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INTRODUCTION 
Partial ches t -wal l resect ion is unusual . 

T h e pr imary reason for per forming such a 
resec t ion is the p resence of a mal ignancy or 
an infec t ion wi th os teomyel i t i s of the r ibs . 

In m o s t cases , surgical recons t ruc t ion of 
the ches t -wal l is pos s ib l e . H o w e v e r , after 
an ex tens ive resec t ion , recons t ruc t ion is 
pos s ib l e only wi th non-b io log ica l mate ­
r ia ls such as s t ee l -w i r e or a Mar l ex 
m e s h . 1 , 2 , 3 

T h e advantage of reconst ruct ion of the 
ches t -wal l is the restorat ion of solidi ty. 
T h i s sol id i ty g ives protec t ion to vital or­
gans and is necessa ry to bu i ld up negat ive 
inspi ra tory pressure . Loss of sol idi ty of the 
ches t -wal l results in a decrease of vent i la­
t ion capaci ty . 

Surg ica l recons t ruc t ion wi th n o n - b i o ­
logical mater ia ls is no t a lways poss ib le in 
the even t of an ex tens ive chest-wal l resec­
tion caused by infection. In this case , recon­
struction is not poss ible . A n orthot ic device 
is necessary for protect ion o f the vital 
organs . 

PATIENT BACKGROUND 
T h e pat ient is a 30 year old male , w h o has 

a medica l h i s to ry that inc ludes several tho­
raco tomies wi th lung lobe resec t ion for re­
current p n e u m o t h o r a x b y chron ic adhes ive 
pleuri t is e causa ignota . Final ly, re tho-
raco tomy w a s per formed, wi th resec t ion of 
the left lung and the third to the e leventh 
r ib . T h e r e is a residual cavi ty in the left 
thorax, w i th a p e r m a n e n t drain in si tu 
(Figures 1, 2 , 3). 

Secondar i ly , a left convex tho raco lumbar 
k y p h o s c o l i o s i s ha s d e v e l o p e d du r ing 
mobi l i za t ion after surgery. The curvature 
starts at C 5 and ends at L 1 . T h e lateral cur­
vature is 20 degrees , us ing the Cobbmethod of m e a s u r e m e n t . 

P r o b l e m s for the pa t ien t are the unpro­
tected pos i t ion of the hear t and discomfor t 
in s i t t ing and lying. 



Figure 1. Front view of patient. 

Figure 2. Left side of patient. 

Figure 3. Back view of patient. 

Figure 4. A.P. 
roentgenogram of 

the thoracolumbar 
spine. 



ORTHOTIC MANAGEMENT 
At first w e p resc r ibed a thoraco lumbar 

o r thos i s for protec t ion of the vital o rgans 
and " c o r r e c t i o n " o f the scol ios is . T h e left 
s ide , from axilla to the i l iac crest , was m a d e 
of po lyp ropy lene , the r ight s ide , f ixing the 
o r thos i s , of e las t ic cot ton. 

T h i s or thos is was efficient in protect ing 
the vital o rgans , bu t p roduced too m u c h 
d iscomfor t in s i t t ing and lying. 

Finally, we ordered a plastic protective 
shie ld , mo lded o n a plaster o f Paris posit ive 
mode l o f the left residual chest -wal l . T h e 
shie ld is fitted in a pocket , a t tached to a 
Tubigripp® shirt (Figures 5, 6, 7 ) . T h e shie ld 
is m a d e o f unpadded polye thylene , wi th a 
th ickness o f four mil l imeters (0 .16 inch) 
(Figures 1 1 , 1 2 ) . T h e size is 25 x 3 0 cm (10 x 
12 inch) . T h e pocket is c losed with a groove, 
the sh ie ld is exchangable , and the shirt is 
washab le . 

Fgure 5. Front view of patient in orthosis. 

Figure 6. Left side of patient wearing orthosis. 

Figure 7. Rear view of patient in orthosis. 



Figure 8. Protective shield, outside. 

Figure 9. Protective shield, upper side. 



With this device, the patient feels safe for 
social ou tdoor life, wi thout discomfort in 
his daily activities. Regular x-ray control of 
the spine s h o w s no progress ion o f the sco­
liosis during a three year fol low-up. 

SUMMARY 
Orthot ic m a n a g e m e n t is descr ibed for a 

pat ient after an ex tens ive left ches t -wal l re­
sect ion. A n or thosis to protect the vital or­
gans w a s fabricated, wh ich a l lows the pa­
t ient to feel safe in social, ou tdoor activities 
wi thout any discomfort . No progress ion o f 
the initial scoliosis is noted in a three year 
fol low-up. 
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