526 45 45 8 1 hERERE Vol. 26 No. 8
2020 4 8 H China Journal of Endoscopy Aug. 2020

DOI: 10.3969/.issn.1007-1989.2020.08.006
XEHS : 1007-1989 (2020) 08-0031-06

MRS & R85 CT /MaiE s xt
RIEE B2 E i E IS

WO, AR, RS, RSB, B
(FRHTMMESEZER HAF, FT 7% 315100)

HWE . BH KiWmss % Bk CT 0 g% (MSCTE) sTXmiim (IBD) sk, ik &
JRPESHT 201845 A 13 B —20194F6 A 13 HiZIZE A 76 01 R IHE A IBD #4695 A2 MSCTE L 540 &
T, WESMBERE R . 5 TR RE ., RBIFBAE, HER . MR, MR, Wbk, BEHYR
B IEIEMATEAE L, SRR Gt F 7 R W R S AT W AR R A AT SR BT IBD 695 B AR
M S5 A 98.68% A 90.00%, MibtFesm IR 45 R 69— B AT (Kappa = 0.77); MSCTE AT IBD #9345 i
BB 4R K 88.16% F= 25.00%, MSCTE Feoji 2247 45 R o) — B —A& (Kappa = 0.50) , MSCTE %+
IBD #9345 Wil | 45 Tt 90 RAK T %, Z25¥ A% FEL (P<0.05), ME+MSCTE X IBD #974 Wi 48
P AR A 100.00%F295.00%, H5 RIS 45 R e — Bk BT (Kappa = 0.84), Msnst T4 87 IBD &4
PIREEST . P, RE TR, REIF B AEF LA I KR B 09I B AR AR XTI T R A9 T5 BT AR,
MSCTE % I BE 38 8 | J7 B 3 AL o e B T IR A BRI 3S 2 100.00%, 425007 8 P . 5 0 Bm 4 095 T4 S PEAAK
it MBE R AT R LSBT IBD W9 B Ry X, *F T KRR Ao b5 R . SRETY A 45
R B, WEEMSCTE LKA T, AW, MEif MSCTE ¢93E 5 X, AT IBD 69941
B F e e R AL

FESES : R574

Clinical value of enteroscopy and multislice spiral CT enterography
in inflammatory bowel disease

Ming-ming Zhang, Wen-jia Fang, Ping-ping Shen, Yi-qun Wu, Bo Lao
(Department of Gastroenterology, the Second Hospital, Ningbo, Zhejiang 315100, China)

Abstract: Objective To evaluate the value of enteroscopy and multislice computed tomography enterography
(MSCTE) in diagnosis of inflammatory bowel disease. Methods A retrospectively analysis was performed on the
colonoscopy and MSCTE imaging data of 76 patients were diagnosed with IBD by pathology from 13th May 2018 to
13th June 2019. Then observe and analyze the intestinal ulcer, multiple segmental lesions, cobble stone sign,
intestinal polyp, intestinal wall strengthening and abnormal thickening, loss of colon band, formation of fistula and
abdominal abscess. The diagnostic efficiency of the two tests was evaluated and analyzed by statistical method.
Results The sensitivity and specificity of colonoscopy in the diagnosis of IBD were 98.68% and 90.00%,
respectively, and the results of colonoscopy and pathology had good consistency (Kappa = 0.77); the sensitivity and
specificity of MSCTE for IBD were 88.16% and 25.00%, respectively, and the consistency of MSCTE and
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pathological diagnosis was general (Kappa = 0.50). The sensitivity and specificity of MSCTE in the diagnosis of IBD

were significantly lower than those of colonoscopy (P <0.05). The sensitivity and specificity of colonoscopy +

MSCTE in the diagnosis of IBD were 100.00% and 95.00%, respectively, and the results were consistent with

pathological diagnosis (Kappa =0.84). The colonoscopy had high diagnostic sensitivity in the diagnosis of IBD

patients with intestinal wall ulcer, intestinal polyps, fistula formation, cobble stone sign, loss of colon band, but the

specificity for fistula formation was very low. The sensitivity of MSCTE to intestinal wall thickening, intestinal wall

enhancement and fistula formation was 100.00%, but the specificity of intestinal polyps and multi segment lesions

was very low. Conclusion Enteroscopy is still the first choice in the clinical diagnosis of IBD. Patients with

physical intolerance and complications such as intestinal wall thickening, fistula formation and abdominal abscess,

MSCTE is needed to obtain a comprehensive and accurate diagnosis. The combined examination of enteroscopy and
MSCTE has higher clinical value for the diagnosis of IBD.

Keywords: inflammatory bowel disease; enteroscopy; multislice spiral CT; enterography

RORE M R (inflammatory bowel disease, IBD)
S FEAERR SRR I R , IS S
W #¢ (ulcerative colitis, UC) MTEE BEJH (Crohn’ s
disease, CD). IBD %5 B R A& SR AL v AS BH A
ARES AR AL BN EAC, MIEERE . 3
AR R R W R EER R, B A ST R,
IBD W &R R BAET R, CICHTH AL RGEMIH DR -
o BRAE A A O R BN W SR, EREE RHE Y
R, ORI Z B A T AU T IBD Y2 B,
INERENEE . BURBE/NB R . S5 1 RN 22 )2 IR e
CT /N i &
enterography , MSCTE) 453, 141k 18 1 4% 2 IBD &
W EEE AR Ay, AR BT O 2 41
Ve BRAG A, TF R 28 DX R A AL B AT DA
58 I BEAR L, MSCTE 761 K _E BLA Je i
RERH AR KIEF R 2R CT B -, HE Rl 4
H/NzIE B AT . A SCE LRI IBD S A R
B, BRI IE 755 MSCTE 12 Wi (e .

