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Dermatofibrosarcoma protuberans in the

abdominal wall: Reconstruction with an

anterolateral thigh flap§

Dermatofibrosarcoma protuberans en pared abdominal inferior.
Reconstrucción con colgajo anterolateral de muslo

Dermatofibrosarcoma protuberans (DFSP) is the most

common skin sarcoma. With a slow growth, it has an

intermediate malignancy due to its low metastatic poten-

tial, but with high infiltrative capacity and local recurrence.

Surgery continues to be the main treatment for both primary

and recurrent DFSP, and Mohs micrographic surgery or its

modified ‘slow Mohs’ variant are considered the techniques

of choice.

We present the case of a 69-year-old male patient who

had been referred to us due to a 40-year-old skin lesion in the

left iliac fossa with progressive growth. The lesion was

previously biopsied, but no conclusive diagnosis had been

reached.

Examination revealed a brown, indurated, papilliform

plaque with poorly defined edges and an ulcerated nodule

on the surface that extended from the left iliac fossa to the

pubis, measuring approximately 17 � 11 cm. No lymphade-

nopathies, masses, enlarged organs or other suspicious

lesions were palpable.

Magnetic resonance imaging (MRI) revealed a 13 cm plaque

with an area of maximum infiltration of 5 cm (to the left of the

midline), which was in contact with the anterior rectus in the

lower abdominal wall. The computed tomography scan

showed no metastases in other organs.

The pathology results of the incisional biopsy reported

DFSP, with a frequent myxoid pattern (CD34 +, S100�).

Treatment was started with imatinib to reduce the tumor.

Eleven months later, the MRI ruled out involvement of the

anterior rectum, and treatment was completed with Mohs

micrographic surgery.

Five sessions of deferred Mohs were conducted, resulting in

an defect below the navel measuring 24 � 40 cm to the root of

the penis and 4 cm below the inguinal ligament, which

included the left external oblique and pre-rectal fascia (Fig. 1).

It was reconstructed by means of abdominoplasty (pulling

down the upper abdominal wall), with a remaining defect of

24 � 8 cm, which was covered with a pedicled anterolateral

flap of the left thigh (based on 2 perforators), including the

fascia lata for reinforcement of the abdominal wall (Fig. 2).

In the immediate postoperative period, a small area of

necrosis was observed in the distal area of the flap. We re-

operated, performing debridement and coverage with a

Limberg-type flap, with no new complications.

Two years later, the patient does not have local recurrences

or evidence of distant disease.

DFSP is a locally aggressive fibrohistiocytic skin tumor with

low metastatic potential. Clinically, it usually presents as a

single, asymptomatic, erythematous-purplish, brown or pink

plaque that evolves by slowly increasing in size and

developing nodules. Initially, it is located on the skin but

may later invade the fascia, muscle or bone. Its most frequent

location is the trunk, followed by the extremities and, finally,

the head and neck.1,2

The fundamental pillar of treatment consists of a multi-

disciplinary approach (oncological surgeons, plastic surgeons,

dermatologists, pathologists, oncologists) focused on correct

surgical resection. Resection with wide margins (2�4 cm) has

a 20% recurrence rate due to eccentric growth in the form of

‘tentacles or pseudopods’. For this reason, Mohs micrographic

surgery or its modified variant ‘slow Mohs’ is considered the
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technique of choice, since it studies 100% of the margins. In

this manner, complete resection is achieved, preserving as

much healthy tissue as possible, providing a recurrence rate of

around 1%.3 The 3-year recurrence rate is 50%, and the 5-year

rate is 75%.4 The series reviewed in the literature estimate a

10-year survival rate of 99.1%.5 Neoadjuvant or adjuvant

treatment usually consists of radiation therapy or imatinib.

80%–90% of DFSP are characterized by translocation t (17; 22),

which generates a chimeric product (fusion gene) COLIAI-

PDGFb that results in an overproduction of PDGFb by tumor

cells. Imatinib is an oral tyrosine kinase inhibitor specific for

PDGF that can benefit patients with an unresectable locally

advanced lesion, or those with metastatic disease.6

When the resection of a DFSP is located in the abdominal

wall, and the resulting defect is large and complex,

reconstruction can be quite a surgical challenge. According

to their location and depth, defects are classified as

superficial (skin and subcutaneous) or deep (myofascial).

