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Sub-Clavicular Hibernoma: A Rare Diagnosis of Lipomatous Tumor
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 Abstract

Lipomatous tumors are the most common soft tissue tumors, including a large variety of benign and malignant lesions. Hiber-
noma is a benign lipomatous tumor originating from the brown adipose tissue inherited from the fetus. The diagnosis is often 
incidental, since the large majority are asymptomatic or very slow growing. Differential diagnosis with other lipomatous 
tumors is often challenging. Hence the diagnostic work-up is large and must be multidisciplinary. Biopsy and large resection 
with safe margins are the standard of care. We describe a 48-year-old male patient with a history of a painless, mobile, slow 
growing right sub-clavicular mass apparently evolving for eleven years. This patient underwent ultrasound, mammography, 
MRI, CT Scan and ultrasound guided large core biopsy at different points in time. We describe this case of a well-documented 
hibernoma of the sub-clavicular region in line with the current literature.

  Keywords: CT scan; hibernoma; lipomatous tumor; MRI; ultrasound.

 Volume 2 | Issue 2 | 2022                                                                                                                                                     1

Introduction

Lipomatous tumors including a large variety of benign and ma-
lignant lesions are the most common soft tissue tumors, their 
prevalence increasing with age [1]. Sometimes, overlapping 
imaging features can be misleading in diagnosis [2]. Since the 
distinction between benign and malignant lipomatous tumor 
is challenging, especially when based on clinical and superfi-
cial work-up, the differential diagnosis of lipomatous tumors 
includes hibernoma [3]. Hibernoma is a rare, heterogeneous, 
slow growing fatty tumor of good prognosis [1], arising from 
brown fat precursors, representing approximatively 1% of all 
tumors derived from lipomatous tissues [1]. Usually, no symp-
toms are associated except when the enlarging mass impinges 
on local tissues [4]. To date a few thousand cases worldwide 
have been described [1].

Case Presentation

A 48-year-old male patient was referred to our mammography 
unit with a history of a painless, mobile, slow growing right 
sub-clavicular mass apparently evolving for eleven years. No 
skin redness, fever or signs of nerve or vascular compression 
were related. Previous ultrasound examinations reported a 
fatty mass with a diagnosis of lipoma (well-differentiated fatty 
tumor without suspicious radiological signs of malignancy [3]). 
Mammography showed a radiolucent mass consistent with a li-
pomatous origin on a targeted modified medio-lateral oblique 
view [5]. Ultrasound revealed a hyperechoic, homogeneous 
mass compared to the subcutaneous fatty tissue, measuring 
11,5 x 3,6 x 10 cm, with vascular hyperemia on color-doppler 
ultrasound (Figure 1). MRI examination was performed to as-
sess the precise extent and possible invasion of the underlying 
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tissues. MRI described a mass measuring 10 x 3,9 x 9 cm with 
hypersignal on T2 sequence (but slightly lower than the subcu-
taneous fat signal [3]), hyposignal on T1 sequence compared 
to muscle structure (but slightly higher than subcutaneous fat 
signal [3]), very low signal on a fat suppression sequence and 
moderate enhancement on the post-contrast T1 sequence. No 
invasion of the adjacent soft tissues, muscles or bones was de-
scribed (Figure 2). A CT scan without contrast media injection 
recently performed for other reasons showed a pre-pectoral 
low attenuation mass without involvement of the underlying 
tissues. In our case, density of the lesion was slightly higher 
than subcutaneous fat [5]. Eventually, diagnostic large core 
needle biopsies under ultrasound control were performed 
yielding the histological diagnosis of adipocytes with a mi-
crovacuolar and eosinophilic cytoplasm without signs of mi-
tosis or necrosis. The diagnosis of hibernoma was raised. For 
aesthetic reasons, this patient was referred to our oncologic 
plastic surgeon; preoperative laboratory testing reported no 
evidence of metabolic disorder or infectious component [6]. 
Surgery showed a mass alongside the pectoral fascia, without 
muscle or vessel invasion. Histology confirmed the diagnosis 
of hibernoma.

