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Gone in 30 Seconds: A Quick and Simple
Technique for Subcutaneous Lipoma Removal
Sir:

L ipomas are the most common soft-tissue tumors1

and a common reason for referral to plastic sur-
geons. In efforts to minimize and conceal scars, plastic
surgeons have developed a number of techniques to mod-

Table 1. Distribution of Means and 95% Confidence Intervals of the Area Dimensions Treated during the Three
Periods of Evaluation

Evaluations

Regions Preoperative Immediate Postoperative Subsequent 90 Days

Face and mentum
Mean � SE 30.00 � 0.64 27.00 � 0.39 23.50 � 0.34
95% CI 28.59–31.41 26.14–27.86 22.76–24.24

Right arm
Third superior

Mean � SE 36.43 � 0.78 34.14 � 0.67 32.14 � 0.77
95% CI 34.51–38.34 32.50–35.78 30.26–34.03

Third medium
Mean � SE 31.86 � 0.86 30.43 � 0.81 28.43 � 0.68
95% CI 29.76–33.95 28.44–32.42 26.75–30.10

Third inferior
Mean � SE 29.14 � 0.77 28.00 � 0.69 26.14 � 0.67
95% CI 27.26–31.03 26.31–29.69 24.50–27.78

Left arm
Third superior

Mean � SE 36.14 � 0.99 33.64 � 1.02 32.14 � 0.86
95% CI 33.73–38.56 31.16–36.13 30.05–34.24

Third medium
Mean � SE 31.29 � 0.71 30.14 � 0.80 28.57 � 0.84
95% CI 29.54–33.03 28.19–32.10 26.51–30.63

Third inferior
Mean � SE 29.64 � 0.47 29.43 � 1.17 27.14 � 0.86
95% CI 28.49–30.80 26.56–32.30 25.05–29.24

Mammary region
Mean � SE 121.11 � 2.55 109.22 � 2.27 99.00 � 2.09
95% CI 115.23–127.00 103.98–114.46 94.18–103.82

Waist
Mean � SE 80.46 � 2.41 74.46 � 2.04 69.38 � 1.88
95% CI 75.20–85.72 70.02–78.91 65.29–73.48

CI, confidence interval.
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ernize lipoma removal. Some of these techniques include
endoscope-assisted lipoma removal, suction-assisted li-
poma removal, minimal-incision lipoma removal, and re-
mote-incision lipoma extraction.2–5 All of these tech-
niques appear to be successful in lipoma removal, with
very low complication and recurrence rates. However,
some of these techniques require additional equipment
and tedious work through small incisions. We favor a fast
and simple technique using a manual pressure “squeeze”
technique after a small incision is made directly over the
lipoma.

We conducted a retrospective review of all lipoma
removals performed by the senior author (S.P.D.) be-
tween July of 2008 and September of 2011. The prin-
ciples outlined in the Declaration of Helsinki were
strictly observed in this case series study. Informed con-
sent was obtained from all participants. A formal insti-
tutional review board process was not available. Our
surgical technique is presented in Video 1. (See Video,
Supplemental Digital Content 1, which demonstrates
lipoma removal by the squeeze technique, http://links.
lww.com/PRS/A521.) The lipoma is first identified by
palpation and its margins outlined. The area is then
infiltrated with local anesthesia and prepared and
draped in the standard fashion. An incision approx-
imately one-quarter to one-third the diameter of the
lipoma is then carried down to the lipoma capsule.
Without any additional dissection, the lipoma is then
“squeezed” out of the incision. In this video, the
elapsed time from incision to lipoma extraction is 30
seconds.

Over the study period, 140 lipomas were removed in
50 patients using the squeeze delivery technique. Four
lipomas were in the face/scalp region, 42 were in the
neck/thorax, 20 were in the back/flanks, 10 were in the
hips/pelvis, 45 were in the upper extremities, and 19
were in the lower extremities (Table 1). The recurrence
rate was 1.4 percent (two of 140). There were no com-
plications or revisions.

Despite modern advances in lipoma removal, there
remains a role for simple excisional techniques. The
squeeze delivery technique we use was described by
Kenawi in 1995, and since then, the majority of the
literature on lipoma removal has focused on minimally
invasive techniques with small or remote scars, endo-
scope-assisted techniques, or liposuction.1–5 Although
these newer techniques have been shown to be safe and
effective, some require additional setup and equipment
that increase the length of the procedure. The squeeze
delivery technique through a small incision requires only
the most basic instrumentation and can be performed in
a very short time, as demonstrated in Video, Supplemen-
tal Digital Content 1, http://links.lww.com/PRS/A521.

This technique should ideally be performed for sub-
cutaneous lipomas with overlying mobile skin. Deep,
intramuscular lipomas often found in the back or
shoulder region or multilobulated lipomas may require
longer incisions and additional scissors dissection for
complete removal. Another drawback of our technique
is that a small scar will be present directly over the
lipoma, although in most instances the incision can be
favorably oriented along skin tension lines.

