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include tumor cell dissemination during surgery, use of the 
same instruments for both resection of the tumor as well 
as reconstruction or use of the same hollow needles for 
infiltration.[4] Necrotic tumors are difficult to handle during 
surgery and frequently result in tumor cell dissemination. Prior 
studies have shown that surgically altered surfaces act as a 
fertile ground for implantation of detached tumor cells.[5]

Tumor cell dissemination during surgery has been 
well‑documented in cases of colorectal carcinomas with reports 
of recurrence in hemorrhoids and perineal scar wounds.[6] 
Implantation of tumor cells at the donor sites of flaps as well 
as the skin graft have been described in cases of squamous cell 
carcinoma.[7‑9] Implantation of tumor at other sites that have been 
described include chest wall implantation following lung tumor 
biopsy, gastrostomy site implantation from the aero digestive 
tumor following percutaneous gastrostomy tube insertion and 
laparoscopic trocar site implantation from ovarian tumors.[10]

Though there is an isolated case report of osteogenic sarcoma 
developing at the bone graft donor site, an extensive review of 
literature did not reveal any previous report of implantation of 
sarcoma cells at the donor site of skin graft or flap.[11] We had 
previously reported a case of giant cell tumor developing at the 
bone graft donor site secondary to iatrogenic implantation and 
suggested some of the precautionary measures which can be taken 
to avoid this complication.[12] Similar precautions are warranted 
during harvesting flaps or skin grafts in oncologic reconstructions:
•	 A common draping for the primary tumor and flap donor 

site should be avoided
•	 Ulcerated or fungated tumors should be sealed with 

impermeable skin barriers to avoid tumor spillage in the 
operative field

•	 Harvesting of the flap should be started only after resection 
of the primary is complete to avoid cross contamination.

•	 Change of gloves is mandatory for all the surgeons 
and nurses after resection of the primary and before 
reconstruction begins

•	 Separate surgical trolley with a separate set of instruments 
including cautery tip should be used for both the procedures

•	 Hollow needles if used for infiltration during primary 
surgery should not be reused at flap donor sites

•	 Proper irrigation of the operative field at the end of resection 
decreases chances of implantation of the tumor cells

•	 Gentle handling of the tissues so that tumor cell 

dissemination can be minimized particularly in the case of 
necrotic tumors.

Conclusion
Recurrence of tumor has implications that could impact on 
overall disease control. Tumor recurrence due to implantation 
is a complication that can be easily avoided by adhering to 
simple precautions during surgery. Through this case report, 
we would like to reassert the importance of basic principles 
during cancer surgery to prevent an eminently avoidable 
complication that may result in long‑term morbidity and 
mortality.
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Intracranial hemorrhagic metastases as the 
first manifestation of an occult melanoma
DOI: 10.4103/2278-330X.155705 
Dear Editor,
Brain metastases from malignant melanoma are common, and it 
result in severe morbidity and mortality.[1] Approximately, 10–40% 
of patients with melanoma develop brain metastasis  (autopsy rates 
are much higher), and 50% of melanoma brain metastases (MBM) 
turn hemorrhagic.[2] Invasion of brain blood vessels, rapid growth, 
hemorrhagic infarction, leaky endothelium, and fragile blood 
vessels are postulated resulting in hemorrhage.[2]

A 55‑year‑old male presented with altered sensorium, 
headache, and weakness of right upper and lower limb 

since 1  day. Patient was a known alcoholic and smoker for 
35  years. He had recent complaints of decreased appetite 
and irregular bowel, bladder habits. On examination, he was 
drowsy and arousable, pupils were sluggish and reactive 
to light. Motor examination revealed 3/5 power in right 
upper and lower limbs. He was localizing on the left side. 
On chest examination, he had bilateral crepitation and 
conducted sounds. In view of poor neurological status, the 
patient was intubated. Plain computed tomography  (CT) 
scan brain showed a well‑defined heterogeneous mass 
with hemorrhage in the left parieto‑occipital region with 
adjacent vasogenic edema and mass effect  [Figure  1a‑c, 
upper row]. His chest X-ray was normal. A  differential 
diagnosis of tumor with bleed and hypertensive bleed 

