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Abbreviations

YDoverreneanens ¥ Dimensional

Al oo Active Inflammation

C vvrevnnnnnnnn Colon

CD evveeereens Crohn Disease

CDAI --:-eee Crohn Disease Activity Index
CGD:-vveee Chronic Granulomatous Disease
CMV:-eennnn. Cyto-Megalo Virus

(0 EEITITRTPINIY Computed Tomography

EGF-vevvenn. Epidermal Growth Factor
ESR-:wevennen Erythrocyte Sedimentation Rate

FISP «vvevenee Fast Imaging with steady state free Precession
(= SSFP------ Steady State Free Precession)
FLASH:------ Fast Low Angle Shot

GIT «eevveenenn Gastro-Intestinal Tract

GRE -----eie- Gradient Echo

HASTE:------- Half-Fourier Acquisition Single-shot Turbo-spin- Echo
N-IEEEPERTRPPT Id est (Latin: that is)

Levererernrnnnns Liter

MDCT «««----- Multi-Detector Computed Tomography
MIN-ceeeeeees minute

MIP «-evnenenen Maximum Intensity Projection

11| ICEERREPPPPFPP milliliter

MM -eeeerneeens millimeter

mmol/kg ----- millimol/kilogram

MRE:---:----. Magnetic Resonance Enterography
MRI:-eeneens Magnetic Resonance Imaging

MSEC - vvvvess- millisecond

MSV +eeveeenns milliSevert




NSAIDS --:--- Non Steroidal Anti-Inflammatory Drugs

RARE ------.. Rapid Acquisition with Relaxation Enhancement
SBFT «--ev--e Small Bowel Follow Through

SBO:-:evveene Small Bowel Obstruction

5] EEEPRTRRITRPS Small Intestine

SMA --eevne Superior Mesenteric Artery

SSFP---vvue Steady State Free Precession (= FISP--Fast Imaging
with steady state free Precession)

1 EEERPRTPRRIE Terminal lleum

TNF-a -« Tumor Necrosis Factor-alpha

TSE «+oevvvenns Turbo Spin Echo

UACL -+ Ulcer Associated Cell Lineage

UC -ovveenenns Ulcerative Colitis

VIBE -+ Volumetric Interpolated Breath-hold Examination
wt/ivol - ---e- e Weight/VVolume
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Fig. V.Y | Electron micrograph showing normal microvilli on o
surface enterocytes.
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Fig. Y,© | lleocecal valve, interior of cecam and lower end of 1
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Fig.Y,1 | Superior mesenteric artery territory and intestinal A
arterial arcades.
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Fig. Y,A | Intestinal villus in histological section. Ve

Fig. ;3 | The structure of an intestinal villus and intestinal Ve
crypt.

Fig. Radiological anatomy of small bowel (Conventional ‘Y

K enteroclysis image).

Fig. Radiological anatomy of small bowel (CT scans Vo

Y0 with positive intraluminal contrast.

Fig. Radiological anatomy of small bowel (CT scans Vo

V)Y with negative intraluminal contrast.

Fig.},)Y | Radiological anatomy of small bowel (In all three "
MR sequences used).

Fig),) ¢ | Radiological anatomy of small bowel (Coronal T ‘v
Weighted YD gradient echo MR Image).

Fig.Y,Ve | Radiological anatomy of small bowel (Coronal, ‘v
axial and sagittal real time multiplanar
reconstructions of YD image data).

Fig.Y,) | Aphthous ulcers in ileal loop (Gross specimen). R

Fig. Y,¥ | Multiple short ileal strictures in Crohn’s disease A
(Gross specimen).

Fig. Y,Y | Hosepipe-type stricture of the terminal ileum (Gross Y
specimen).

Fig. Y,¢ | Cobblestoning of the small bowel mucosa in Crohn’s Y

disease.




Fig. Y,o | Deep fissure extending into the muscle layer of the Yy
colon (Microscopic pathology).

Fig. Y,7 | Distribution pattern of Crohn disease and the Yy
different conformations of the ulcers and wall
thickenings.

