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Dear Editor:

We read with interest the article on "Treatment of Derma-
tofibrosarcoma Protuberans with Mohs Micrographic Surgery"
in the January 1988 issue of Annals of Surgery. The authors
suggest a method of micrographic control that is well known to
us and which, in our view, is cumbersome, time-consuming,
and expensive.

Careful frozen-section control by an experienced surgical pa-
thologist offers determination oftumor-free margins with respect
to the depths and periphery, just as in Mohs surgery, yet in a
fraction ofthe time. What is required is appropriate orientation
of the specimen for the pathologist and a willingness to resect
additional tissue generously when tumor margins are close.

Perhaps where good frozen-section control is not available,
Mohs surgery is an alternative. Otherwise, in our view, wide
resection with thorough frozen-section control is preferable.
We have seen many patients with recurrent tumor (not der-

matofibrosarcoma, with which we have little experience) after
Mohs micrographic surgery. Regardless ofthe technique, tumor-
free margins are the goal. We are not convinced that Mohs sur-
gery offers better control than careful routine frozen-section
technique, which is less time-consuming and less expensive.

JOHN E. WOODS, M.D.
IAN T. JACKSON, M.D.
Rochester, Minnesota

April 21, 1988
Dear Editor:

Thank you for your letter ofFebruary 22, 1988, regarding the
letter to the editor of Drs. Woods and Jackson concerning our
article, "Treatment of Dermatofibrosarcoma Protuberans with
Mohs Micrographic Surgery." We appreciate the opportunity
to be able to respond to that correspondence.
We believe that there are two important points to be made.

The first relates to the manner in which standard frozen-section
margin control is achieved by surgical pathologists versus the
manner in which margin control is achieved by horizontal frozen
sections in the Mohs micrographic surgery laboratory. In the
standard surgical pathology frozen-section processing of tissue,
vertical sections are obtained that usually measure approximately
8-10 micra in thickness. If several of these are prepared from a
"critical" marginal area of the excision specimen, it is equivalent
to looking at a random number of individual slices of bread
from an entire loaf. If the specimens so viewed show tumor,
then the margins are considered positive. However, although
the sections viewed may show no tumor, other remaining areas
ofthe "loaf' may still have tumor at the deep or lateral margins.
It is probably true that this methodology could provide total
microscopic control, but only ifthe entire specimen is sectioned
serially. This is an enormous task since a 1-cm long piece of
tissue sectioned into 10 micra slices would require the prepa-
ration and reading of 1000 individual specimens. Thus, total
microscopic control by standard surgical pathology methods is
a relative term at best.

In the Mohs micrographic surgery laboratory, on the other
hand, the deep and lateral edges of the specimen(s) are first flat-
tened out into a single plane. The tissue is then oriented on the
microtome after freezing in such a way that a horizontal section
is taken through this plane so that, in effect, one specimen pro-
vides truly total microscopic control ofthe entire deep and lateral
margin surface. Naturally, if the surgical specimen is large, it
may have to be divided into a number of pieces for processing,
but these are relatively few in number compared with the huge

volume of slides that would have to be prepared by the classical
method. Moreover, this method, indeed, gives true complete
total margin control.

Furthermore, a number of prominent surgical pathologists
who have had exposure to and experience with the Mohs method
have commented that this method, in both theory and practice,
provides much more accurate margin control with far less pro-
cessing time involved than would be the case in their laboratories.
It is therefore difficult to see how Drs. Woods and Jackson can
defend their viewpoint that standard methods provide equal or
better control and are less cumbersome and time-consuming.
The second point to be taken up deals with the last paragraph

