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out and transmigration of toxic material cannot occur. 
On reading the US patent application referred to it is 
very clear that there are processes with more toxic 
ingredients, used for commercial production of PVA 
sponges. The patent is specifically for a process of 
manufacturing for obtaining one type of medical 
grade PVA sponge. It does not in any way support the 
assertion made by the authors.[3]

4.	 Moreover, how was it ensured that the sponges 
were PVA sponges rather than polyvinyl chloride or 
polyurethane sponges? There is high variability in 
the material, as well as the quality of the commercial 
sponges, which the traders are unaware of.

5.	 Even with the use of United States Food and Drug 
Administration (US FDA) approved apparatus, the risk 
of serious complications was known. This had forced 
the US FDA to bring out a Public health notification 
on Serious Complications Associated with NPWT 
Systems.[4,5] The risks will be compounded with the 
use of non-medical grade material, as was used in the 
article ‘Timer switch to convert suction apparatus for 
NPWT application’.[1]

6.	 Due to the different factors as pointed out, in the 
event of a limb-threatening/life-threatening adverse 
event we will be open for damaging litigation with 
no defence. Then the perceived cost benefit will 
transform to become a huge liability on the surgeon.

However, the innovative idea of the timer switch is to 
be welcomed as the first small step towards a less costly 
NPWT system. For this to be achieved, we need, in 
addition, a more robust suction machine than currently 
available, a pressure gauge with good calibration and 
periodic recalibration, and medical grade PVA sponge 
certified by Drugs Controller of India.
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The levels of evidence 
of articles published by 
Indian authors in Indian 
journal of plastic surgery

Sir,
In plastic surgery as in all medical specialities, evidence 
is the way forward to establish management options and 
protocols for clinical conditions. We as plastic surgeons 
are less attentive to the practice of evidence-based 
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medicine (EBM); especially in the developing world.[1] 
An important cornerstone of EBM is levels of evidence. 
There are variations in these systems of levels of evidence, 
but uniformly level 1 is considered the highest level of 
evidence, with subsequent levels considered to have 
weaker levels of evidence.

This study was conducted to study the levels of evidence 
of the articles by Indian authors published in the Indian 
Journal of Plastic Surgery (IJPS).

All the issues of IJPS from 2009 onwards were reviewed to 
identify and assign the levels of evidence to the articles. 
Level of evidence was assigned to the individual articles 
as per the guidelines by the American Association of 
Plastic surgeons.[2,3] As per their guidelines, animal 
studies, cadaver studies, review articles, instructional 
CMEs, editorials and correspondence were excluded 
from assigning the levels of evidence. In addition, 
obituaries, book reviews and commentaries too were 
excluded from assigning levels of evidence. The main 
objective was to assess the performance of Indian 
authors and not the IJPS; therefore the articles by 
foreign authors were excluded.

A total of 547 articles were screened. 176 articles could 
be assigned levels of evidence. Five articles (2.84%) had 
level 2 evidence, 3 articles (1.707%) had level 3 evidence, 
103 articles (58.52%) had level 4 evidence and 65 article 
(36.93%) had level 5 evidence. We did not encounter 
any article with level 1 evidence. Most of the articles 
published by Indian Authors in IJPS are level 4 or 5 
evidence.

Although level 4 and 5 evidences have their own 
significance, there is a need for us to conduct more 
prospective case-control studies and randomised control 
trials to improve the levels of evidence. Considerations 
about study quality are not mere academic exercises. 
They have real world consequences. Good quality 
research means good quality care.

Loiselle et al.[4] assigned a level of evidence to papers 
published in Plastic and Reconstructive Surgery over a 
20-year period. The majority of studies (93% in 1983) 
were level 4 or 5, which denotes case series and case 
reports. Although the results were disappointing, there 
was some improvement with time. In 2003, the level 
1 studies increased to 1.5% and level 4 and 5 studies 
dropped to 87% from 93%.

In our study, a total of just over 5% of the articles 
were level 2 and 3 evidences. This number was not 
significant enough to study the trends over the years. 
This might be because of fewer issues of IJPS as 
compared to PRS.

By inherent design, our speciality is innovative, and it 
would be wrong to assume that all articles with level 1 
evidence are the best choice to answer a particular 
research question. Many articles dealing with innovative 
techniques, simple and cost effective modifications in 
existing techniques have an important role to play in 
spite of their lower level of evidence.[1]

Nevertheless, it does not take away the importance and 
significance of the higher level of studies.

Lack of knowledge regarding research methodologies, 
poor documentation and record keeping, reluctance for 
interdisciplinary studies are some of the likely reasons 
for lower levels of evidence studies in India.

Research methodology courses can be made mandatory 
for plastic surgery trainees. At teaching departments, 
we need to invest more time in the development of 
strategies and protocols for our studies and effective 
data collection. We should try and identify the barriers 
in the implementation of these methods.

Plan-Do-Study-Act should be our motto for every thesis 
topic or project allotted to our postgraduate students. In 
larger institutes, interdisciplinary research and research 
pertaining to basic sciences with respect to our speciality 
should be promoted.

Appropriate incentives should be given to the faculty and 
students for completion of studies with higher levels of 
evidence.

Whatever be the product of the research work, stringent 
protocols must be followed for implementation of study 
design and record keeping. Good quality research means 
good quality care.
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Giant lipoma of the back

Sir,
Giant lipomas are occasional mesenchymal tumours that 
are usually located deep in the body. The lipoma cells 

are believed to arise from primordial mesenchymal fatty 
tissue cells; thus, they are not of adult fat cell origin. 
They tend to increase in size with body weight gain, 
but interestingly, weight loss usually does not decrease 
their sizes. They do not cause any symptoms other than 
those determined by the space occupying mass. They are 
described as ‘giant’ beyond 1 kg of weight and 10 cm of 
diameter.

In literature, giant lipomas of the back were reported 
as exceptional findings, with variable weight and 
dimensions.[1-3] Giant lipomas are usually surgically 
treated by direct excision, even though their treatment 
through liposuction is described.[4]

An 84-year-old man was admitted to our hospital 
because of a subcutaneous mass in his upper back. 
Thirty years earlier, he had noticed a firm, small, 
painless subcutaneous mass on the upper back [Figure 
1]. The mass had progressively enlarged over the years. 
He never consulted a doctor before coming to our 
attention. The patient was in a state of good health 
before admission.

On physical examination, a well-circumscribed, freely 
movable giant subcutaneous mass, approximately 40 cm 
in diameter, was palpated in the upper back. Computed 
tomography showed a huge heterogeneous hypodense 
mass located in the subcutaneous fat tissue [Figure 2]. 
There was no evidence of calcification or necrosis in the 
tumour. Magnetic resonance imaging showed a mass of 
mixed heterogeneous high intensity, identical to that of 
the subcutaneous adipose tissue. The patient underwent 
complete surgical excision under general anaesthesia.

The mass had dimensions of 36 cm × 40 cm × 24 cm 
and weighed 5.75 kg after removal [Figure 3]. To the best 
of our knowledge, this could be the largest lipoma ever 
described in literature.

Figure 1: Macroscopic appearance
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