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Evaluation of Diagnostic Imaging for Diseases of Liver and Gallbladder

Hee-Seup Kim, M.D.

Medical Department, Korea Life Insurance Co. Litd.
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1. H#% (Hepatitis)

2. Hgih#F (Fatty Liver)

3. WrE#E5E (Liver Cirrhosis)

4, FFAR% (Liver Abscess)

5. Fr3EME (Liver Cyst)

6. HEHFFEE (Benign Hepatic Tumor)

a) IMEhE (Hemangioma)
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b) imMfE (Hematoma)

c) IRkE (Adenoma)
7. EYEREE (Malignant Tumor of Liver)
8. Mg fi3E (Cholelithiasis)
9. heFlEE (Tumor of Gallbradder)

1. BF % (Hepatitis)

spol | AMF R o BKeE Mol AR
(Hepatitis A)?} BZEUH X (Hepatitis B) 2.2 4
T3k &, ATFRE  RUYWER R (Infectious
hepatitis) ¢ 24 Zkd7 27} F3& a4
Ho, 159~50¢9 vlad g 875 AH
T2 Aot g & AlghEe &3] g, 34
BAYRF 42 MiFEH 4 (Serum hepatitis) 0. 24 =
Aoz ZHaE Qe ““”5-’*12}1-:—‘514 T3
of 7= AY == 23
o 23 H]%‘T’”ﬁ%ﬂn-"—i Hheg 3o,
=zl A oH (Body ﬂuid)OJ] 23t 7w wEslw,
50~160%¢] ol 7l A
Foll= WAgch, W ﬂiﬁiﬂ’]&i—‘{: I&HT—%OE‘“HT‘:-
frififiee] ffefEiERe = 7o|E R
S o}, B KoZ o33l ulel f‘ﬂiLHOﬂ
TS dov|x, = HBEEAI7L ofr]|3 e
24 e FrHilne] Rt AAsla BEH
Mz 5, oSolvt MipiRmEEte] Fwls
Al =™ FrHBeE R (Liver cell cytoplasm) o]
WHEWE 5718 2 =l
o)A & kY REERH 3= f@%
5| BEHERMo ke v, uweld &t
RY wi= LS ERSEEREERC o3 (%Hi
o 8 (KR e (hypoechogenic pattern) S X
F 7 FA| et 5
et shAleh, el BMHReRE ol He ule}
FRemfoe] Mo 2 MMMl A=Y
A FHie] RIEMEC] AR Bz
X522 BFEEEANAE WSl Ex
44 3} & (high echogenic pattern)-& &) 3}l
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2. BERERF (Fatty Liver)

PREFAT-& &3] wiuksE, oAU FE, 3xE
Z, wayl, A, dokEak vl £ wm Ay (A,
ot Fok) 5, HRMEERR Y %""’b“’ﬂ sukElo Wb
Ay 5}

FFilRA R /akike] fERhel ohak H&bxlo] = ul
o2 Hrillfke]l FEaEth AZE AW AE
doy|A =} uwlebd BEFEERGAAE FE
ol g3t BFLE o) F S RCEME SNl (fine high

Fig. 1. Ultrasonogram reveals high echo-level speck-
lings in the liver {(so-called, bright liver) with
paucity of interhepatic vessels, indicating fatty
liver.

Fig. 2. In CT scanning, diffuse hypodensity areas are
visualized in entire liver parenchyma caused by
diffuse fatty infiltrations.
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echogenic pattern) o] vjutloz FE3HA =7}
o 49 “bright liver’e] <lA-Z Fwi, ZHd 3
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“echo pattern”e] F715 IAg 4+ 9
<o| R|u}7lX] Tl
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H-o ERETEREM (CT) o], o|wix= %
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3. FFEE4E (Liver Cirrhosis)
HF RSB -2

(Portal cirrhosis, Laennec’s cirrhosis),
PERFREREEE (Postnecrotic cirrhosis) PR
HEEAE (Biliary cirrhosis) 2.2 %304, o1
AME FINRMEFFREREGES] WA=t 7 =4
Shzlict, FFEESMES] b ubAA HAoA A
o] shE MPIRBIUERES ulske] A sl
olul= HEHE Hulell ZA MHEARZ T4
SRR 7 bR A obEe] HEEN £t
NFEETERR . EEHE dogAl "oy E9
BFAEY AT E FEo| ot FikE=
FINRPERFEESEEE Sl Qlol M= Z718H-E ZHA| Lo
fg’®E (Lipid) o} 2 =]o] FREFHFS 4£77 ole-o
ZH[e7b SubkEv A A FFEEC) S

o7)w} W ol Aol wel AulH oz HF #
HeAARS S, SRMANEETEK (Fig. 4) % B
Fisol s, ojdllv FIIREILHESE (Portal
BEK (Ascites) = RHEAFIRE
(Esophageal varix) 2] gted=to] ulsHA| 5=
2 BEREV G A HA 538 AAE 3
2hikel HEM:] el (Coarse high echogenicity)
(Fig. 3) 7 ol&8] HFEHEl =& 3o 4
214, PRI ARk 3], 53] fEke =&

REER Rl A FIIRMEFTRERE
IR

hypertension),

TARZHrRN FAE—

Fig. 3. In ultrasonogram, coarse, stippled high
echogenisity areas are demonstrated throughout
the liver with irregular hepatic surface and liver

atrophy, indicating the presence of cirrhosis of
the liver.

