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Abstract

lipofibromatous hamartoma is included.

Lipofibromatous hamartoma is a rare tumour of peripheral nerves which is characterised by an excessive infiltration
of the epineurium and perineurium by fibroadipose tissue. To the best of our knowledge, only approximately 88
cases are reported in the literature. We report a rare case of lipofibromatous hamartoma of the median nerve
causing secondary carpal tunnel syndrome in a 25 year old patient. This patient was treated conservatively with
decompression and biopsy and experienced a complete resolution of symptoms post-operatively. Magnetic
resonance imaging may be used to diagnose this lesion as it has very distinctive characteristics. Multiple conditions
have been associated with this lesion and a greater understanding of these associations may clarify the pathogen-
esis. The architecture of the tumour makes excision very challenging and the surgical management remains
controversial. A review of the literature regarding the etiology, pathogenesis and surgical management of

Introduction

Lipofibromatous hamartoma (LFH) was first described
by Mason (1953) as a rare and slow-growing, benign
neoplasm involving the peripheral nerves and their
branches [1]. In LFH there is excessive proliferation of
fibroadipose tissue which infiltrates the epineural and
perineural elements of peripheral nerves thereby sur-
rounding and separating nerve fascicles. This gives rise
to a pathognomonic serpiginous, ‘cable-like’ appearance
on magnetic resonance imaging (MRI) [2]. Most often
LFH develops in the median nerve with a predilection
for the carpal tunnel [3,4] however there are reports of
LFH involving the ulnar, radial, sciatic and plantar
nerves [3,5-7]. LFH is considered to be congenital in
origin and has been commonly associated with macro-
dactyly and other conditions at birth. The surgical man-
agement remains controversial with some authors
recommending decompression of the surrounding tis-
sues, decompression and debulking of the fibrofatty
sheath, microsurgical dissection and excision with or
without cable grafts [8-11]. We report a rare case of
LFH causing secondary carpal tunnel syndrome (CTS)
in a 25-year-old gentleman which was treated success-
fully with decompression.
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Case Presentation

A 25-year-old Caucasian gentleman presented to our
clinic with a 12 month history of worsening dysaesthesia
and paraesthesia affecting the thumb and index finger of
his right dominant hand. There were no deficits in
motor function affecting the right hand. The patient
reported no medical antecedents, apart from an appar-
ent ganglion of his right wrist.

Physical examination revealed a soft, non-tender, sub-
cutaneous 2 x 1 cm mass over the volar aspect of the
right wrist with no atrophy of the thenar eminence.
Altered sensation in the distribution of the median
nerve of the right hand was detected by static two point
discrimination and the use of the Semmes-Weinstein
monofilament test. Tinel’s sign and Phalen’s test were
both positive. Somatic examination did not reveal any
signs of neurofibromatosis or lymph node tumefaction.

Nerve conduction studies inferred a reduction in med-
ian nerve conduction at the wrist. Radiographs of the
hand and wrist did not show any ectopic calcifications
or bony abnormalities. The MRI scan revealed an 18.5 x
9.7 mm volar mass within the carpal tunnel which was
initially thought to be a ganglion cyst compressing the
median nerve (Figures 1 and 2). On the basis of this sur-
gical exploration and decompression was recommended.

Under general anaesthetic, a longitudinal incision was
made at the wrist. After dividing the transverse carpal liga-
ment a grossly enlarged median nerve was observed. To
facilitate exploration, the incision was extended up to the
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Figure 1 MRI scan showing the typical ‘cable-like appearance’
on T1 axial section at the base of metacarpals.

middle of the forearm and distally into the palm. The nerve
was yellow and pink with longitudinal fatty streaks within
the nerve fibres. These fatty streaks extended from the dis-
tal third of the forearm to the distal edge of the carpal tun-
nel (Figure 3). Excision of the adipose tissue between the
nerve fascicles was impossible due to the risk of causing
neuronal injury. A biopsy of the nerve was taken and the
carpal tunnel was successfully decompressed.

Histological examination revealed non-neoplastic
fibrofatty elements infiltrating the perineurium with

Figure 2 MRI scan showing the suspicious swelling (18.5 mm x

9.7 mm) within the carpal tunnel.
A\

Figure 3 Intra-operative view of the enlarged right median
nerve with fibroadipose tissue proliferation.

