SURGICAL DISEASES. RADIO-
IMAGISTIC INVESTIGATIONS
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Detection of calcification or abnormal gas collection
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s there any free intra-abdominal air? (better evaluated if erect

or decubitus)
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/ Free air under the diaphragm =» visceral perforation
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/Cféscentic gaz under the right hemidiaphragm =» visceral perforation
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/’ Calcifications, stones




Bowel gas pattern

Look at the bowel gas pattern:

— Where are the bowel loops located (central vs.
peripheral)?

— What is the distribution of the gas in the abdomen?
— Is there too much intraluminal gas?

What is the intraluminal caliber of the small and large
bowel?

Are there any dilatations of the small and/or large
bowel?

Are there any air-fluid levels?









Upright abdominal X-ray demonstrating a bowel obstruction.
/j Note multiple air fluid levels






: - the barium within the
esophagus, stomach c 2 of the lumina of these organs.

arium sulfate - an inert particulate contrast agent most commonly used in
Gl tract evaluation.
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Gastric diverticulum

Gastric polyp
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® |t is used he small bowel such as
Crohn’s disease _ L cancer. For example, Crohn’s
disease shows up as inter sections of strictured bowel.
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* This provides a detailed view of the inner surface of the colon,

making it easier to see strictures, diverticula, or inflammation.
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A - Left lateral position:

contrast filling of the rectum
and rectosigmoid

- Left posterior oblique
position:

contrast filling of the sigmoid

C - Left lateral with 15°

Trendelenburg position:

contrast flow to descending
colon and splenic flexure




m D - turning clockwise from C
to prone position:
contrast filling of the transverse
colon

E - turning clockwise from D
to right lateral with 15°

Trendelenburg position :

contrast filling of the hepatic
flexure

F - turning clockwise from E
to supine position:

contrast filling of the hepatic
flexure and ascending colon




* |BD (inflamatory bowel disease)

* Abdominal pain and discomfort

/> ® Diverticulosis




IrHIgoScopycomplications

Stool impaction

Bacterial contamination
lergy / hypersensitivity
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they create a cleal

It is used to guide procedures such as needle biopsies or paracentesis.
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* troublesome imq sent inside the bowels of if

there is a lot of abdomine

% Is highly operator-dependent (i.e. the quality of the imaging depends on

the experience of the person performing it).
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Single Source Dual Energy - reducing metal artifacts

Computed tomography (CT)



Computed tomography (CT)

= Is a sensitive method for diagnosis of abdominal
diseases

= the first line for detecting solid organ injury after
trauma.

= useful for investigating acute abdominal pain
(especially of the lower quadrants, whereas ultrasound
Is the preferred first line investigation for right upper
quadrant pain), 1.e. renal stones, appendicitis,
pancreatitis, diverticulitis, abdominal aortic
aneurysm, bowel obstruction etc.

= frequently used to determine stage of cancer and
to follow its progress.






CT. SCan C of abdomen
with m.r venous

you can see the kidneys
and blood vessels.
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DIAPHRAGMATIC HERNIA

* Bochdalek hernia

A Bochdalek hernia involves an opening on
the left side of the diaphragm. The
stomach and intestines usually move up
into the chest cavity.

* Morgagni hernia

A Morgagni hernia involves an opening on
the right side of the diaphragm. The liver
and intestines usually move up into the
chest cavity.

------



( J / Two cases Bochdalek hernia. |( ﬁ)


http://radiologypics.files.wordpress.com/2013/02/84941681.jpg

Morgagni hernia.






Perforated gastric ulcer.



ric adenocarcinoma: axial contrast-enhanced CT (CECT)
owing tumour arising from the lesser curvature of the stomach
asterisk) associated with enlarged regional gastrohepatic nodes







” ) / High grade gastrointestinal stromal tumor.
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Di ;cr gastric metastasis of primary pancreatic cancer.
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/ Colonic polyp


http://www.ultrasound-images.com/admin/uploads/colonic-polyp-CT-1f.jpg
http://www.ultrasound-images.com/admin/uploads/colonic-polyp-CT-1g.jpg

| ( J/) Colon Adenocarcinoma.



1\\5“

O

ONUCLIDE IMAGING

—




4

represents

GASTRIC EMPTYING STUDY

the gold standard for evaluating gastric emptying in
patients with dyspepsia, and evaluation of gastric

function in various systemic diseases affecting gastric

emptying.
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e Delayed gastric emptying
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HEPATOBILIARY SCAN

« Tracers : Tc-99m IDA derivatives (Tc-99m DISIDA,
Mebrofenin)

+ Route : IV Injection
+« Mechnism : Carrier-mediated, non sodium dependent
organic anion transport process
+ Tecnique : -Fasting 4-6 hr

-Dynamic study for at least 1 hour +/- delayed
Imaging
+ Visualization : Liver and biliary system including
gallbladder until excretion into small bowel (Normal -2

within 1 hour)



HEPATOBILIARY SCAN:
Indications

< Gallgladder disease
> Acute cholecystitis™

< Biliary tract obstruction

> DDx biliary atresia vs
neonatal hepatitis

< Biliary leakage
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Focal Nodular Hyperplasia




GI BLEEDING STUDY

+ Lower Gl tract
< Active bleeding

<+ Tc-99m SC or Tc-99m RBC*
(Intermittent)

< More sensitive than angiography but
less anatomical detalls

< Less specific In nature



POSITIVE FINDINGS
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<+ Extravasation of the tracer into bowel lumen

+ =>» Focal area of increased activity, move // bowel
movement

< Pattern depends on site of bleeding & bowel
peristalsis



‘stones, and

Contraindications: Pts with bilirubin mg/dL, or in pregnancy.
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catheter

stomach

common bile duct

duodenum (first part of small intestine)
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To Liver Pancreas Bile Duct Pancreas Duct

Bile Dust

Cathetar Electrocautery
Injecting Dye Gutting

CP: THE ENDOSCOPE IS INTRODUCED AND IS THREADED AROUND TO THE
PHINCTER OF ODDI. THERE, DYE CAN BE INJECTED INTO THE DUCTS. INSTRUMENTS
Q

CAN ALSO BE INSERTED THROUGH THE SCOPE TO REMOVE STONES, INSERT DRAINS,
REMOVE TISSUE SAMPLES, OF PERFORM OTHER TREATMENTS.




on of patient
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}CP SHOWING STONES




Radiologie USZ

ERCP: SHOWING SLIGHTLY DILATED COMMON BILE DUCT WITH
CALCULUS AND NORMAL PANCREATIC DUCT



e evaluation of

the pancre

MRCP is gradually replacing PTC and ERCP for diagnostic

purposes.
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jMRCP WITH STONES IN ’ K