1 RS

— R AR

VEEL20184E5 H 13 H —20194F 6 A 13 H AR M
LRSI 85 96 1] (35K F W 5% S MSCTE £ 4 ,
Hrp, Bexfil, L34, FIH4EE (28.56+6.54)
Ay WERELNH, BRKSE, P (423+£031)
A 63 1 B A AE M I PHAE, 25 i E A R
AL PBEAIETE, ISOIBEAEN, SWEHiE R
IBD (1835 76 4.

PAFRE . DERE >20 % ; @MSCTE 5045 15

% (multislice computed tomography

1.1

KA 27 RAF, kAT B A, Hok Ay BG4
GTCTH T8 A i 8 E R 4 B R o . HEBRAR
e O ERESEENE, WA g .
YL BRLONERSS ;. QWi MR B s QRIRIRYT
(g Aey?) a5 A IBD FUEYL G % s @AfE
BlA s . PORA .
1.2 Fik
121 okt KeAET24 hAT il e, PEER
R, KA 4 hg TE IR B ARk
WHIEIE, KA1 h G TR 2.5% 555 H 85 5%
1000 mL 1 fiiz, A AT 10 min 45 7 10 mg b 74 2 |
10 mg 1B 2508 . 50 mg ERAR IR B me (AE%T) ML
o MR, X2 mE G IR |
LTS . ROBNANE . g 8 TR RN e A S
R A A AL EE, I HUiR 72 2H AT B A A
122  MSCTE H#rAf 12 h 28 Easik, WAl
TRIEHE I HIE, HHET 45 min 45 T 2.5% 1955
BHEERE1500mL 73 3K O R, KA FT 15 min 25 T
10 mg LB 25 B0 Dk T 5, DRIEM D sk 580y . K
)5 AR BE 2 44 4256 F & W AR 24 BRI AT 257 1
A MW EIR o, A A0SR BE R AL S SR
W R gl gk . 2R .
JiL R 7 1) B RSORA % P 2R B A 38 28 . I B . A
WRELEEE 2 | BRASTE B I I R P A 10 . B A
A Al MSCTE £ i 75 8] 7 24 h .
1.3 ZitEHE

K I SPSS 23.0 Ge it A4 X B AT e B o 14k
TR B AR . ARl G2Wiartr) ST x?
Kigs (Geitath xH) . Wi . MSCTE S5iEHiZWiss

- 32 .



%8 4

SRUIN], 2. BN 2R IRIE CT /N X SRV 2 W O (BT Al

R AT Kappa — ZU MK 5%, Kappa < 0.4 4 —E P3¢
#, 04< Kappa < 0.75 N — O — %, Kappa = 0.75
BT, KK o = 0.05,

S

TRIZISHT 46 R
96 {9l B L) IBD H %, 4% BEAfH 2 M IBD 76 {4
(BEPEREAS ), HEBR 2061 (BATEREAS)
2.2 MEILEE

B iz BRE 77 0, B 19, BEAEE Bl
75 ) 5 BEEE AL, B 4 18 41 5 o B4 SR
FHAT o M B Xt IBD (912 W SR ME | 4 = P4 0o
98.68% (75/76) F190.00% (18/20)., W 1. ¥tk
oG B W 45 SR AT — B 5, Kappa = 0.77, —
BT

2

21

*1 HESRELSHEREE 6
Table 1 Comparison of colonoscopy and pathological

diagnosis results n

REE
Bk
+ = it
7558
+ 75 2 77
1 18 19
&1t 76 20 9

2.3 BA5EXT 1BD AR IR L/ 7w iE 12 BT 2 Bk

X IBD A [) 5 BRARAE AR RE , 1 85 %) i B 152 975
(A BRI B R (98.64%) , X B IR B U IR 2
(97.22%) , R HEEIL K (90.54%) , XF #8501
fiIE . S5 T O B BUBPE A X B R, 43R 88.13%
H188.57%, *iz B WAF: REmm (87.50%), %%
T BUR AR R SRS (60.52%) , X IE RL 4T
SR (45.45%), ELXTHARENEIE | fg e s AL R s
FERRIPIC R . W2,
2.4 MSCTEiZHr&ER

MSCTE 27 Hi IBD BH 82491, M 14491, FHAESG
firh 67 G S RRERASRARARTE, Bl 5 6 st R
AHATF, MSCTE X IBD 2 WU 88.16% (67/76),
FESBE R 25.00% (5/20). WLER3. # MSCTE Fifi iz
sk SR HE T — MG K, Kappa = 050, —Ft—fik.
2.5 MSCTE %t IBD A~ [5] 4% B2 4511 /R fiE HO12 T R BE

Xt T IBD AS [A) 95 FRAFAEARAE , MSCTE Xif fizg BE 384
JEE . B RESRAL R T B BB R 100.00%, XF
il k. Z VBN ENEURER S, B
98.77%, XF R B IR . RE e b 1 R 43 S ok
90.91% F187.72%; MSCTE Xf iz BEXE R | fizg BE ik AL Al
S5 I R AR SR A 100.00% , XA TE A4
SR 88.23%, XTmEA . £ BURAS 1R PR
%, 43514 57.89% F160.00%, F-H MSCTE %t %8 5[ 77
ik, WRESHZ TR R, W4,

F 2 75T 1BD A [ER B 4/ AE 1S B 2 B
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