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ABSTRACT 

           Chronic diarrhea is a common patient complaint and is defined as 

lasting more than 4 weeks. A wide range of problems can cause chronic 

diarrhea; some of the most common causes include, inflammatory bowel 

disease (Crohn's disease and ulcerative colitis), malabsorption syndromes, 

and chronic infections. (Juckett  et al, 2011) 

 

          CT enterography is a new non-invasive imaging technique that 

offers superior small bowel visualization compared with standered 

abdomino-pelvic CT, and provides complementary diagnostic 

information to capsule endoscopy and MRI enterography . CT 

enterography is well tolerated by patients and enables accurate ,efficient 

assessment of pathology arising from the small bowel wall or surrounding 

organs. (Ilangovan et al, 2012). 

 

           The greatly improved spatial and temporal resolution provided by 

multidetector CT scanners, combined with good luminal distention 

provided by negative oral contrast agents and with good bowel wall 

visualization, have made CT enterography the main imaging modality not 

only for investigating proved or suspected inflammatory bowel disease 

but also for detecting occult gastrointestinal tract bleeding, small bowel 

neoplasms, and mesenteric ischemia .(Elsayes et al, 2010). 

 

          Although capsule endoscopy provides better mucosal visualization, 

it does not allow visualization of abnormalities outside the bowel lumen. 

Moreover, capsule endoscopy cannot be performed when the presence of 

a stricture is suspected; the endoscopic capsule may become lodged at the 

diseased segment and cause obstruction. CT enterography allows 



excellent visualization of the entire thickness of the bowel wall and 

depicts extraenteric involvement as well, providing more detailed and 

comprehensive information about the extent and severity of the disease 

process. (Elsayes et al, 2010) 
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