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The main abdominal complications of
Crohn’s disease are the strictures, fistulas
and abscesses [1]. Perianal disease occurs
in up to 90% of patients with Crohn”s dis-
ease [2]. Endorectal ultrasonography and
magnetic resonance imaging (MRI) are
the most sensitive methods for detecting
fistulas and abscesses in Crohn’s disease
[3]. The use of endoscopic ultrasonogra-
phy (EUS) can change clinical manage-
ment in a variety of anorectal conditions
[4]. We report a case of complicated
Crohn’s disease and its diagnosis by
means of these new methods.

A 43-year-old woman was admitted into
the hospital because of her antalgic walk.
She had experienced walking disorders
for a year, but a rheumatological origin
had been excluded before she was admit-
ted to the hospital. Infection was excluded
by means of polymerase chain reaction
(PCR). Three-dimensional (3D) abdominal
ultrasound showed a narrowing in the
distal colon region, without lymph nodes.
Endoscopic examination revealed a lu-
men in the same location which was en-
doscopically impenetrable. CT colonogra-
phy was carried out after glucagon ad-
ministration. The bowel was distended
with air and spiral scans were performed.
The CT colonography showed a narrowing
of 3cm in length in the distal part of the
descending colon (Figure 1). Because of
the patient’s antalgic gait, rectal 3D EUS

Figure 1T Computed tomography (CT) colo-
nography showed a narrowing 3 cm in length
(arrowed) at the distal part of the colon
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was performed, which revealed a perirec-
tal inhomogenous lesion (Figure 2). The
lesion was connected with an echo-poor
narrowing (fistula). The fistula was de-
tectable as far as the narrowed colon. En-
dorectal MRI examination at the axial
FAST T,, STIR, and sagittal FAST T, STIR na-
tive and postcontrast T, sequences were
performed. An irregularly contoured re-
gion of 1.5cm in diameter was detected
next to the rectum, with a high accumula-
tion of contrast agent and which was
chracterized by inflammation. Genital
and musculosceletal origins were exclud-
ed, and Crohn’s disease was confirmed by
surgical and histological examination.

The case presented here demonstrates the
diagnostic problems of complicated in-
flammatory bowel disease. Investigative
modalities for perianal Crohn’s are chan-
ging because of the limitations of conven-
tional evaluation [4].
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Figure 2 Three-
dimensional endo-
scopic ultrasono-
graphy (3D EUS)
showing perirectal
inhomogenic
lesion and fistula.
The fistula is
arrowed
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