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a b s t r a c t 

Ciliated hepatic cyst (CHRC) is a rare, benign hepatic lesion characterized by a pseudostrat- 

ified ciliated epithelium, distinct from intrahepatic bile ducts. First described in 1984, fewer 

than 80 cases have been reported. These cysts are often asymptomatic and discovered in- 

cidentally during imaging. Radiologically, they can mimic other hepatic lesions, making di- 

agnosis challenging. In this case, a 60-year-old male with right iliac fossa pain was found to 

have a cyst in segment VIb. MRI suggested a benign lesion, and histopathological analysis 

after surgical resection confirmed CHRC. Given its potential for malignant transformation, 

surgical resection is recommended even in the absence of clear signs of progression. 

© 2025 Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Hepatic cysts are common, typically benign lesions that are
often asymptomatic and discovered incidentally during imag-
ing studies performed for other conditions. Among these,
the ciliated-lining hepatic cyst is an extremely rare en-
tity characterized by the presence of a pseudostratified cili-
ated epithelium, similar to that of the respiratory tract but
distinct from intrahepatic bile ducts. This entity was first
introduced in 1984 by Wheeler and Edmondson1 [ 1 ], and
since then, fewer than 80 cases have been reported in the
literature [ 2 ]. 

Radiologically, the ciliated-lining hepatic cyst can be mis-
taken for other benign or malignant hepatic lesions, making
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preoperative diagnosis challenging. Imaging plays a crucial
role in detecting these cysts, although the definitive diagno-
sis relies on histopathological examination. 

This report highlights the importance of considering this
rare pathology in the differential diagnosis of hepatic cystic le-
sions, especially when localized in the right hepatic lobe, and
underscores the need for surgical management due to the po-
tential risk of malignant transformation. 

Case report 

A 60-year-old male patient with no history of prior surgeries
presented with a 2-month history of persistent right iliac fossa
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Fig. 1 – A subcapsular cystic lesion in segment IVa with a small hyperechoic sediment (white arrow). 

Fig. 2 – A cystic lesion in segment IVa with hyperintense T2 signal and sediment (A), hypointense T1 signal with slightly 

hyperintense T1 sediment, and no enhancement after gadolinium injection3. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

pain. He had a medical history of diabetes mellitus and hyper-
tension, both under treatment. The pain was not accompanied
by any other symptoms such as fever, weight loss, or digestive
disturbances. 

On physical examination, no abnormalities were detected,
and the patient appeared clinically stable. Laboratory tests, in-
cluding a complete blood count, inflammatory markers, and
liver function tests, were within normal limits, showing no
signs of infection or other systemic involvement. 

Initial imaging with abdominal ultrasound revealed a cys-
tic mass located in hepatic segment VIb. The lesion measured
approximately 4 × 4 mm and was characterized by a small
dependent sediment. No evidence of gallbladder lithiasis was
observed. To further evaluate this finding, magnetic resonance
imaging (MRI) was performed ( Fig, 1 ). 

A magnetic resonance imaging (MRI) examination was
performed to better characterize this mass. It appeared hy-
pointense compared to the adjacent hepatic parenchyma on
T1-weighted sequences and distinctly and uniformly hyper-
intense on T2-weighted sequences, with no enhancement af-
ter gadolinium injection and no enhancement of the cyst

wall. 

 

This mass contained sediment that was slightly hyper-
intense on T1-weighted sequences and hypointense on T2-
weighted sequences. There was no direct communication
with the biliary ducts ( Fig. 2 ). 

The differential diagnoses were primarily biliary cystade-
noma, lymphangioma, and hemorrhagic biliary cyst. 

Consequently, in the absence of a definitive etiological di-
agnosis, an en-bloc resection of the mass was performed. A
well-encapsulated mass was identified in segment IVa. 

The patient was able to return home three days after the
procedure. The postoperative course was uneventful. 

Histological examination of the surgical specimen revealed
a fibrous wall lined with pseudostratified ciliated columnar
epithelium. The diagnosis of a ciliated hepatic cyst was finally
established. 

Discussion 

The ciliated hepatic cyst (CHRC) is a rare, benign, solitary
intrahepatic cystic lesion characterized by the presence of
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pseudostratified ciliated epithelium, similar to that of the res-
piratory tract but distinct from intrahepatic biliary epithelium
[ 1 ,3 ]. 

It develops from the foregut within the liver. It results from
an abnormal tracheobronchial budding that, after detaching,
may migrate caudally to become embedded in the liver be-
fore the closure of the pleuroperitoneal canals, which occurs
around the end of the eighth week of development [ 4 ]. 

The majority of these cysts are subcapsular and located in
the left hepatic lobe. 

