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A year later, on a follow‑up CT scan, the diame‑
ter of the large tumor did not change, but the sol‑
id part of the tumor was found to be larger than 
before and showed enhancement after contrast 
administration (Figure 1B). Liver function tests 
and neoplastic markers were within normal rang‑
es. Based on the significant changes observed on 
the second CT scan, the patient was referred to 
a surgery department with a suspected cystade‑
noma / carcinoma of the liver. Resection of the 3 
liver segments (15.5 cm × 10 cm × 9 cm) was per‑
formed, with mainly solid tumor showing an ex‑
panding type of growth. Histopathologic exam‑
ination confirmed that it was a neuroendocrine 
tumor (NET; Figure 1C–1F), and additional thera‑
py with lanreotide was introduced. Further di‑
agnostics using positron emission tomography 
with [68Ga]Ga‑DOTA‑0‑Tyr3‑Octreotate did not 
reveal other focal lesions and showed enhanced 
expression of somatostatin receptors. During 
over 2 years of follow‑up, no focal changes were 
found on imaging.

Primary hepatic NETs (PHNETs) are extreme‑
ly rare, comprising only approximately 0.3% of 

Liver cysts are among the most frequent fo‑
cal lesions found on hepatic ultrasonography, 
with a high prevalence of 15% to 18% reported 
in the United States. They are most commonly 
simple cysts, but parasitic or malignant etiology 
should be considered in some cases.1

A 75‑year‑old woman with metabolic syn‑
drome and unusual abdominal complaints, 
with previously diagnosed irritable bowel syn‑
drome and gastroesophageal reflux disease, un‑
derwent abdominal ultrasonography that re‑
vealed focal liver lesions. The main tumor, lo‑
calized in the right lobe, consisted of a large, 
mostly fluid, thick‑walled cyst with a diame‑
ter of 96 mm × 89 mm and a solid 14‑mm lay‑
er comprising small cysts. Additionally, a con‑
glomerate of thin‑walled cysts with a total di‑
ameter of 35 mm × 21 mm was found in the left 
lobe. On the first computed tomography (CT) 
scan, the entire right lobe tumor was described 
as a polycystic area (Figure 1A). Serologic tests ex‑
cluded parasitic nature of the cyst. A consulting 
surgeon suggested a watch‑and‑wait approach 
involving observation of the liver lesions.
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Figure 1�  A – a dynamic abdominal computed tomography (CT) scan showing a large cyst with an adjacent area 
containing numerous small cysts in the right lobe of the liver; B – a follow‑up dynamic abdominal CT scan showing solid 
transformation of the polycystic area adjacent to the large cyst of the liver
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all gastrointestinal NETs, and only 200 cases 
have been described in the medical literature 
to date.2 Establishing a diagnosis of PHNET is 
particularly difficult, because NETs most com‑
monly occur in the small intestine, pancreas, or 
large intestine, and metastasize to the liver in 
over 40% of cases.3 PHNETs are more frequent 
in middle‑aged and older women, typically with 
minimal symptoms (over 60% of patients expe‑
rience nonspecific abdominal pain). Less than 
7% of patients present clinical symptoms of car‑
cinoid syndrome. PHNETs grow slowly and are 
commonly localized in the right lobe. On imag‑
ing, PHNETs appear as a cystic or solid‑cystic 
structure. The final diagnosis is based on histo‑
pathologic examination. The treatment of choice 
is surgical resection or liver transplant for inci‑
dental cases, and pharmacotherapy with soma‑
tostatin analogues for chronic cases.2,4,5

In conclusion, despite its rarity, and in light 
of the increasing prevalence of gastrointestinal 
NETs, PHNET should be considered in a differ‑
ential diagnosis, especially in older women with 
nonspecific abdominal pain and a large, atypical 
cystic mass in the liver.
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Figure 1�  C–F – microscopic findings of the neuroendocrine tumor G1; C – hematoxylin & eosin staining, 
magnification × 100; D–F – immunohistochemically determined tumor immunoprofile; D – antisynaptophysin antibody 
clone DAK‑SYNAP (strongly positive reaction), the gray area represents normal liver. E – anti‑CD56 antibody clone 
123C3 (strongly positive reaction); F – antichromogranin A antibody clone DAK‑A3 (weakly positive reaction), the gray 
area represents normal liver; original magnification × 100.
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