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LETTERS TO THE EDITOR

Giant Lipoma of the Back

To the Editor:
Lipomas are dermal or subcutaneous collections of
benign adipose tissue. With an estimated incidence of
nearly 10%, they are most common mesenchymal
tumor.1 However, the tumors may occasionally enlarge
rapidly and become huge.2 Most lesions are solitary,
discrete nodules that remain asymptomatic and occur
at the trunk and extremities. The peak incidence is in
the 5th and 6th decades, and females are more
commonly affected than males.3 Histologically, these
lesions, composed of mature adipose cells, often have
a fibrous capsule that can surround the collection of
adipose cells. Lipomas can be located in subdermal,
pariosteal, interosseous, visceral, intermuscular, or
intramuscular sites. Surgical excision is the treatment
of choice when appropriate or desired.

A 73-year-old woman presented with a chief
complaint of a giant lipoma at the back. She had been
aware of the lipoma for 30 years. The lesion had
enlarged rapidly in a time period of 13 years. Physical
examination revealed a mobile, rubbery, skin-colored,
deformed, regular, fatty tumor and increased vascu-
larity of the skin. It measured 31 cm in circumference
and was 34 cm in length (Figure 1a). The results of
laboratory studies were normal. Computer tomogra-
phy studies showed an encapsulated mass (Figure 1b).
The preoperative diagnosis was a lipoma.

She first noted this mass 30 years ago but did not
consult a physician. The gradual growth of the mass,
back pain, discomfort in supine position, and un-
balance gait caused her to seek professional help.

With the patient under general anesthesia, the
neoplasm was excised. Pathologic examination re-
vealed that the resected specimen grossly resembled a
lipoma and consisted of an irregular, soft, yellow, fatty
tissue. The specimen weighed 1950 g. It measured
31� 34� 25cm. Histopathologic examination showed a
benign neoplasm composed of normal adipose cells
with strands of connective tissue. During the post-
operative period, there were no signs of infection
and hematoma. In this time, the patient did not have
any of the symptoms. No malignant changes were
observed for 3 years, and there was no recurrence.

Lipomas usually have a diameter of 2 cm and rarely
grow beyond 10 cm.4 A review of the literature suggests
that the giants lipomas are at least 10 cm in diameter in
one dimension or weigh a minimum of 1000 g.
Brandler reported the largest tumor, weighing 22.7kg,
after surgical removal. The tumor was of 11 years
duration and was excised from the region of the
scapula.2

Radiologic evaluation is helpful for both diagnosis
and preoperative planing. Plain radiographs may de-
monstrate lucency in the soft tissue consistent with fat. A
computed tomography scan and magnetic resonance
imaging offer essential further information. Magnetic
resonance imaging is a widely recommend modality.5

This is based on its unrivalled soft tissue contrast and
multiplanar imaging capability. The clinical presentation
and radiographic imaging all help support a diagnosis of
infiltrating lipoma, yet a liposarcoma cannot be defini-
tively excluded until tissue analysis has been performed.6

Lipomas are generally well encapsulated, and much of
the dissection may be done bluntly.5 Lipomas are treated
by marginal resection. Some of the larger ones must be
studied carefully microscopically to avoid confusion
with the better differentiated types of liposarcoma.

Lipomas have been reported in all anatomic areas of
the body and most commonly arise in subcutaneous
tissue layers. Ulceration of the tumor surface is the
most common change in giant lipomas, followed in
frequency by infection, gangrene, and calcifications.7

Cutaneous lipomas rarely become liposarcomas. Giant
cutaneous lipomas are primarily a cosmetic problem,
especially in the trunk. They may cause functional
limitations, lymphedema, or compression signs, espe-
cially if they become very large dimensions; however,
this is unusual. A deep lipoma adjacent to motor nerve
of the extremities may cause neuromuscular dysfunc-
tion with paralysis. We encountered no complication
because of the anatomic location. The patients that we
receive usually demand treatment because of cosmetic
reasons not because of any functional limitations;
however, in this particular case, the patient demanded
treatment because of functional limitation, not because
of any cosmetic reasons.

However, most of the lipomas located on the trunk
are asymptomatic; it should be considered that
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Figure 1. (a) The preoperative view of the lipoma. (b) A computed
tomography scan shows giant lipoma of the back.



functional disturbances may become more severe by
increasing size. Giant lipomas located on the trunk do
not cause any compression or destruction. After
surgical resection, complaints of the patient disappear.
Cosmetic and functional improvement is satisfactory
for both the patient and the surgeon.

ESER AYDOĞDU, MD
SERKAN YÝLDÝRÝM, MD

GÜNIZ EKER, MD
TAYFUN AKÖZ, MD

Istanbul, Turkey
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To the Editor:
In the April 2003 issue of the Dermatologic Surgery,
Weisberg and Greenbaum describe several cases of
postinflammatory hyperpigmentation after the use of
the GentleLASE alexandrite laser for hair removal.
They did not know the cause and tried ‘‘to analyze the
possible etiologies.’’ I am certain I know the cause!

The GentleLASE laser uses a spacing device made of
plastic. If one measures the pigmented rings on the
skin, one can see that the diameter corresponds to
where the plastic ring contacts the skin. Note that
there is little pigmentation in the center of the rings.

In some patients, usually those with dark hair, the
ring and the inside of the ring become dirty with
carbonized hair debris. When this happens, I can tell
the change in the flash appearance with each pulse. As
a result of the debris, the ring absorbs more energy and
heats up. It is the heated ring that heats the skin and
produces the pigmentary changes.

