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Non IBD

1) Chronic diseases that may share symptoms with IBD
2) Inflammatory disorders that mimic IBD

3) Acute Diseases that may complicate IBD






Celiac disease

US parameters

Increased gallbladder volume
(r.v.= 20mL)

Dilated small bowel loops +
increased tluid content

(r.v.= 2.5 cm)

Thickened small bowel wall

(r.v.= 3 mm)

Increased peristalsis

Free abdomuinal fluid

Enlarged mesenteric lymph

nodes (r.v.= 5 mm)

Sens % Spec %

73
(46-99)
92
(76-100)

75
(50-99)
83
(62-100)
50
(22-78)
(14-69)
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Rettenbacher et al, 1999; Fraquelli et al 2002



Male 5 yr G:?j ULTRASOUND GROUP
Sporadic rectal bleeding, recto-sigmoidoscopy neg.

Clinical data of 17 patients evaluated with colon hydrosonography including 11 patients with juvenile polyps and one with §

03 pseudopolyps
Duration
Sex  (years) g{eaﬁng Hydrosonography Colonoscopy Pathology
M 23 2X2'5 em polyp in descending colon. Echo ~ Large polyp in descending colon ~ JP
40 y l-fﬂ];‘; ::11‘1}1 polyp on posterior wall of rectum  Rectal polyp P
. F 55 Im 1-8X1-3 cm polyp on posterior wall of rectrum  Rectal polyp
e - | “Ultrasound identified 11 polyps in 10
o patients, missing two patients with small

polyps less than 0,5 cm in diameter”.

No finding Flat sessile polyp less than 0:-5em  JP

No finding Multiple hyperplastic polyps in NA
ascending colon

No finding Multiple small ulcers from caecum NSI
to descending colon

No finding Proctitis NSI

No finding No finding NA

Enlarged recrum Anal fissure NA

Small polyp 0-5%0-5 cm in descending colon  No finding NA

0+8 cm polyp with hazy margins in mid-rec-  Pseudomembranous colitis, colonic NSI

tum ulcers, rectal pseudopolyps

=Tz 2 xR

With color Doppler

-

SOI-itary j uvenile COlonic pOlyps Ling et al Arch Dis Child 1995
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Ischemic colitis

Superior and inferior mesenteric
artery watershed area

-Superior mesenteric artery

Inferior mesenteric artery

Inferior mesenteric and hypogastri

artery watershed area

Global Low Flow States
« Heart failure

» Myocardial infarction
 Sepsis

« Hemorrhage
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1: 2000 visits at ED

Clinic: advanced age, sudden pain, diarrhea / hematochezia
Self-limiting alterations if absence of transmural necrosis
Long thickened section> 10 cm

Most frequent site: splenic flexure descending and sigmoid c.
Circumferential hypoechoic thickening

Variable loss of ecostratification

Clear transition between thickened and normal intestinal tract

No or reduced blood flow on color Doppler



Ischemic cc
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Female, 46 yr
Intermittent abd




NETs and GI

* Nodular submucosa prot
* Predominantlly intralumin
* Well deflned roundlsh_
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Bowel wall thickening in lymphoma is typically tfrans-
mural, hypoechoic, with loss of wall layers, and with
nearby mesenterial lymphadenopathy. Consensus levels
of agreement A+: 18/20; A-: 2/20

-
E

Left upper quadrant -

-

Dietrich et al Med Ultrason 2019
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L 1.17 cm =SS

Adenocarcinomas of the small intestine are character-
ized by hypoechoic segmental irregular thickening of
the bowel wall (pseudokidney sign/target lesion). Con-
sensus levels of agreement A+: 19/20; A-: 1/20
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Polyps and adenocarcinoma of the U uirmasouno srour
colon

TABLE 4: Sensitivity and Specificity of Hydrocolonic Sonography in Detecting Polyps and Neoplastic Lesions in Adults

Study

Mo. of
Patients

Patients With Polyps

Patients With Cancer

Sensitivity
(TP/TP +FN)

Specificity
(TN/TN +FP)

No. of
Polyps =7 mma

Sensitivity
(TP/TP +FN)

Specificity
(TN/TN +FP)

T Stage”
(TP/TP+FN)

N Stage®
(TP/TP+FN)

MNo.of T3orT4

Limberg [54]

Chui et al. [57]
Hernandez-Socorro et al. [55]
Dixit et al. [56]

Chung et al. [58]

Diix et al. [26]

Segura et al. [59]

Walter et al. [60]

Elewaut and Afschrift [61]
Candia et al. [62]

Hirooka et al. [63]°

300
52
104
100
17
60
155
100
106
120
56

41/54(75.9)
2/29(6.9)
NE
2/2(100)
NE
NE
15/19(78.9)
NE
9/12(75.0)
40/50(80.0)
8/13(61.5)

246/246(100)
18/23(78.3)
NE
NE
NE
NE
132/136(97.1)
NE
91/94(96.8)
70/70(100)
NE

42(71.8)
8(27.6)
NE
2(100)
NE
NE
19(100)
NE
NE
40(80.0)
4(30.8)

28/29(96.6)
0/4(0)
39/40(97.5)
15/16 (93.8)
NE
24/34(70.6)
46/50(92)
NE (83.0)
5/5(100)
31/32(96.8)
4/4(100)

