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matrix. Nail bed lesions are most likely to appear as 
bluish or red foci, 1-5 mm in diameter, beneath the 
nail. Erythronychia and distal onycholysis may be seen. 
Dorsal tumours can lead to the nail deformity and bluish 
discoloration. Our patient had longitudinal beading of 
nail plate probably due to lateral compression of matrix 
by the tumour.

The diagnosis is based on clinical symptoms and signs 
and confirmed by histopathology. Radiographs are 
of limited usefulness in the diagnosis, while high-
resolution MRI is the most sensitive and the primary 
diagnostic imaging modality of choice. High-resolution 
USG can detect tumours as small as 3 mm, but small flat 
subungual lesions can be overlooked. 

The treatment of choice for solitary glomus tumour is 
excision and should be considered in a symptomatic 
lesion. To prevent nail deformity, periungual 
approach is preferred for peripheral tumours while 
transungual approach followed by meticulous repair 
of the nail bed is preferred for tumours developing in 
the central region.[1] For lesions that are deep seated 
proximally, lateral incision through paronychium is 
recommended.[2] 

Recurrence is seen in 20% cases and is mostly due to 
incomplete excision or local invasion[1] Malignant change 
is exceedingly rare and account for <1% of glomus 
tumours. 

In summary, we report this case for the rare presentation 
of glomus tumour (severe morbidity with subtle clinical 
signs). With the strong clinical suspicion and mass lesion 
on UBM, the area of maximum tenderness was explored. 

Tumour became apparent on excision of involved area 
and led to complete resolution of pain. Hence, glomus 
tumour should be considered in the differential diagnosis 
of localised excruciating pain over distal extremities 
without any obvious swelling.
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Dear Editor,
A 25-year -o ld  male  presented  wi th  c lose ly 
aggregated, large, soft polypoid skin-coloured 
outgrowths ranging from 3 mm to 3 cm over the 
medial aspect of left upper thigh from the past 
3 years. The lesions had been electrosurgically 
removed about a year back but there was recurrence 
over the past few months. The larger lesions were 
pedunculated and grouped while the smaller ones 
were sessile and discrete. The lesions were otherwise 
asymptomatic except for discomfort due to friction 

Large Skin Tags on the Thigh

against the other thigh during walking. Most of the 
larger lesions had a conspicuous convoluted surface. 
The surrounding and the intervening skin was slight 
hyperpigmented [Figure 1]. Histopathology of one 
of the pedunculated lesions revealed the presence 
of aggregated mature lipocytes, especially about the 
blood vessels in the dermis [Figures 2 and 3], with 
no connection with the subcutis—features consistent 
with Nevus lipomatosus cutaneous superficialis 
(NLCS).
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Figure 2: Photomicrograph showing acanthotic papillomatous 
epidermis with the presence of mature adipocytes (clear 
spaces) in the papillary dermis. [H and E, 40×]

Figure 3: Photomicrograph showing aggregation of lipocytes 
(L) around the blood vessels (BV) [H and E, 40×]

