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Chest wall resection and reconstruction represent a major challenge for thoracic surgeons, both in neoplastic or non-neoplastic 
settings. Although many advances have been made since Clagett first reported his pioneering experience about chest wall 
resections for primary tumors (1), many technical aspects are still widely debated and several different techniques have been 
described during the years (2).

Direct infiltration of the chest wall by breast cancer or pulmonary tumors still represent the most common indication for 
this procedure, while primary chest wall tumors—originating from soft tissue or bones or cartilages—represent less than 
30% of the indications (3,4). Non oncologic indications are usually represented by congenital disorders, inflammatory and 
infectious diseases like abscesses, osteomyelitis or traumas. In some scenarios, chest wall resection may play a palliative role 
for controlling ulcerated and infected cancers as well as painful lesions already treated by radiotherapy, thus representing a 
salvage approach to not otherwise treatable conditions. In this particular setting—as well as in case of complex demolition 
and challenging reconstruction—a multidisciplinary approach is of paramount importance, involving thoracic and plastic 
surgeons, radiotherapists, oncologists, anesthesiologists and physiotherapists (5,6).

Chest wall resection usually requires the removal of a full-thickness portion of the chest wall, including muscle, bones, 
and—in some cases—skin; however lesser resection may be indicated in selected cases (7,8). 

Modern prosthetic materials offer excellent chances for replacing resected tissues, even in case of very extended resections; 
on the contrary, despite the progress of surgical techniques and prosthetic materials, several major complications—in 
particular respiratory complications—are still reported and surgeons dealing with this kind of surgery should be familiar with 
their management (9,10).

We felt the need to lead a special issue on this topic because it represents the ideal mix of technical skills, oncologic and 
pathophysiologic competences as well as one of the most intriguing aspects of thoracic surgery.

The variety of reconstruction techniques, the biomaterials and prosthetic devices represent only some topic to be debated, 
in particular nowadays with 3D printing and stem cell technology evolution.

In the light of the heterogeneous surgical skills required by this procedure and the wide spectrum of treated lesions, we are 
glad to lead this special issue of the “Journal of Thoracic Disease” and we thank all the colleagues who accepted our invitation to 
create an effective support to the clinical practice of all the surgeons facing with this challenging surgery.
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