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— Abstract —

Chordoma is a slow-growing malignant neoplasm arising from the remnants of the
primitive notochord. It accounts for 1 to 4% of all malignant bone tumors. It occurs
exclusively along the spinal axis. Authors experienced four cases of chordoma occurred in
the sacrococcygeal region. There were two male and two female patients, with a mean age
of 63.5 years(range, 57~75 years). Tissue was obtained by wide excision in two patients, by
incisional biopsy in one patient and by needle biopsy in the other. Adjuvant radiation
therapy was performed on all the patients after their biopsy. The mean diameter of the
tumors was 7.6cn(range, 5.5 to 13.0cm). Grossly, tumor was multiobulated, soft and myxoid
gelatinous mass. Microscopically, the tumor showed lobulated feature divided by fibrous
septa within it. There were physaliphorous cells with vacuolated bubbly cytoplasm. And
small uniform, round, and non-vacuolated tumor cells were also present. On
immunohistochemical stain, all the cases were immunoreactive for cytokeratin, epithelial
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membrane antigen(EMA) and vimentin, respectively. One of the 4 cases was positive for S-
100 protein. All the cases were negative for CEA.

Key Words: Chordoma, Sacrococcygeal region, Immunohistochemistry
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Table 1. Clinicopathologic findings of 4 cases of chordoma

Case Age(yrs) Sex Site Size{cm) Symptoms Treatment Follow-up
1 58 M  Sacroccocyx 7.0  Coccygeal pain Needle biopsy, RT Dead, 10y
2 75 F  Sacroccocyx 5.5 Sacral mass Incisional biopsy, RT  Lost
3 64 M  Sacrococcyx 4.8 Coccygeal pain Wide excision, RT Alive, ly
4 57 F  Sacrococcyx 13.0 Coccygeal mass Wide excision, RT Alive, 4m

M: male, F: female. y: year(s), m: month(s)
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Fig. 1. Case 3. Magnetic
reveals a relatively well circumscribed
mass with low signal intensity(arrows) in
sacrococcygeal area in TIWI.

resonance imaging

Fig. 2. Case 3. Gross photograph shows multiobul-
ated, soft and myxoid gelatinous mass.
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Tig. 3. Case 4. Gross photograph shows multiobul-

ated, soft and myxoid gelatinous mass

with areas of hemorrhage and necrosis.
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Fig. 4. Photomicrograph shows lobular growth
pattern separated by fibrous septa(H&E
stain, x100).
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Fig. 7. Photomicrograph shows tumor cells with
pleomorphic nuclei(H&E stain, %400).

Fig. 5. Photomicrograph shows many physaliph-
orous cells with vacuolated bubbly
cytoplasm(H&E stain, x200).

Fig. 8. Photomicrograph shows positivity for
cytokeratin (A) and vimentin (B), and nega-
tivity for CEA(C)(ABC method. %200).

Cytokeratin, EMA (epithelial membrane

’ - antigen), vimentin, CEA(carcinoembryonic

Fig. 6. Photomicrograph shows small uniform, antigen), S-100 proteincl ti% W 22 31314
round non-vacuolated cells in an abundant = - .

myxoid matrix(H&E stain, x200). gAoA AT} 48] BF FHMNEE cytokeratin,

EMA, vimentinel gwre-& YERIATHE 2).
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Table 2. Immunohistochemical results of 4 cases of chordoma

Case Cytokeratin EMA Vimentin S—100 protein CEA
1 + + + - -
2 + + + - -
3 + + + -
4 + + + - -

EMA: epithelial membrane antigen, CEA: carcinoembryonic antigen

48 & 191(25.0%)+ S-100 protein o ¥4 W
22 JeEIE. a8a BE ddlx] CEAd] tid)
LA Meg BHHaY 8).
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tH(Fechner$t Mills, 1993). F¥9] A= £9
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AE a8z HYA 71de] FAolr, £hL 7
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s s AEE o 48 ST 3
oli HFXAR AEAEL M 4 o). 8o oy
AL g7l AmEln FARES AU Mg =5
ot Z2AA AR §xk] o Fel= ME ABA
< gigh
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tional chordoma), 2)9&4 <} (chondroid
chordoma) % 3)€E3Md 2 (dedifferent-

iated chordoma)2.2 ¥-73}(Fechnerel Mills,
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Q nx9 §FA ARS Zte A& 9Ptk Ukl
© $94 AEL vEs &% PEARRATE
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AN EE A2 JuA X EAS 2% 71X
ng WYzFZgHoz S-100 protein,
cytokeratin 282 EMAC] ¥Ao)tH(Meise
Giraldo, 1988). S-100 protein3} ¥ A ¥ A
e HAFe] e f&3ith B ATA o
A FEAA] cytokeratin EMAC] tisle] &
E ool FAJold:, S-100 proteindl i3t
48 F 181(25%)°04 ¥ wge Hvh &
CEAS] #z23letd A7e] ©t2@ Miettinen
(1984)= H2E& CEAl SAolghs Hugk i
Abenoza®} Sibley(1986)x= 4H FUAIToAM ¥
A wg-g Haslgd, ¥ AdFdMe 43 BF
CEAd) tial] 84 w$-& HYH(ad 8).

ZAZHAPE Addjold Aoz HolA AYFE,
AREF, AAY AESKE, HA AAE Fol Ao
(Fechner®t Mills, 1993; Dorfman® Cgzerniak,
1998). HMo)A) AqFa}e] 7HHo| ofaLu] HalEo|
A g4l glom, AgSdre F3FY At
#HEA] okert E=3F HAREE acid sulfated
mucing 7AW AYFL neutral epithelial
mucing 7} Ao| iRt AWKF AF
Hago] gFEA T AEEe AUBAER ©
QE 4 v FHAES £94 44 3 A 48
Aol gAg)x] grorm AFSFE cytokeratintt
EMA®] 27391 He] zhdAo|ct. AAYY AFEE
o] Ao HARES cytokeratin® EMA] %
Adolal lysozymeo] &4 ¥ A AFE{KF
2 ol¢} witfoln] FE ARA|O] LAY FIFEA
AE7F #2HA) et FH AFEL g
2 A fAleke zhdo] ol -yt WA
A278% =3 ol Ego] "t

ZA}Eo] oo #JF ATE Heffelfinger &
(1973)9] B0l o3P 3679 $AllA FHYE
71EE 4. 190913 o] F 1] 109 o] AE
3l AR odFe BFATY. EF o] FUd
5~43%91A TR F9= Holghad, F= #F, st
2 & ¥, ZEla ¥=Ae) HeolgHChambersst
Schwinn, 1979). 32 flow cytometry: ##}
9] djFe} #¥o] vtz LA vk, Hruban &
(1990)2] ATl Q3P HaFe] 73% e FHlFAl
(diploid) ¥rt. X8 9L BHAT 74 HA

olny, diFE-& eASA AAI} o7 wjEe] A
g At HzFogE HAMM X888 )
(York &, 1999).
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