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e CASE REPORT e

Imaging features of ciliated hepatic foregut cyst
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Abstiract

Ciliated hepatic foregut cyst (CHFC) is a very rare cystic
lesion of the liver that is histologically similar to
bronchogenic cyst. We report one case of CHFC that was
hard to distinguish from solid-cystic neoplasm in imaging
features. Magnetic resonance imaging was helpful in
differentiating these cysts from other lesions.
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INTRODUCTION

Ciliated hepatic foregut cyst (CHFC) is a very rare, benign
and solitary cyst!. Tt is most often unilocular®?. To our
knowledge, 5 cases of CHFC were reported in the 19"
century, 53 cases in the 20" century and 5 cases in the 21*
and its medical imaging findings are seldom reported!".
It is difficult to differentiate the CHFC from malignant
tumot!"*’!. Herein, we present the radiologic features from
one CHFC that was not similar to other nonparasitic cysts,
but rather mimicked cystic-solid mass of the liver on the
images obtained.

CASE REPORT

A 30-year-old man presented with a 5-mo history of left
upper abdominal discomfort and mild fatigue. Physical
examination and laboratory studies had no positive findings
including hepatitis.

A plain radiograph of the abdomen was normal.
Sonographic examination revealed a well-delineated
hypoechoic mass, 3 cmX4 cm in size, in the liver. It was
located in the medial segment of the left lobe (segment IV),

just adjacent to the surface of the liver. Unenhanced
computed tomographic (CT) scan was obtained, and the
lesion appeared slightly hypoattenuating relative to
surrounding liver patenchyma (Figure 1A). The attenuation
value of the lesion was 47 HU. At contrast material-
enhanced CT, this lesion was not enhanced and appeared
slightly hypoattenuating with well-defined margin (Figure 1B).
On delayed CT scan, it had still no enhancement. Magnetic
resonance (MR) imaging at 1.5 T was performed for more
detailed examination. The lesion appeared isointense relative
to surrounding liver parenchyma on T1-weighted imaging
(Figure 1C) and markedly homogeneously hyperintense on
T2-weighted imaging (Figure 1D). It was also not enhanced
after Gd-DTPA administration (Figure 1E).

The lesion was resected surgically because the possibility
of hypovascular neoplasm could not be excluded completely
according to the imaging. The resected specimen revealed
an unilocular cystic lesion containing a mucinous fluid.

On pathologic examination, the cyst had a fibrous wall
lined by ciliated pseudostratified columnar epithelial cells,
which was consistent with a CHFC (Figure 1F).

DISCUSSION

The histogenesis of CHFC is still unclear, but most authors
consider that it arises from the embryonic foregut in the
liver!"*”. CHFC is usually a benign, solitary cyst consisting
of a ciliated pseudostratified columnar epithelium, a
subepithelial connective tissue layer, a smooth muscle layer
and an outer fibrous capsule®. It is often smaller than 3 cm
in diameter and found most commonly in the medial
segment of the left hepatic lobe, just beneath the hepatic
sutfaceP’. CHFC is not actually a neoplasm and usually
found incidentally on radiologic imaging during surgical
exploration or autopsy. It is mostly asymptomatic and surgical
resection should be avoided®. However, on the other hand,
it was reported recently that one case causes portal vein
compression and the other shows malignant transformation
through squamous metaplasia (it is not surprising to find
squamous mucosa because tracheobronchial tree derives
from the embryologic foregut), which warns to examine
CHFC cautiously® and suggests that a large-sized
symptomatic CHFC should be excised, especially when
radiologic studies yield equivocal results!'”.

Generally CHFC is a well-delineated anechoic or slightly
hypoechoic small mass on ultrasonography. Because CHFC
can contain various elements ranging from clear serous
material to milky white to brown mucoid material, and these
have variable viscosities, and the different CT attenuation
numbets can be shownP.. The lesion can be hypoattenuating
as our case of isoattenuating relative to surrounding liver
parenchyma at unenhanced CT. Even it has very high
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Figure 1 CHFC in a 30-year-old man. A: Unenhanced CT scan shows a
slightly hypoattenuating (47 HU) mass in the medial segment beneath the
hepatic surface; B: On enhanced CT scan, a well-defined hypoattenuating
mass is revealed with no enhancement; C: On axial T1-weighted imaging, the
lesion appears isointense relative to surrounding liver parenchyma; D: Axial

attenuation numbers because the lesion contains calcium®!.
All the CHFCs have no enhancement after injection of
contrast materials, which is one of the characteristics of
CHFC and has significance in the differential diagnosis. On
MR imaging, all lesions are hyperintense on T2-weighted
sequences. However, on T1-weighted images, they may be
hypointense, isointense, or hyperintense according to the
various elements the lesions contain, including clear serous
material or milky white or brown mucous with abundant
protein and lipid sometimes™'"'.

When a CHFC appears hypoechoic at US and the
attenuation at CT ranges from that of soft tissue to very
high attenuation, it is hard to differentiate the CHFC from
a solid lesion. However, MR imaging is found to be useful
in differential diagnosis, especially on T2-weighted imaging.
When a CHFC is demonstrated as anechoic lesion at US,

T2-weighted imaging shows markedly homogeneously hyperintense mass in
the left liver; E: Enhanced T1-weighted imaging delineates slightly hypointense
mass just beneath the hepatic surface; F: Photomicrograph reveals a cyst lined
by ciliated pseudostratified columnar epithelial cells (HE x400).

cystadenoma may be included in the differential diagnosis
because the lesion may be malignant. Differential points
are that cystadenomas are usually multilocular and sometimes
reveal mural nodules, and these features are well revealed
on radiologic imaging.

CHFC occurs more frequently in men and is found
most commonly in the medial segment of the left hepatic
lobe just beneath the hepatic surface, unlike most other
solitary cysts that show a female predominance and greater
occurrence in the right hepatic lobe™. Therefore, this
location is also one of the characteristics of CHFC and
probably an important diagnostic consideration. Meanwhile,
MRI is helpful to differentiate CHFC from other solitary
cysts that usually show markedly homogeneously hypointense
on T1-weighted imaging.

In conclusion, when a well-demarcated subcapsular
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lesion of the left hepatic lobe with the varied internal
appearance as we described above is demonstrated, CHFC
should be considered.
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