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1. Abstract 

The technique and instrument of microsurgery has significantly improved in recent years. Free 

flap transfers become the popular methods of reconstruction for the head and neck surgery after 

extirpation of cancer. Immediate reconstruction with two- teams approaches after tumor abla- 

tion becomes routine procedure and has allowed the successful rates more than 95% in most of 

centers. The anterolateral thigh (ALT) flap is widely used in reconstruction because of its minimal 

donor site morbidity. We report a rare, but possible complication in which tumor seeding was 

found at the distant donor site of the left thigh after the free ALT transfer. It is not reported in 

previous articles. 

 

 

2. Case Report 

A 61-year-old male was diagnosed as left buccal cancer (T4N2M0) 

on June 20, 2002 (Figure 1). He received operation of wide exci- 

sion of tumor ,the tumor was removed with 1cm clear resection 

margin which resulted in a through and through defect .We re- 

constructed the defect with a free fibula osteocutaneous flap from 

left leg for intraoral mucosa and the mandible defect ,and a free 

ALT flap from right thigh for the cheek defect. The pathology 

report was well-differentiated squamous cell carcinoma. Ten days 

later, the ALT flap for cheek defect became failed due to artery 

insufficiency. Excision of necrotic tissue was performed and re- 

constructed with an another free ALT flap from his left thigh was 

done immediately. The donor site of left thigh was closed pri- 

marily. Postoperative course was uneventfully. Unfortunately, we 

found a skin mass 2x2 cm2 in size with ulceration over the previ- 

ous wound of the donor site of the left thigh three months later 

after the second operation. The mass (Figure 2) was excised with 

resection margin at least 1 cm under the local anesthesia and the 

pathology revealed that it was well-differentiated squamous cell 

carcinoma (Figure 3). He received full course of postoperative 

radiotherapy. No local recurrence for both head and neck, and 

left thigh was found. The patient was died one and half year later 

due to sudden onset of cardiac arrest. 

 

 

Figure 1: Pathologic result of the original tumor under H-E stain, Squamous 

cell carcinoma. 

 
Figure 2: Clinical picture of the skin cancer. The tumor 2x2 cm2 in size was 

located at the previous wound of ALT flap donor site. 
 

 
Figure 3: Pathologic finding of the disseminated cancer under H-E stain, Squa- 

mous cell carcinoma. 
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3. Discussion 

Immediate reconstruction for the defect caused by extirpation of 

malignant tumors has become an increasing important part of 

modern cancer management [1]. Not only reducing facial defor- 

mity and functional impairment consequent to cancer treatment, 

but also allowed surgical oncologists to treat large tumor success- 

fully. The obvious advantages of immediate reconstruction and 

strong evidence that it dose not increase rate of local tumor re- 

currence were documented in breast cancer [2-4] as well as the 

head and neck cancer [5]. Free flap reconstruction can be very 

useful with a high likelihood of flap survival and wound healing 

[5]. Some potential complications were encountered as bleeding, 

dehiscence, tissue necrosis, infection, recurrence, and metastasis 

[6]. However,  the dissemination of the tumor to the donor site  

is extremely rare [7], especially in distant flap reconstruction. In 

contrast, the risks and possible mechanisms of the local flap were 

well documented. The major methods of spread of cancer are by 

local invasion through contiguity and tissue plane, blood-borne 

metastasis, lymphatic metastasis, and tumor implantation [6,8]. 

Local invasion is unlikely because of the tumor being far away 

from the primary tumor. Blood-borne spread and lymphatic me- 

tastasis of tumor from the primary site were thought to be unlike- 

ly because of the rarity of spread of squamous cell carcinoma by 

this routine [8.9]. Cole et al presented that implantation of human 

cancer cells can occur in one of two possible ways [8]. Iatrogenic 

implantation has been reported for both benign and malignant 

tumors, contamination occurring at the time of surgical manipu- 

lation [10]. Possible direct contamination during the operative 

procedure was most likely in this particular patient. Besides these, 

some articles presented that the surgical stress of immediate re- 

construction might weaken host resistance and caused the chance 

of tumor seeding [6]. The natural killer cell activity, host-tumor 

interaction, even the compromised nutritional status all play the 

important roles. The previous reports had no convinced results or 

discussions about the survival rates of these patients. However, 

this episode of postoperative complication in free flap transfer has 

not been reported before. This report emphasizes that tumor im- 

plantation at the time of surgery is not only a theoretical compli- 

cation, but a real potential complication [11]. Precautions should 

be made throughout of all the procedures to prevent implanta- 

tion. These include that wounds of recipient site and donor site 

should be separated away as far as possible. Two separated instru- 

ments should be prepared for cancer site and donor site. Surgeons 

and all the surgical staffs should change their gloves and garments 

when dealing in more than one surgical field [12]. 

4. Summary 

The advantages of immediate reconstruction with free flap after 

the head and neck tumor ablation were well known [13-15]. Al- 

though the mechanism of tumor seeding is not well established, 

surgeons should avoid tumor implantation to the donor site as 

possible by separating recipient site far away from the donor site 

and two sets of the instruments and operators in two teams. How- 

ever, if it happened, early diagnosis and aggressive treatments are 

suggested. 
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