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CT diagnosis of intestinal obstruction Liu Xueguo, Xiong Dafu, Li Zhanjun, et al. Department of Medical Imaging, Zhuhai Medical
Center, Guangdong 519000

[ Abstracl  Objective: To analyze the CT features of intestinal obstruction and is diagnostic value. Methods: CI' features and clin-
ical data of 30 cases of intestinal obstruction confimed by surgical findings ( 16 cases) and clinical followup( 14 cases) were analyzed.The
diagnostic value was compared between CT and plain film on the existence, location, cause, strangulation of intestinal obstruction and the
value on choice of appropriate treatment. Results: The existence of intestinal obstruction was diagnosed in 100% on CT scans, and 70% on
plain film. The diagnostic accuracy of the cause of intestinal obstruction was 96% on CI' and 13% on plain film. Intestinal carcinoma was
diagnosed and staged by CI' in 9 cases, and CI' also showed strangulation ( n= 2) , extraluminal masses (n= 4) and hemiation (n= 2).
These were helpful for deciding earlier operation. Tuberculosis ( n= 3) , local inflammation ( n= 2) and intussusception( n= 1) were recon+
mended to take nonoperative treament. 3 cases of intestinal carcinoma were detected by extending scanning areas, when abnormal dil atation
of intestine found on wutine CI' scan. Conclusion: Patients with intestinal obstructbn or suspected of intestinal obstruction should take CT
scan as soon as possible when plain film or ultrasound is not so informative. It is valuable for earlier diagnosis of causes, choice of appropr
ate treament and favourable prognosis.
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