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Had this been the only mechanism responsible 
for incision site tumor implantation, the rate of 
incisional metastases would have been very high 
following intracranial tumor surgeries as these 
tumors are mostly removed piecemeal, but this is not 
the case. The tough duramater and bone may have a 
role in preventing the occurrence of incisional tumor 
implantation. It is also likely that a lack of awareness 
may have led to this phenomenon being neither 
suspected nor investigated for and consequently 
being.under‑reported. Retrograde spread of tumor 
secondary to lymphatic obstruction has been 
proposed to be a cause of incisional metastases 
following abdominal oncologic surgeries.[3] Altered 
tissue resistance at previous surgical sites has also 
been proposed to be a predisposing factor especially 
in needle tract sites from needle biopsies of various 
tumors.[4,5]

FNAC is the preferred investigative modality for the 
identification of cutaneous metastases as it provides 
a rapid and accurate diagnosis and has been shown 
to have a sensitivity and specificity approaching 
100%. The most common manifestation of cutaneous 
metastases is the formation of nodules and these are 
readily amenable to needle aspiration. Management 
of incisional recurrence following gastrointestinal 
oncologic surgeries includes salvage surgery with 
or without irradiation. If only the skin incision 
involved without the involvement of underlying 
tissues, radiation therapy can be utilized to avoid 
additional tissue damage to the prior treatment 
area. Our patient had multiple skin nodules with no 
underlying involvement and hence she was offered 
radiotherapy.

Incision site tumor implantation following intracranial 
tumor surgeries is rare. Of the various intracranial 
malignancies, glioblastomas and metastatic 
intracranial tumors have been reported to develop 
incision site implantation. When present, these lesions 
portend a poor prognosis.
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Classic form of nevus lipomatosis 
cutaneous superficialis of vulva

Sir,
Nevus lipomatosis cutaneous superficialis is a rare 
idiopathic hamartoma of adipocytes. We report a 
classic form of nevus lipomatosis which occurred 
on the vulva, an unusual site for this lesion. Nevus 
lipomatosis involving the genitalia can cause 
psychological trauma to the child as well as parents 
and hence requires treatment and counseling.

A 10‑year‑old girl was brought to us by her anxious 
parents for a polypoidal growth over the right vulva. 
It began as an asymptomatic, soft, hypopigmented 
swelling since birth which was gradually increasing 
in size for two years. Physical examination revealed a 
non‑tender, well defined, yellow‑colored, soft plaque 
measuring 15 × 9 cm over the right labium majorum, 
mons pubis, inguinal fold and upper medial thigh. 
There was a soft pedunculated polyp measuring 
1.5 × 1 cm over the right labium majorum [Figure 1]. 
The polyp was excised and the surrounding plaque was 
subjected to a skin biopsy [Figure 2]. Histopathological 
examination revealed orthokeratosis, follicular 
plugging and acanthosis with lobules of mature 
adipose tissue separated by bundles of collagen 
in the reticular dermis [Figure 2]. These findings 
were consistent with the clinical diagnosis of nevus 
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Figure 1: Well-defined yellow colored soft plaque over the right 
labium majorum and mons pubis extending onto the inguinal fold 
and upper medial thigh, with a soft pedunculated polyp over the 
right labium majorum`

Figure 2: Lobules of mature adipose tissue separated by bundles 
of collagen in the reticular dermis (H and E, ×40)

lipomatosis cutaneous superficialis. The girl was 
referred to a plastic surgeon for staged excision.

