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INTRODUCTION 

     Imaging has an important role in the diagnosis and 
follow-up of hepatic infections. In routine clinical practice, 
US, CT, and MR imaging may be used. Characteristic 
changes in US echogenicity, CT attenuation, or MR 
imaging signal intensity and typical enhancement patterns  
can contribute to the diagnosis of specific infectious 
diseases, including abscesses, parasitic diseases, fungal 
diseases, granulomatous diseases, viral hepatitis, and other 
less common infections (Mortelé et al, 2004). 

     In planning the therapeutic approach for patients who 
have or are suspected of having liver lesions, imaging is 
one of the major sources of information. Although 
ultrasonography (US) will depict most of the focal liver 
lesions, characterization of the nature of such lesions often 
depends on an additional imaging evaluation, sometimes 
followed by a histopathologic examination (Matthijs 
Oudkerk et al, 2002). 

    The two principal modalities for the additional imaging 
evaluation of the liver, computed tomography (CT) and 
magnetic resonance (MR) imaging, have undergone 
marked technical advances over the past few years 
(Matthijs Oudkerk et al, 2002). 

    CT is particularly helpful in revealing the presence of 
calcifications and gas and in detailing the enhancement 
pattern (Mortelé et al, 2004). 

    In patients suspected of having hepatic fungal infection, 
arterial phase CT depicts significantly more hepatic lesions 
than does CT performed during the other phases, and it 
reveals more lesions with enhancement patterns suggestive 
of infection. Arterial phase CT should be performed in 
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addition to portal venous phase CT in patients suspected of 
having hepatic fungal infection (Metser et al, 2005). 
 
    The multiplanar capability of MR imaging and its 
sensitivity to small differences in tissue composition 
increase its specificity for certain hepatic infections, 
including hydatid cyst and candidiasis (Mortelé et al, 
2004).   

    Clinical MR imaging sequences for hepatic imaging 
continue to evolve at a fast rate. The three basic demands if 
MR imaging has been chosen for hepatic imaging are: 
improving parenchymal contrast, suppressing respiratory 
motion artifact, and ensuring complete anatomic coverage. 
To guarantee satisfactory consideration of these three basic 
demands, use of the advanced designs of T1-weighted and 
T2- weighted imaging sequences remains the greatest 
challenge in hepatic MR imaging (Boll and Merkle, 2009). 

    With the introduction of abdominal diffusion weighted 
imaging, a very promising tool for extraction of both 
qualitative and quantitative information from hepatic MR 
imaging series without the administration of exogenous 
contrast medium became available (Boll and Merkle, 
2009). 

    The elasticity of liver parenchyma shows a strong 
correlation with degree of hepatic fibrosis and association 
with increased vascular resistance, as seen in elevated 
portal venous pressure. MR Elastography allows 
quantification of the viscoelastic property of the liver, in 
particular for assessment of hepatic fibrosis (Boll and 
Merkle, 2009). 
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AIM OF THE WORK 

 
This essay is designed to demonstrate characteristic 

changes in US echogenicity, CT attenuation & MR 
imaging signal intensity in characterization of infectious 
liver diseases. 

 

 

 

 

 

 

 


