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Clinical note

Rehabilitation management for a patient with a radical
forequarter amputation with chest wall resection.
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Abstract
Since the improvement of surgical
oncological operative procedures,

anaesthesiology and intensive care facilities,
forequarter amputations are being performed
with increasing frequency and decreasing
morbidity and mortality. This clinical note
reports the rehabilitation and prosthetic
management of a patient with an extensive
forequarter amputation including pneumectomy.

Introduction

Limb salvage procedures using combined
modality therapies are gaining acceptance as a
treatment choice in patients with marginal
resectable soft tissue or bone sarcomas of the
upper limb, For a small group of patients, an
interscapulothoracic amputation or a radical
forequarter amputation with chest wall resection
is the only final surgical treatment with either a
curative or a palliative intent (Stafford and
Williams, 1958; Mansour and Powell, 1978;
Ham er al., 1993). A forequarter amputation is a
resection of the chest wall, indicated for primary
bone and soft tissue tumours, involving the
shoulder girdle, axilla and chest wall, as well as
for recurrent breast cancer in the axilla after
irradiation (Roth er af,, 1984). The purpose of
this report is to describe the rehabilitation
management focusing on the prosthesis in a
patient with an extensive radical forequarter
amputation.
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Case report
Medical history

A 28-year-old healthy young man known with
Recklinghause disease (neurofibromatosis)
presented with pain at his left chest wall. His
skin showed several typical “cafe au lait” spots
and many little noduli.

In the medical history, the patient complained
earlier of pain in his right chest wall. An x-ray of
the thorax (the right side) showed some signs of
a soft tissue mass. A magnetic resonance
imaging (MRI) demonstrated a calcified mass
with central necrosis, fixed to the right chest
wall. Pre-operatively, lung function was studied
using spirometry, and distant metastases were
ruled out by means of computer tomography
scans of the lungs and a bone scan. The tumour
was curative resected “en bloc” with a part of the
right chest wall. It appeared to be a malignant
Schwannoma.

Half a year later, he had the same complaints
of the contralateral chest wall. Again it appeared
to be a malignant aggressive Schwannoma
which reached far into the thorax. There were no
distant metastases. Lung function and vital
capacity were good. In an extensive discussion
with the patient and his family, concerning the
expected quality of life after surgery, a very
mutilating but in design, curative operation
was performed: a total resection of the
tumour  including  pneumectomy  and
interthoracoscapular amputation of the left upper
limb (Figs. 1 and 2). This procedure was
performed knowing that the disease-free median
survival period 24 months after surgery would
be somewhat more than 40% (Doorn ef al.,
1995). After consultation with the rebabilitation
team, whether it would be possible to fit such a
patient with a prosthesis, surgery was planned.













