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Abstract
Peliosis hepatis is an uncommon benign disorder charac-
terized by blood-filled cavities within the liver. We de-
scribe the sonographic, computed tomographic, and mag-
netic resonance appearance of a patient affected by
peliosis hepatis with pseudotumoral and hemorrhagic
evolution and direct demonstration of the ectatic vascular
components.
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Peliosis hepatis is an unusual benign disorder that was
first described by Schoenlank in 1916 and is characterized
by multiple blood-filled spaces communicating with di-
lated sinusoids [1–3]. The cavities show variable size and
morphology. Peliosis may also affect other organs such as
the spleen, lymph nodes, bone marrow, lungs, pleura,
kidneys, adrenals, stomach, and ileum [4]. Previously
associated with chronic wasting due to tuberculosis, can-
cer, or hematologic disorders, peliosis hepatis has also
been reported in patients treated with anabolic steroids
and oral contraceptives [5]. Peliosis hepatis may be
asymptomatic or complicated by liver failure, cholestasis,
portal hypertension, hemorrhage, and, rarely, hemoperi-
toneum [5–7].

The imaging features of uncomplicated and hemor-
rhagic peliosis have been reported [1, 5–12]. However, to
our knowledge, the pseudotumoral appearance of this
entity with direct demonstration of the ectatic vascular
components has never been described. We report the
sonographic, computed tomographic (CT), and magnetic
resonance (MR) appearances of peliosis hepatis with
pseudotumoral and hemorrhagic evolution.

Case report

A 35-year-old woman presented with right abdominal
pain. She had used oral contraceptives for many years.
Physical examination showed slight hepatomegaly. Lab-
oratory findings were unremarkable. Ultrasound exami-
nation showed biliary sludge, hepatic steatosis, and mul-
tiple macronodular hypoechoic lesions, the largest of
which was located near the gallbladder. A liver helical CT
examination (Somatom Plus 4 scanner, Siemens, Erlan-
gen, Germany) with 5-mm collimation and a pitch of 1
showed fatty liver and multiple lesions with regular shape
that were hyperdense before and after intravenous admin-
istration of contrast medium (120 mL Iopremole, Iomeron
300, Bracco, Italy).

The T2-weighted and fat-suppressed MR images ob-
tained on a 1.5-T MR unit (Vision, Siemens) demon-
strated slightly hyperintense lesions, with no evidence of
portal vein thrombosis, distortion, or infiltration, which
suggested pseudotumoral hepatic steatosis; these results
were confirmed by fine-needle aspiration. A 6-month
sonographic follow-up demonstrated progressive increase
in size of the lesions.

Two years later the patient presented with acute right
abdominal pain. Enhanced CT confirmed the preexisting
macronodular pattern, showing a large subcapsular blood
collection and the presence of an inhomogeneously hy-
podense tumor in the caudal aspect of the right liver (Fig.
1A).

Sagittal T1-weighted (Fig. 1B) and coronal T2 (Fig.
1C) MR images confirmed the hemorrhagic nature of the
collection and better demonstrated the exophytic growth
of the caudal lesion, which appeared hypointense on T1
images and slightly hyperintense on T2 images. Contrast-
enhanced fat-suppressed T1 delayed (60 min) images
obtained after injecting gadobenate dimeglumine (Multi-
hance, Bracco, Italy) at a dose of 0.1 mmol/kg showed aCorrespondence to:F. Ferrozzi
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“branching” appearance (Fig. 1D) caused by the direct
demonstration of the vascular component within the le-
sion. Fine-needle biopsy demonstrated the presence of
diffuse steatosis and showed blood-filled spaces with no
endothelial lining, characteristic of the parenchymal type
of peliosis hepatis.

Discussion

Peliosis hepatis is characterized by multiple blood-filled
cavities [13] that are variable in morphology and size

(from smaller than 1 mm to several centimeters), with no
preferential location within the hepatic lobule [1]. Yanoff
and Rawson described two types of the disease: paren-
chymal and phlebectatic [14]. In the parenchymal type,
the blood-filled spaces are lined with hepatocytes and are
usually associated with hemorrhagic parenchymal necro-
sis; in the phlebectatic type, the spaces are lined with
endothelium and based on aneurysmal dilatation of the
central vein [14].

