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A 32 year old man presented with a huge tumor in the right 
chest wall [Figure 1A] that had increased dramatically in size 
over the previous 6 months. On physical examination, the mass 
was hard, fixed and non-tender. Computerized tomography of
the chest [Figure 1B] showed an 8.0 x 9.5 cm anterior chest 
wall mass protruding into the right hemithorax. Radical en bloc 

resection of a 7 x 8.5 x 21 cm segment of the anterior chest 
wall was performed, including the entire gross tumor and a por-
tion of lung and 4 cm of macroscopically normal surrounding 
tissue [Figure 2A]. The microscopic evaluation of the margins 
by frozen section was negative. The large chest wall defect was 
reconstructed with a double-layer composite of Marlex mesh 
to confer adequate stability and avoid “flail” physiology [Figure
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Figure 1. [A] Right chest wall tumor. [B] CT of the chest 
showing the anterior chest wall mass protruding into the right 
hemithorax.

Figure 2. [A] Surgical specimen of the resected tumor.  
[B] Marlex mesh reconstruction of the chest wall defect.
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2B]. Histopathologic study confirmed a completely resected
peripheral ectodermal tumor of Ewing’s sarcoma. The patient 
received assisted ventilation with limited peak airway pressures 
for 6 hours postoperatively. He had an uneventful recovery and 
was discharged home 4 days after surgery.

Ewing’s sarcoma is the most common primary chest wall 
malignancy in children, and occurs in 8–22% of malignant 
chest wall lesions in adults [1]. These patients are best treated 
through a multimodality approach. Postoperative external beam 
irradiation to the tumor bed provides excellent local control. 
With complete surgical resection and irradiation, local control 
rates of 93% have been reported. Chemotherapy is used to 
control distant disease and has been shown to decrease the 
incidence of distant metastases and improve survival rates. 
Doxorubicin, dactinomycin, cyclophosphamide and vincristine 
are the four drugs most frequently used in combination. In one 

study [2], multimodality therapy raised the survival rate to 52% 
at 5 years. Patients with distant metastases rarely survive more 
than 5 years.
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Many bacteria can take up exogenous DNA, an ability known 
as natural competence. The causative agent of cholera, Vibrio 
cholerae, is not known to have this property, but somehow it has 
clearly acquired virulence attributes, including cholera toxin, 
from some other source. V. cholerae does possess the genes 
used by other bacteria to assemble the necessary machinery 
for DNA uptake, for example, type IV pili. Meibom et al. 
show that a chitin (which can be found in the exoskeleton 

of crabs, a natural host for the bacteria) triggers V. cholerae to 
produce pili, and to release and exchange functional DNA. 
This competency remained unnoticed in a pathogen that has 
been studied for 60 years, which suggests that other non-
competent bacteria may become so under the appropriate 
growth conditions.
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Vibrio cholerae acquire virulence

The immune synapse forms at the interface between a T 
cell and an antigen-presenting cell (APC) and is composed 
of discrete domains of stimulatory molecules and recep-
tors critical for T cell activation. Mossman and team have 
imposed physical constraints on the synapse domains using 
a hybrid junction between a live cell and an anchored lipid 
bilayer (representing the APC surface). The authors directly 
tested the effects of membrane reorganization on the sig-

nals delivered by the synapse. Constraint of T cell receptor 
ligand pairs to the periphery – rather than the center of the 
synapse where they normally coalesce – sustained (rather 
than diminished) synapse signaling, establishing a relation 
between the duration of T cell receptor signals and their 
position in the synapse.
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The immune synapse

Unthinking respect for authority is the greatest enemy of truth

 Albert Einstein (1879-1955), physicist, Nobel laureate
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