-

mature fibrous and adipose tissue separating nerve fasci-
cles. There was no neural hypertrophy. A histological
diagnosis of LFH was made. The postoperative period
was unremarkable and the patient experienced a
complete resolution of his symptoms. At the 6 month
follow-up appointment he remained asymptomatic.

Discussion
LFH is a rare, benign overgrowth of fibroadipose tissue
within a nerve sheath. It is most common amongst male
Caucasians though there is a slight predominance amongst
females when macrodactyly is present [11]. Clinical pre-
sentation is often with a progressive palmar tumefaction
and a median compression neuropathy during childhood
[4]. The differential diagnosis includes traumatic neuro-
mas, ganglion cysts, lipomas and vascular malformations.
LFH can be diagnosed on MRI and this may negate the
need for a biopsy [12,13]. On the axial image the nerve
looks enlarged and nerve fascicles can be identified dis-
tinctly interspersed within fibroadipose tissue. This has
been described as a ‘cable-like’ appearance and is pathog-
nomonic for LFH (Figures 1 and 2). Our case has the
typical ‘cable-like” appearance however it was a retrospec-
tive finding. Although MRI is crucial for diagnosis and
surgical planning, a recent Swedish study showed that
MRI could only localise and diagnose a nerve tumour in
the upper extremity in 75% of cases [2]. This emphasises
the often overlooked limits of modern imaging and the
need for good clinical judgement in surgical planning.
The etiology and pathogenesis of this lesion remains
obscure and the use of numerous pseudonyms in the lit-
erature attest to this confusion (e.g. ‘intraneural lipoma’
[14], ‘lipofibroma’ [15] and ‘fatty infiltration of the med-
ian nerve’ [16]). Indeed, Johnson and Bonfiglio first
introduced the term LFH and it is now considered the
most appropriate [10].
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LFH most commonly involves the median nerve
though it is unclear as to why this predilection exists
[10,17]. It has been suggested that chronic microtrauma
to the median nerve from the carpal ligament or pressure
from an abnormally developing flexor retinaculum can
initiate a reactive process which culminates in the devel-
opment of this tumour. This theoretical mechanism
shares a common notion with the pathogenesis of a trau-
matic neuroma however, it is important to note that LFH
usually extends beyond the carpal ligament [18]. Some
clinicians are of the opinion that if this were the sole
mechanism responsible for the development of LFH then
one would expect LFH to develop in other confines
within the body such as the lateral femoral cutaneous
nerve under the inguinal ligament however, this is not
the case [18]. Silverman and Enzinger examined the clini-
copathological characteristics of 26 cases of LFH and
found 25 of the 26 cases to be distributed in the median
nerve and hand with only 1 case involving the foot [3].

LFH is often considered to be congenital in origin as
most cases manifest in children and generally follow an
indolent course [3,17,18]. However, some authors have
demonstrated that a minority of patients will not pre-
sent until at least the third decade [4]. Patil recently
reviewed the literature and found that only approxi-
mately 88 cases of LFH have been reported and 33 of
these were associated with macrodactyly [19]. This asso-
ciation is well addressed in the literature and has
prompted speculation that LFH may be associated with
neurofibromatosis, though none of the cases reported
have a family history of neurofibromatosis [3]. It is also
interesting to note that several cases of LFH have been
associated with exostoses and ectopic calcifications [20].
Gigantism in patients with neurofibromatosis is asso-
ciated with the development of osteochondromas further
seeding this speculation of a possible association. Never-
theless, histological examination of nerves from patients
with neurofibromatosis does not show the fatty infiltra-
tion seen in LFH and patients with neurofibromatosis
usually present with numerous hallmarks of the disease.
It has been suggested that a dysgenetic disorder similar
to neurofibromatosis may ultimately be responsible for
LFH [18,19] however further research is required to
substantiate this. Silverman and Enzinger have also pos-
tulated that there may be a genetic difference between
LFH associated with and without macrodactyly [3].
Finally, lipomas and vascular tumours have also been
associated with LFH. Indeed, Al-Qattan suggested that
an unidentified trophic factor which may cause LFH
may also be responsible for the associated conditions
[21]. A greater understanding of all these associations
may be key to revealing the pathogenesis of LFH [21].

