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radiotherapy is applied in cases of narrow or affected 
margins.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Alena Kulyapina, Jose Ignacio Salmeron Escobar
Department of Oral and Maxillofacial Surgery, Gregorio Marañon 

General University Hospital, Madrid, Spain 

Address for correspondence: Alena Kulyapina,  
Department of Maxillofacial Surgery, Gregorio Marañon General 

University Hospital, Calle Doctor Esquerdo 46 Madrid, 28007, Spain 
E-mail: 21144529@live.uem.es

REFERENCES

1. Lewis CJ, Gerrand C, Barnes DE, Murray S, Milner RH, Ragbir M. 
Experience of angiosarcoma in the North of England Bone 
and Soft Tissue Tumour Service. J Plast Reconstr Aesthet Surg 
2011;64:884-91.

2. Khodayari A, Khojasteh A. Mandibular pathologic fracture as a first sign 
of disseminated angiosarcoma: A case report and review of literatures. 
Oral Oncol Extra 2005;41:178-82.

3. Köhler HF, Neves RI, Brechtbühl ER, Mattos Granja NV, Ikeda MK, 
Kowalski LP. Cutaneous angiosarcoma of the head and neck: 

Report of 23 cases from a single institution. Otolaryng Head Neck 
2008;139:519-24.

4. Yang XJ, Zheng JW, Zhou Q, Ye WM, Wang YA, Zhu HG, et al. 
Angiosarcomas of the head and neck: A clinico-immunohistochemical 
study of 8 consecutive patients. Int J Oral Maxillofac Surg 
2010;39:568-72.

5. Shand JM, Beatty R, Tankersley KL, Costello BJ. Mitek anchors in facial 
Injury: An approach for soft tissue flap fixation. J Oral Maxillofac Surg 
2004;62:619-21.

Dear Editor,
Granular cell tumour is a benign tumour of Schwann 
cell origin. It can occur in skin, subcutaneous tissue, 
submucosa, and deep soft tissue and internal organs but 
is most common in head and neck region particularly 
tongue. Rarely, has it been documented to present as an 
inguinal swelling.[1-4] 

A 13-year-old boy presented with a gradually increasing 
swelling in the left inguinal region for two years. This 
was associated with a dull aching pain. He had no 
significant illnesses in the past or any familial diseases. 

His general examination was unremarkable. Local 
examination revealed a swelling of 3 × 2 cm in the left 
inguinal region near the root of penis [Figure 1a]. It was 
non-tender, firm and mobile. There was no impulse on 
cough. The cord structures, testes and external genitalia 
were normal. Ultrasonography of the abdomen was 
normal. Ultrasound of the swelling showed a hypoechoic 
lesion of 1.2 cm with loss of fatty hilum. Both the testes 
and epididymis were normal. A provisional diagnosis 

Granular Cell Tumour

of an enlarged inguinal lymph node was made. Fine 
needle aspiration cytology showed uniform appearing 
large polyhedral cells arranged in sheets. These cells 
had small round nuclei and abundant dense granular 
cytoplasm. These features suggested a possibility of a 
granular cell tumour. 

Since the patient was symptomatic, a decision to 
excise the swelling was made. Intra-operatively, the 
swelling (3 × 3cm) was in the subcutaneous plane in 
the inguinal region [Figure 1b]. It was adherent to 
the external oblique aponeurosis. Enbloc excision of 
the swelling was done. On cut section, the tumour 
showed solid areas with interspersed fatty tissue 
[Figure 1c and d]. Histopathology confirmed the 
findings of cytology. All margins were free of the 
tumour. Immunohistochemistry was positive for S100 
protein [Figure 2]. Post-operatively, the wound healed 
well with no complications. The patient was advised a 
regular yearly follow-up.

