be caused 
by various endogenous or exogenous toxins leading to 
vascular injury with resultant development of vasogenic 
edema5.  Prompt recognition is the key as timely removal 
of the precipitating factor is important to achieve favor-
able outcomes2. In patients with acute hypertension, 
gradual reduction of blood pressure should be performed 
(no more than 20–25% in the first few hours) to avoid the 
risk of cerebral, coronary, and renal ischemia6. Seizures 
are very common and the most common antiepileptics 
that have been used during hospitalization include benzo-
diazepines, levetiracetam, and phenytoin, and upon 
discharge levetiracetam and phenytoin, with the majority 
of them on a single agent7

Introduction: 

Chondrosarcoma, cartilage-forming malignant bone 
neoplasm, is the third most common primary malignant 
neoplasm that accounts for 10% of all primary bone 
tumors.1 Spinal chondrosarcoma is typically low-grade 
in nature and accounts for less than 10% of all but 
commonly affects the thoracic spine followed by the 
cervical and lumbar spine where males are more affect-
ed.2 In the head and neck region it is found only 1–12 % 
of these cases.3 Vital structures in a compact area like the 
neck make anatomy complex as well as surgical manage-
ment challenging.4 We present a case of cervical chon-
drosarcoma and its management.
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Case presentation:

A 35-year-old man presented with neck pain that wors-
ened at night, numbness, and swelling over the back side 
of his right neck. On examination, the swelling was about 
5×5 cm, non-tender, hard, fixed with underlying struc-
ture, and no sensory and motor deficit. A Computed 
Tomography (CT) scan of the neck was suggestive of a 
bone-origin lesion mainly involving the spinous process 
of the C5-C7 vertebra (Fig C). Magnetic Resonance 
Imaging (MRI) of the cervical spine revealed a mixed-in-
tensity lesion measuring about 7.8×4.5 cm (Fig A, B). 
However, a CT scan of the thorax did not reveal any lung 
metastasis. Piecemeal resection through a posterior 

Conclusions: 

PRES is an acute neurotoxic syndrome and the prognosis 
is highly variable. Patients with preeclampsia/eclampsia 
are found to have early recovery and good functional 
outcomes if prompt treatment is provided. 
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Discussion

After osteosarcoma and Ewing sarcoma chondrosarcoma 
is the third most common primary malignant tumor of 
bone. Although the incidence of chondrosarcoma in the 
spine is estimated to be from 2% to 12% where cervical 
spine is affected least which is only 9%.5,6 Presentations 
of chondrosarcoma patients are with dull aching night 
pain. Depending on the location physical examination 
findings vary in a patient with chondrosarcoma. Histo-
logically, chondrosarcoma is classified into conventional 
& variant types where the variant type is further sub-clas-
sified as low-grade clear cell & high-grade mesenchymal 
variety.4,6 As spinal chondrosarcoma is an aggressive 
tumor, the mainstay of treatment is resection.8 When 
neurovascular structures are involved piece-meal remov-
al is ensured making the margins free from tumor, though 
the local recurrence is common in that situation.9 Radia-
tion and chemotherapy are not beneficial but adjuvant 
radiotherapy is often indicated in either incomplete surgi-
cal clearance or for palliation.10,11 The spinal chondrosar-
coma prognosis is relatively good with a 5-year survival 
of 90 % for grade 1, 81 % for grade 2, and 43 % for grade 
3 tumors depending on the location, grade, and stage of 
the tumor.5 Structured follow-up is planned either to find 
out local recurrence or metastasis mostly in lungs. 

CONCLUSION

Cervical spinal chondrosarcoma is a rare disease entity. 
Low-grade chondrosarcoma needs wide surgical 
excision despite its deep-seated location which is manda-
tory for a good prognosis and less recurrence. Stabiliza-
tion of the cervical spine is not always needed. 
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tensity lesion measuring about 7.8×4.5 cm (Fig A, B). 
However, a CT scan of the thorax did not reveal any lung 
metastasis. Piecemeal resection through a posterior 

approach was planned under general anesthesia. Despite 
cutting the lamina of the C5, C6 & and C7 vertebrae on 
the right side preservation of all the vital structures 
including the facet joint was confirmed. As the facet joint 
was intact and not involved stabilization was not done 
(Fig D). Low-grade chondrosarcoma was found in 
postoperative histopathology (Fig E). The postoperative 
period was uneventful with early mobilization. At regular 
3-monthly intervals, follow-up was advised with clinical 
examination, CT scan of the neck, and chest X-ray to rule 
out local recurrence and lung metastasis. A repeat CT 
scan of the neck taken at the end of 3 months and 1 year 
showed no recurrence. He was disease-free for a 
one-year follow-up.
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Figure A: T2WI MRI of Cervical spine (Preoperative)

Figure C: CT scan of Cervical spine (Preoperative)

Figure D: CT scan of Cervical spine (Postoperative)

Figure E: HistopathologyFigure B: T2WI MRI of Cervical spine (Preoperative)
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logically, chondrosarcoma is classified into conventional 
& variant types where the variant type is further sub-clas-
sified as low-grade clear cell & high-grade mesenchymal 
variety.4,6 As spinal chondrosarcoma is an aggressive 
tumor, the mainstay of treatment is resection.8 When 
neurovascular structures are involved piece-meal remov-
al is ensured making the margins free from tumor, though 
the local recurrence is common in that situation.9 Radia-
tion and chemotherapy are not beneficial but adjuvant 
radiotherapy is often indicated in either incomplete surgi-
cal clearance or for palliation.10,11 The spinal chondrosar-
coma prognosis is relatively good with a 5-year survival 
of 90 % for grade 1, 81 % for grade 2, and 43 % for grade 
3 tumors depending on the location, grade, and stage of 
the tumor.5 Structured follow-up is planned either to find 
out local recurrence or metastasis mostly in lungs. 

CONCLUSION

Cervical spinal chondrosarcoma is a rare disease entity. 
Low-grade chondrosarcoma needs wide surgical 
excision despite its deep-seated location which is manda-
tory for a good prognosis and less recurrence. Stabiliza-
tion of the cervical spine is not always needed. 
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