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Synopsis
In this article, the authors summarize the state of the art and future potential in the management of
Osteosarcoma, Ewing’s sarcoma, and Chondrosarcoma. They cover systemic therapy, surgical
therapy, and radiotherapy, along with targeted therapies to inhibit signal transduction pathways.
They discuss staging and the role of imaging evaluation to provide an overview of bone tumor
treatment. Images presenting pathologic-radiologic correlations are included.

Malignant bone tumors are rare neoplasms that cause significant morbidity and mortality.
Despite advances in both surgical and medical oncology, few significant positive changes in
function or survival have occurred for patients with these diseases over the past 30 years.

OSTEOSARCOMA
Overview

Osteosarcoma is a highly malignant mesenchymal tumor of bone in which the malignant
cells produce osteoid. It is the most common primary, non-hematologic bone malignancy in
children, occurring most frequently in patients between the ages of 10 and 251. Prior to the
advent of multi-agent chemotherapy, amputation provided a long-term survival rate of about
20%. The use of multi-agent chemotherapy combined with aggressive surgery has improved
the long-term survival in these patients to approximately 60 %. 2 Interestingly, survival of
patients treated with chemotherapy alone is only 20%,3 suggesting that populations of tumor
cells in a large percentage of osteosarcomas are highly resistant to chemotherapy. Despite
intensive efforts in both surgical and medical management, the survival rate has not
improved over the last 30 years and fully 40% of osteosarcoma patients die of their disease.

Osteosarcoma can arise in any bone, but occurs primarily in the juxta-epiphyseal regions of
rapidly growing long bones. The histopathologic appearance of high-grade intramedullary
osteosarcoma is one of malignant spindle cells producing osteoid and immature bone.(Fig
1D and 1E) The bone structure is disorganized and can appear as a fine lacey trabecular
pattern or as irregular clumps of osteoid, distinctly unlike normal bone formation. Classic
osteosarcoma may also appear to be predominantly fibrous or chondroid with only small
areas of osteoid formation.1 Grossly, osteosarcoma begins as a process destructive of
medullary bone that progresses to destroy cortical bone, often with a large associated soft
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tissue component. (Fig 1A) The natural history of osteosarcoma is one of relentless local
progression with loss of the function of the affected extremity and distant metastasis, most
often to the lung.2,4 A small percentage of patients develop bone metastases which are
almost always fatal.5

Etiology
Cytogenetic evaluation has revealed numerous complex chromosomal abnormalities that
vary both within and between individual tumors in osteosarcoma. Different from other
sarcomas, such as Ewing’s sarcoma, synovial sarcoma and alveolar rhabdomyosarcoma,
osteosarcoma has not been associated with a specific recurrent chromosomal
rearrangement.6 Molecular analyses have revealed a variety of genetic alterations in
osteosarcoma, including inactivation of p53 and retinoblastoma (Rb) tumor suppressor genes
and overexpression of oncogenes such as MDM2.7 For example, alterations of the RB1 gene
have been shown in up to 70% of reported cases, and loss of heterozygosity for RB1 has
been shown to be a marker of poor prognosis. Patients with retinoblastoma develop
osteosarcoma at a rate 500 times the general population.8

Osteosarcoma is the second most common malignancy associated with Li-Fraumeni
syndrome characterized by p53 mutations at chromosome 17p13 and the development of
numerous and varied cancers.9 Although this information has provided insight into aspects
of the molecular dysregulation of osteosarcoma and its heterogeneous nature, to date these
types of studies have been of limited value in establishing the molecular determinants of
tumorigenesis or in the development of effective therapies.10 In recognition of this, recently
some authors have postulated a role for tumor initiating cells in the pathogenesis of
osteosarcoma. The existence of these so called “cancer stem cells” was first suggested by the
observation that osteosarcoma cells grown in media developed to isolate neural stem cells
expressed primitive transcription factors normally restricted to embryonic stem cells 11.
Following this, Wu et al noted that sarcoma cells isolated based on the ability to exclude
Hoechst dye (side population) appeared to exhibit increased tumorigenic potential relative to
those cells that could not12. Most recently, Levings et al demonstrated the ability to
prospectively identify a highly tumorigenic subpopulation of cells within an individual
osteosarcoma by its ability to transcriptionally activate an Oct-4 promoter driven GFP
reporter. Their data suggested that the osteosarcoma initiating cell might be regulated at an
epigenetic level1313. Together, these recent reports offer further insight into the origin of this
aggressive malignancy.