Discussion

Huge progress has been made since the descriptions by 
Merkel in 1906 and Gery in 1914 [7, 8]. Brown fat is a particu-
lar form of fat found in the hibernating and non-hibernating 
animals [9]. Representing approximatively 1,6% of all benign 
lipomatous tumors, hibernomas are very slow growing tumors 
usually occurring between the age of 20 and 50 years [11, 
12]. Average age at diagnosis is 38 years and various gender 
predominance have been described in the literature. Intraos-
seous hibernomas are found in older patient [13]. The most 
common location, as the majority of fat tumors, are neck, 
shoulder and periscapular regions which are areas with possi-
ble remaining brown fat tissue [14]. However, hibernomas can 
occur anywhere in the body [15]. The clinical manifestations 
are rare, but might occur as a painless soft tissue mass, with 
a locoregional irritation or neurovascular compression [16]. 
Conventional radiography demonstrates a radiolucent mass 
with no adjacent osseous abnormalities or mineralization [17]. 
Ultrasound describes a rather uniformly hyperechoic mass [5], 
with increased vascular flow [17] generally unspecific, like 
other soft tissue tumors. In our case, the diagnosis of a typical 
lipoma [5] was ruled out due to vascular hyperemia on color 
doppler ultrasound. On CT scan, hibernoma presents as a ho-
mogenous low-density mass of lipidic composition between 
the attenuation of subcutaneous fat and skeletal muscle [5]. 
Contrast enhanced CT scan usually shows variable degree of 
enhancement [16] and intra-tumoral septas [10]. Diagnosis 
of hibernoma cannot be excluded based on the lack of intra-
tumoral vessels [10]. On MRI, the imaging modality of choice 
[3], hibernoma shows an hypoT1 and hyperT2 signal because 
of the fatty component alike our case but differs slightly from 
the fat signal. On a fat-suppressed sequence, attenuation is 
similar to fatty tissue. After Gadolinium contrast media injec-
tion, enhancement is variable but predominantly present and 
rather heterogeneous [5]; a common sign are large flow voids 
indicating fast flowing flood in intratumoral vessels. Internal 
septation, one of the features of hibernoma [3], was absent 
in our case. High level of FDG uptake has been described in 
brown adipose tissue [16], sometimes even higher than lipo-
sarcoma [10] but overlapping results [2] prevent clear distinc-
tion between both tumors. Four types of hibernomas have 
been described, based on a histological classification [15]: 
the typical variant, the most common one like our case, the 
“myxoid” variant, the “lipoma-like” variant and the “spindle-
cell” variant. Differences in imaging characteristics among 
these different histological subtypes of hibernomas are due 
to the variable amounts of water and fat content. One study 
distinguished between “lipoma-like” and “non lipoma-like” 
hibernoma [18]. Non-lipomatous hibernomas are probably 
indistinguishable from other liposarcomas [17]. Differential 
diagnosis of hibernoma is very large and may include benign 
tumors (lipoma, angiolipoma, hemangioma, hemangioperi-
cytoma, hemangioblastoma, xanthoma, granular cell tumor, 
adult rhabdomyoma, lipoblastoma…) [16, 19] and malignant 
tumors (liposarcoma, clear cell sarcoma,…) [5, 10, 16]. Clinical 
and imaging features as previously described may guide the 
diagnosis, but the histological examination gives the final diag-

Figure 1: (A) Subclavicular swelling due to the clinical mass (black star). (B) 
Mediolateral modified oblique mammographic view showing a radiolucent 
mass (white star), nipple (with arrow). (C) Ultrasound: hyperechoic mass with 
peripheral vessels on color ultrasound (white star). (D) Axial non-enhanced CT 
scan showing the mass (white arrow).

