


Letters to Editor

of symmetrical lipomatosis with diabetes mellitus, 
hyperlipoproteinemia, hypothyroidism, gout and 
systemic mitochondrial diseases has been described in 
literature.[1,2] It is often dismissed as simple obesity due to 
the absolute symmetry in the subcutaneous deposition 
of unencapsulated fatty masses. Pathogenesis of this 
disease is suspected to be a defect in the adrenergic 
stimulated lipolysis that results in massive accumulation 
of lipomatous tissue. Another theory on accumulation 
of embryological brown fat has also been proposed.[1,3] 
The symptoms of the patient are primarily due to the 
cosmetic disfigurement. Fat deposition in the parotid 
region (hamster cheeks), cervical region (horse collar), 
posterior neck (buffalo hump) and upper trunk gives the 
patient a “pseudoathletic appearance” that resembles 
the Italic statue of 6th century BC “Capestrano 
Warrior”, discovered in Abruzzi (Italy).[1,3] Some patients 
also present with peripheral neuropathy, autonomic 
nervous system manifestations and symptoms due 
to compression of the airway, oesophagus, carotids 
or venacava. The steady increase in weight, despite 
attempts at dieting, often leads to the judgment of “a 
non compliant patient.” There are two phenotypical 
variants of the disease, Types 1 and 2. Type 1 is common 
in males with protruding masses around the neck and 
upper thorax with relative sparing of the trunk and 
extremities. Type 2 is seen in females with predominant 
deposition over the proximal part of extremities and 
trunk resembling obesity. [1] Till date, there has only 
been one reported case of malignant transformation in 
benign symmetrical lipomatosis. An association of the 
disease with malignancies of the aerodigestive tract has 
been described by some authors. [4] 

Workup of the disease includes clinical examination, 
sonography, computerised tomography and fine 
needle aspiration cytology. The important differential 
diagnosis includes liposarcoma, multiple familial 
lipomatosis, Dercum’s disease, neurofibroma, drug-
induced lipomatosis (steroidal and antiretroviral 
drugs), angiolipoma and hibernoma. Alcohol abstinence 
prevents progression of the disease.[1] Surgical treatment 
includes lipectomy and liposuction.[1] The use of 
ultrasound assisted liposuction has also been reported.
[5] Surgical intervention is complicated by the increased 
vascularity and the tendency of non encapsulated 
masses to invade the tissues around them. The disease 
almost never undergoes spontaneous degeneration and 
has a high propensity to recur.[5]

An anomalous course of 
the radial artery: Dissect 
rather than resect
Sir,
Carpal tunnel syndrome is the most common entrapment 
neuropathy. Rare aberrant-bifid tendon, muscle, nerve or 
arterial anomalies may be the cause of this syndrome.[1] 
Experienced surgeons do not fail to examine the tunnel 
for anomalies during the operation. We however came 
across an extra-tunnel arterial anomaly during one such 
carpal tunnel decompression.

Our patient had none of the associated diseases except 
for alcoholism. The typical appearance is valuable in the 
spot diagnosis, which is stressed in this article.
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Carpal tunnel syndrome, bilateral, albeit more severe 
on the right side, was diagnosed by neurophysiological 
examinations in a 52-year-old female patient who 
presented with nocturnal pain, tingling and numbness 
for the past 2 years. During the carpal release operation 
performed under axillary anaesthesia with the pneumatic 
tourniquet, we observed that the radial artery ran 
superficial to the transverse carpal ligament and turned 
medially distal to the ligament [Figure 1]. The distal 
course of the artery could not be visualised due to 
the limitation of the incision. Intra-tunnel structures 
appeared normal when the transverse carpal ligament 
was incised. The advanced dissection could not be done 
due to the mediolegal problems. After release of the 
pneumatic tourniquet, the abnormal vascular anatomy 
was confirmed with examination of the arterial pulse. 
The arterial pulse was dislocated medially over the snuff 
box. On the contralateral side, the arterial pulsation 
was established at the normal anatomical location. The 
patient refused further investigation such as angiography 
for complete anatomical course of the artery.

The frequency of radial artery anomalies is about 1%.[2] 
Publications on the radial artery anomalies are usually 
related to upper level arterial anomalies encountered 
during dissections carried out for coronary angioplasty or 
flap surgery.[3] Radial artery anomalies within the carpal 
tunnel usually present themselves with entrapment 
neuropathy. These very rare anomalies are usually 
diagnosed during decompression surgery[1]. However, 
the anomaly that is presented here was an extra-tunnel 
anomaly and it is unlikely that an arterial anomaly over 

Figure 1: Intra-operative photograph showing the radial artery passing 
superfi cial to the transverse carpal ligament
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the carpal ligament could trigger entrapment neuropathy.

During surgery for scaphoid non-union, Afshar[2] noted an 
anomalous radial artery that crossed the tendon of the 
flexor carpi radialis muscle and travelled superficial to 
the thenar muscles. The anomaly in the present case was 
similar to this one but it was more on the medial aspect.

Some surgeons prefer local anaesthesia during carpal 
tunnel decompression.[4] However, in the presence of the 
anomaly we encountered, infiltration of local anaesthetic 
agent at the operating site may result in arterial damage. 

In conclusion, awareness on the possibility of 
encountering known intra-tunnel anomalies as well as 
extra-tunnel anomalies and avoiding local anaesthesia, 
under the light of these findings, during decompression 
surgery is important.
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