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History of present illness

• 30 yo F presenting January 2021 with 
nausea, vomiting, and weight loss 20 lbs 
since November 2020.

• She was recently seen at a local hospital 
for the same symptoms where she had 
transaminitis.



Past medical history

• cervical cancer s/p LEEP 

• eosinophilic esophagitis

• interstitial cystitis



• RUQ ultrasound at the outside hospital showed liver mass measuring 
5cm.

• Decision was made to proceed with an MRI of the abdomen to 
further characterize the mass. 

Imaging 





Original Acquisition Date: 1/18/2021 

IMPRESSION:

8.5 cm left lobe liver mass with features which is almost certainly liver cell 

adenoma.  There is mass effect on the intrahepatic IVC left hepatic vein, and 
gastric antrum. 

MRI ABDOMEN W WO IV CONTRAST MRCP

Follow up imaging on 5/3/21

IMPRESSION:

Diffuse hepatic steatosis. New trace ascites. No imaging findings of 

cirrhosis or primary sclerosing cholangitis.
Decreased size of a large left hepatic lobe adenoma (6.5 cm).













Liver, Biopsy: (4/5/2021, non-targeted)

SEVERE STEATOSIS WITH MILD STEATOHEPATITIS 
- BILE DUCT INJURY WITH DUCTULAR REACTION 
- FOCAL BRIDGING AND PERICELLULAR FIBROSIS (STAGE 2-3/4), SEE NOTE 

NOTE: A generous liver biopsy is received. The Klatskin stain reveals heterogenous 
fibrosis ranging from portal to periportal with focal early bridging fibrosis and 
sinusoidal fibrosis. The reticulin stain reveals patchy regenerative changes. On H&E 
stains, portal tracts show reactive bile ducts with focal pyknosis and damage as well as 
ductular reaction. Only scant mixed inflammation is present within portal tracts. No 
significant portal neutrophils are noted. Portal vessels are somewhat difficult 
to visualize in the setting of portal fibrosis. There is no interface hepatitis. The hepatic 
lobules are remarkable for severe steatosis with focal balloon degeneration. Well-
formed Mallory's hyaline is not easily found. Only rare lobular neutrophils are 
noted. Occasional acidophil bodies are seen. Only scattered lobular chronic 
inflammatory cells are present. No canalicular cholestasis or ground glass cytoplasmic 
changes are seen. Where seen, portal veins are patent. Iron stain is positive in scattered 
Kupffer cells. and D-PAS stain is negative. CK19 stain will be discussed in an addendum. 

COMMENT: In addition to severe fatty liver disease, significant bile duct injury is noted. 
Drug reactions and other biliary diseases should be considered























1. LIVER, CAUDATE LOBE MASS, RESECTION: 

- LIVER WITH COLLAPSED HEPATIC PARENCHYMA, MIXED 
INFLAMMATION AND BRISK BILE DUCT PROLIFERATION 

(SEGMENTAL ATROPHY)

2. LIVER, RIGHT LOBE, BIOPSY: 

- LIVER WITH REGENERATIVE CHANGES

3. LIVER, RIGHT LOBE, WEDGE BIOPSY: 

- LIVER WITH REGENERATIVE CHANGES

Final Diagnosis
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Left lobe 

atrophy





Bile ductular proliferation
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Segmental atrophy and elastosis

• Segmental atrophy and elastosis represent an underrecognized 
pseudotumor of the liver. 

• It is associated with focal vascular injury of the liver, and is characterized by 
the subcapsular location, thickened vessels, biliary cysts, and elastotic 
changes. 

• Early lesions show collapsed hepatic parenchyma, brisk bile ductular 
proliferation, and only focal elastotic changes.

• In later lesions, the elastosis become more developed and, ultimately, a 
well-defined elastotic nodule is formed. 

• The final stage is the replacement of the elastotic nodule with dense 
fibrosis, and thus resulting in a discrete fibrotic nodule.



Differential Diagnosis
• Cystic Disease of the Liver:

• No radiologic, gross or histologic evidence of diffuse cystic change in 
the liver.

• Finding parenchymal collapse, finding the thrombosed vessels, or 
finding the ductular reactions typical of these early lesions would be 
unusual for cystic disease of the liver.

• Amyloid: 
• Amyloid deposition can be in the differential in those cases containing 

abundant elastosis (later lesions).
• Congo red stain was negative.

• Epithelioid Hemangioendothelioma
• Can have a distinctive amphophilic tumor matrix that can resemble 

elastosis.
• Lacking the neoplastic cells with nuclear pleomorphism and cells with 

cytoplasmic vacuoles here.

• Cancer-Associated Elastosis



• Regenerative hepatic pseudotumor:
• Sinusoidal dilatation/congestion with thrombosed portal or central veins and 

regenerative changes.

• Focal nodular hyperplasia: 
• Nodules of hepatocytes surrounded by bands of fibrosis containing mild 

ductular proliferation, often with central scars. 

• Eccentric thick-walled vessels in central scars. Usually don’t have vascular 
thrombi. 

• Inflammatory hepatic adenomas:
• Faux portal tracts with bile duct–like structures, but they lack true portal 

tracts, do not have vascular thrombi.

• Stronger and more diffuse CRP/SAA staining than the background liver.

Differential Diagnosis



Follow up

• On recent follow up appointment with the surgeon, the patient states 
here nausea, vomiting, and abdominal pain have resolved. 

• Appetite has improved and patient has gained 16 lbs since initial 
presentation.

• Follow up imaging of liver in 6 months. 