Imaging
Appropriate local and distant imaging continues to be critical for the accurate staging of
osteosarcoma patients. The diagnosis is most often strongly suggested by plain radiography.
Radiographs of the entire bone are obtained and classically demonstrate a metaphyseal
lesion destructive of both cortical and medullary bone with an ossified extra-osseous soft
tissue mass.(Fig 1 A) Over 50% of osteosarcomas occur about the knee. Although plain
radiographs are almost diagnostic, magnetic resonance imaging (MRI) is the gold standard
for determining the anatomic extent of the tumor and pre-operative planning. An MRI of the
entire involved bone is used to determine both the intra and extra-osseous extent of the
tumor. MRI reveals the proximity of vital neuro-vascular structures, as well as the presence
of skip metastases and intra-articular involvement.(Fig 1B and 1C) Technetium bone scans
are used to detect both skip and distant bone metastases14. Computerized tomography (CT)
scans are used for determining the presence of pulmonary metastases and less so for the
assessment of the primary tumor. The vast majority of metastases from osteosarcoma occur
to the lungs.
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Positron emission tomography (PET) is currently being evaluated as an imaging modality in
osteosarcoma. The potential advantage of PET scanning is that it may be able to demonstrate
tumor viability and response to chemotherapy and therefore help guide therapy. One study
has reported that high standardized uptake values (SUV) either before or after chemotherapy
portend a worse prognosis15. Although the role of PET scans in the staging of
osteosarcomas in unknown at present, as more data is collected, the benefit of PET scans
may become elucidated.

Surgical Management
In most cases of osteosarcoma, the treatment protocol includes surgical resection of the
primary tumor and any bony metastasis. The surgical margin, reconstruction, and adjuvant
therapy plan are further delineated by the subtype of osteosarcoma. These include
juxtacortical, intramedullary, and periosteal subtypes. Each has a different local recurrence,
metastatic, and survival rate.

High-grade intramedullary osteosarcoma is the prototypical bone sarcoma. It usually
presents with not only cancellous and cortical bone destruction but significant soft tissue
extension. Therapy normally consists of neoadjuvant chemotherapy followed by wide
surgical resection and subsequent adjuvant chemotherapy. The resulting skeletal defect is
most commonly managed by reconstruction with modular metallic prostheses, allogeneic
bone grafts or a combination of both. Parosteal osteosarcoma is typically a low-grade lesion
that occurs on the posterior aspect of the distal femur, although it can occur on the cortical
surface of any bone. The mainstay of treatment is wide surgical excision. Chemotherapy can
be utilized in patients with dedifferentiated high-grade lesions. Radiographically, it appears
as a lobular ossified mass with well-marginated borders pasted onto the surface of the bone.
Histologically, it has the appearance of a well-differentiated spindle cell sarcoma with
minimal atypia. This tumor typically arises from the periosteum and survival rates are
greater than 80% at 5 years. 16

Low-grade intramedullary osteosarcoma accounts for approximately 1 to 2% of
osteosarcomas and also is generally a low-grade lesion. It occurs in the metaphysis and
diaphysis of long bones. Radiographically, it appears as an intramedullary lesion with
variable density and poorly defined margins. It may be radiodense, lucent, or mixed.
Oftentimes, it is mistaken for a benign lesion. Histologically, it is similar to parosteal
osteosarcoma in that it is low grade and predominantly fibrous. Overall, the cellularity is
low and can be confused with fibrous dysplasia. Management of most lesions is surgical
with wide excision and reconstruction, depending on the location and extent of the lesion.
Chemotherapy is not commonly used. Schwab et al reviewed 59 patients with these two
diseases and showed that the rates of local recurrence, dedifferentiation, distant metastases,
and survival were the same. Although the physical location of these lesions is different
(endosteal versus parosteal), the authors felt they represented similar entities and should be
treated similarly.17

Periosteal osteosarcoma often presents as another surface variant of osteosarcoma with
erosion of the cortex usually apparent on plain radiographs. Histologically, these tumors are
largely chondroblastic with some areas of osteoid formation. There is a high level of
variability with most lesions being low-grade but with a greater likelihood of high-grade
lesions than parosteal osteosarcomas. Treatment still consists of wide surgical resection with
chemotherapy reserved for high-grade and metastatic lesions.
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Systemic Therapy
The most dramatic improvement in survival for osteosarcoma occurred in the late 1970s and
early 1980s with the development of multi-agent chemotherapy. Prior to the use of
chemotherapy, amputation alone provided only a 20% chance of survival. Some early
benefit was seen with single agent doxorubicin. This early success was improved with the
addition of methotrexate and reported survivals of up to 60%. 18,19 As limb salvage surgery
became more common with relatively effective chemotherapeutic agents, the drugs were
given most often in a neo-adjuvant manner. This provided the theoretic benefits of killing
microscopic metastatic disease and facilitating surgical resection by decreasing the tumor in
the reactive zone about the primary tumor. However, in reality, the practice was started to
provide surgeons the 6 to 8 weeks required to fabricate custom prostheses for these patients.
Today, in the age of modular readily available prostheses, most surgeons and oncologists
still prefer neo-adjuvant therapy although no survival data exists supporting its use over that
in the adjuvant setting.