271/271 (100)
43/48 (89.6)
63/64 (98.4)
NE
NE
NE
103/105(98.2)
NE
101/101 (100)
88/88(100)
NE

23/28 (82.1)
NE
38/39(97.4)
NE
15/17(88.2)
23/33(70.0)
NE
NE
5/5(100)
NE
NE

NE
NE
32/39(82.0)
NE
4/8 (50.0)
7/28(25.0)
NE
NE
NE
NE
NE

25(85.7)
NE
37(92.5)
12(75.0)
15(88.2)
23(69.7)
NE
NE
5(100)
NE
NE

Overall

1,170

117/179(65.4)

557/569 (97.9)

115(64.2)

192/214(89.7)

669/677 (98.8)

104/122 (85.2)

43/75(57.3)

117 (83.6)

Note—MNumbers in parentheses are percentages. NE = not evaluated, TP =true-positive, TN =true-negative, FP =false-positive, FN =false-negative.
aNo. of polyps =7 mm/ all polyps.
bStage correctly assessed by sonography/ all cancers staged by histology.

tSonographic enterocolonography with orally administered contrast material.

Maconi et al AJR 2009
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Intestinal tuberculosis

rn (‘ﬁ”"f

I-

Patient with a diagnostic dilemma of
CDvs ITB
Presence of necrotic lymph node \ : ‘

VF/SC ratio>0.63 and VF/SC ratio>0.63 or VF/SC ratio <0.63 and
long segment long segment short segment 4 \
involvement involvement involvement
Evaluate other features Evaluate other features
Diagnosis either CD/ITB Diagnosis most likely ITB visceral to subcutaneous fat ratlo on CT
Necrotic lymph nodes are exclusive for ITB,
Combination of long segment involvement and VF/SC ratio > 0.63 is exclusive for CD

Kedia et al. JGH 2018
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Bacterial enteritides

Salmonella enteritidis
Yersinia enterocolitica / paratuberculosis

Campylobacter jejuni

N
Yersina enterocolitica Campylobacterjejuni  Salmonella enteritidis
Yersina pseudotuberculosis

Puylaert et al. Eur Radiol 1992
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Right iliac fossa
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Abdominal pain (5 uirnasouns caase

Is it of intra-abdominal visceral origin ?

Rbdominal paln

arnett’s Sign

1. Palpate site during Tessd abdamen l
2. lfincreased pain, sounce is likely abdominal wall

itive Carnett test?
3. If no incressad pain, sowrcs i3 likely visceral ECRIRn CAEEL test

Chin to chest
positicn

. ) : Yes .
Clinical findings suggest intra-abdominal —» Evaluation for

isceral disease? intra-abdominal
« Constitutional symptoms visceral disease
« Gastrointestinal symptoms
« Genitourinary symptoms
_ - « Pain changes with eating or|defecation
Leglift % — ' ' oI =) = Colicky pain
position + Elevated white blood cell count,eryth-

rocyte sedimentation rate, C-reactive
protein level, or lactate level
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Is it of intra-abdominal visceral origin ?

A 4
Journal of Ultrasound (2020) 23:265-278 — —
https://doi.org/10.1007/540477-020-00435-0 —
R EE—————————S—————— —
REVIEW PAPER  ——
— -

Gheck for
updates

Abdominal wall sonography: a pictorial review

Ferdinando Draghi' - Giulio Cocco?® . Filippo Maria Richelmi' - Cosima Schiavone? Sam
KL - I ' "

h Yes . . es !
Mass ¢ 0 Cyclic pain plus ————» Abdominal wa e
detected on examination history of uterine endometriosi
or ultrasonography? surgery?
lNo 0
Yes T Yes 1
tat —— |licinguinal Rectus sheath mass ———— Rectus sheath q :
groin incision? nerve plus decreasing hematoma
entrapment hemoglobin level?
]
: s or cuta- . o '
muscls f neous nerve Bulging with ———— Herni *
entra t e ant
pmen variable size - -
O ! " 4

Pain at pubic area? L’- Sports hernia/
myofascial Other painful
No pain mass or lesion
2 3 Yes F
Pain at costal margin? ———  Slipping rib
syndrome/
iNo costochondritis
Yes \ :
Tenderness at ——————® Xyphodynia
xyphoid process?

lN Q

Idicpathic !
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Is it of intra-abdominal visceral origin ?

FTRLFT T Tt
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Journal of Ultrasound (2020) 23:265-278 {":"]
https://doi.org/10.1007/s40477-020-00435-0 a .
REVIEW PAPER m

Gheck for -

updates - . -
Abdominal wall sonography: a pictorial review o N
Ferdinando Draghi' - Giulio Cocco?® - Filippo Maria Richelmi' - Cosima Schiavone?

- -

} r bulging — Cyclic pain plus iﬁ- Abdominal wall

detected on examination history of uterine
or ultrasonography? surgery?

lN o

endometriosi

Yes T
t at ————» |licinguinal

Pain at pubic area? ———® Sports hernia/

myofascial
No

pain
Yes -
Pain at costal margin? ————  Slippin y
Mo - ! 4 -
4%
. - =
Yes - - p—
Tenderness at ——————® Xyphodynia

xyphoid process?

- - —Na ns

-
Idicpathic




Take home message 75 uirnasouno arour

- lUS is indicated to investigate intestinal symptoms that mimic IBD and

some findings may speed up the diagnostic work up

- Symptoms in IBD may be due to other diseases that are easily
detectable by IUS

- lUS may find incidental findings of the bowel in IBD patients that require

other examinations

When scan IBD or suspected IBD patients remind to "think different”
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