Fig. 4. In pathologic specimen, numerous small nodular
lesions are scattered in liver parenchyma due to
characteristic liver cirrhosis.
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Fig. 5. In CT scanning, numerous fine nodular forma-

tions are scattered in entire liver parenchyma
caused by liver cirrhosis. Ascites is present in

peripheral area of the liver, and splenomegaly is
also detected.
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Fig. 6. Pathologic specimen shows numerous nodular
lesions associated with internal fibrous degener-
ation in liver parechyma due to advanced liver
cirrhosis. (i ojtf A w4 AL

activity, 7+82 74 = v
%D AR g Ve,
g 7T HFTorM RIEFIER
Aol A= HA ov| BRI o] &2 X-
froll o3t BREEHME IR & k4%
o] AT/ = RS Wd oA 7h7dw e
Acke &5 o dFTo

SEICAR MR AE S vlo] B AP R
LB &t =,

=
£

o FFhEtE
olwl= HREE

LR (P AH Y 271+ 1em~2cm)o] &f
Aoz z=AsH| A2 —F N ES
(Fig. 6)olgtns 3}, 33 AATA T A
§-3} =20z R FHER gl ofF
AR 2 BhEke] mubAl “echo” ZF7}e] odAbol
sl Ak, 71e} BIHERFEEEE AR 2El Q)
o A& jEAF A (Biliary tract) 8] o= F83F 5
A o 40}04 Frbsl 7] wfoll HAKES 3
4 Qi Aol EAA oz} 7l

0]24 ‘6’]—

4. FFi@iE (Liver Abscess)

FrigES MM, oldlvMt = BB (Ac-
tinomycosis) 5ol 2]dle} WA, T EA =
WMol 93 BAEAe] Wle]l o ¢H BR
gifEol] 98t fEME AR AR ¥ol -7
vetol| A ol #if sttt skl

MBI IRE-S Escherichia coli, #&EKE, &
SR 5ol o8 [riRtEE &, R TRE 2
Kpgo s e MRS F3ld 2xor ZelE

L AV T R o), oleulAMRE 22X kBB
a~4 JEagg e e MRS £33l ZAPE+E 23HF
ol A=E ¥+

Ol*o‘*ﬂr o] H?H%‘%O] abAl b 71l H-foll =
= yEFEwio] AR o WIEERAIZE A A #KAb
2oy ue} BILERS doFog A, B =¥ I
fmS £33l i (Abscess pocket) 0] EME TR
BEREEMAAE A7e] ¢ 3~5cmol 33}
= EHE == eld¥e] EREMERMR (anechoic
area) Weol WA+ HRERE oF &9
“internal echo”7} ¢lx| &= (Fig. 7), =, EEX
Aol F2avl M7= “hyperechogenic spots”o]
vebdch, oSolu REEEEANAE Sl
T B3 As ve Ao SAYH FA
ok 50%olA= el ibEE  BEEEET
(posterior enhancement) 7} ER S 22 HIRE S
Zgald ARt LoldlrtsiAlet, = CTEAe
QAN E BEMSET-HAE Higd e 93
=y el e (HEERR
3}c} (Fig. 8).
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10] $ald) WAHA) o= HEEHE zholol
01 A BEEERmY M wvhe AS A4
ZuslFE Zolul, 53 B A= FH
o] A7 A Eoke] AAZE Adg B ¥ o
23 Jue 75383 “echo””) 9+ ERE
M2/% (anechoic area) 2 BRI oted] W

Fig. 7. Fn ultrasonogram, IOC?liZEd anechoit? area with ol 4mbsl: “echo”’7t =o RS C o
internal echo pattern is detected in right lobe of

the liver. This is suggestive of pyogenic liver (posterior enhancement) Q] &M Aol
abscess. E = o|v] (Fig. 9), C’]—E #hfio] oMz 7|53
NHA 9l 7 wiF-o 3K (sonic beam) ¢} =i Z

1-

Eapshar, g SulolA g FESE A
717) wgolch, uheld HEMEC] BEHEEMES
AR 4o KEER (hypodensity) ihe
wAbshe BEHETEERME (Fig. 10)of slsied of
Z 543 olold 232 QaAlael A7t ¥
cha s,

