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THE PROBLEM

▸As clinical skills give way to increased reliance on organ imaging, a 
new clinical problem is identified-the hepatic “incidentaloma.”
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THE PROBLEM

CROSS-SECTIONAL IMAGING

▸ Incidentalomas reflect its increasing use and widespread availability 

▸Abdominal pain common

▸Defensive medicine

▸During investigation of other conditions

▸ 10% of workload



10% of lesions referred for resection

10% of cystic lesions malignant

10% of solid lesions malignant

• Observation: risk of observing a malignancy

• Intervention: morbidity of resection if misdiagnosed as malignant 

MDT



Detected lesion

• Cirrhotic or known/suspected liver disease

• Non-cirrhotic



Benign lesions
Cystic

• Simple cysts - Type 1,2,3

• Hydatids

• Mucinous neoplasms (MCN,IPNB)

Solid

• Haemangioma

• FNH

• Adenomas

• Adenomas

• Mucinous neoplasms
• Malignant potential





Resection of benign liver tumours



• 2021-2026

• BLT eligible for observation or intervention

• Primary outcome = PRO

• Excludes Polycystic, less common tumours



BLT: observation vs treatment

• Thorough patient education

• Shared decision-making

• Often decision at second or deferred re-consultation



Treatment? 

• Resection

• Ablation

• Embolisation



Haemangiomas

• Most common lesion, (4-20%)

• Other tumours often mistaken for a haemangioma

• Be the biopsy police



Haemangiomas

• Small <5cm, large 5-10cm, giant>10cm

• Typical: small, hyperechoic on ultrasound with posterior acoustic 

enhancement, discrete margin, peripheral and nodular with slow contrast 

filling to centre

• Atypical - fast/flash-filling (diagnostic danger), giant forms, sclerosing

• Rarely symptomatic - size, Kasabach-Merritt Syndrome



Haemangioma vs HCC: Diagnostic confidence

• Ultrasound < 3cm

• Liver disease, larger, atypical = MRI (CT) 



There is a mass lesion situated within the lateral segment of the left lobe of the liver measuring 92 mm TV x 95 mm CC x 59 mm AP. The mass has nodular arterial enhancement with a central low attenuation scar.

The mass in the lateral segment of the left hepatic lobe is favoured to represent focal nodular hyperplasia or a giant cavernous haemangioma.







Focal nodular hyperplasia

• 0,4-3%

• Response to vascular occlusion

• Rare in men



FNH

• Confident diagnosis

• No follow-up required, risk bleeding very low

• No contra-indication to contraceptive use or pregnancy

• Large lesions may cause symptoms







Embolisation



Hepatic Adenomas

• Prevalence 0.004% ; least common benign hepatic tumour

• Female:male = 10:1 

• Age 35-40yrs

• Hormonal association
• Oestrogen – promote HNF1a mutations

• 30-40-fold increased incidence with use of COCs 

• Anabolic steroid use

• Incidence on low-dose COC unknown
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Hepatic Adenomas

• Increasing obesity and metabolic syndrome

• Iron overload (Haemochromatosis, Thalassaemia)

• Glycogen storage disorders

• MODY - familial



Before

• Homogenous entity
• Monoclonal proliferation of well differentiated hepatocytes

• Absence of a portal triad

• Managed with reference to 

A. Size (5cm)

B. Symptoms (10-20% have bled at Dx)

C. Family planning



ca. 2006

• 4 Subtypes emerged

• Different molecular and immunohistochemical features

• Phenotype differs as well - risk factors, imaging

• contrasted MRI best

• Rekindled liver biopsy

Bioulac-Sage P, Rebouissou S, Thomas C, et al. Hepatocellular adenoma subtype classification using molecular markers and 

immunohistochemistry. Hepatology 2007;46:740–748. 



Today

•6 Subtypes
• Describe

• Features

• Risks

• How this classification affects decision and management?