Although the pathogenesis remains unknown, many
theories have been postulated to explain the etiology of
the disease such as toxic or infectious damage on the

Fig. 1. A Enhanced CT demonstrates an inhomogeneously hypodense
tumor in the caudal aspect of the right liver. Other sections (not shown)
demonstrated a large right subcapsular blood collection and a nodular
lesion in the medial aspect of the left liver. (B) Sagittal T1 and (C)
coronal T2 and T1 MR images confirm the hemorrhagic nature of the
collection and demonstrate a small intraparenchymal hematoma (C).

Sagittal and coronal views better depicted the exophytic growth of the
caudal lesion, which appears homogeneously hypointense on T1 (B) and
slightly hyperintense on T2 (C). D The lesion is characterized by a
“branching” appearance caused by the vascular component as demon-
strated on T1 fat-suppressed delayed enhanced images.
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sinusoidal endothelium, outflow obstruction of blood flow
at the sinusoidal level, and hepatocellular necrosis [15].
Peliosis is associated with tuberculosis, steroid and oral
contraceptives therapies, hematologic and hepatic disor-
ders, and neoplasms [3, 8, 11, 13, 16, 17].

Bacillary peliosis hepatis has been reported in HIV-
positive patients [5]; the causative agents for cutaneous
bacillary angiomatosis and HIV-related peliosis areRoch-
alimaea henselaeand R. quintana, two Rickettsia-like
organisms [18–20]. Although bacillary angiomatosis is
most frequently located in the skin, it has also been
described in bone, in the reticuloendothelial system (liver,
spleen, lymph nodes), and in bone marrow, kidneys,
adrenals, pleura, and retroperitoneum [19–22].

Several reports have reported regression of peliosis
hepatis after cessation of steroid therapy or resolution of
the associated infectious disease [8].

Clinical presentation is variable. The disease may be
asymptomatic or present with complications such as liver
failure, cholestasis, portal hypertension, or hemorrhage
[5].

Imaging findings in peliosis hepatis are variable de-
pending on different pathologic patterns of the disease
and often concomitant steatosis. Ultrasound generally
shows homogeneous hypoechoic lesions (in patients with
steatosis) but has also shown heterogeneous hypoechoic
(complicated with hemorrhage) or hyperechoic (in pa-
tients with normal liver) patterns [10]. CT findings differ
with the size of the lesions, the extent of communication
with sinusoids, the presence or absence of thrombus
within the cavity, and the presence of hemorrhage. The
lesions are generally hypodense before and after admin-
istration of intravenous contrast medium. If peliotic cav-
ities are much smaller than 1 cm in diameter, CT findings
may appear normal. Larger cavities that communicate
with sinusoids will have the same attenuation character-
istics as blood vessels, and thrombosed cavities will have
the same appearance as nonenhancing nodules [1, 9]. MR
findings of uncomplicated peliosis hepatis seem normal
[1] or show lesions with increased signal on T1- and
T2-weighted images due to the presence of subacute
blood [8].

The differential diagnosis must take into account pri-
mary or metastatic neoplasms, hematologic disorders, and
hepatic abscess [5, 8, 10].

Within 2 years, our patient who initially presented
with steatosis developed hemorrhagic and pseudotumoral
complications of peliosis hepatis. The macronodular ap-
pearance in a HCV-positive patient with chronic hepatic
disease may have suggested dysplasic nodule or hepato-
cellular carcinoma. The strong contrast enhancement with
the “branching” appearance caused by the vascular com-
ponents on fat-suppressed T1-weighted images in the

delayed phase after administration of gadobenate dime-
glumine seems to be specific.

In conclusion, peliosis hepatis should be considered in
the differential diagnosis of a hepatic mass. Enhanced
MR may the modality to diagnose it.
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