NLCS is a rare connective tissue hamartoma 
characterised by the presence of ectopic mature 
adipocytes in the dermis. Usual age of occurrence is 
the second decade of life with equal sex predilection. 
Clinically, two forms of NLCS have been described—
multiple and solitary. Multiple, soft, flesh-coloured 
papulonodules, sometimes in a linear pattern, was 
first described by Hoffmann and Zurhelle (1921).[1] The 
lesions may be sessile or pedunculated and generally 
occur in a clustered fashion with either a smooth, or 
a rather characteristic cerebriform/wrinkled surface 
with or without comedonal plugs. The gluteal region, 
upper thigh and the back are frequently involved.[2] 
The solitary form occurs later in life and commonly 
involves the trunk. It may develop as a sessile dome-
shaped papule, a plaque, or a pedunculated lesion 
that may be indistinguishable from a broad fatty 
fibroepithelial polyp. The occurrence of both the 
forms at unusual sites has also been documented.[3,4] 
Although the exact pathogenesis of NLCS is unclear, 
several hypotheses like adipocyte metaplasia of 
the dermal connective tissue during degenerative 
process, and the origin of lipocytes from the pericytes 
of superficial dermal vessels have been put forth. 
Some authors believe NLCS is a true hamartoma 
characterised by heterotrophic proliferation of 
lipocytes.[5] Histopathologically, the pathognomonic 
finding is the presence of mature lipocytes in papillary 
dermis, especially aggregated around the blood 
vessels, without any connection to the subcutis. The 
number of lipocytes may be quite variable ranging 
from less <10% to >70% of the lesion. The perivascular 
concentration of the lipocytes is especially pronounced 
when these are fewer. Other dermal changes include 
thickening of collagen, and an increase in the number of 
blood vessels and fibroblasts. The overlying epidermis 
may either be normal or acanthotic and papillomatous 
with or without dilated follicular ostia.[2,6] NLCS should 
be differentiated from maturing dermal melanocytic 
nevi, papulonodular lesions of Goltz syndrome (focal 
dermal hypoplasia), and large fibroepithelial polyps 
(acrochordons). Dermal melanocytic nevi appear as 
skin-coloured dome-shaped papules or nodules in 
which the nevomelanocytes are fewer as these are 
replaced by fatty tissue during the process of their 
maturation.[7] Soft yellowish nodules in a linear pattern 
may be seen in Goltz syndrome as a result of herniation 
of the subcutaneous fat in to the attenuated dermis. 
Histopathologically, the presence of fat beneath 
the epidermis that is connected to the subcutis and 
profound attenuation of collagen and appendages 
differentiate these lesions of Goltz syndrome from 
NLCS.[8] Solitary lesions of NLCS are indistinguishable 
both clinically and histopathologically from the 
solitary bag-like fibroepithelial polyps except that 
the former may have a broader base.[6,7,9] NLCS is 

Figure 1: Multiple confluent and discrete soft fleshy polypoid 
lesions with the cerebriform surface
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a benign asymptomatic condition and treatment is 
indicated only for cosmetic reasons. Complete excision 
is recommended as recurrence following ablative 
procedures, as in this case, has been reported.[5]
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Dear Editor,
Deshmukh et al. published a case of “Superficial large 
basal cell carcinoma over face, reconstructed by V-Y 
plasty”.[1]

As the authors suggest, the VY flap is a very versatile 
option and is an excellent form of reconstruction on the 
face.[2]

This however is a complex case for both oncological 
excision and reconstruction, and clearly documents 
the difficulties encountered in surgical excision and 
reconstruction in this area. 

The options for oncological excision include Mohs 
micrographic surgery (MMS), surgical excision with a 
margin and the use of intra-operative frozen sectioning. 
The reconstructive options include skin grafting and 
local flap reconstruction as a one-stage or two-stage 
procedure.

For a large Basal cell carcinoma (BCC), oncological 
clearance is imperative prior to any reconstruction. MMS 
is the best method of establishing oncological clearance 

Re: Superficial Large Basal Cell Carcinoma over the Face, Reconstructed 
by V-Y Plasty

while minimising the subsequent defect required for 
reconstruction.[3] Where MMS is not available, suitable 
surgical oncological clearance must be confirmed prior 
to definitive local flap reconstruction. In the absence of 
MMS. this is most commonly performed using frozen 
sectioning examination intra-operatively. 

Where surgical excision with a margin and reconstruction 
is required where oncological excision has not been 
confirmed intra-operatively. a skin graft — either split 
thickness or full thickness-is the best method of initial 
reconstruction from an oncological standpoint. This 
allows routine haemotoxylin and eosin assessment as 
used by the authors[1] to confirm oncological clearance. If 
oncological clearance is not achieved, a further excision 
can be performed easily subsequently. This is not the 
case when a re-excision is required with a local flap 
reconstruction where theoretically all the local flaps 
should be removed in the re-excision specimen. A local 
flap for a defect of this extent would not therefore be 
recommended as a one-stage reconstructive option 
without clarification of oncological clearance.

As the authors suggest, a skin graft can lead to a contour 
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