of their letter, relating to recurrent tumors that they have seen
after Mohs micrographic surgery. Certainly no one practicing
the Mohs method has ever implied cure rates of 100%. However,
large studies from a number ofprominent institutions through-
out the United States have repeatedly shown cure rates for basal
cell carcinoma and squamous cell carcinoma of the skin to be
far higher with Mohs micrographic surgery than with any other
method. This differential becomes even more impressive when
the tumors considered are limited to recurrent tumors or to
those located in embryonic fusion planes. Therefore, the fact
that an occasional tumor recurs after Mohs micrographic surgery
should not in any sense impugn the technique's reliability in the
broad sense. Furthermore, Drs. Woods and Jackson have made
no comment at all about the obvious success we and others have
had in treating dermatofibrosarcoma protuberans with the Mohs
micrographic surgical method. This is a tumor that is notoriously
prone to recurrence after every type of surgical therapy, and yet
in our series, we have not had a single recurrence. Many of our
patients previously had undergone conventional surgical excision
with "margin control" and had experienced recurrence within
a relatively short time period. Thus, while Drs. Woods and Jack-
son seem to have a bias against the Mohs micrographic surgical
method, their arguments are more philosophic and perhaps based
more on misconceptions than on solid factual material.

PHILIP L. BAILIN, M.D., F.A.C.P.
JOHN LOUIS RATZ, M.D., F.A.C.P.
RANDALL J. YETMAN, M.D.
JAMES E. ZINS, M.D.
EDMUND R. HOBBS, M.D.
Cleveland, Ohio

February 29, 1988
Dear Editor:

Many articles describing the management of penetrating in-
juries ofthe back have appeared during the last 10 years.1-3 Most
ofthese publications, in fact, report experience ofthe treatment
of stabwounds of the back, as does the article by Demetriades
et al. entitled "The Management of Penetrating Injuries of the
Back" in the January 1988 issue ofAnnals ofSurgery.
The authors analyse their experience of 230 patients with

penetrating injuries ofthe back, stabwounds in 97% ofcases and
gunshot-wounds in 3% of cases. Most of the patients who sus-
tained these particular kinds of wounds were put under obser-
vation, and in 85% ofcases, did not require surgical intervention.
Of 35 patients who had signs ofan acute abdomen at the time

of admission and who were operated on immediately (15.2%),
30 had serious intra-abdominal injuries; it is not specified in the
article, whether the nine patients who had lesions of the colon
and the one patient with lesion of the pancreas had injuries
restricted to the retroperitoneum or communicating with the
peritoneal cavity. The same doubt exists for five of the 195 ini-
tially observed patients, who required delayed laparotomies.



670 LETTERS TO THE EDITOR Ann. Surg. November 1988

The authors conclude that penetrating injuries of the back
should be assessed in the same manner as those of the anterior
abdomen, the physical abdominal examination being reliable in
detecting significant intra-abdominal injuries. This conclusion
may be misleading and dangerous unless it is clearly specified
that it applies only to stabwounds of the back. The experience
reported may not be applicable to penetrating injuries of the
back caused by other wounding agents such as missiles.

In 1985, I had the occasion to work near the Afghan border
with the International Committee of the Red Cross and to treat
Afghan war casualties.4 I treated 22 penetrating wounds of the
back, associated with wounds of other parts of the body in 72%
of the cases and caused by missiles, among which, shelling in-
juries were the most frequent seen. These wounds were associated
with one spinal injury, three chest injuries, and seven intra-ab-
dominal injuries. Associated injuries ofthe extremities or ofthe
head and neck were observed in 14 cases. A debridement was
performed in all cases; laparotomy was performed on seven oc-
casions. Significant intra-abdominal lesions were observed in all
seven of these cases. Intra-abdominal injuries included liver,
diaphragm, small bowel, colon, bladder, and ureter. Indication
for laparotomy was obvious after physical examination of the
abdomen in five cases; a laparotomy was performed, despite
normal abdominal palpation, in the two following cases:

1) A 16-year-old boy was admitted to the hospital 3 days
after injury, presenting with high body temperature,
tachypnea, and a suppurative wound of the back with
crepitation of the surrounding tissues. Physical exami-
nation of the abdomen showed no abnormality. Lapa-
rotomy revealed a retroperitoneal perforation ofthe as-
cending colon and a retroperitoneal gangrene.

