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GB represents a gallstone. The echogenicity of the stone is
slightly more increased than that of intraluminal hemorrhagic
fluid.
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Fig. 2. A 56 year-old-man with hemorrhagic cholecystitis.

a. On precontrast CT scan, the GB is filled with homogeneous hyperdensity representing hematoma, and its wall is slightly
thickened.

b. Follow-up US 10 days later shows ill-defined mixed hyper- and hypoechoic lesion in the GB with thickened wall. Neighboring
liver parenchyma is displaced by distended GB with partially indistinct interface. Intrahepatic bile ducts are mildly dilated.

c & d. On pre- and postcontrast CT scans, GB is distended and filled with rather well-defined homogeneous hyperdensity lesion
representing hematoma and small amount of hypodense fluid density in peripheral portion. No enhancing lesion is seen on the
postcontrast CT scan.
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Ultrasonographic and Computed Tomographic Findings
of Hemorrhagic Cholecystitis: Report of Two Cases’
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Hemorrhagic cholecystitis(HC) is a rare complication of gallbladder(GB) disease characterized by mucosal
and intraluminal hemorrhage of the GB. We report ultrasonographic(US) and computed tomographic(CT)
findings of two cases of HC. Hemorrhagic fluid filled in the inflamed GB lumen was initially seen as ho-
mogenoeus hyperdense and hyperattenuated lesion on both US and CT, respectively. As resolution of the
hematoma and gangrenous change of the GB wall progress, US showed inhomogeneous mixed echogenic
lesion in the GB having partially indisinct border, mimicking an invasive mass. At this stage, CT still showed
homogeneous hyperdense hematoma and a small amount of fluid in the GB, without evidence of contrast en-
hancement.
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