Histologically, LFH shows the presence of mature
fibroadipose tissue intermingled with nerve fascicles
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thus expanding the epineurium. An onion bulb-like
appearance is seen due to increased perineurial cells and
perineurial fibrosis [4]. The architecture of the tumour
makes complete excision very challenging and the surgi-
cal management remains controversial.

Radical excision of the mass with fascicular cable graft
repair generally yields poor results [9]. Microsurgical
dissection has previously been unsuccessful [22]
although recently Clavijo-Alvarez, et al. were able to
show preserved neurological function following intra-
neural fascicular dissection and nerve grafting [11]. A
more conservative approach with decompression and
debulking of the fibrofatty sheath yields more positive
results [8,10]. Warhold, et al. reported an improvement
in symptoms in patients treated with carpal tunnel
decompression [4,8,10]. Severe sensory deficits with
attempted surgical exicisions have been reported [4,9]
although, there are rare reports of radical excisions pro-
ducing no neurological deficits in children. Postoperative
analysis of these patients showed the presence of Mar-
tin-Gruber anastomosis (motor nerve crossover from
the median to the ulnar nerve in the distal forearm) [9].
Therefore, in severe cases and where a Martin-Gruber
anastomosis is demonstrated, a more extensive excision
may be possible without causing significant neurological
deficit. Our patient had complete resolution of symp-
toms following decompression and nerve biopsy.

In conclusion, LFH is a rare tumour with a pathogno-
monic appearance on MRI. A diagnosis of LFH should
always be considered in patients with palmar tumefac-
tion and a median compression neuropathy. Sound clin-
ical judgement is required in surgically planning the
treatment of these patients. There is no definitive
treatment for LFH however a conservative approach is
commonly advocated with successful results from
decompression as in our patient.

Consent

Written informed consent was obtained from the patient
for the publication of this article and the accompanying
images. A copy of the written consent is available for
review by the Editor-in-chief of this journal.

Abbreviations
CTS: Carpal Tunnel Syndrome; LFH: Lipofibromatous Hamartoma; MRI:
Magnetic Resonance Imaging.

Author details

1Departmem of Plastic Surgery, East and North Hertfordshire NHS Trust, AL7
4HQ, UK. *Upper Limb Unit, Southampton University Hospitals NHS Trust,
Tremona Road, Southampton, Hampshire, SO16 6YD, UK. *Queen Mary's
Hospital Sidcup, South London Healthcare Trust, DA14 6LT, UK.

Authors’ contributions
TAJ, SG and GYM made substantial contributions to the acquisition of data
and its analysis. TAJ wrote the manuscript. SG and TAJ edited the



Al-Jabri et al. Journal of Orthopaedic Surgery and Research 2010, 5:71
http://www josr-online.com/content/5/1/71

manuscript. TAJ, SG and GVM were involved in the surgical management of
the patient. All authors have approved the publication of this case report.

Competing interests
The authors declare that they have no competing interests.

Received: 8 July 2010 Accepted: 28 September 2010
Published: 28 September 2010

References

1. Mason ML: In presentation of cases: Proceedings of the American
Society for Surgery of the hand. J Bone Joint Surge (Am) 1953, 35-A:273-4.

2. Nilsson J, Sandberg K, Sge Nielsen N, Dahlin LB: Magnetic resonance
imaging of peripheral nerve tumours in the upper extremity. Scand J
Plast Reconstr Surg Hand Surg 2009, 43(3):153-9.

3. Silverman TA, Enzinger FM: Fibrolipomatous hamartoma of nerve: a
clinicopathologic analysis of 26 cases. Am J Surg Pathol 1985, 9:7-14.

4. Warhold LG, Urban MA, Bora FW Jr, Brooks JS, Peter SB: Lipofibromatous
hamartoma of the median nerve. J Hand Surg 1993, 18:1032-7.

5. Frykman GK, Wood VE: Peripheral nerve hamartoma with macrodactyly in
the hand: report of three cases and review of the literature. J Hand Surg
[Am] 1978, 3:307-312.

