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importance of correct diagnosis of midline or near midline 
uptake in radioiodine study in DTC is important from patient 
management viewpoint, and the presented subtle clues with 
correlative anatomical imaging can clinch the correct diagnosis.
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Is female smoking rising or declining in India?
DOI: 10.4103/2278-330X.155702 
Dear Editor,
We believe that the article entitled “smoking trends among 
women in India: Analysis of nationally representative 
surveys  (1993–2009)” published in year 2014 in your esteemed 
journal, is an honest effort of bringing an overview of the 
serious problem, which is often overlooked.[1] The authors have 
pointed out that in India the trend of smoking is increasing 
among women. This may act as a hint of upcoming public 
health problem as these can be attributed to rising cases of 
infertility and higher cancer incidences among women. The 
current study has found its impact on global media also. 
A  news article in BMJ December 2014 issue[2] has also 
highlighted the findings of the article.
The findings of the article was similar to a study titled 
“Smoking prevalence and cigarette consumption in 187 
countries, 1980–2012.” published in JAMA,[3] which showed 
a marginal increase in prevalence of smoking among Indian 
females from 2.7% (2.3–3.1) in year 1996 to 3.3%  (2.8–3.9) in 
year 2012. Interestingly, the article mentioned that in between 
1996 and 2006, there was a rapid decline in smoking trend 
globally combining both sexes and a slower decline trend from 
2009 to 2012.
The recent publication of findings of pan India District 
Level Household Survey‑IV  (DLHS)  (2012–2013),[4] has 
thrown more light on the current debate of trends in female 
smoking. Findings of DLHS‑IV  (2013) actually supplement 
the findings of the study by Goel et  al.[1]  (1993–2009). As per 
DLHS‑IV, fewer states especially north eastern states  (Sikkim, 
Arunachal Pradesh, Tripura, Nagaland, Manipur), northern 
states  (Haryana, Punjab, Chandigarh) and Andhra  Pradesh 
have shown a decline in female smoking whereas 
south‑western states  (Pondicherry, Tamil Nadu, Karnataka, 

Table 1: Comparative analysis of female smoking 
prevalence across two nationally representative surveys 
(DLHS‑IV and GATS)
Female smoking 

prevalence
States/UT in 

India
GATS India, 

2009-2010
DLHS‑IV 
(2012-13)

Decreasing trend Sikkim 15.9 5.2
Nagaland 12.4 1.4
Manipur 11.4 11.2
Arunachal Pradesh 11.2 7.9
Tripura 10.3 4.3
Andhra Pradesh 5.7 2.7
Haryana 4.5 2
Punjab 0.4 0.3
Chandigarh 0.4 0.3

Increasing trend Kerala 0 0.6
Maharashtra 0 0.4
Pondicherry 0 0.3
Tamil Nadu 0.1 0.4
Karnataka 0.3 0.7
Goa 0.9 1.9
West Bengal 1.9 2.8
Meghalaya 3.6 5
Mizoram 19 21.5

GATS=Global Adult Tobacco Survey, DLHS‑IV=District Level Household Survey‑IV

Kerala, Maharashtra, Goa) and fewer eastern states  (West 
Bengal, Meghalaya, Mizoram) have an increasing trend, when 
compared with Global Adult Tobacco Survey  (GATS) India, 
2009–2010 data[5]  [Table  1]. Both the surveys  (DLHS‑IV 
and GATS) can be compared as both had large sample size 
with proportionate allocation to various states of India, and 
had employed multistage stratified sampling methodology 
and uniform sampling techniques. However, interestingly, the 
increase of female smoking across different states was minimal 
whereas the decrease of female smoking was substantial. 
These recent changes in prevalence of female smoking may 