We have demonstrated that the squeeze delivery
technique through a small incision is a safe and effec-
tive procedure for subcutaneous lipoma removal that
can be performed quickly without complications and
very low recurrence. It is a simple technique that de-
serves attention amid an array of modern advances.
DOI: 10.1097/PRS.0b013e3182550439
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Table 1. Breakdown of Lipoma Removal by Area

Area No. of Lipomas (%)

Face/scalp 4 (2.9)
Neck/thorax 42 (30.0)
Back/flanks 20 (14.3)
Hip/pelvis 10 (7.1)
Upper extremity 45 (32.1)
Lower extremity 19 (13.6)
Total 140 (100)
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Preparing for the Storm
Sir:

Many years ago, in the 1990s, we saw the right to use
a medical device stripped from our practices by a

bureaucratic organization. Most American Society of
Plastic Surgeons (ASPS) members were in disbelief that
such an event could occur. Breast implants were a major
part of almost all plastic surgical practices as they certainly
are today. How could such a catastrophic event occur?
Obviously, we were not prepared for the storm created by
the media and the political fallout that followed. Yellow
journalism took over the public like a grain field being
accosted by a storm of locusts. Lay individuals who pre-
sented themselves as victims became the experts, as our
organization had little to no clinical data or a logistical
process to support a medical device they had been using
for decades. Yes, we had left ourselves adrift, our boat was
gone, and the sharks were circling.

The president of the ASPS at that time was Norm
Cole, M.D. Dr. Cole has long since retired but, the
lessons he learned and the process he created very
recently helped the ASPS stop such a locust storm. The
concern was a major one, namely, that lymphoma was
possibly directly related to breast implants. A very small
portion of patients who had breast implants were de-
veloping anaplastic large-cell lymphoma (ALCL), a
type of non-Hodgkin’s lymphoma. The proactive ideals
ingrained and research funding organizations created
decades earlier helped prepare us for this storm. How
was this possible? Because of strong leadership within
our plastic surgery societies and funds stored in the
Plastic Surgery Foundation.

The issue of ALCL and breast implants broke in the
press in January of 2010. An immediate strong media
response was made by our leadership, with our then
ASPS president, Dr. Phil Haeck, leading the parade.
Ignoring the issue and hoping it would go away was
never a consideration. Allowing history to repeat itself
was not going to happen. Again, everybody from oc-
cupational/preventive medicine physicians to the lay
patient victims suddenly became self-proclaimed ex-
perts on the most studied biomedical device in human
history, the breast implant. Plastic surgeons were por-
trayed as foxes guarding the hen house. However, this
time we had been proactive and made preparations and

were ready for the storm of locusts. This time, we had
acquired real data, which supported that ASPS mem-
bers were acting in the best interest of their patients
and not their bottom lines. Publications where rap-
idly distributed in Plastic Surgery News and journals
such as Plastic and Reconstructive Surgery. The public
was made aware of our primary concern for patient
safety and dedication to the integrity of our profes-
sion. A $200,000 RAND Corporation research project
funded by the Plastic Surgery Foundation helped
amplify the unusualness of ALCL and breast im-
plants. Cooperative efforts across society lines (e.g.,
ASPS, American Society for Aesthetic Plastic Sur-
gery) solidified our position. The crisis came to a
head in the fall of 2011 with the U.S. Food and Drug
Administration once again center stage. Our proac-
tive evidence-based patient safety approach; clear
and concise position on the rarity of ALCL and breast
implants; and a talented, trained, and experienced
panel from our plastic surgery societies were praised
by this regulating agency. The list of actions, efforts,
and funds required by all parties involved to inform
and convince the medical community, the public at
large, and the media to the real facts of this issue are
too numerous to list. Fortunately, reason, responsi-
bility, and science persevered to prevent another
implant moratorium. The storm had been averted.

So why should the average ASPS member care? Con-
sider if the vast funds made ready by the Plastic Surgery
Foundation to assist in the resolution of the issue of
ALCL and breast implants had not been available. What
would the loss of the ability to use breast implants mean
to your patients and your practice in plastic surgery
today?

Yearly contributors to the Plastic Surgery Foundation
by ASPS members are at an all-time low (�25 percent
of members). Recently, a request was made of the ASPS
membership to become part of the “Drive for 75” in an
attempt to return the Plastic Surgery Foundation donor
rate to that of the 1990s (80 percent). The response has
been less than favorable. Based on our experiences at
our 2011 national meeting in Denver, Colorado, most
ASPS members seemed unaware of how contributions
to the Plastic Surgery Foundation are used. A Plastic
Surgery Foundation Web site has been created to en-
lighten our membership (http://www.thepsf.org/).
Many ASPS members refused to donate, stating “The
economy is bad; this should be why I pay my dues.” They
believe that preventing such storms is what any good
national organization is supposed to be doing for them,
and they are absolutely correct! Unfortunately, ASPS
membership dues fall very short in preparing for such
events. According to Dr. Cole, this was one of the rea-
sons why the Plastic Surgery Foundation was created.
He relayed that relying on manufacturers and vendors
for long-term hard clinical data could be wishful think-
ing. Possibly, as an ASPS member you can begin to see
what is being done with your Plastic Surgery Founda-
tion funds. Please join our “Drive for 75” group so we
can continue preparing for these locust storms that
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