All of this can be prevented by regularly observing
for accumulation of debris on the spacing ring,
especially the inside portions.

HOWARD BARGMAN, MD
Toronto, Canada

Response to Letter to the Editor:
Thank you for your interest in our article. We
appreciate your comments regarding the possible
etiology of the pigmentary changes that we observed
while performing hair removal with the alexandrite
laser. We note in the ‘‘discussion’’ section of our article
that ‘‘the pattern of the hypopigmentation corresponds
to both the size and shape of the end of the distance
gauges that contact the skin’’. Additionally, we state
the following: ‘‘Both heat and cold can generate
pigmentary dyschromia. Dermatologists see this in
the hypopigmentation that can result after treatment
with liquid nitrogen as well as after carbon dioxide
laser resurfacing. In our particular cases, the pattern of

pigmentary change suggests cold as the underlying
cause.’’ You propose that the etiology is the accumula-
tion of debris on the end of the distance gauge.

We use a clean distance gauge on each patient and
often change distance gauges several times during a
larger case. Additionally, we wipe the gauges after
approximately every 8 to 10 pulses to get rid of both
debris and accumulated coolant. The fact that we have
never seen this phenomenon occur when treating large,
hairy, male backs is somewhat perplexing. One would
think that this scenario would be the most likely one
for the accumulation of material on the distance
gauges. The fact that we saw this pattern develop on
the feet of a young woman with very little hair on
them makes me wonder if enough ‘‘debris’’ would
accumulate on the distance gauge to cause the effect
we saw, especially during the first few pulses. One
would also speculate that if indeed the gauges were hot
enough to cause in essence a superficial burn of the
skin, the patients would immediately complain of
significant discomfort even before the laser being fired.
None of our patients did this.

Also of striking interest is the dramatic symmetry of
the rings themselves. If indeed accumulation of debris
on the distance gauges was solely responsible for this,
it would seem hard to imagine the debris accumulating
in such a uniform pattern. One would more likely
expect ‘‘hot spots’’ along the circumference of the
distance gauge leading to interrupted, discontinuous
rings.

In summary, we agree that debris buildup can be a
problem, and physicians who perform laser hair
removal should be made aware of this. However, for
the reasons discussed previously here, we do not feel
that it was the cause of the pigmentary changes that we
observed.

STEVEN S. GREENBAUM, MD
Philadelphia, PA

NOAH K. WEISBERG, MD
West Palm Beach, FL
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Re.: Island Pedicle Flap Innovations

To the Editor:
Hairston and Nguyen’s scholarly article on innova-
tions of island pedicle flaps1 is historically and
factually incorrect regarding certain of these. In stating
that ‘‘the first modification to the island pedicle flap is
a single lateral pedicle,’’1 the authors have overlooked
the very extensive developmental work on the bipe-
dicled island flap carried out by the undersigned, with
innumerable presentations and publications on that
same subject dating back to 1979.2–9 I had previously
appraised Dr. Nguyen of these facts, but they were not
contained in the publication.

It was also written, ‘‘Lateral pedicles may be of
either dual or single design: bilateral pedicles max-
imize the vascular supply but have movement re-
straints when compared with a single lateral pedicle.
The single lateral pedicle may be used to enhance flap
mobility while also preserving vascular flow.’’1

Although factual, there are other maneuvers to allow
for greater forward movement of the bipedicled flap
without severing one of the neurovascular pedicles
completely. The tail may be severed obliquely down-
ward, as described and demonstrated by the under-
signed many years ago (Figure 4 of my original article
in 1980 and as the authors diagram in their Figure 3
from the Mayo Foundation). The superior portion is
partially separated from the underlying fat bed in an
angled manner that leaves an anastomotic margin that
thickens as the pedicle stalk is formed. The inferior
portion or ‘‘tail’’ is then grasped, pulled up, and by
blunt dissection separated in the upper fat.4 The
cutaneous island then moves further forward. Also,
in the development of a bipedicled flap, each of the
pedicles may be partially slit one or more times, with
each slit then acting as a ‘‘relaxing incision’’ along the
pedicle length and allowing further forward move-
ment. Severance of an entire pedicle may be completely
unnecessary, as very significant forward movement
may be obtained without compromise of the vascular
supply. An initial consideration and immediate surgi-
cal formation of a single lateral pedicle obviate the
additional safety and support of the dual or bipedicled
arrangement. The single pedicle is especially valuable
when bringing in island tissue from a more lateral or
oblique source or if the subcutaneous tissue of a single
side has a decreased blood supply from scar, radiation,
etc., and viable tissue is thereby available only
unilaterally.

Subcutaneous island flaps obviously require sub-
cutaneous tissue, obviating most forehead and temple
applications, and require ‘‘an excellent understanding
of the course of the frontal nerve.’’10 Invasion to the
depth of muscle and movement, including muscle, are
not subcutaneous island flaps but musculocutaneous
flaps. A careful analysis of the needs of any particular
defect closure seems singularly appropriate, and
unnecessary involvement of muscle planes seems
inappropriate. When such is necessary for adequate
movement, a knowledge of the axial,10 central, and
lateral perforating vasculature may be required, as
well as the severance of restraining fibrous bands,
fascia, and muscle.11

LAWRENCE M. FIELD, MD, FIACS
Foster City, CA
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To the Editor:
I am grateful that Dr. Field has reminded all of us of
valuable historical precedents. I assure you that any
omission of your work was not intentional. Thank you
again for your contributions.

TRI H. NGUYEN, MD
Houston, TX
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