2) A 28-year-old man arrived at the hospital 1 day after
injury. Besides the penetrating injury of the back, he
had wounds of the legs. Palpation of the abdomen did
not reveal any guarding. However, because of the di-
rection of the wounding tract, assessed by digital ex-
amination under narcosis, retroperitoneal perforation
of the ascending colon was suspected and was confirmed
during laparotomy.

Penetrating injuries of the back surely deserve a special men-
tion in war surgery, as well as in civilian surgery. The need for
laparotomy must be assessed carefully, and negative findings on
abdominal palpation do not always rule out a hidden retroper-
itoneal catastrophe.
The lacerating, crushing, and blasting effects of shells are cer-

tainly different from the cutting effect of a knife. Very little is
known about the evolution and possible spontaneous healing of
a small retroperitoneal perforation ofthe colon caused by a stab
wound. Differences between penetrating injuries of the back
caused by various wounding agents might be explained by the
difference in extent of the local injury more than by differences
in the distribution of wounds in the retroperitoneum.

It is well-established in war surgery that wounds of the back
should be debrided before the abdomen is entered, in order to
prevent the severe hypotension or cardiac arrest that may occur
when the patient is turned to a prone position after laparotomy.5
Digital examination of the wound tract may lead one to suspect
retroperitoneal injury of the colon even if abdominal physical
examination is normal.
When close observation of the patient is not feasible, lapa-

rotomy should be performed. The morbidity and mortality of
a negative laparotomy is far less than the morbidity and mortality
of missed injuries.

PHILIPPE GERTSCH, M.D.
Berne, Switzerland
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April 18, 1988
Dear Editor:

We agree with Dr. Gertsch that penetrating injuries of the
back should be managed with great caution. However, we main-
tain that the cornerstone of management is selective conserva-
tism. This entails frequent abdominal examination, preferably
by the same surgeon, and frequent monitoring ofthe vital signs.
If this is not possible, a laparotomy may be preferable. We accept
that the initial physical examination may occasionally be inac-
curate (5% in our series). However, any missed injuries should
be identified during the subsequent clinical examinations.

In Dr. Gertsch's series of 22 patients, 15 were successfully
managed without performing operations. What were the criteria
for their selection? We are puzzled by the presentation of one
of Dr. Gertsch's patients 3 days after injury with a perforated
colon and retroperitoneal gangrene, but with no abdominal signs.
Was the patient conscious? Did he have any associated head or
spinal injuries? These are conditions in which clinical assessment
of the abdomen is difficult and in which a laparotomy should
therefore be performed.

High-velocity injuries should not pose any special diagnostic
problems. These injuries cause greater destruction than the low-
velocity injuries, and therefore, in theory, they should give earlier
clinical signs.

Finally, in our series, six of the colonic injuries were retro-
peritoneal.

D. DEMETRIADES, M.D., PH.D.
Johannesburg, South Africa

November 12, 1987
Dear Editor:

The excellent paper by Dr. di Marzo and his associates in the
August 1987 issue ofAnnals ofSurgery identified several factors
in the pathogenesis of femoral anastomatic aneurysms. Hyper-
tension, infection, suture materials, host vessel degeneration,
compliance, and turbulence were held to be significant.

In my earlier experience with cardiac surgical procedures, the
concept of poststenotic dilatation was recognized in congenital
stenosis ofthe pulmonic valve, coarctation ofthe aorta, and also
with dilatation ofthe subclavian artery beyond a well-developed
cervical rib. On several occasions, when passing a limb of an
aorto-common femoral prosthesis, it was observed that the in-
guinal ligament was responsible for a marked narrowing of the
space behind the ligament.

In 1979, we reported a study of 100 angiograms that showed
that the common femoral artery was larger than the external
iliac artery immediately proximal to the inguinal ligament in
72% of the radiographs.2

Beginning in 1974, we routinely divided the inguinal ligment
in all patients undergoing aorto-femoral anastomosis. No femoral
hernias ever appeared.