Current chemotherapy regimens include doxorubicin, high dose methotrexate, cisplatin and
sometimes ifosfamide. This multi-drug approach yields survival rates of approximately 70%
in those patients with no evidence of metastasis at diagnosis. 20However, those patients
presenting with metastases, enjoy only a 20% survival rate. It has been shown that those
patients who exhibit greater than 90% necrosis of their primary tumor upon resection after
neo-adjuvant therapy have a significant survival advantage.21 Although this would suggest
changing agents in those patients who responded poorly to induction therapy, unfortunately
no studies to date have demonstrated this to be of benefit. To further study this, the
European and American Osteosarcoma Study Group 1 in a collaborative effort with the
Children’s Oncology Group has an ongoing multi-national study to determine the
effectiveness of adding ifosfamide and etoposide after resection in poor responders.

New Directions
Agents that inhibit signal transduction pathways are among the few promising therapeutics
being developed in sarcoma. The most studied in osteosarcoma are those that inhibit
mammalian target of rapamycin (mTOR). mTOR, a member of the P13 kinase family, is a
serine/threonine kinase that phosphorylates various downstream targets impacting cellular
proliferation and mRNA translation among other functions. It is a critical component of the
cell cycle progression from G1 to S phase. Altered mTOR signaling has been demonstrated
in various malignancies and has been linked to a worse prognosis in osteosarcoma.22 Direct
inhibition of mTOR with Rapamycin or its analogs has shown promise in vitro and in vivo.
In fact, in one phase II trial, partial response or stability was demonstrated in 30% of
patients treated with AP23573, an analogue of rapamycin. 23

Current data suggest that the benefit of the mTOR inhibitors will largely be disease
stabilization and that inroads toward increased survival will require combination
therapy. 24Along these lines, their efficacy appears to be potentiated in vitro by the addition
of zolendronate sodium, a commonly used bisphosphonate.25

Trans-membrane tyrosine kinase inhibitors such as imatinib have been a popular and
sometimes effective target for novel therapies in a number of malignancies26. Their surface
location and effect on downstream signal transduction cascades make them particularly
attractive when designing targeted therapies. The insulin-like growth factor receptors have
been extensively studied in osteosarcoma. IGF-1, 2 and 3 have all been found to be over-
expressed in sarcomas27. One of the normal functions of IGF-1 is the regulation of
longitudinal skeletal growth28. Thus dysregulation of IGF-1 and its receptor might be
involved in osteosarcomagenesis29. The IGF-1 receptor (IGF-1 R) dimerically functions by
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binding both IGF-1 and IGF-2 affecting intracellular signaling of phosphatidylinositol 3’
kinase (P13K) and mitogen activated protein kinase (MAPK). The developments of
monoclonal antibodies to IGF-1 R have met with some pre-clinical success. In animal
models with osteosarcoma xenografts, an antibody alone induced complete responses in two
tumors30. Rapamycin in combination with a different anti-IGF-R antibody induced
reduction of xenografts in three of four animals31. Clinical trials of monoclonal antibodies
are ongoing. Unfortunately, the development of small molecule inhibitors to IGF-R 1 has
been limited by the toxicity of these agents.

Muramyl tripeptide phosphatidylethanolamine (MTP-PE) is a non specific immune
modulator that is a synthetic analogue of bacterial cell wall components. It is delivered
encapsulated in liposomes, facilitating delivery to lung tissue where micrometastases exist.
MTP-PE is believed to activate macrophages and monocytes against nearby tumor cells.
MTP-PE has been shown to have a positive impact on survival when given in combination
with standard chemotherapy in non-metastatic patients32. Although not as clear, its potential
role in the treatment of patients who present with metastases is encouraging33.

CHONDROSARCOMA
Overview

Chondrosarcoma is a malignant mesenchymal tumor characterized by variously
differentiated cells producing chondroid matrix. Unlike Osteosarcoma and Ewing’s sarcoma,
it is usually a malignancy of adulthood with most cases occurring in patients over age 40
years1. Primary Chondrosarcomas are neoplasms that arise de novo from pre-existing
normal bone. Secondary chondrosarcomas most often arise in the setting of an underlying
pre-existing benign cartilaginous tumor such as enchondromas, multiple enchondromatosis,
and multiple hereditary exostoses. However, they can also occur in conditions such as
Paget’s disease, fibrous dysplasia, irradiated bone, chondroblastoma, and although
extremely rare, unicameral bone cysts and synovial chondromatosis.

Anatomically, the majority of cases occur in the pelvis, hip girdle, and shoulder girdle. The
anatomic depth of these lesions often leads to a late diagnosis, potentially leading to poorer
prognoses 34. Most frequently the presenting symptom is pain referable directly to the site of
the lesion. Often, a palpable mass can be appreciated to be growing while causing an
external pressure effect leading to pain. Neurovascular compromise is uncommon.