H-HCA (HNF1𝛼 inactivated)

• 35-40% 

• HNF1𝛼 regulates 
gluconeogenesis and fatty 
acid metabolism

• Lipid accumulation

• Exclusive of other mutations

WJG July 2013



I-HCA (Inflammatory)

• 40%

• Uncontrolled activation of 
inflammatory pathway 
(IL6/JAK/STAT)

• inflammatory infiltrates/sinusoidal 
dilation(telangiectasia)

• Strong arterial and PV 
enhancement

• Atoll sign



Bexon3 HCS (β-catenin mutated)

• 10%

• Male predominance

• Pathway involved in 
embryogenesis and hepatic 
regeneration

• 50% have an inflammatory
pathway activation

• highest risk of HCC



Bexon7/8 HCS (β-catenin mutated)

• 10%

• Milder activation

• Exclusive of exon3

• 50% inflammatory as well

• Less risk of malignant 
transformation



sh HCA (Sonic hedgehog)

• 4%

• Fusion of 2 promoter genes

• Not unique to adenoma

• Obesity

• Tendency to bleeding

• No current IHC markers

• No characteristic imaging



U HCA (Unclassified)

• Less than 7%



Pathological assessment

• Still some cases: Adenoma vs well diff HCC vs FNH

• Four key IHC markers (SAA, FABP1, glutamine synthase and β-
catenin)

• IHC is unable to detect β-catenin-mutated HCA on exons 7–8 and 
sonic hedgehog HCA 

• 70% of patients with multiple adenomas: same molecular subclass.

• Different subclasses: exon 3 mutation was primarily observed in the 
largest nodule 



Imaging

• Contrasted MRI

• Differentiates HHCA and IHCA

• IHCA: unable to exclude 
BHCA subgroups with high 
risk

HHCA

IHCA





Difficult to type when >50% of the lesion consists of haemorhagic areas





Presentation

• ASx/Imaging

• Pain, mass

• 50% normal liver enzymes

• Normal tumour markers

• Paraneoplastic syndrome with IHCA: inflammation, anaemia



Risk factors and screening



Management

• Sex

• Size

• MRI

• Location - exophytic 
protrusion

• Subtype

• Strong systematic evidence 
lacking

• Biopsy

• Molecular capability lacking

︖



Expected complications

• Risks exist irrespective of size

• Bleeding
• Inflammatory type HCA

• Tumour > 5cm

• Grade 1 lesion, 2 liver, 3 peritoneum

• Malignant transformation
• Risk 4-8%

• Male

• B-catenin mutation

• Size >5cm

• 5% specimens have malignancy



Repeat imaging at 6 months



Present with significant bleed

• Size 7-8 cm
• Conservative if stable
• Embolise +/- pack if unstable
• High morbidity with resection
• 25% may totally regress
• Most become smaller
• Individualise management



Wish to become pregnant

• 40% historic mortality risk with rupture

• Minimal evidence to recommend avoidance - major impact

• Adenoma not a contra-indication

• Factors: insight, distance from hospital, accept risk of 
intervention if growth

• Treat: >5cm, HCA complication during previous pregnancy



• 13 of 51 pregnancies = growth

• Median = 14mm

• One pt reached 70mm, success with embolisation



Diagnosed in Pregnancy

• Close U/S follow-up (6/52)

• Size, location

• Type less important

• Vaginal delivery: Not exophytic, less than 5cm

• Growing: embolisation considered

• Growing: prior to 24/40 an option if anteriorly situated and not 
major



TA Embolisation

BJS 2019



TA Embolisation

• 10% complication rate

• One third median reduction in size

• Acceptable alternative for selected patients



Thermal ablation

• Effective ablation zones of 4.5-5cm

• Biopsy before recommended

• Effective

• Natural history of ablated lesions? Short f/up

• Q: How does biology change in decreased size?



• Am I sure this a ….?

• What is the risk of observation vs intervention

• Solid understanding of each entity to inform practice, as direct comparison 

evidence lacking
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