Fhgol o3 FEEe ZAE vl
Bolygo 249 MiksdsE (Clonorchis sinensis) ol
o3l K-S & ¢ Jorn, =iAs A F
ool z e Sobe w514 AbEol A4 5]
i &% (Echinococcus cyst) &) fEff|E  zheldd

' T AT HEolrt,

Fig. 8. C1 scan.nmg' df?monstrates localized round ] L-o)u} M s gEiEel 700l MW EIE o
hypodensity with internal honey comb septum in = 217}

right lobe of the liver, suggesting pyogenic abs- EHLET AR A A 77

cess. o) wgFHE WES Yo EOEMEAZ
41&’7{%'1#5% Z(Fig. 12)
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g0l Fulx]o] BIRIEEIRS olF /K& (Hydro- Fo 3 o|F AElZA HBENEME ¥ EHEI
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5. FFERE (Liver Cyst)
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Fig. 9. Ultrasonogram delineates a huge round anechoic
area (5 X5cm mn dia.) associated with character-
istic posterior enhancement in right lobe of the
liver, indicating typical simple cyst.

Fig.10. In CT scanning, a sharply demarcated round
hypodensity (55 cm in dia)) is detected in the
liver. This is indicative of simple hepatic cyst.

B SN (EERERZY EfM%S Jepix)at
ol BEHEGAN T BRELFoZo F

© Suw REERE] SRR Rl gfet
LIRS A5 2ot shAl
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6. EMFFRERE (Benign Hepatic Tumor)

>

F RIS 2

Mm&kE (Hemangioma), %

SN VR

Fig. 11. In ultrasonogram, a huge round anechoic area
with internal honey comb septum 1s demonstrat-

ed in left lobe of the liver caused by echinococ-
cus cyst.

Fig.12. In CT scanning, a huge round hvpodensity with

internal honey comb septum is visualized in left
lobe of the liver due to echinococcus cyst.

fiE (Adenoma), IMfE (Hematoma) = @3E
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BiRET G MEEES} BEALololl A “echo”
E A7) wl ol ALY 90%ell A A A
A3 AAAREY ESREEERE % (hypere-
chogenic round mass) (Fig. 13) & 3T A}g ¥ulo}
et mERES v AAAQ dadoje o] Znat
A4 “echo” Awo] Zrxlo] Fzlo] F
a9 1R¥0 18 5% 1% 75 (posterior enhancement)
Fabebei, MmENES =2717F &7 2.5cm of4
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o, S N‘ﬁl 2 i

e R
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FlolH e MM E FES FAFsRIRE 29
AE FUskd FHIE Azl =g F7bo] o] o
SHFAMA] FAGAAE BoFo R ESe] 7
HéOl 7bsdbct dhlch, t Adg mEEA A=
BiERARAN A Sely {KREMEEREAE
(hypoechmc mass)-& H.oFr] F Aol f£RFHEE
1%-& gubsle] vbx) HEES 7hdshr] ek o)
5 ovt MmEkEe ol = 7}:=  “internal
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of, X ol RSS2 ETE: (MRI) o] 5
A5tol| wet o] 3F-9Jo) ghe ofAle] EAA 47
= Ao EZA4 mEEZE FAAAHL He =
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b) MmAiE(Hematoma)

Mg FMEME = Aol eclod el
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ted-g do7 MimH el = ATl 7HA
Aol vhx] EREAERS BRI 2R BEHEY
% W EEEEE R 2 gd 5 Qo
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Fig.13. Ultrasonogram reveals an egg sized round high

echogenic area in right lobe of the liver, suggest-
ing hemangioma.

Fig. 14. Pathologic specimen shows an egg sized tumor
mass including mixed blood vessel in right lobe
of the liver, representing hemangioma.
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So7le &

stsbei 7|ele] EERE (Hamartoma)
ol EREEET MBS (Focal nodular hyperpla-

sia) gte] FAlghe]l Agdiet 53] HFARMES

Fg.15. In ultrasonogram, a huge tumor mass echo,
moderate echo-level, with rather obscuring bor-
der is detected in right lobe of the liver, indicat-
ing considerable malignant hepatoma.

Fig. 16. Pathologic specimen shows a huge tumor mass
with smooth marginated contour in the liver.
This is indicative of malignant hepatoma. (3t}
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7. EMAFIESR (Malignant Tumor of Liver)

MR IES H#ies (Hepatocellular car-
cinoma) & MEEE (Cholangiocarcinoma) &2
Blo] B3| EEES A7t wE Ao g ez
Ak BHES 50~60419] HEFEA = olzelFA
Eo] oy ol &FH AR}
T‘i- 73 -‘E’L“’JO] o Ak shlew, ooy
A8 Abekg-7F FREbfE ol v FFikaRES & 1bkshe]
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bob el A H o2 FHEEY oF 75%,
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Fig.17. CT scanning reveals a huge, irregular marginat- . . _
ed hypodensity area in right lobe of the liver Fig.19. In CT scanning, multiple round hypodensity

caused by malignant hepatoma. areas in varing sizes are clearly visualized in the

liver, representing metastatic lesions.