The histopathologic appearance of cartilaginous tumors exhibit a continuum from well
differentiated hyaline like hypocellular chondroid lesions with little or no mitotic activity to
high-grade pleomorphic chondrosarcomas that may have very little chondroid at all. The
prevailing appearance, however, is one of malignant spindle cells producing chondroid
matrix. Grade I chondrosarcomas have little to no cellular atypia with an abundance of
hyaline cartilage. (Fig 2D and 2E) Encasement of trabecular bone by the cartilage matrix can
help to differentiate benign from low grade cartilage malignancy. Grade II chondrosarcomas
have few mitoses, increased cellularity and may have mild cellular atypia. Grade III
chondrosarcomas contain numerous mitotic figures and a myxoid cartilaginous matrix along
with numerous atypical malignant spindle cells. The most highly malignant is
dedifferentiated chondrosarcoma, characterized by the classic finding of low or intermediate
grade cartilage tissue juxtaposed to a high grade spindle cell neoplasm. Grossly, high-grade
central chondrosarcomas usually demonstrate significant cortical destruction and a soft
tissue mass. In secondary tumors one can often appreciate the pre-existing lesion such as an
osteochondroma or enchondroma.35
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The natural progression of chondrosarcomas is generally slow, local growth with subsequent
distant metastasis, most commonly to the lung. Five-year survival rates vary significantly
based on size and histologic grade. Low-grade lesions have greater than 90% survival at 5
years while high-grade dedifferentiated chondrosarcomas have less than 20% survival in the
same time frame.1 Distant metastasis at diagnosis, as with all sarcomas, portends a worse
prognosis.36

Etiology
Hedgehog signaling has been implicated in the development of both benign and malignant
cartilage lesions. Experiments blocking hedgehog signaling both in vitro and in vivo have
shown decreased growth of chondrosarcoma37. p53 and RB alterations appear to be more
correlated with high grade chondrosarcomas with approximately 96% having involvement
of one or the other.38 In support of this, amplifications of 12q13 and loss of 9p21 both
associated with p53 pathways, are seen consistently in chondrosarcoma 39Loss of INK4,
which inhibits the cell cycle by causing arrest at G1, has also been associated with
increasing histologic grade.40 CDK4 has also been implicated as a driver of
chondrosarcomagenesis and its knockdown by short hairpin RNAs have resulted in
decreased colony formation in culture. 38Some have suggested an epigenetic component to
the pathogenesis of chondrosarcoma. This has been supported by the demonstration of
differentiation induction by histone deacetylase inhibitors in vitro. 41,42 Further work
looking at differences between benign cartilage, and the progression of malignant cartilage
from low to high grade may yield even more clues as to the origin of this group of tumors.

Imaging
Plain radiographs in orthogonal planes are the initial radiologic study of choice. Primary
chondrosarcomas appear as destructive lesions of bone often containing punctate
calcification (Fig 2 A). The zone between the tumor and normal bone is often ill defined.
The radiographic hallmarks of a malignant cartilage tumor include endosteal scalloping,
frank cortical destruction, periosteal new bone, cortical thickening, and often soft tissue
extension. In the setting of a pre-existing enchondroma, new areas of radiolucency may
become apparent.43

Magnetic resonance imaging and computed tomography (CT) have been shown to have
greater sensitivity when differentiating chondrosarcomas from enchondromas.44 Soft tissue
and intramedullary extent can be measured for planned surgical resection (Fig 2C). In
lesions arising from osteochondromas, the size of the cartilage cap, the determinant of
malignancy can be measured.

Computed tomography also can be utilized to distinguish between benign and malignant
lesions. Specifically, CT is recommended in the pelvis and other flat bones to distinguish the
pattern of bone destruction, extent of mineralization and cartilage thickness (Fig 2B). CT is
also used during staging to evaluate for the presence of pulmonary metastases.

The role of PET scanning in chondrosarcoma is evolving. Small case series have
demonstrated some utility of PET in differentiating benign from malignant cartilaginous
lesions when correlated with pathology. 45Others have suggested that PET can be used to
predict histologic grade and outcomes in patients with chondrosarcoma. 46 However, it
should be noted that the accuracy of histopathology in determining the malignancy of low
grade cartilage lesions is not high, therefore using it as a standard may not be appropriate.
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Radiation Therapy
Radiotherapy traditionally has not been useful for local or distant control of
chondrosarcoma. It is relatively resistant to radiation and chemotherapy because of its low
oxygen tension, low vascularity and relatively low rate of cell division47. Dosages of greater
than 70 Gy are required and even at this dose, recurrence is common. Surrounding joints,
neurovascular and viscus structures are at risk for adhesion, fibrosis, and necrosis. Proton
beam therapy has been found to be beneficial in the setting of incompletely resected tumors
around the skull base and spine and has been utilized with reasonable outcomes in
unresectable tumors.48

Systemic Therapy
Similar to radiotherapy, chemotherapy is generally not effective in chondrosarcomas. In
addition to prolonged doubling time and limited vascularity it has been suggested that the
multidrug-resistance 1 gene (MDR-1) P-glycoprotein may play a role in chemotherapy
resistance.49,50 For conventional chondrosarcoma, current recommendations do not include
use of adjuvant or neo-adjuvant chemotherapy.