Figure 3: (a) The posttreatment scan demonstrating a solitary focus of intense radioiodine uptake in the same location that is intense in both anterior 
and posterior views. The single-photon emission computed tomography images (b) further confirms this impression
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be explained by varying levels of implementation of Indian 
tobacco control act  (Cigarettes and Other Tobacco Products 
Act), differential stake holder involvement and involvement 
of tobacco control agencies and political commitment across 
different states.
Thus, there is a need of in‑depth study of the above mentioned 
factors across two categories of states  (declining and increasing 
trend) to enumerate the key areas of good practices so that it 
can be replicated in states across the country.
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including a computed tomography scan of the chest and an 
ultrasound of the abdomen‑pelvis did not reveal any other 
focus of disease. He underwent wide excision of the lesion 
with primary closure. The postoperative course was uneventful. 
Patient was disease free at the last follow‑up at 24 months.
Discussion
When a tumor develops at the donor site of a graft or flap, 
there can be three probable theories to explain its occurrence. 
It may be an implantation tumor, a second primary unrelated 
to the index tumor or it may be a soft tissue deposit due to 
hematogenous spread. In our case, implantation seems the 
most probable mechanism as the patient did not have either 
locoregional recurrence or any other site of distant metastasis.
This case report has two unusual features. Though an implantation 
tumor is well‑recognized in squamous cell carcinoma, an 
implantation sarcoma is extremely rare. Second, most cases of 
implantation tumors usually manifest within 2 years of the index 
surgery. Our patient presented 8  years after the index surgery. 
This possibly occurred because of the indolent nature of the 
index tumor and the intermediate grade histology of the implanted 
lesion.
Gerster was the first to describe surgical implantation of tumor 
cells in 1885.[1] Lack and Ryall were among the pioneers 
who suggested that contamination of the surgical instruments 
may lead to implantation of the tumor cells and suggested 
precautions to prevent the same.[2,3] Modes of implantation 

Iatrogenic implantation of soft tissue sarcoma 
at skin graft donor site: Delayed manifestation 
of an avoidable complication
DOI: 10.4103/2278-330X.155704 
Dear Editor,
Soft tissue sarcomas are rare mesenchymal tumors 
constituting  <1% of all adult malignancies. Surgical excision 
forms the mainstay of treatment. Excision often necessitates 
subsequent reconstruction with split skin grafting or the use of 
local or free flaps to obtain adequate soft tissue coverage.
Surgical oncologists endeavor to obtain clear resection margins 
and also use adjuvant radiotherapy in order to reduce the 
incidence of local failure. Intraoperative contamination by 
tumor and involved surgical margins are associated with 
a higher rate of local recurrence and poorer oncological 
outcomes. Though not reported earlier in English literature, 
there exists a theoretical risk of tumor contamination at the skin 
graft donor site whenever skin grafts or flaps are harvested for 
reconstruction of post resection soft tissue defects.
We present a case of extremity soft tissue sarcoma where 
recurrence occurred at the skin graft donor site due to tumor 
implantation after index surgery.
Case Report
A 33‑year‑old gentleman presented with a solitary swelling 
over left calf. On examination, he had a 3  cm × 2  cm, solitary 
swelling over a skin grafted area on the posterior aspect of left leg 
which was non tender, firm in consistency and had well‑defined 
borders  [Figure 1c]. Detailed evaluation revealed that the patient 
was operated for a non metastatic intermediate grade spindle cell 
sarcoma of the contralateral leg 8 years earlier  [Figure 1a]. He 
underwent wide excision of the primary tumor with reconstruction 
of the defect with a cross leg flap at another hospital. The 
donor site over left calf was covered with a split‑thickness skin 
graft harvested from the thigh of the same side. Postoperatively 
he received radiotherapy to the primary area. 8  years later, he 
developed a swelling over the left calf at the skin graft donor site.
He was additionally evaluated with a magnetic resonance 
imaging which revealed a 3  cm × 2 cm subcutaneous nodule at 
the donor site  [Figure 1b]. A core needle biopsy was performed 
to confirm the diagnosis. The biopsy revealed high‑grade 
spindle cell sarcoma consistent with metastasis from a known 
primary in the right thigh  [Figure  1d]. A  metastatic workup 

Figure 1: (a) Histopathology of the primary tumor showing intermediate 
grade spindle cell sarcoma. (b) Magnetic resonance imaging. T2-weighted 
axial cut showing the subcutaneous recurrent nodule at donor site (red 
arrow). (c) Clinical profile of the patient showing the nodule at the donor 
site (black arrow). (d and e) Histopathology of excised nodule showing 
intermediate grade spindle cell sarcoma similar to the primary tumor
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