Article published online: 2020-12-31

Administrator
Rectangle



Letters to Editor

South Asian Journal of Cancer ♦ April-June 2015 ♦ Volume 4♦ Issue 2102

was considered. The patient was started on anti‑edema 
measures and anti‑epileptics. The patient underwent left 
parieto‑occiptial craniotomy and total decompression of 
the lesion. Intraoperatively, there thick dark color clotted 
blood with tumor tissue. The patient was kept on elective 
ventilation and could be weaned off on day 2 post‑surgery. 
The patient became conscious, and his power improved 
to almost normal.  Histopathology showed metastatic 
carcinomatous deposit showing dispersed tumor cells 
having hyperchromatic nuclei of varying sizes, prominent 
eosinophilic nuclei, cytoplasm was showing brown to black 
pigment  [Figure  1a‑c, lower row].
High neurotropism of malignant melanoma cells makes the 
brain one of the frequent site of metastases.[3] It has been 
postulated that neurotrophins or chemokines co‑ordinate with 
receptors on melanoma cells which create an environment for 
their survival.[3] Once tumor cells arrive into the target brain 
circulation, they are seized in the capillary bed depending 
on the size, few tumor cells cross the endothelial barrier 
and interact with astrocytes and microglia, and establish 
neovascularization which is necessary for sustained tumor 

Figure 1: (Upper row) Well-defined hyperattenuating hemorrhagic mass in 
the left parieto-occipital region with adjacent vasogenic edema and mass 
effect as described, lower row (a) Hemorrhagic material with dispersed 
tumor cells (H and E, ×100), (b) tumor cell having hyperchromatic nuclei and 
cytoplasm with brown-black pigment (H and E, ×400) and (c) Hemorrhagic 
material with dispersed hemosiderin-laden macrophages (H and E, ×400) 
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Ablatio mammae like Angelina: Fad or a wise 
decision?
DOI: 10.4103/2278-330X.155706 
Sir,
The articles entitled “Angelina’s choice”[1] and “Counterpoint: 
Angelina’s choice  -  or the choice of anyone else in her place” 
are very interesting.[2] These articles represent two sides of the 
same coin. Goel has criticized Angelina’s choice of undergoing 
prophylactic bilateral mastectomy after being detected to be 
at high risk of developing breast cancer whereas Parikh has 
supported and scientifically reasoned out Angelina’s bold 
decision. In our opinion, every decision/choice needs to be 
evidence based and uninfluenced.
Goel has rightly said that the celebrity’s choice has the power 
to influence and impact the healthcare trends and decisions. 

growth.[4] Clinical symptoms include frequent headaches and 
other symptoms of raised intracranial pressure, seizures, and 
focal neurological deficits.[1,3] Although magnetic resonance 
imaging is the gold standard in diagnosing metastases from 
melanoma as it can differentiate amelanotic pattern from the 
melanotic pattern of metastases and metastases with tumoral 
hemorrhage, CT brain with contrast can detect melanoma 
metastases of approximate size of 1  cm and most hemorrhagic 
lesions.[1] Variegated appearance, heterogeneous enhancement 
should help us diagnosis tumoral hemorrhage.[1] Prime role of 
surgery is to do debulk the tumor and reduce vasogenic edema, 
mass effect, local recurrence can be treated with surgery and 
adjuvant whole brain radiotherapy.[3] MBM’S have extremely 
grave prognosis and the reported median survival rate for 
patients treated with surgery and radiotherapy is 8.9  months.[5] 
Recently, novel treatments such as monoclonal BRAF inhibitors 
and immunotherapies have been introduced, and they have been 
showing good improvement in survival rates.[3,6]

Although approximately 50% of MBM turn hemorrhagic but 
melanoma presenting with neurological deficits and focal 
weakness is an uncommon first manifestation. In such cases, 
removal of intracranial mass may not increase the survival; 
however, it can improve the quality‑of‑life of the survivors.
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However, this is not the 1st  time when the issue of celebrity’s 
decision influencing others has been raised. Earlier in 1987, 
when first lady Nancy Reagan underwent a modified radical 
mastectomy after a cancerous lesion was discovered on one 
of her breasts; a gigantic debate was prompted. Nattinger 
et  al. conducted a comprehensive study on this matter and 
concluded that celebrity role models can influence decisions 
about medical care, and the influence appears to be strongest 
among persons who demographically resemble the celebrity, 
and those of lower income and educational status.[3] In fact, 
this perception has led to the use of celebrity endorsements 
for promoting health behaviours such as safe sex and avoiding 
illegal drugs.[3]

The decision to put the feminine twin assets under the scalpel 
is not an easy one for anyone then, be it Angelina Jolie or 
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