In the specific setting of dedifferentiated chondrosarcomas containing a high-grade spindle
cell component, some suggested efficacy for chemotherapeutic agents. Mitchell et al showed
a small improvement in 22 patients but with median survival of only nine months and only
18% alive at 5 years51. Dickey et al, looking at 45 patients, showed poor results with median
survival of 7.5 months and a 5-year survival of only 7.1%.52 Similarly, in a large multi-
institutional European study of 337 patients, no benefit of chemotherapy could be
demonstrated.53 Clearly, better therapies need to be elucidated.

Future Strategies
Unlike Osteosarcoma and Ewing’s sarcoma, currently there are no proven effective adjuvant
therapies for chondrosarcoma, although early experimental results suggest possiblilities. One
such group of agents is those that inhibit heat shock protein 90 (HSP 90). HSP 90 is a
chaperone that ensures proper folding of attendant proteins such as the oncogenic proteins,
BRAF, ERBB2, and CDK4 54,55. Agents that inhibit HSP 90 function then allow the
depletion of the attendant oncoproteins and are thus attractive as anti-cancer drugs56.

Recent phase I work has shown stable disease in a small number of sarcomas, including a
single chondrosarcoma, when patients were treated with the HSP 90 inhibitor, 17-DMAG.57

Oncostatin, a pro-apoptotic, cytostatic cytokine shown to have some efficacy against
osteosarcoma cells has recently been evaluated in chondrosarcoma. 58 The investigators
noted that Oncostatin blocked cell cycle progression in four of five human cell lines
examined and induced differentiation as measured by an increased Cbfa1/SOX9 ratio,
induced expression of Collagen 10, matrix metalloproteinase 13 (MMP13) and RANKL.
They proposed the effect to be mediated by the JAK/STAT signaling pathway. Because of
severe inflammatory side effects when given systemically, the authors noted that the
delivery of Oncostatin would likely have to be injected directly into a patient’s tumor,
perhaps limiting its usefulness in the typically large tumors seen in human chondrosarcoma.

Perhaps one of the more promising agents is recombinant human apoptosis ligand 2/tumor
necrosis factor–related apoptosis-inducing ligand (Apo2L/TRAIL). It is a pro-apoptotic
member of the tumor necrosis factor cytokine family and activates the extrinsic apoptotic
pathway by the death receptors DR4 and DR5. In a phase I dose escalation trial of Apo2L/
TRAIL in 71 advanced cancer patients, five had chondrosarcoma and two of these
demonstrated prolonged (greater than 3 years) partial response to the continued
administration of the agent.59 Additionally, marked necrosis was observed at time of
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surgical resection in an additional two. Although encouraging, it must be remembered that
the above strategies are very early stages of evaluation.

Although there are numerous agents reported that are effective against chondrosarcoma in
culture, delivery of these to real tumors will always be a technical hurdle because of the low
vascular penetration and abundant matrix encasing the malignant cells.

Surgical Management
Standard management of chondrosarcoma consists of wide surgical resection without the
benefit of adjuvant radiation or chemotherapy. As with all bone sarcomas skeletal
reconstruction is usually necessary and is most often in the form of metallic endoprostheses,
allografts or alloprosthetic composites.1 Recently however, in cases of low-grade lesions,
some support has arisen for curettage with the use of an adjuvant such as phenol,
cryosurgery, or argon laser. Mohler et al reviewed 46 patients that had intralesional
curettage and cryotherapy for atypical enchondromas and low-grade chondrosarcomas and
demonstrated a 4.3% local recurrence rate60 The two recurrences underwent wide re-
excision and were disease free at 30 and 36 months respectively.

The Instituto Rizzoli reviewed patients who had undergone intralesional curettage of low-
grade chondrosarcomas and compared them to those who had wide resection. They found no
recurrences in the resection group and two of fifteen in the curettage group. The two
recurrences were managed with re-excision and no patient developed distant disease. The
functional score was higher in those patients undergoing curettage. 61 Although these studies
are encouraging for using lesser surgery in low-grade chondrosarcoma, further study with
larger patient cohorts are needed to determine the safety and efficacy of intralesional
curettage. In the setting of secondary chondrosarcomas arising from osteochondromas, wide
excision of the entire lesion is recommended including the associated cartilaginous cap.

The local recurrence and metastasis rate for low and intermediate grade chondrosarcomas
are extremely low if complete excision is achieved. Overall survival rates are still
disappointingly low in high-grade tumors, with 50% long-term survival. Dedifferentiated
chondrosarcomas are worse, having 20% survival rates at 5 years.62 As with most other
sarcomas, it is apparent that novel breakthrough therapies are needed.