The common causes of inguinal swelling in adolescents 
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Figure 1: (a) Clinical photograph showing a swelling 
in the left inguinal region near the root of the penis (b) 
Intraoperative appearance of the tumour (c) Tumour after 
en bloc excision (d) Cut section of the tumour showing solid 
areas with interspersed fatty tissue

include lipoma, fibroma, fibrolipoma, dermatofibroma, 
hamartoma, lymphatic or venous malformations. Rarely, 
as seen in present case, granular cell tumour has been 
documented to present as inguinal swelling. It commonly 
affects third to fourth decades of life. However, the 
present patient was much younger. Familial associations 
are infrequent. These neoplasms are usually small 
ranging in size from 5 mm to 2 cm and slow growing. 
They are well-circumcised and firm. 

These tumours are non-encapsulated and composed 
of irregularly arranged sheets of large polyhedral 
cells with small central hyperchromatic nuclei and 
abundant eosinophilic, PAS-positive granular cytoplasm. 
The overlying epithelium often shows prominent 
pseudo-epitheliomatous hyperplasia, which may be 
misdiagnosed as squamous cell carcinoma if a superficial 
biopsy is taken for examination. Recent studies on 
ultrastructure and immunohistochemistry have proven 
it to be of Schwann cell differentiation. The cells are 
positive for S-100, CD68, protein gene product 9.5, and 
inhibin-alpha.[5]

The malignant counterparts of these tumours are 
exceedingly rare. The treatment of choice for benign 
tumours is observation or wide local excision. Recurrent 
granular cell tumours may benefit from adjuvant 
radiotherapy.[6] Chemotherapy has shown promise 
in metastatic granular cell tumour.[7] In this patient, 

Figure 2: (a) (400X) Haematoxylin and Eosin staining of the 
tumour showing large polyhedral cells arranged in sheets 
with abundant granular cytoplasm and small hyperchromatic 
nuclei (b) (400X) Immunohistochemistry showing positivity 
for S100 protein suggestive of a granular cell tumour

the tumour was excised enbloc and histopathology 
was suggestive of a benign tumour with tumour-
free margins. So, the patient was asked to follow-up 
annually.

Granular cell tumour being rare in the inguinal region, 
is usually not suspected clinically and the diagnosis is 
usually made on histopathology/cytology.
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Dear Editor,
The basic principle of facial plastic and reconstructive 
surgery is the removal of the tumour with optimal 
aggressiveness, and the operational defects must be 
closed with the simplest method. 

The involvement of deep margins correlates with a higher 
incidence of relapse, and so there is a further indication for 
re-excision. We can use three techniques to evaluate the 
margins: Mohs micrographic surgery, extemporaneous 
histological examination, and in cases where it is not 
possible to use the previous methods, a defect can be left 
open for a few days (without a considerable disadvantage) 
until the definitive histological examination.

When Expanding a Margin of Skin Cancers After Reconstruction with 
Local Flap: Where to Do It?

Often, when re-excision is required in an area previously 
reconstructed by locoregional flaps, there may be 
difficulties in finding the points where the enlargement 
needs to be made.

In order to make this decision, three key points need to 
be clarified:
1. Which margin is positive?
2. Which type of local flap we used to repair the defect?
3. What kind of movement the flap undergoes? [Figure 1].

For example, we report a case of a female, S.Q., 62-years 
old, who underwent excision of BCC in the caruncle 
and internal canthus of the left eye and immediate 
reconstruction with frontal flap [Figure 2a]. The excision 

Figure 1: (a) With an advancement flap, if we were to make an 
enlargement of a margin (in red), this would not change its 
position after the advancement, but it would be necessary to 
lift the coverage flap in order to make said enlargement (b) A 
rotation flap: We usually divide the removed piece into four 
parts: So, if the need to make an enlargement should arise, 
it would be easier to do (c) The more complex transposition 
flap involves rotating an adjacent piece of tissue, resulting 
in the creation of a new defect which must then be closed

a

b

c

Figure 2: (a) Preoperative view of a 62-year-old woman with 
basal cell carcinomas in the caruncle and internal canthus 
of the left eye. She underwent excision and immediate 
reconstruction with a frontal flap (b) Postoperative views 
after 1 month from the first operation and before the 
re-excision (re-enlargement on cutaneous medial margin). 
The white dotted line shows that, after this complex 
reconstruction, it is not intuitive where the re-enlargement 
should be made
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