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ABSTRACT: A 43 year old woman presented with two large bilateral tumours of
the first ribs that compressed the right subclavian vessels, trachea and oesophagus
and led to right arm oedema, severe dyspnoea and dysphagia. The resected tumours
showed typical histological features of fibrous dysplasia without malignant trans-
formation. The right tumour weighed 1.5 kg and measured 17x13x10 cm.

This report demonstrates that major surgery is still possible for resection of such
exceptional giant compressive lesions, since fibrous dysplasia is a benign and non-

infiltrative tumour.
Eur Respir J., 1995, 8, 1028-1029.

Fibrous dysplasia is a benign bony abnormality that
may be monostotic or polyostotic [1]. Surgical treat-
ment is usually required during growth for pathological
fractures or deformities of tubular bones [2]. In the costal
region, fibrous dysplasia is the most frequent benign
tumour [3], and surgical intervention is usually performed
for diagnostic purposes [4]. We present an exceptional
case with severe manifestations.

Case report

A 43 year old woman was known to have rib radio-
logical abnormalities from the age of 25 yrs. These
lesions were asymptomatic but grew progressively. The
left lesion, which led to aesthetic complications and even-
tually to dyspnoea and dysphagia, was resected in 1988.
Diagnosis of fibrous dysplasia was established by exam-
ination of the surgical specimen that weighed 600 g.

Four years later, the patient again complained of dys-
phagia and of a severe dyspnoea, that required a tracheal
stent endoprosthesis. A tumour was palpable in the right
supraclavicular space, where it compressed vascular struc-
tures leading to weakening of the radial pulse and arm
oedema. There were no symptoms of brachial plexus
lesion, recurrent or phrenic palsy, or vena cava syndrome.
Computed tomography (CT) scan (fig. 1) and radiographs
(figs. 2a) of the chest showed the large thoracic mass
and revealed another small bony lesion.

The tumour was completely removed by an anterior
transcervical-thoracic approach used for resection of lung
tumours invading the thoracic inlet [5] (fig. 2b). Briefly,
a cervicotomy was performed with an L-shaped incision

Depts of Pathology and of Thoracic and
Vascular Surgery and Heart-Lung Trans-
plantation, Marie Lannelongue Surgical
Centre (Université Paris-Sud), Le Plessis-
Robinson, France and Catholic University
of Louvain, St Luc Clinics, Brussels, Belgium.

Correspondence: V. Thomas de
Montpréville, Service d'Anatomie Patho-
logique, Centre Chirurgical Marie Lanne-
longue, 133 Avenue de la Résistance, 92350
Le Plessis-Robinson, France

Keywords: Chest wall tumours, fibrous
dysplasia, mediastinum, rib, thoracic out-
let syndrome

Received: June 15th 1994

Accepted after revision January 29 1995

that followed the anterior border of the sternocleido-
mastoid muscle and the second rib. The internal half of
the clavicle was removed and the subclavian vein was
resected. Invaded ribs were then sectioned and the tum-
our was progressively removed. There were only loose
adherences with lung and with subclavian and mediasti-
nal structures. The postoperative course was uneventful,
with abolition of all symptoms. The patient is well, 18
months following surgery.

The surgical specimen weighed 1,500 g. The hard and
partially calcified tumour arising from anterior part of
the two first ribs measured 17x13x10 cm. The internal
side of the tumour, covered with parietal pleura, was
smooth and lobulated. Microscopically, the lesion had

Fig. 1. — Computed tomography (CT) scan showing the solid mass
that arises from the anterior part of first ribs, fills the right superior
hemithorax and extends into the mediastinum, where it shifts major
structures.
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Fig. 2. — a) Preoperative chest radiogram, showing the tumoral mass
that shifts the oesophagus (marked with contrast material) to the left.
Another smaller posterior costal lesion is indicated by the arrow. A
prosthesis replaces the left first ribs, previously resected. b) Postoperative
radiogram. The tumour has been resected with the invaded ribs after
removal of the internal half of the clavicle. The L-shaped incision is
indicated by metallic clips.

a typical histological appearance of fibrous dysplasia (fig.
3) and produced a thinning of the rib cortex. There were
several haemorrhagic cysts measuring less than 2 cm,
which had no cellular lining. Neither cellular atypia,
mitotic features, nor necrosis were observed.

Discussion

Thoracic outlet syndrome, an unusual event result-
ing from fibrous dysplasia of the first ribs, has been
reported previously [6, 7]. Costal lesions of fibrous dys-
plasia are also known to develop after the end of growth
because of cystic degeneration [8], with occasional for-
mation of an aneurysmal cyst [9]. This enlargement may
mimic sarcomatous transformation [8], but malignancy
occurs in less than 1% of cases of fibrous dysplasia [10].
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Fig. 3. — Histological appearance diagnostic of fibrous dysplasia. A

dense collagen tissue with regular fibroblasts and osseous trabeculae.
These trabeculae have Chinese letter shapes and are not layered by
osteoblasts. (Haematoxylin and eosin stain; internal scale marker=100
pm).

Development of a giant benign costal mass compressing
the mediastinum is exceptional. Since this complication
is rare, a preventive resection for small fibrous dyspla-
sia of the first ribs is probably not justified. Even when
the tumour is massive, surgical resection is still possi-
ble, since fibrous dysplasia of bone is a benign and non-
infiltrative tumour.
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