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Fig. 1. A 50-year-old woman with acute myelocytic leukemia. On precontrast T1-weighted SGE (A) and T2-weighted HASTE (B)
images, jejunal loops (arrow) showed diffuse wall thickening with adjacent localized ascites. On postcontrast SGE image without
fat suppression (C), contrast-enhanced jejunal loops were fairly visualized with a target appearance, which were markedly visual-
ized on postcontrast fat-suppressed SGE image (D). On all images, liver showed diffusely dark signal intensity due to iron overload
secondary to multiple blood transfusions.
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C
Fig. 2. A 9-year-old boy with acute myelocytic leukemia. On T2-weighted HASTE image (A), ileum (arrow), sigmoid colon and rec-
tum showed diffuse wall thickening with localized ascites. On postcontrast fat-suppressed SGE images (B-D), all bowel loops
showed marked contrast enhancement. Especially, the rectum (D, arrow) demonstrated the target appearance’ representing the
intensely enhancing inner zone of mucosa and submucosa and less-enhancing outer zone of edematous submucosal and muscular
layer. At the iliac crest level (B), jejunal loops (arrow) revealed strong and delay wall enhancement.
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Table 1. Clinical Data of the Patients with GVHD after Bone Marrow Transplantation
Sex/ Underlying Onset Weeks Involved Ascites Retroperitoneal
Age Disease after BMT GI Tracts Lymph Nodes
1. M/ 9 Leukemia 3 je, i, sig, recit) + -
2. M/56 Leukemia 2 ant, du, je, il, sig + +
3. M/58 Leukemia 6 je, i, sig(t), rec + +
4. M/50 Leukemia 35 du, je(t) + -
5. Fl47 Lymphoma 3 ant, du, je(t), il{t) - +

GVHD: graft-versus-host disease, (t): target-like bowel wall thickening, BMT: bone marrow transplantation, GI: gastrointestinal
ant: gastric antrum, du: duodenum, je: jejunum, il: ileum, sig: sigmoid colon, rec: rectum

Fig. 3. A 56-year-old man with acute myelocytic leukemia. On T2-weighted HASTE image (A), slightly thickened gastric distal
antrum (long arrow) and duodenum (short arrow) were noted. Moderate amount of ascites was seen in the perihepatic space and
left mid-abdomen. On postcontrast fat-suppressed T1-weighted SGE image (B), thickened gastric antrum (long arrow) and duode-
num (short arrow) showed moderate degree of contrast enhancement. Diffusely dark signal intensity of liver on both T1- and T2-
weighted images was due to iron overload secondary to multiple blood transfusions.
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MR Findings of Acute Graft-versus-Host Disease Involving
Gastrointestinal Tracts’
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Y
Joo Hee Kim, M.D., Jong Tae Lee, M.D., Hyung Sik Yoo, M.D.
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Purpose: To evaluate the MR findings of gastrointestinal graft-versus-host disease (GVHD) after allogenic bone
marrow transplantation.

Materials and Methods: Five patients (M:F=3:2, age range: 9—58 years) with suspected gastrointestinal GVHD
underwent abdominal MRI, and the findings were evaluated. Because of acute myelocytic leukemia (n=4) or
non-Hodgkin's lymphoma (n=1), all had undergone allogenic bone marrow transplantation 2—6 (mean, 3.5)
weeks earlier. T2-weighted half-Fourier acquisition snapshot turbo spin-echo, T1-weighted spoiled gradient-
echo (SGE), and postcontrast T1-weighted SGE MR imaging, with and without fat-suppression, was per-
formed.

Results: All five patients showed bowel wall thickening and marked contrast enhancement in the jejunum
(n=>5), ileum (n=4), duodenum (n=3), sigmoid colon (n=23), gastric antrum (n=2), and rectum (n=2). Bowel
wall thickening showed a target appearance in the jejunum (n=2, 40.0%), ileum (n=1, 25.0%), sigmoid colon
(n=1, 33.3%), and rectum (n=1, 50.0%), while the remaining cases showed diffuse wall thickening without
layering. Small amount of ascites was noted in four patients (80%), and multiple small conglomerated
retroperitoneal lymph nodes in three (60%). In all patients, a signal intensity of slightly enlarged liver due to
iron overload secondary to multiple blood transfusions, gave rise to decreased signal intensity at both T1-and
T2-weighted MR imaging.

Conclusion: In patients with GVHD, the commonly noted MR findings were bowel wall thickening with con-
trast enhancement, ascites and retroperitoneal lymphadenopathy.
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