Fig. Y,¥ | Creeping fat (Gross pathology). Yy

Fig. Y,A | Small-intestinal stricture, linear mucosal ulcers, Yy
thickened intestinal wall, Perforation with associated
serositis and Creeping fat (Gross pathology).

Fig. Y,% | lleoscopic biopsy shows focal inflammation and Yo
aphthous ulcer (Microscopic pathology).

Fig. Transmural inflammation of jejunal loop with Y1

Y, ). Crohn’s rosary (Microscopic pathology).

Fig. Non caseating granuloma in Crohn disease of the Yv

Y0 colon (Microscopic pathology).

Fig. Transmural inflammation of jejunal loop with YA

AFAR mesenteric  perivascular extension (Microscopic
pathology).

Fig. Haphazard crypt organization, non caseating YA

AFAR) granuloma and transmural inflammation
(Microscopic pathology).
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Y,V ¢ inflammation (Microscopic pathology).
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Y,\e (Microscopic pathology).
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\BA (Microscopic pathology).

Fig. Multiple ulcerations and edematous mucosa in the AR

Y,V terminal ileum (Endoscopic image).

Fig. Serpiginous ulcer (Endoscopic image). Ve
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Fig. Active Crohn lesions at the distal ileum (double- Yo

Y04 contrast enteroclysis Image).

Fig. Mesenteric border ulceration and ileoileal fistula ve

\RR (double-contrast enteroclysis Image).

Fig. Wall thickening of the ileal loops and an ileo-ileal A

Y,v fistula (CT image).

Fig. Distribution of UC lesions and the different YA

Y, VY conformations of the ulcers and pseudopolyps.




Fig. Ulcerative colitis (Gross pathology). v

Y,YY

Fig. Ulcerative colitis. (Microscopic pathology). v

Y,Y¢

Fig. Solitary ulcer of the small intestine (Microscopic £)

Y,Yo pathology).

Fig. ¥,) | Crohn disease in a young pregnant woman (MR o
image).

Fig. ¥,Y | Isosmotic water solution acts as a biphasic intra- €A
luminal contrast agent (MR image).

Fig. ¥,¥ | Use of negative enteric contrast material improve £
the conspicuity of inter-loop abscess (MR image).

Fig. ¥,¢ | Active inflammation with thickened bowel loops oY
and comb sign; Non enhanced study helpful in
patients with a contraindication to 1.V contrast
material injection. (MR image)

Fig. Y, | Coronal single-shot fast spin-echo localizer MR oo
image.

Fig. ¥,7 | Coronal SSFP image shows vascular details (high oo
MR image contrast).

Fig. ¥,V | Assessment of the vasculature, lymph nodes, and o1
bowel wall enhancement. (Coronal partial-volume
MIP image from contrast-enhanced fat-suppressed
T)-weighted YD gradient-echo imaging).

Fig. ¥,A | Utility of axial contrast-enhanced imaging in o1
evaluating Crohn disease. (MR image).

Fig. ¥,4 | Value of Axial fat-suppressed TY-weighted MR oV
image to assess the bowel wall and surrounding
tissues for fluid and edema.

Fig. Utility of diffusion weighted MR imaging in oV

AR assessment of Crohn disease.

Fig. Utility of diffusion weighted MR imaging in oA

v, assessment of Crohn disease.

Fig. Susceptibility and black boundary artifacts in FISP o4

Y0 MR image.

Fig. Back boundary artifact in FISP MR image. o1
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Fig. Motion artifact in HASTE MR image. T
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Fig. Value of Gadolinium-enhanced Fat-suppressed 1Y

v Spoiled Gradient-Echo Sequence.

Fig. Excellent bowel distention and detailed luminal 1o

vY information as achieved by MR enteroclysis.

Fig. Role of MR enteroclysis in demonstrating subtle 1o
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Fig. ¢,) | Aphthous ulcers (FISP MR, Endoluminal MR and 14
colonoscopic images).

Fig. £,Y | Intestinal fold abnormalities (HASTE MR and Ve
colonoscopic images).