EWING SARCOMA
Overview

Ewing sarcoma is a small, round, blue cell malignancy that is the second most common
primary bone malignancy in children and adolescents. It typically affects individuals in the
first three decades of life. The long tubular bones are the most common location with the
femur (25%) being the single most common followed by the tibia, fibula, pelvic girdle, and
the ribs.1 Although commonly described as a diaphyseal lesion, meta-diaphyseal and
metaphyseal involvement is twice as common. Histologically, uniform, small round blue,
relatively undifferentiated cells with scant cytoplasm are visualized.(Fig 3D and 3E)

Immunohistochemical, anlalysis of Ewing’s sarcoma demonstrates non-specific but strong
staining for vimentin and S-100. The vast majority of tumors are positive for the surface
antigen, CD99/MIC2. 63 However, CD99 is not specific to Ewing’s sarcoma and is seen in
various other malignancies such as lymphomas, leukemias and rhabdomyosarcoma. Thus
the diagnosis often rests on the demonstration of the characteristic t(11;22) translocation by
either cytogenetics or FISH (fluorescent in situ hybridization.64 Poor prognostic factors in
Ewing’s sarcoma include axial skeletal location (particularly the pelvis) size greater than 8
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cm, and metastatic disease at diagnosis. Unlike other sarcomas, staging includes bone
marrow biopsy as occult bone metastases are not uncommon.

Etiology
Most cases of Ewing’s sarcoma contain the (11;22)(q24;q12) chromosomal translocation
that encodes the EWS/FLI oncoprotein. The oncogenic potential of this fusion product has
been demonstrated by transforming immortalized murine NIH3T3 cells.65 Although
persistent EWS/FLI1 expression is needed to maintain the malignant phenotype of Ewing’s
sarcoma cells it should be noted that no normal human cells have been transformed in this
fashion to date.66,67 The tissue or cell of origin is not known. Prevailing thought implicates
either neural ectoderm or mesenchymal stem cells.68 A neuroectodermal origin is supported
by the expression of neuroectodermal surface antigens on Ewing’s cells, that the entity,
primitive neuroectodermal tumor and Ewing’s sarcoma share the same t(11;22)
translocation, and that neuronal developmental genes are expressed in Ewing’s cells. 69,70

More recently, using a tetracycline-inducible EWS-FLI1 expression system in a
rhabdomyosarcoma cell line, it has been shown that the presence of EWS/FLI induces the
expression of genes normally associated with neural crest development. The authors
suggested that the neuroectodermal phenotype of Ewing’s sarcoma might more accurately
reflect aberrant transcription rather than suggesting a neural cell of origin. 71–73

Other studies have suggested that Ewing’s sarcoma is derived from a mesenchymal stem or
progenitor cell. Introducing EWS/FLI into primary murine bone marrow cells or
mesenchymal progenitor cells resulted in tumors with small round cell morphology and
expression of CD9974. Gene expression profiles of these tumors displayed marked
similarities to human Ewing’s sarcoma.66,75 Moreover, in a complementary assay, RNAi
silencing of EWS/FLI expression in Ewing sarcoma cell lines resulted in mesenchymal stem
cell (MSC) gene expression profile and inducibility of osteogenic and adipogenic lineages
consistent with a base MSC like state.76 Despite these intriguing data, the cell of origin
remains unknown.

Imaging
The imaging evaluation for Ewing’s sarcoma is similar to that of osteosarcoma. Plain
radiographs in two orthogonal planes usually reveal a permeative destructive bone lesion
along with the shadow from an associated soft tissue mass. (Fig 3A) Radiographs of the
entire bone commonly identifie a metaphyseal or diaphyseal lesion with classic features
including “onion-skinning” of the periosteum. Expansion of the tumor and rapid remodeling
of the overlying periosteum with associated mineralization leads to this characteristic
finding. Ewing sarcoma, however, is not the only etiology to have rapid periosteal
remodeling as this can be seen in osteomyelitis, osteosarcoma, and other aggressive lesions.

The gold standard for detailed imaging is Magnetic Resonance Imaging (MRI). MRI allows
determination of both intra and extra-medullary extent of disease. Classically, Ewing’s
sarcoma exhibits a large soft tissue mass out of proportion to the amount of bone
destruction. (Fig 3B) MRI allows accurate surgical and/or radiotherapy planning. Skip
metastases can be visualized and for this reason the entire involved bone should be included
on the scan. Additionally, recent data suggests that a change in the size and signal of the
tumor post-chemotherapy may predict local recurrence and survival.77 (Fig 3C)

Technitium bone scans are recommended to assess for local activity or distant bony
metastasis. A CT scan of the chest is performed to assess for metastatic disease in the lung
parenchyma which is the most common distant site.
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Currently, the benefit of a PET scan is unknown and not part of the standardized initial
staging protocol. PET scans have been combined with CT scans with good results for re-
staging and surveillance of metastasis. The use of 18-fluoro-deoxyglucose has been shown
to be useful for the detection of local recurrence and distant metastasis.78 It does however
carry a significant false positive rate and larger studies are underway to address its
specificity and sensitivity.