Figure 2: (A) T2-weighted axial MRI image revealing a slightly hypointense 
mass compared to subcutaneous fatty tissue (black star). (B) Axial T1-weight-
ed non-enhanced MRI image with fat suppression: hibernoma undistinguish-
able from adjacent fatty tissue. (C) Gross macroscopic specimen showing a 
lipomatous mass. (D) Axial T1-weighted MRI image with fat-suppression post 
Gadolinium injection demonstrating a slight enhancement of the mass (white 
arrow).
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nostic. In the absence of treatment, hibernoma continues to 
grow and leads to functional or cosmetic consequences [20]. 
Tumor regrowth has been reported with incomplete excision 
of hibernoma [19]. The standard of care of hibernoma is sur-
gical removal with clear margins. Surgical excision is advised 
to rule out a possible malignant lesion with hibernoma-like 
differentiation which could be missed by core needle biopsy 
[1]. No risk factor has been described [1]. Multiple lesions in 
a single patient are possible [21]. After resection, the tumor 
generally does not recur. Since no malignant transformation 
or metastatic [22] spread have been described in the current 
literature, hibernoma can be considered as a benign tumor 
[1]. Prognosis for patients is excellent [20].

In conclusion, the diagnosis of fatty tumors, often challenging 
especially with rare tumors like hibernomas, should comprise 
ultrasound, MRI and large core needle biopsies. Since hiber-
nomas are benign tumors with no tendency to recur or metas-
tasize, surgical resection with clear margins is recommended 
[17].

Declarations

Funding: This work did not benefit from any financial sup-
port.

Conflict of interest: All authors declare no conflict of inter-
est.

Ethical approval statement: The study has been approved 
by the Ethical Committee of the institution (7/6/2021).

Patient consent statement: A written permission to publish 
has been obtained from the patient.

References

1. Reichel T, Rueckl K, Fenwick A, Vogt N, Rudert M, Plumhoff 
P. Hibernoma of the Upper Extremity: Complete Case of a 
Rare but Benign Soft Tissue Tumor. Case Rep Orthop. 2019; 
2019:6840693. [DOI:10.1155/2019/6840693].

2. Baffour FI, Wenger DE, Broski SM. 18F-FDG PET/CT imaging 
features of lipomatous tumors. Am J Nucl Med Mol Imaging. 
2020; 10(1):74-82.

3. Fouque O, Kind M, Boulet B, et al. Stratégie diagnostique 
devant une tumeur graisseuse des tissus mous de l’adulte. 
J Imag Diagn Interv. 2018; 1(4):265-283. [DOI:10.1016/j.
jidi.2017.11.001].

4. Ugalde PA, Guilbault F, Vaillancourt R, Couture C. Subpleu-
ral hibernoma. Ann Thorac Surg. 2007; 84(4):1376-1378. 
[DOI:10.1016/j.athoracsur.2007.05.044].

5. Dursun M, Agayev A, Bakir B, et al. CT and MR characteris-
tics of hibernoma: six cases. Clin Imaging. 2008; 32(1):42-47. 
[DOI:10.1016/j.clinimag.2007.07.001].

6. Greenbaum A, Coffman B, Rajput A. Hibernoma: diagnostic 
and surgical considerations of a rare benign tumour. BMJ Case 
Rep. 2016; 2016:bcr2016217625. [DOI:10.1136/bcr-2016-
217625].

7. Hardes J, Scheil-Bertram S, Hartwig E, Gebert C, Gosheger 
G, Schulte M. Sonographic findings of hibernoma. A report 
of two cases. J Clin Ultrasound JCU. 2005; 33(6):298-301. 
[DOI:10.1002/jcu.20126].

8. Ong SY, Maziak DE, Shamji FM, Matzinger FR, Perkins DG. 
Intrathoracic hibernoma. :2.

9. Lath N, Familua O, Adu A, Oluwole S. Massive abdominal 
wall hibernoma: case report and literature review of a rare 
soft-tissue tumor. J Natl Med Assoc. 2011; 103(4):372-374. 
[DOI:10.1016/s0027-9684(15)30320-5].