Fig. £,Y | Mural edema and inflammatory fluid in a patient \A
with Crohn disease (TY-weighted MR image).

Fig. £,¢ | Layered enhancement patterns and the halo sign VY
(MR image).

Fig. £, | Homogeneous bowel wall enhancement (MR image). vy

Fig. £,7 | Serosal hypervascularity (Intraoperative photograph \&
and MR image).

Fig. £,Y | Linear ulcers (MR image and gross pathology). Vo

Fig. £,A | Cobblestoned appearance of a bowel (MR image v
and gross pathology).

Fig. £,3 | The “comb” sign (contrast-enhanced fat-suppressed vy
T)-weighted YD gradient-echo image).

Fig. The “comb” sign (SSFP MR image). vy

£,)

Fig. Mesenteric lymph nodes and the comb sign (FISP YA

£)) MR image).

Fig. Enhanced lymphadenopathy, segmental bowel wall YA

EY thickening, intense mucosal enhancement and
mesenteric venous collaterals (partial-volume MIP
image from contrast-enhanced fat-suppressed T)-
weighted YD gradient-echo imaging).

Fig. Mural abscess (MR images). va
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Fig. Inflammatory bowel obstruction (MR image). As

£,)¢

Fig. Fibrostenotic bowel obstruction (MR image). AN

¢,V0

Vil



Fig. The fatty proliferation and comb sign (MR image). AY
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Fig. Fissuring ulcers (MR image and microscopic At

£,V pathology).

Fig. Transmural ulcers and Fat hypertrophy (MR images). Ag

£,0A

Fig. Transmural ulcers and pseudopolyps (MR image and Ao

€14 Gross pathology).
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£,Y photograph).

Fig. Internal fistulas (MR image and Gross pathology). AY

£,7)

Fig. Internal fistulas (MR image). AY
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Fig. £,YY | lleocolic fistula (MR image). AY

Fig. £,Y¢ | Enteroenteric fistulas (MR image). AA

Fig. £,Ye | Peritoneal adhesion (MR image). AA

Fig. £,Y1 | Enterocutaneous fistula (MR image). A4
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fistulograms).

Fig. £,YA | Inflammatory  adhesions (MR  images and A
Intraoperative photograph).

Fig. £,Y% | Enterovesical fistula (MR images). )

Fig. £,Y+ | Enterovesical fistula (MR images). ay

Fig. £,¥) | Inter-loop abscess (MR images). ay

Fig. £,YY | Inter-loop abscess (MR images). ay

Fig. £,YY | Penetrating disease with early abscess formation (MR ¢
image).

Fig. ¢,Y¢ | Abscess (MR image). it

Fig. £,Y° | Fibrostenosing disease (MR and SBFT images). o

Fig. £,Y1 | Fecalization of the small-bowel contents (MR image). a1

Fig. £,V | Pseudosacculation (MR image and Gross pathology). Ay

Fig. £,YA | Regenerative polyps (MR image and Microscopic A
pathology).

Fig. £,Y% | Crohn colitis (MR images). 44

Fig. £,¢+ | Neoplasia in a patient with known Crohn disease (MR Yo
images).

Fig. £,¢) | Strictureplasty (MR images). Vo

Fig. £,¢Y | Upstream edema of high grade obstruction (MR VoY

images).
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Fig. £,¢Y | Functional bowel abnormality (MR image). VoV

Fig. ¢£,¢¢ | Transient  bowel collapse  mimicking active Vot
inflammation (MR images).

Fig. £,¢o | Meckel diverticulum; Mimic of Crohn disease (MR Yoo
image).

Fig. £,€%1 | Process diagram shows the proposed algorithm for the Yol
use of MR enterography (MRE).

Fig. £,¢Y | Illlustrative Case ). VA& YA

Fig. £,¢A | Illustrative Case Y. YV

Fig. £,€% | Illustrative Case V. VY

Fig. £,©+ | lllustrative Case ¢. VY

Fig. £,©) | Illustrative Case °. VY

Fig. £,©Y | Illustrative Case 1. VV¢
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