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have been described [26]. Locoregional therapy in the 
form of embolization and radiofrequency ablation has 
been used in some patients, especially in those not fit 
for more invasive surgery [5,19].

SurvEIllAnCE
Surveillance is generally not recommended. How-

ever, there is a difference in the recommendations 
of European and American guidance. According to 
European guidelines, once a diagnosis of FNH is made, 
there is no need for follow-up even in pregnancy and in 
patients on OCP.  Furthermore, stopping oral contracep-
tive medications is not recommended [4]. Nonetheless, 
the American guidelines suggest annual ultrasonogra-
phy assessment for 2-3 years after diagnosis is made in 
women who would like to continue oral contraceptive 
medication. Patients diagnosed with FNH and who are 
not on OCP do not require regular follow-up [19].

In patients diagnosed with FNH and who become 
pregnant, European guidelines do not recommend im-
aging surveillance [18]. At present, there is no guidance 
on females who are on hormone replacement therapy 
(HRT) and have concomitant FNH. It has been noted that 
hepatic hemangiomas which are commonly associated 
with FNH do increase in size and can rupture in women 
on oestrogen-based HRT [27].

ConCluSIon
FNH is a benign liver lesion frequently discovered 

incidentally. Its diagnosis can precipitate patient anxi-
ety. Accurate diagnosis and appropriate management 

are crucial to avoid unnecessary interventions. Further 
research is warranted to enhance our understanding 
of FNH and improve its diagnosis and management.
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Table 3. Cases involving rupture of FNH [23].

Patient Number Year of publication Age Sex
Number of 

lesions
Maximal 

diameter (CM)
Management

1 1974 26 F 1 10 Surgery

2 1995 28 F 2 4.5 Surgery

3 2001 37 F 1 5 Pre-op TAE, Surgery

4 2003 27 F 1 6 Surgery

5 2005 35 F 1 9.8 Surgery

6 2005 42 F 1 10 Surgery

7 2006 37 F 4 5.2 Surgery

8 2006 26 F N/M 15 Pre-op TAE, Surgery

9 2013 23 F 1 1 Diagnosis at Autopsy

10 2016 35 M 1 8 Pre-op TAE, Surgery

F: Female; M: Male; N/M: Not mentioned; CM: Centimetres; TAE: Trans-aterial chemoembolization 