Nevus lipomatosis cutaneous superficialis is a 
hamartoma of adipocytes, first reported by Hoffmann 
and Zurhelle[1] in 1921. It is histologically characterized 
by the presence of mature adipocytes in the dermis 
that lack any connection with the subcutaneous fat.[2] 
The pathogenesis of nevus lipomatosis is unknown 
and several theories including adipose metaplasia, 
heterotopias of adipocytes, and adipocytes originating 
from dermal vessel walls have been proposed.[3]

There is no gender predilection and the condition is not 
heritable. It consists of two clinical subtypes, the classic 
multiple and the solitary form.[2,3] The classic form 
usually appears at birth or within the first two decades of 
life and presents as multiple, usually unilateral lesions. 
It may be present in a band‑like, linear or zosteriform 
pattern. It has a predilection for the pelvic girdle area 
i.e.,buttocks and upper part of posterior thigh but can 
also occur on the chest, abdomen and face. It presents 
as multiple dome‑shaped papules that are sessile or 
pedunculated. These usually appear simultaneously 
and are stable though a few papules may increase in size. 
The surface of nevus lipomatosis is usually smooth, as 
was observed in our case. But in rare cases, the surface 
can be wrinkled, cerebriform or have a peau d’ orange 
texture. The rare solitary form appears as a plaque or 
linear lesion in the third to sixth decade of life and has 
no predilection for any specific site.[3]

Our case is a classic form of nevus lipomatosis 
cutaneous superficialis of vulva that appears not to 

have been previously reported though there are reports 
of the solitary form of nevus lipomatosis involving 
the labium majorum[4] and clitoris.[5] The differential 
diagnosis includes lipoblastoma and congenital 
lipoma.[4] Lipoblastoma, a rare benign mesenchymal 
tumor of infancy arising from fetal adipose tissue 
shows lobules of immature adipocytes in a myxoid 
matrix. Congenital lipoma shows mature adipocytes 
in subcutaneous tissue unlike nevus  lipomatosis 
cutaneous superficialis, where mature adipocytes are 
seen in the dermis without having any connection to 
the subcutaneous fat.[4]

Nevus lipomatosis cutaneous superficialis usually 
does not require any treatment but surgical excision 
or intralesional phosphatidylcholine can be tried if 
it involves the genitalia and causes psychological 
trauma to the patient.[6] Intralesional sodium 
deoxycholate (24 mg/ml) followed by intralesional 
phosphatidylcholine (50 mg/ml) has been reported 
to cause clinical and histological resolution 
but post‑injection erythema, postinflammatory 
pigmentation and scarring have been observed.[7] 
The detergent action of sodium deoxycholate causes 
fat cell destruction and the released fatty acids are 
emulsified by phosphatidylcholine.[8,9] The optimal 
concentration and the injection depth of these drugs 
is not yet established.

Nidhi Singh, Rashmi Kumari,  
Devinder Mohan Thappa, Rakhee Kar1, 

Sivashankari Kulandaisamy
Departments of Dermatology and 1Pathology,  
Jawaharlal Institute of Postgraduate Medical  

Education and Research,  
Puducherry, India



Letters to the Editor

475Indian Journal of Dermatology, Venereology, and Leprology | September-October 2014 | Vol 80 | Issue 5

Address for correspondence: Dr. Rashmi Kumari, 
Department of Dermatology, 

Jawaharlal Institute of Postgraduate Medical Education and 
Research, Puducherry ‑ 605 006, India.  

E‑mail: rashmi.sreerag@gmail.com

REFERENCES

1. Hoffmann E, Zurhelle, E. Über einen Naevus lipomatodes 
cutaneous superficialis der linken Glutaalgegend. Arch 
Dermatol Syphilol 1921;130:327‑33.

2. Jones EW, Marks R, Pongsehirun D. Naevus superficialis 
lipomatosus: A clinicopathological report of twenty cases. 
Br J Dermatol 1975;93:121‑33.

3. Dotz W, Prioleau PG. Nevus lipomatosus cutaneous 
superficialis. A light and electron microscopic study. Arch 
Dermatol 1984;120:376‑9.

4. Nakashima K, Yoshida Y, Yamamoto O. Nevus lipomatosus 
cutaneous superficialis of the vulva. Eur J Dermatol 
2010;20:859‑60.

5. Hattori R, Kubo T, Yano K, Tanemura A, Yamaguchi Y, Itami S, 
et al. Nevus lipomatosus cutaneous superficialis of the clitoris. 
Dermatol Surg 2003;29:1071‑2.