Fig. 20. In pathologic specimen, multiple metastatic nod-
ules in varing sizes are scattered in the liver. (i

ol Ats 24 A%

Fig. 18. Angiogram of the liver demonstrates typical
vascularization in involved area due to malig-

nant hepatoma. = ESF mESES e g =get 27 o

E Ax o FEEmS Holvh il o &k

730] folazct, =, zAYPAHxol wetr= ZHE

oz Jehd e Sgdmel ol e BEUEEY  wol EbAA moke] W ol AFAEMES
12 (anechoic rim) & 2+ A%7F % 58 ol x| sHA] Hrl,

FrEeel CTA7ol lof A= #ER2E 1057\' of = T REEAteEsg s Jdolde THEMEAR

K rElass (hypodensity) o FESERA% (Fig. 17) = (T,-weighted imaging)ell {EAS95RE (low

3$-71 ggez i A A e 7 signal intensity) 2, T fgm#% (T,-weighted

o] 2T3l »x 2 B 4 glon} olgl A= 7 imaging) ol A1+ {59858 (high signal inten-
Fole] A3 EES T Bk wEE sity) = HoiFi} o]l 27 FREell lolA

ched 2 vhseboh ERE AT CTATolA AW 27 oluh, Eelel oE g ERE)
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v)al] R HE (pseudo capsule),
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43tk Sl
g el 2ap4el #EiRg
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MRS T2,
3

(iInvation) 2 A%
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sio] RS Feet Bz o e
2R o

el A Al ahel BEWERGl

Fig.21. In ultrasonogram, multiple high echogenic
masses are visualized in the liver, suggesting
metastatic lesions.

Fig. 2. Several gall stones associated with characteris-
tic posterior shadowing are detected iIn
ultrasonography.
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RER RS2 ol A= T amsf& (T, -
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T, 351 851% (T,-weighted imaging)
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se halo)¢] EAAH 47L& HoAFrt,
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8. IEA%E (Cholelithiasis)

v g] 2.1 Zh4r (Calcium b111rub1r1ate) Sl b4
(Calcium carbonate) #ifieo& Tw5v, =
Zo A5 43 shdseEdz FAH BEiisa

o g ZelAHE fhel 7HE B, ol I
iriel  ZAaHE AHER  7llso] HHA
shch, opSo]  Wle]FHlZfia (Bile  pigment

stone) 0.2 A, 2o Ao} LMo HEASIe,

o] = MEIH Y kel o3l FAR, kAT
RO vl AT Holm, MEEES Had
ofsled AT vt o8 FEAToEA
”f’{} Bk neohe 2ol

o] hahAd o Hﬂzloﬂ N % 1
~H|E-0] S FAEl, HEE RS »9}94 A

oz LMl 49 %ﬁﬂ%ﬁ (Combined
stone) 2] ofate] SR Ho|m o]= BMX-#Eol
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EL% EafiEY] WL T2 BEMX-#K
& # M (Cholecystography) 2 Mg &R
#ti (Cholangiography) el &&sfgkom, X-#i%
Axe 53] ZAgAdte T L9 BHRIEE
BrEfE A (Radiopaque stone) 9] W73t oo
o 3pekA A Ro] Faydlcle] r)53d EAL glo
A RS AASE Aol R
o fOMTE uEsted A AWl ok -M
g w3k ozt 7% ﬂ:flb-zlon shas A o
ﬁﬂﬂi‘sﬂ%— | e SRt AlE MeREERAS] A
R ¢ Adlo] 9= AL 71-011-'6]—1;1;“ 2 3
BBl s o e s Yol 244
ol 4 ZAaA AN 4 U Berohls} A
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ing) (Fig. 22) 7} b= 7] wl-Fof W50 3
= AAEE whet #E ol Saesh T
FAAA koA shekd 4 glol, #hHERol
£ whdoel Helge) w0 shAlon B X
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ek "yt FHE 13z, Ry,
AN+ F 1,456% (FAF 6549
oz} 8027)-& A B EFWHERMS AT}
EARES 399 (2.68%)224 E3] 504dche
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chE Aol 269, chEAlfEmel 13524
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9. IRELER (Tumor of Galltladder)

el 713 Fo3 EES EMEoln, 9
90%°] Aol B3 (Adenocarcinoma)ol & tdgic),
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