Systemic Therapy
The standard neo-adjuvant chemotherapy regimen consists of cyclophosphamide,
vincristine, and doxorubicin alternating with etoposide and ifosfamide. This can be
combined with radiation, surgery or both. Current event-free survival and overall survival
have been reported as high as 65% and 82% with localized disease and 25% and 39% in
those with detectable metastatic disease.79–81

Current studies focus on intensifying the alkylating agents and administering more intense
chemotherapy over a shorter time-period. Picci et al., in a review of the experience at the
Rizzoli Institute, found significantly improved survival when there was a good histological
response to neoadjuvant chemotherapy. 82,83

Surgical Management
Surgical management of Ewing sarcoma includes wide resection of lesions in the
appendicular skeleton and selected resection for lesions in the axial skeleton. Appropriate
surgical treatment results in less than a 10% local recurrence rate.84,85

The benefits of surgical resection and reconstruction after neo-adjuvant chemotherapy
include complete removal of all tumor cells, including potentially drug resistant cells, thus
minimizing local recurrence while also providing a stable construct for ambulation or upper
extremity function. As with osteosarcoma, histologic determination of the percent necrosis
within the tumor allows for prognoses stratification. Adjuvant chemotherapy may be altered
if a poor response is seen. The recent French Society of Paediatric Oncology study showed
that event free survival at 5 years for patients with less than 5% viable tumor, 5% to 30%
viable tumor, and greater than 30% viable tumor were 75%, 48%, and 20%, respectively.86

Positive surgical margins are correlated with local recurrence. Patients with appropriate
margins have improved 5-year event-free survival compared to those with intralesional or
marginal resections.87 In cases with positive margins, repeat resection should be undertaken
along with possible adjuvant radiation therapy. However, in cases of planned intralesional
debulking followed by radiation therapy, the local control rates are not improved by
radiotherapy.84,88 Therefore, in instances where complete surgical extirpation cannot be
achieved, consideration should be given to local management with radiation alone. Surgical
resection must be weighed against its morbidity and the ability to preserve or reconstruct
skeletal function. Significant controversy exists over the definitive local control modality for
Ewing’s of the pelvis and spine and collaborative studies are ongoing to help determine the
relative benefits of surgical resection and radiation in this setting.

The vast majority of patients can be managed with limb salvage surgery, avoiding
amputation. Pre-requisites for limb salvage include complete tumor resection, the ability to
retain the critical neuro-vascular structures of the extremity, and the creation of a stable
construct for ambulation. Although previously considered a contraindication to limb
salvage, pathologic fracture has not been found to have higher incidence of recurrence after
limb salvage. Resections that involve neurologic structures including the sciatic, tibial or
peroneal nerves are no longer considered absolute indications for amputation as these
patients can do very well with gait training and bracing. Typically, lesions in the foot or
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distal leg are more often considered for amputation because of the high morbidity associated
with flap coverage, and the excellent function of modern orthoses.

Reconstructive options are similar to osteosarcoma, including osteoarticular allografts,
allograft prosthetic composites, mega-prosthetic implants, amputation, rotationplasty, and
free tissue transfer.

Radiotherapy
Ewing’s sarcoma is the most radiosensitive of the bone sarcomas. Radiotherapy may be used
as the primary local control modality or combined with surgery.89,90 Indications for
radiotherapy include unplanned positive margins in resected tumors, unresectable tumors,
tumors for which resection would cause unacceptable morbidity (e.g. acetabulum and spine)
and in tumors that have poor chemotherapeutic response.91 Additionally, radiation is often
used in addition to surgery and chemotherapy in a neoadjuvant fashion.

Treatment protocols include the use of external beam radiotherapy that incorporate the gross
tumor volume with an adequate margin, usually five to ten centimeters. Typical treatments
include 55.8 to 60.0 Gy for primary local control, without surgery. In cases with surgical
intervention, 45Gy is administered preoperatively. Postoperative doses are higher secondary
to local tissue hypoxia. Most treatment is given by either 3D conformal or intensity
modulated radiation therapy. The role of proton beam radiation in the spine and skull is well
accepted, its role in more accessible sites remains to be determined.

The long-term complications from radiotherapy have become more apparent since neo-
adjuvant chemotherapy has resulted in higher survival rates. In addition, as most patients are
skeletally immature, these complications include arthrofibrosis, leg-length discrepancy,
pathologic fracture, and secondary malignancies.92

Future Studies
Future treatment protocols are likely to be derived from elucidation of the molecular
abnormalities driving Ewing’s sarcoma. The most obvious target is EWS/FLI-1 function
itself, which is necessary but not sufficient for the malignant phenotype of Ewing’s sarcoma.
Indeed, pre-clinical work blocking the oncogenic protein interaction of EWS-FLI-1 with
RNA helicase A using a small molecule inhibitor inhibited tumor growth in an orthotopic
xenograft model.93 Further, it has been shown that administration of EWS/FLI-1 antisense
oligonucleotides and rapamycin induced apotosis of Ewings cells in culture.94 This in vitro
work was subsequently supported by demonstration of a decreased tumor growth in an
siRNA knockdown murine model. 95 Unfortuanately, direct interference with EWS/FLI-1
has proved difficult to evaluate beyond in vitro and rodent models.