6. Amadio PC, Reiman HM, Dobyns JH: Lipofibromatous hamartoma of
nerve. J Hand Surg [Am] 1988, 13:67-75.

7. Wong BZ, Amrami KK, Wenger DE, Dyck PJ, Scheithauer BW, Spinner RJ:
Lipomatosis of the sciatic nerve: typical and atypical MRI features.
Skeletal Radiol 2006, 35:180-184.

8. Louis DS, Hankin FM, Greene TL, Dick HM: Lipofibromas of the median
nerve: Long-term follow-up of four cases. J Hand Surg (Am) 1985,
10:403-408.

9. Paletta FX, Senay LC Jr. Lipofibromatous hamartoma of median nerve
and ulnar nerve: Surgical treatment. Plast Reconstr Surg 1981, 68:915-921.

10.  Johnson RJ, Bonfiglio M: Lipofibromatous hamartoma of the median
nerve. J Bone Joint Surg (Am) 1969, 51:984-990.

11, Clavijo-Alvarez JA, Price M, Stofman GM: Preserved neurologic function
following intraneural fascicular dissection and nerve graft for digital and
median nerve lipofibromatous hamartoma. Plast Reconstr Surg 2010,
125(3):120e-2e.

12. Marom EM, Helms CA: Fibrolipomatous Hamartoma: pathognomic on MR
Imaging. Skeletal Radiol 1999, 28:260-4.

13. Giuliano V, Outwater EK, Mitchell DG, Burke MA: Median nerve hamartoma:
MR imaging using chemical shift techniques. Magn Reson Imaging 1997,
15:1091-4.

14.  Haverbush TJ, Kendrick JI, Nelson CL: Intraneural lipoma of the median
nerve-Report of two cases. Cleve Clin Q 1970, 37:145-149.

15. Rowland SA: Lipofibroma of the median nerve in the palm. J Bone Joint
Surg [Am] 1967, 49:1309-1313.

16.  Yeoman PM: Fatty infiltration of the median nerve at the wrist. J Bone
Joint Surg [Br] 1964, 46:737-739.

17. Nardella D, Sohawon S, Carlier A: Lipofibromatous hamartoma of the
median nerve. Three case reports. J Plast Reconstr Aesthet Surg 2009, 62(9):
e314-7.

18.  Guthikonda M, Rengachary SS, Balko MG, van Loveren H: Lipofibromatous
hamartoma of the median nerve: case report with magnetic resonance
imaging correlation. Neurosurgery 1994, 35(1):127-32.

19. Patil VS, Nagle S: Lipofibromatous hamartoma of the median nerve: A
case report and review of the literature. Indian J Plast Surg 2009,
42(1):122-5.

20. Friedlander HL, Rosenberg NJ, Graubard DJ: Intraneural lipoma of the
median nerve. Report of two cases and review of the literature. J Bone
Joint Surg Am 1969, 51(2):352-62.

21.  Al-Qattan MM: Lipofibromatous hamartoma of the median nerve and its
associated conditions. J Hand Surg Br 2001, 26(4):368-72.

22. Houpt P, Storm van Leeuwen JB, van den Bergen HA: Intraneural
lipofibroma of the median nerve. J Hand Surg Am 1989, 14(4):706-9.

doi:10.1186/1749-799X-5-71
Cite this article as: Al-Jabri et al. Lipofibromatous hamartoma of the
median nerve. Journal of Orthopaedic Surgery and Research 2010 5:71.

Page 4 of 4

Submit your next manuscript to BioMed Central
and take full advantage of:

e Convenient online submission

* Thorough peer review

¢ No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

¢ Research which is freely available for redistribution

Submit your manuscript at
www.biomedcentral.com/submit

( BioMed Central



http://www.ncbi.nlm.nih.gov/pubmed/19401939?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19401939?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3970300?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3970300?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/98554?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/98554?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3351231?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3351231?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16283177?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3998425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3998425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7301986?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7301986?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5798113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5798113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20195096?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20195096?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20195096?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10424331?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10424331?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9364956?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9364956?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5520797?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5520797?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4293292?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14251462?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18485849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18485849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7936133?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7936133?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7936133?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19881034?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19881034?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4304195?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4304195?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11469842?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11469842?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2754205?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2754205?dopt=Abstract

	Abstract
	Introduction
	Case Presentation
	Discussion
	Consent
	Author details
	Authors' contributions
	Competing interests
	References

