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Tumores vertebrales primarios. 

      

                Rafael González Díaz y Antonio Martin Benlloch

Figura 6. Clasificación Quirúrgica de los tumores vertebrales según Tomita

[image: image11.png]K. Tomita et al.: Total en bloc spondylectomy

Intra-
Compartmental

Compartmental

Extra- Multiple

Type 1

vertebral body

Type 2

pedicle
extension

Type 3 Type 6

body - lamina adjacent
. vertebral
extension .
extension

Type 4
spinal canal
extension
Type 5
paravertebral
extension \

Type 7

Fig. 2. Surgical classification of spinal tumors

piecemeal fashion, is mandatory; otherwise, local tumor
invariably recurs from the residual tumor tissues left
behind in this grade of tumors.

Salvage surgery for tumor recurrence in the spine
causes great difficulty because recurrent tumor grows in
the postsurgical scar tissue that adheres to the surround-
ing critical structures (e.g., dura, aorta, vena cava), in
contrast to the long bones. Therefore, first time en bloc
excision to include all tumor margins is most desirable
to prevent local recurrence of malignant spinal tumors
or even aggressive benign tumors, such as the giant-cell
tumor.

2) Surgical strategy for spinal metastases

In the past, the indication for surgical management
of spinal metastases was based on signs of neurologi-
cal deficit, the presence of intractable pain, and spinal
instability, as shown by Harrington.!® Tokuhashi et al."”
originally proposed a prognostic scoring system for
preoperative evaluation of patients with metastatic
spine tumors. We tried to take this approach one step
further and proposed a surgical strategy for spinal
metastases based on a prognostic scoring system to pro-
vide “rough but appropriate and practically easy”
guidelines for the treatment in all patients with various
histological varieties of spinal metastases (Fig. 3).

When considering surgery for a patient with spinal
metastasis, our prerequisite is a minimum of 3 points
or less in the Eastern Cooperative Oncology Group
(ECOG) performance status test? or 30% or more in
the Karnofsky performance scale,?” which are the same
requirements for administrating chemotherapy. Our
scoring system consists of three prognostic factors,
which are regarded as the most influential factors for
life expectancy. These scores are given by each hazard
ratio: (1) pathological/clinical grade of malignancy (low
grade/slow growth), 1 point; intermediate grade/moder-
ate growth, 2 points; high grade/growth, 4 points); (2)
visceral metastases (no metastasis, 0 points; treatable, 2
points; untreatable, 4 points); (3) bone metastases (iso-
lated, 1 point; multiple, 2 points). These three factors
are added together to give a prognostic score of 2-10
points. We found that neurological deficit is not be
an influential factor for life expectancy, so, it is not
counted. The treatment aim for each patient is set ac-
cording to this prognostic score and life expectancy.”

After deciding on the surgical strategy for each pa-
tient along with the treatment aim, the extent of the
spinal metastasis is stratified using “the surgical classifi-
cation of spinal tumors.” Finally, the most technically
appropriate and feasible surgery is employed, such as en
bloc excision, debulking (aggressive piecemeal exci-




Figura 7 (CASO 3): Metástasis solitaria de Ca mama. Resección en bloque y reconstrucción.
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Figure 4. Indication for sagittai resection

A, The en bloc excision of a tumor occurring in the vertebral body can be
performed with an appropriate margin it at least one pedicle is free from tumor
(sectors 4 to 8 or 5 to 9). B, A posterior stage is performed to remove the
posterior elements, cut the longitudinal ligament and separate the anterior
surface of the dura from the posterior wall. The anterior approach is mandatory
for a careful respect of the margins if the tumor is growing outside the vertebra
(iayer A). (Adapted from Boriani et a/. [22]; with permission.)

A. The en bloc excision of a tumor arising excentrically in the body. and
occupying the pedicle, and the transverse process, can be performed with an
appropriate margin when the tumor occupies the sectors 2-3 to 5 or 8 to
10-11. B. A posterior stage is performed to remove the posterior healthy
elements and separate the anterior surface of the dura from the posterior wall or
from the tumor. A combined posterior and anterior approach s required to safely
perform the en bioc excision. {Adapted from Boriani et al. [22]; with permission.)
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