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CASE PRESENTATION
A 48- year- old female patient, with no medical history, 
presented to the emergency department for upper abdom-
inal pain evolving for one month associated with vomiting, 
fever and chills, without other digestive disorder. The patient 
also reports a chronic paroxysmal cough with moderate 
dyspnoea. On physical examination, the patient had hepato-
megaly with an enlarged mass. Laboratory data showed 
high range of white blood cell (13000 / µL) and a C- reac-
tive protein value of 70 mg/L. Abdominal ultrasonography 
showed a large, well- defined, round cystic lesion occupying 
the entire right lobe of the liver, with hypoechoic center and 
an irregular wall (Figure  1). Contrast- enhanced abdom-
inal CT scans at the arterial and portal phase revealed a 
well- defined, round- cystic lesion (Density of 18 HU) occu-
pying the entire right lobe of the liver, measuring 18 × 13 × 
19 cm, having a thick enhancing wall suggestive of a liver 
abscess (Figure 2). Ultrasound- guided biopsy of the larger 
liver mass were done using a Menghini needle 18 Gauge. 
Aspirate and biopsy cultures were negative for any growth. 
Aspiration cytology showed a chocolate coloured fluid, 
with epithelial cells, without atypia. Hepatic biopsy revealed 
a well- differentiated grade 1 neuroendocrine tumour, 
immunohistochemical staining was positive for synapto-
physin and chromogranin and a Ki-67 labeling index <1% 
(Figure 3). Chest CT scans were performed revealing mildly 
enhancing irregular right hilar mass (Figure  4). Broncho-
scopic biopsy of the hilar mass was performed using a trans-
bronchial needle aspiration 19 Gauges, which confirmed the 
diagnosis of typical carcinoid tumour. The patient started 
a poly- chemotherapy based on VP 16/platinum, anthracy-
cline cyclophosphamide but was lost to follow- up.

DISCUSSION
Hepatic metastasis may mimic a liver abscess, either because 
of the complex symptoms or due to indeterminate imaging 
features. This has been reported with colorectal cancers 
and neuroendocrine tumours (NET), especially carcinoid 
tumours, which originate commonly in the gastrointestinal 
tract or in other locations such as the lung, kidneys or the 
ovaries.1

Bronchial carcinoids, as in our case, account for 2% of 
primary lung tumours and approximately 25% of all carci-
noid tumours.2 These tumours can be classified as typical 
or atypical based on their histological features.3 Atyp-
ical carcinoid has a more aggressive biological behaviour 
than typical one with a high risk of recurrence and distant 
metastases.4 Metastases occur in 15% of typical carcinoid 
tumours and 30–50% of atypical carcinoid tumors of the 
lung, and usually involve the liver, bone, adrenal glands and 
brain.

In this article, we report a case of liver metastases from 
typical carcinoid tumours of the lung, mimicking a liver 
abscess.

Liver metastases do not have pathognomonic symptoms, 
they are often silent. The common presentation of liver 
abscess includes fever, chills and right upper quadrant pain. 
These symptoms may be either present in liver metastases, 
because of secondary infection or superinfection of sponta-
neous necrosis.5
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SUMMARY

Hepatic metastases from carcinoid tumours are typically solid, hypervascular lesions on imaging. The cystic form, 
mimicking an abscess, is extremely rare. We report a case of a 48- year- old female presenting with a large hepatic 
mass that was diagnosed as a hepatic abscess, but the ultrasound- guided biopsy showed well- differentiated grade 
1 neuroendocrine tumour. CT scan of chest, abdomen and pelvis was performed, looking for the primary tumour, it 
revealed an endobronchial mass of the right inferior lobe. Lung biopsy by rigid bronchoscopy was taken confirming the 
diagnosis of a typical carcinoid tumour.
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In the absence of pathognomonic symptoms, imaging, espe-
cially CT and MRI help the diagnosis. The typical CT imaging 
features of hepatic abscess are the presence of air bubbles or air- 
fluid level, double- target sign enhancement. Some characteristic 

