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A Giant Pedunculated Mass on the Left Buttock: A Quiz
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A 26-year-old Japanese man presented with an asympto-
matic, soft, pale-pink and light-brown, pedunculated mass
measuring 32 x 10 cm with a cobblestone-like surface on
the left buttock (Fig. 1). Multiple soft, pale-pink nodules up

Fig. 1. Clinical image. A large (32 x 10 cm), asymptomatic, soft, pale-
pink and light-brown, pedunculated mass with a cobblestone-like surface
was observed on the left buttock, with multiple soft, pale-pink nodules
clustered on the lateral skin of the mass.

to 1 cm in size were clustered on the lateral skin of the mass
(Fig. 1). The mass and nodules were limited to these regions.
He noticed multiple papules on the left buttock at the age of
10 years, which slowly increased in size. He was otherwise
healthy and had no family history of similar lesions. A skin
biopsy specimen from the mass showed abundant mature
adipocytes in the dermis, with infiltration of lymphocytes
around the blood vessels and hair follicles (Fig. 2A, B). In
addition, irregular elongation of the rete ridges was observed
(Fig. 2A). Computed tomography images revealed a mass
with fat concentration originating from the left buttock, but
no lesions in the muscles or anus (Fig. 3). No abnormalities
were observed in the abdominal organs.

What is your diagnosis?

Differential diagnosis 1: Cerebriform sebaceous naevus
Differential diagnosis 2: Connective tissue naevus
Differential diagnosis 3: Naevus lipomatosus cutaneous
superficialis

Differential diagnosis 4: Condyloma acuminatum

See next page for answer.

Fig. 2. Histological images. Mature
adipocytes occupied more than half of the
dermis, with lymphocyte infiltration around
the blood vessels and hair follicles, and the
hair follicles contained some vellus hairs
(haematoxylin-eosin staining, bars in the
image = 100 pm).

Fig. 3. Computed tomography image. A fat-containing mass
originating from the left buttock.
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Diagnosis: Naevus lipomatosus cutaneous superficialis

Naevus lipomatosus cutaneous superficialis (NLCS) is a
rare skin hamartoma characterized by the growth of mature
adipocytes in the dermis and was first described by Hoffman
and Zurhelle in 1921 (1-6). There is no sex predilection or
heredity (1). NLCS is divided into 2 clinical forms: multi-
ple (classic) and solitary (1-5). Multiple forms are usually
inborn or occur in adolescence, with multiple soft, yellowish
to skin-coloured, pedunculated papules or nodules that may
coalesce into plaques, often on the buttocks or upper thighs.
The solitary form usually presents in adulthood as a papule
or nodule anywhere on the body, mimicking a soft fibroma.
In the current case, multiple nodules were clustered on the
lateral skin of the giant mass, suggesting multiple forms.

NLCSs rarely grow to large sizes. Therefore, the number
of reported cases is limited. To our knowledge, 14 cases of
giant NLCS (over 15 cm), including our case, have been
reported; a literature search was performed on PubMed in
August 2024, using the search term “giant NLCS”. Giant
NLCS predominantly affected males (64%). The onset age
ranged from 0 to 30 years (mean: 14.5 years). The time from
disease onset to diagnosis was long (mean: 20 years). This
might be due to the asymptomatic slow progression of the
lesions. In cases where a medical or family history was do-
cumented, no abnormalities were noted. The largest NLCS
mass was 106 x 30 cm in the back and sacral regions (2).
The most common site was the buttocks, but lesions also
occurred in other parts of the body, including the neck (2),
back (2, 3), and vulva (4), or in more than 2 body regions
(2, 3). In addition, most cases showed multiple forms, and
there are 2 growth patterns of lesions: 1 pattern in which
only some parts of the lesions grow (4), as in the current
case, and another pattern in which the entire lesion grows
(2,3,5,0).

The histological feature of NLCS is mature adipocytes
filling more than 10% of the dermis (1-6). The adipocytes
most commonly form aggregates around blood vessels, but
may also be present as solitary adipocytes between collagen
bundles (1). The lesions may contain skin appendages,
including hair follicles; in the current case, the hair fol-
licles contained some vellus hairs, indicating a feature of
hamartoma. Moreover, the epidermis may show acanthosis,
hyperkeratosis, basal pigmentation, and elongation of the
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rate ridges (1). Although rare, 2 cases of giant NLCS with
muscular lipomatosis have been reported (5, 6). In 1 case,
magnetic resonance imaging (MRI) showed fat infiltration
in the gluteal muscle and a 5 cm mass was completely
resected; however, NLCS and muscular lesions recurred
simultaneously and grew to a large size (5). The remaining
patient underwent complete excision of a 10 X 5 cm mass in
the sacral region, but NLCS subsequently recurred and the
muscular lesion grew large enough to compress the sciatic
nerve, causing neuropathy (6). These facts suggest that a
giant NLCS is associated with fat infiltration into the muscle
and postoperative recurrence of lesions. Therefore, it is im-
portant, especially in patients with giant NLCS, to confirm
the presence of muscular lesions using imaging tests such as
computed tomography (CT) or MRI before surgery and to
plan complete resection to avoid postoperative recurrence.

Although conservative therapeutic interventions for
NLCS include CO, ablative lasers, sodium deoxycholate,
and cryotherapy (2, 4), recurrence may occur (4). Surgical
excision of the entire lesion is the preferred approach when
treatment is required for functional or cosmetic reasons
(1-6). All reported cases of giant NLCS underwent surgi-
cal excision combined with flap transfer or skin grafting if
extensive surgical excision was required (2, 6). In the cur-
rent case, CT images confirmed the absence of muscular
lesions, and no recurrence has occurred for 4 months after
complete excision.
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