In 1990, Yee et al first demonstrated that Ewing’s cell lines expressed both the insulin like
growth factor 1 (IGF-1) and its receptor, IGF-1R. They further showed that antibodies
blocking IGF-1R slowed cell growth in culture.96 Subsequent work by others has shown that
the IGF pathway may be regulated by EWS/FLI1 making it an intriguing therapeutic target.
Indeed, several pre-clinical experiments and early phase clinical trials have shown promise
utilizing small molecule and antibody inhibitors of the IGF pathway.97–99 However, IGF
signaling inhibition alone has benefitted only a very few patients in these studies. It has
recently been demonstrated that failure of monotherapy with IGF-1R inhibitors may be due
the cells ability to switch pathways from IGF-1 to IGF-2 and its associated enhanced
receptor, IR-A.100 Another potential mode of failure in single agent IGF-1 blockade is that
mTOR (mammalian target of rapamycin) expression may be induced when IGF-1R is
blocked. Thus combination therapy with an mTOR inhibitor may be beneficial.101 Because
the P13 kinase and MAP kinase pathways are constitutively activated in Ewing’s sarcoma
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secondary to IGF-1R autocrine feedback loops, P13 kinase inhibitors being developed in
other malignancies may also offer benefit.102

Although CD99 is not specific to Ewing’s sarcoma, its blockade has been suggested to be a
target for therapy. Antibody inhibition induces apoptosis in culture, slows tumor formation
in vivo and acts synergistically with doxorubicin and vincristine in vitro.103,104 Recent work
has been done suggesting CD99 may have some role in pathogenesis. Rocchi et al, in
knockdown experiments using Ewing’s sarcoma cell lines, demonstrated that knockdown of
CD99 resulted in decreased cell growth as well as smaller tumors with fewer metastases in a
mouse model.105

Immunotherapy has had a checkered past in the treatment of sarcomas. Recently, however
investigators have shown data in support of the use of expanded ex vivo natural killer (NK)
cells in Ewing’s sarcoma.106 NK cytotoxicity is induced via activating receptors, the most
studied of which is NKG2D. The authors were able to expand NK cells in culture and
demonstrated significant cytotoxicity against Ewing’s cells mediated by the NKG2D ligand
and receptor. Further, they were able to increase the cytotoxic effect when the cells were
treated with radiation that purportedly increased the expression of the NKG2D ligand in
response to stress. These and experiments like them offer some optimism for the
development of complementary therapies to augment the current cyotoxic agents.

In summary, we have made large strides in our understanding of the molecular and cellular
underpinnings of these three boney malignancies. However, this has not yet led to the hoped
for changes in survival for our patients. Further study, perhaps focusing on intra and inter-
tumoral heterogeneity may yield more useful data upon which to build more effective
therapies.
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Figure 1.
A) Plain radiograph of the right femur in a skeletally immature patient shows a destructive,
bone forming lesion that involves the entire metaphysis. Small white arrow designates a
Codman’s triangle, periosteal new bone formed in response to tumor. This is contrasted to
the less organized malignant bone B) A coronal T2-weighted image shows a large soft-tissue
mass with new bone formation and periosteal elevation. Note the intramedullary and extra-
medullary tumor extension. C) Axial T1 weighted images, used for surgical planning, show
the nearby superficial femoral artery, vein, and sciatic nerve. Periosteal new bone is
appreciated in a circumferential pattern around the femoral shaft as designated by the small
black arrow. D) A low-power photomicrograph shows a highly cellular lesion with osteoid
formation. E) Higher-power reveals densely staining chromatin and significant nuclear
pleomorphism.
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Figure 2.
A) An AP radiograph of a skeletally mature patient shows a large soft tissue mass in the
right hemi-pelvis with punctate calcifications characteristic of cartilage (white arrow). B)
Axial CT scan image shows the anterior and posterior extent of the tumor extension into
surrounding soft tissue. Punctate or “stippled” calcifications are readily apparent. C) Axial
T2 weighted MRI shows a large soft tissue mass arising from the bone that extends into the
soft tissues. Proximity to neurovascular structures is demonstrated. Bright signal is
indicative of high water content. D) Low powered photomicrograph shows relatively low
cellularity and nuclear atypia. Abundant chondroid matrix is seen on hematoxylin and eosin
staining. E) Higher power shows minimal cellular atypia and pleomorphism, most consistent
with a low-grade chondrosarcoma.
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Figure 3.
A) An AP radiograph of a femoral Ewing’s sarcoma showing a diaphyseal based lesion with
an associated Codman’s triangle (white arrow). B) Axial T2 weighted image prior to
neoadjuvant therapy shows a large soft tissue mass with little bone destruction typical of
Ewing’s sarcoma.. C) Post chemotherapy axial T2 weighted image shows a significant
decrease in the size of the soft tissue mass. White arrows designate the extent of soft tissue
mass. D) A low powered photomicrograph shows a highly cellular neoplasm predominantly
small-round blue cells. E) A higher power photomicrograph.
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