6. de Paula Mesquita T, de Almeida HL Jr, de Paula Mesquita MC. 
Histologic resolution of naevus lipomatosus superficialis 
with intralesional phosphatidylcholine. J Eur Acad Dermatol 
Venereol 2009;23:714‑5.

7. Kim HS, Park YM, Kim HO, Lee JY. Intralesional 
phosphatidylcholine and sodium deoxycholate: A possible 
treatment option for nevus lipomatosus superficialis. Pediatr 
Dermatol 2012;29:119‑21.

8. Rotunda AM, Suzuki H, Moy RL, Kolodney MS. Detergent 
effects of sodium deoxycholate are a major feature of an 
injectable phosphatidylcholine formulation used for localized 
fat dissolution. Dermatol Surg 2004;30:1001‑8.

9. Salti G, Ghersetich I, Tantussi F, Bovani B, Lotti T. 
Phosphatidylcholine and sodium deoxycholate in the treatment 
of localized fat: A double‑blind, randomized study. Dermatol 
Surg 2008;34:60‑6.

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/0378-6323.140330

PMID:
*****

Annular elastolytic giant cell 
granuloma treated with topical 
pimecrolimus

Sir,
Annular elastolytic giant cell granuloma is a rare 
granulomatous skin disease characterized by loss 
of elastic fibers along with elastophagocytosis by 
multinucleated giant cells. It clinically presents as small 

papules which evolve into annular and serpiginous 
plaques that have slightly raised borders. The centre 
of the plaque may show hypopigmentation or atrophic 
changes or both. These are found most commonly 
over the sun‑exposed areas but can be seen over 
sun‑protected areas as well. The other clinical variants 
include a pure papular form with absence of centrifugal 
annular lesions and those with reticular, brown to livid, 
partly atrophic skin lesions.[1,2] The etiopathogenesis of 
this condition is not clear. It is thought that ultraviolet 
radiation, heat or other unknown factors transform the 
antigenicity of the elastic fibers thus inducing a cellular 
immune response.[3] The condition usually follows 
a chronic course, although cases of spontaneous 
remission have been described. The treatment remains 
a challenge and several therapeutic modalities have 
been tried. These include topical, intralesional and 
systemic steroids, clofazimine, cryotherapy, dapsone, 
cyclosporine A, methotrexate, psoralen plus ultraviolet 
A therapy, narrowband ultraviolet B therapy, retinoids, 
fumaric acid esters, antimalarials, topical calcineurin 
inhibitors and tranilast alone or in combination with 
pimecrolimus.[1‑5] We report a case of annular elastolytic 
giant cell granuloma successfully treated with topical 
pimecrolimus.

A 63‑year‑old man with complained of two gradually 
increasing mildly itchy, annular plaques over the right 
parietal and occipital scalp for 4 months. The lesion over 
the parietal scalp appeared first and measured 11 cm in 
diameter while the other appeared a month later and 
was 4 cm wide. On examination, these annular plaques 
had slightly raised, brownish, serpiginous borders and a 
hypopigmented atrophic center [Figure 1a and b]. There 
were no other skin or mucosal lesions. Skin biopsy 
revealed a non‑palisading granulomatous infiltrate in the 
upper dermis with many multinucleated giant cells and 
signs of elastophagocytosis [Figure 2a and b]. Van Gieson 
special staining revealed loss of elastic fibers in the areas 
of granulomatous infiltrate [Figure 2c]. On the basis of 
clinical and histopathological data, a diagnosis of annular 
elastolytic giant cell granuloma was made. The patient 
was treated with pimecrolimus 1% cream twice daily. 
The lesions resolved with residual atrophy after 3 weeks 
after which we stopped therapy [Figure 1c and d]. There 
was no recurrence at follow up two months later.

The treatment of annular elastolytic giant cell granuloma 
is empirical as there is no standard therapy for this 
chronic disorder. Limited areas of involvement are 
treated topically, usually with corticosteroids. However 
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