There are several reconstructive methods, from direct

closure to grafts or flaps that may or may not be associated

with mesh. The flaps can be regional (rectus abdominis,

external oblique) or distant, both pedicled and free (ante-

rolateral thigh, rectus femoris, tensor fasciae latae).7

In our experience, the anterolateral thigh (ALT) flap,

described by Song in 1984, is a useful tool in complex

reconstructions in the lower abdomen. It is a versatile flap

(with fasciocutaneous, adipocutaneous or musculocutaneous

types), used as a free flap in head and limb reconstruction, and

pedunculated in abdominoperineal reconstruction. Its vascu-

larization depends on the septo- or musculocutaneous

perforators of the descending branch of the lateral circumflex

femoral artery. The advantages of this flap compared to other

reconstructive techniques are that it provides a large amount

of skin with a reliable pedicle, dissection is easy and morbidity

of the donor area is low, often with direct closure.8,9
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Fig. 1 – Lower abdominal defect measuring 24 T 17 cm,

including pre-rectal fascia, after 5 sessions of Mohs

surgery; design of the anterolateral flap of the left thigh.

Fig. 2 – Immediate result of the abdominal reconstruction

with a pedunculated anterolateral thigh flap and direct

closure of the harvested area.
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Use of a ferromagnetic marker for the

intraoperative detection of interpectoral lymph

node metastasis of colorectal cancer§

Uso de marcador ferromagnético para la detección intraoperatoria de
metástasis ganglionar interpectoral de cáncer colorrectal

Colorectal cancer (CRC) is the most frequently diagnosed

malignant tumor in Spain in both sexes, while it is the second

most frequent in women, after breast cancer, and the third in

men, after prostate and lung cancer.1

More than one-third of patients will present distant

metastasis. The most frequent locations are the liver and

lungs,2 although metastases may occasionally present in less

common locations.

Techniques for locating non-palpable tumors in breast

cancer have been recently developed, including radioactive

techniques like 125I seeds and the more recent non-radioactive

paramagnetic iron oxide seeds. However, the use of these

techniques for the localization and subsequent excision of

non-palpable lesions is not exclusive to breast cancer, and

their use has also been described for non-palpable lesions of

other tumors.3

The objective of this article is to present a new technique

for locating CRC lymph node metastasis using interpectoral

magnetic markers.

The patient is a 68-year-old man who had undergone

surgery 8 years earlier for left CRC, stage IIB, which was treated

with left hemicolectomy and adjuvant chemotherapy. Four

years later, he presented liver recurrence, and segmentectomy

of segment VI was performed. In subsequent check-ups, an

interpectoral lymph node metastasis was diagnosed on the

right side. Given that it was a solitary lesion, we decided to

resect it, and the use of a marking method was proposed due to

its size (<1 cm) and anatomical location. We inserted a

magnetic seed in the lymph node, which was done percuta-

neously under ultrasound guidance prior to surgery (Fig. 1).

The procedure began with a 3 cm right axillary incision

through which the Sentimag1/Sienna+1 probe was inserted.

The lesion was detected between the pectoralis major and

minor (Fig. 2) and was resected. The histological study

confirmed the CRC lymph node metastasis. The patient is

disease free after 5 months of follow-up.

Due to the advances made in detection techniques, tumors

and recurrences are being diagnosed earlier. In many cases,

the lesions are small or non-palpable, making it difficult to

locate them in the surgical field.4 In recent years, new

techniques have been developed for the localization of these

tumors, such as ferromagnetic markers. The use of these

techniques originated in non-palpable breast lesions. Histo-

rically, surgeons relied on non-invasive, but imprecise

techniques, such as marking the skin with ink. Later, due to

the increase in non-palpable lesions, wires were used as a

localization technique. However, wire localization has some

limitations: patients must carry the metal wire until the

procedure, which may move, and involvement of the margins

has been reported between 14% and 47%.5

In recent years, alternatives to wire localization have been

developed for non-palpable breast tumors, such as radiophar-
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