10. Daubner D, Spieth S, Pablik J, Zöphel K, Paulus T, Laniado 
M. Hibernoma--two patients with a rare lipoid soft-tissue tu-
mour. BMC Med Imaging. 2015; 15:4. [DOI:10.1186/s12880-
015-0046-3].

11. Mugel T, Ghossain MA, Guinet C, et al. MR and CT findings in 
a case of hibernoma of the thigh extending into the pelvis. Eur 
Radiol. 1998; 8(3):476-478. [DOI:10.1007/s003300050419].

12. Chen DY, Wang CM, Chan HL. Hibernoma. Case report and 
literature review. Dermatol Surg Off Publ Am Soc Dermatol 
Surg Al. 1998; 24(3):393-395.

13. Ulmar B, Trubrich A, Kappe T, et al. [Large Hibernoma of 
the Proximal Upper Arm and the Axilla - Literature Review 
and Case Description of a Very Rare Benign Soft Tissue Tu-
mor]. Z Orthopadie Unfallchirurgie. 2016; 154(6):591-594. 
[DOI:10.1055/s-0042-108064].

14. Hayashida M, Yano A, Nagamoto S, Sakaguchi K, Okaneya 
T, Urakami S. Intrascrotal hibernoma mimicking liposarcoma: 
A case study. Urol Case Rep. 2020; 32:101206. [DOI:10.1016/j.
eucr.2020.101206].

15. Furlong MA, Fanburg-Smith JC, Miettinen M. The mor-
phologic spectrum of hibernoma: a clinicopathologic 
study of 170 cases. Am J Surg Pathol. 2001; 25(6):809-814. 
[DOI:10.1097/00000478-200106000-00014].

16. Huang C, Zhang L, Hu X, Liu Q, Qu W, Li R. Femoral nerve 
compression caused by a hibernoma in the right thigh: a 
case report and literature review. BMC Surg. 2021; 21(1):30. 
[DOI:10.1186/s12893-020-01040-y].

17. Kumazoe H, Nagamatsu Y, Nishi T, Kimura YN, Nakazono 
T, Kudo S. Dumbbell-shaped thoracic hibernoma: computed 
tomography and magnetic resonance imaging findings. Jpn J 
Radiol. 2009; 27(1):37-40. [DOI:10.1007/s11604-008-0289-9].

18. Ritchie DA, Aniq H, Davies AM, Mangham DC, Helliwell 
TR. Hibernoma--correlation of histopathology and magnetic-
resonance-imaging features in 10 cases. Skeletal Radiol. 2006; 
35(8):579-589. [DOI:10.1007/s00256-006-0114-4].

19. Colville J, Feigin K, Tang L, Keating D, Cohen MA. Mamma-
ry hibernoma. Breast J. 2006; 12(6):563-565. [DOI:10.1111/
j.1524-4741.2006.00346.x].

20. Klinkenberg TJ, Wolf RFE, Bouma W, Suurmeijer AJH, 
Mariani MA. Axillary Chest Wall Hibernoma With Intratho-
racic Extension Presenting as Thoracic Outlet Syndrome. 
J Thorac Imaging. 2019; 34(1):W10-W12. [DOI:10.1097/
RTI.0000000000000376].

21. Baskurt E, Padgett DM, Matsumoto JA. Multiple hiberno-
mas in a 1-month-old female infant. AJNR Am J Neuroradiol. 
2004; 25(8):1443-1445.



22. Little BP, Fintelmann FJ, Mino-Kenudson M, Lanuti M, 
Shepard J-AO, Digumarthy SR. Intrathoracic hibernoma: a case 
with multimodality imaging correlation. J Thorac Imaging. 
2011; 26(1):W20-22. [DOI:10.1097/RTI.0b013e3181e35acd].

 Volume 2 | Issue 2 | 2022                                                                                                                                                       4

                                                                                                                                                                       jcmimagescasereports.org 


