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Summary and conclusion
Inflammatory bowel disease is a term used mainly to describe two

idiopathic disorders that are associated with gastro-intestinal
inflammation. Crohn’s disease and ulcerative colitis need to be
distinguished from other conditions; which may display similar clinical
and laboratory findings as infection and neoplasm.

Crohn’s disease may involve any portion of the alimentary tract
from mouth to anus. Mucosal inflammation may be generalized or
patchy, and may extend gradually into the submucosa, muscularis and
serosa, which may result in intestinal complications; whereas in
ulcerative colitis a homogenous inflammatory process is confined to
mucosa and starts in the rectum; but may involve any portion of the
alimentary tract as well.

The diagnosis of inflammatory bowel disease is a challenging; as it
constitutes a variety of examination techniques that must be performed.
Full understanding of the anatomic and pathologic basis of the
radiological features of IBD is important to appreciate the natural history
and differential diagnosis of these diseases.

Radiological studies have an important role in the diagnosis of
patients with suspected IBD and also in the differential diagnosis because
of their ability to assess fine mucosal details.

Cross sectional imaging, as CT and MRI, have important role in
the evaluation of IBD patients. Double contrast barium studies is a
valuable technique in diagnosis of Crohn’s disease and ulcerative colitis
in patients with early disease; where as cross sectional imaging are
valuable for showing the effects of this disease on the wall of the bowel
and diagnosis of their intra-abdominal complications in patients with
more advanced disease.

Colonoscopy and barium studies can diagnose early manifestations
of IBD as erosions, aphthous ulcers and enlarged lymph nodes. MRI can
detect variations in bowel wall thickness and contrast enhancement, and it
could be the imaging technique of choice for follow up of patients with
active IBD due to its lack of the ionizing radiation.

Multi-slice CT allows the diagnosis of Crohn’s disease and small
bowel masses with 100% sensitivity, 95% specificity, 97% accuracy,
94% positive predictive value and 100% negative predictive value.

With CT colonography, the walls of the bowel segments, which
were severely affected by the disease, were illustrated by axial CT scans.
Air filled sinus tracts, loss of hausterations, pseudo-polyps and deep
ulcers are seen in CT colonography.
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Anatomy of small and large Intestine

Gross Anatomy:

The Small Intestine:

The small intestine is a convoluted tube, extending from
the pylorus to the colic valve, where it ends in the large
intestine. It is about 7 meters long, and gradually diminishes in
size from its commencement to its termination. It is surrounded
above and at the sides by the large intestine; a portion of it
extends below the superior aperture of the pelvis and lies in
front of the rectum. It is in relation, in front, with the greater
omentum and abdominal parietes, and is connected to the
vertebral column by a fold of peritoneum, the mesentery. The
small intestine is divisible into three portions: the duodenum,
the jejunum, and the ileum (Gray, 2008).

The Duodenum (Fig. 1-1) is the shortest (25 cm.), the
widest, and the most fixed part of the small intestine, and has
no mesentery, being only partially covered by peritoneum. Its
course presents a remarkable curve, somewhat of the shape of
an imperfect circle, so that its termination is not far removed
from its starting-point (Gray, 2008).

Fig. 1-1: Illustration showing the duodenum and pancreas (Quoted from
Gray, 2008).