First described by Wheeler and Edmondson in 1984, CHRC
remains an exceptionally rare pathology, with fewer than 80
cases documented in the international literature [ 2 ]. Its rarity
and often subtle clinical presentation complicate its diagno-
sis, making it a condition of interest for clinicians and pathol-
ogists. 

It can be difficult to distinguish CHRC from other hepatic
lesions, with differential diagnoses primarily including biliary
cystadenoma, lymphangioma, and hemorrhagic biliary cyst. 

Clinically, CHRCs are generally asymptomatic and are dis-
covered incidentally during imaging examinations [ 5 ]. How-
ever, in symptomatic cases, patients may present with local-
ized abdominal pain in the right hypochondrium, or compres-
sive symptoms if the cyst reaches a significant size. These
cysts are most often located in the right hepatic lobe, particu-
larly in segment IVa [ 6 ]. More rarely, CHRCs may occur in other
hepatic segments, including rare locations near the gallblad-
der in segment IVb, reported in 3.6 % of cases [ 7 ]. 

The radiological diagnosis of CHRC relies on increasingly
sophisticated imaging modalities. On ultrasound, CHRCs ap-
pear as well-defined, subcapsular, hypoechoic, or anechoic le-
sions, often accompanied by posterior enhancement. Some
cases may show dependent hyperechoic sediment [ 8 ]. While
these findings may suggest a simple cyst, unusual location or
the presence of sediment warrants further investigation. 

On computed tomography (CT), CHRCs appear as hypo-
dense, well-defined lesions without enhancement after con-
trast administration. In some cases, dependent hyperdense
sediment may be visualized. MRI is particularly useful in
characterizing these cysts. On T2-weighted sequences, CHRCs
are strongly hyperintense, while on T1-weighted sequences,
their intensity varies, sometimes appearing slightly hyperin-
tense due to intracystic sediment. Unlike more complex le-
sions such as biliary cystadenomas, CHRCs do not show en-
hancement after gadolinium administration [ 9 ,10 ]. However,
in the absence of mural calcifications, which are rare, it can
be challenging to distinguish CHRCs from other hepatic cystic
pathologies. 

CHRCs can be mistaken for several other hepatic cystic
lesions. Differential diagnoses include simple cysts, hydatid
cysts, amebic or pyogenic abscesses, intrahepatic biliary cysts,
and cystic tumors such as biliary cystadenomas. An integrated
approach combining clinical history, biological findings, such
as elevated infection markers indicative of a hepatic abscess,
and imaging characteristics is essential to narrow down the
differential diagnosis. Nevertheless, these elements are of-
ten insufficient, requiring histopathological examination for
a definitive diagnosis. 

CHRCs exhibit a characteristic wall structure composed of
4 layers: an inner layer of pseudostratified ciliated epithelium,
a layer of underlying connective tissue, a thin layer of smooth
muscle fibers, and an external fibrous capsule [ 3 ]. These fea-
tures distinguish CHRCs from other hepatic cystic lesions. Cy-
tology, obtained via fine-needle aspiration (FNA), may reveal
ciliated cells, which are pathognomonic for this lesion [ 10 ].
However, due to the low cellularity of the samples, surgical
resection is indicated. 

The evolution of CHRC is poorly understood. Two cases of
compression of neighboring structures have been described:
1 case of compression of the portal vein trunk leading to por-
tal hypertension in an adolescent, with regression of symp-
toms after cyst resection [ 11 ], and 1 case of biliary compres-
sion presenting as jaundice [ 12 ]. Moreover, 3 cases of malig-
nant transformation into squamous cell carcinoma have been
reported. This low risk of malignant transformation and pro-
gression to carcinoma underscores the need for a proactive
approach, including surgical resection, even in the absence of
obvious signs of progression. Furthermore, the benign nature
of CHRCs may be misinterpreted as malignancy during preop-
erative imaging, emphasizing the importance of resection to
exclude more serious diagnoses and reduce the risk of future
complications. 

Conclusion 

CLHC, though rare, is a critical diagnostic consideration in the
evaluation of hepatic cystic lesions. Its clinical and radiologi-
cal features aid in distinguishing it from other cystic patholo-
gies, but definitive diagnosis relies on histopathological exam-
ination. Given the potential for malignant transformation and
the difficulty of excluding other serious conditions, surgical
resection remains the treatment of choice. Increased recogni-
tion of this entity through advancements in diagnostics con-
tributes to a better understanding of its clinical behavior and
optimal management strategies. 

Patient consent 

Written informed consent was obtained from a legally autho-
rized representative(s) for anonymized patient information to
be published in this article. 
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