CT findings may help differentiate between hepatic abscess and 
mass. Abscess shows inner air density, multilayered enhance-
ment, double target or cluster sign, sharp margin and air biliary 
gram. It can be associated with pleural effusion, atelectasis of 
the lower lungs. However, a liver mass such as cholangiocar-
cinoma and hepatic metastasis would have a solid component 
with peripheral rim- like enhancement. It usually manifests with 
capsular retraction, focal bile duct dilatation and associate lymph 
node enlargement.5,6

Liver metastases of NETs, as in our case typically appear as solid, 
hypervascular masses with marked contrast- enhancement in the 
arterial and portal phases.7 The arterial hyperenhancement is 
due to a rich hepatic arterial supply. They may develop central 
necrosis or cysts, in this case, imaging features are atypical and 
can mimic liver abscesses in the pyogenic phase.8,9

The appearance of liver metastases on MRI can also mimic 
hepatic abscesses, they both appear hypointense on T1W images 
and hyperintense on T1W images with wall enhancement. There-
fore, the role of apparent diffusion coefficient (ADC) calculated 
from diffusion- weighted imaging (DWI) allows the characteriza-
tion of benign and malignant lesions.9,10

The necrotic portion of a tumour has a low viscosity and, there-
fore, a high ADCs. In contrast, the necrotic portion of an abscess 
cavity is filled with pus, which contains inflammatory cells, 
bacteria, necrotic tissue and proteinaceous exuded plasma with a 
very high viscosity and cellularity, thereby resulting in markedly 
decreased ADCs.10

Figure 1. Abdominal ultrasonography showing a large well- 
defined, round cystic liver lesion with hypoechoic centre and 
an irregular wall

Figure 2. (A) Non- contrast CT scan showing a large hypodense lesion with thick wall in the right lobe of the liver (arrow). (B) 
Contrast- enhanced scan on arterial phase shows irregular peripheral enhancement (arrow).(C- D) Contrast- enhanced scan on 
portal phase shows no significant change (arrow).
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Because of non- specific radiological features, percutaneous 
biopsy with histopathology studies may be required for a defini-
tive diagnosis.8,9Fine- needle aspiration (FNA) is considered the 
gold standard with a yield that is highly sensitive. However, the 
process of fine- needle aspiration and its interpretation is fraught 
with risks. One study reported superiority of needle biopsy over 
FNA cytology allowing the demonstration of better architectural, 

cellular as well as immunohistochemical evaluation of liver 
lesions in biopsy specimens.10

CONCLUSION
In the absence of typical clinical symptoms and because of 
non- specific radiological features, the diagnosis of liver metas-
tasis and its differentiation from hepatic abscesses may still be 

Figure 3. Histopathological examination of the hepatic biopsy: (upper left) hepatic infiltration by tumour proliferation with lobular 
and trabecular architecture. (Original magnification x 4) – Marking of very rare nuclei by the Ki67 proliferation index (original 
magnification x 40). Immunohistological staining (original magnification, 40 ×) is positive for synaptophysin and chromogranin 
and negative for CDX2 antibodies.

Figure 4. (E- F) Contrast- enhanced chest CT scans in mediastinal (E) and lung window (F) showed mildly enhancing irregular right 
hilar mass (arrow).
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challenging, especially in patients with unknown malignancy. 
Percutaneous biopsy is essential for a definitive diagnosis.

LEARNING POINTS

• The appearance of hepatic metastasis in CT scans can mimic 
hepatic abscess.

• It is important to make and consider the differential diagnosis 
to guide the therapeutic strategy.

• MRI and especially diffusion- weighted sequence have an 
important role to differentiate hepatic metastasis from 
abscesses.

• In the absence of a definitive diagnosis, percutaneous biopsy 
with histopathological studies may be required.
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