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Value of computed tomography and abdominal ultrasound 
for chronic inflammatory complications of diverticular 

disease
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AIM: to evaluate the diagnostic value of computed tomography (CT) and abdominal ultrasound (US) for chronic 
inflammatory complications in patients with diverticular disease (DD).
PATIENTS AND METHODS: the prospective cohort study included 50 patients with complicated DD. All patients under-
went preoperative abdominal CT with intravenous contrast and abdominal US, with further elective bowel resection. 
The results of CT and ultrasound were compared with morphology of the removed specimens.
RESULTS: the sensitivity and specificity for chronic diverticulitis was 66.7% and 95.7% for CT and 100.0% and 
95.7% for US. For chronic pericolic abdominal mass it was 94.8% and 90.9% for CT, 94.8% and 100.0% for US; for 
abdominal abscesses/cavities it was 87.5% and 96.2% for CT and 91.6% and 100.0% for US; for diverticular fistulas 
it was 87.5% and 100.0% for CT and 87.5% and 100.0% for US. No significant differences were obtained between 
two diagnostic modalities. A high level of consistency (κ-coefficient 0.71) of CT and US for the diagnosis of inflam-
matory complications of DD was found.
CONCLUSION: CT and US have a similar high diagnostic value for chronic inflammatory complications of DD. Each of 
them can be used as a single diagnostic modality or both depending on the clinical case.
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INTRODUCTION

Recent diagnostic modalities (CT, ultrasound) 
are crucial in identifying and assessing the se-
verity of inflammatory complications of diver-
ticular disease (DD). It is important to note the 
fact that it is the results of CT and ultrasound 
(US) allow clinicians to correlate a clinical situ-
ation with international classification systems 
and their modifications (Hinchey, modified 
Hinchey, Klarenbeck, Kaiser, Wasvary, Neff, HS 
classification) [1–10], and with the Russian 
classification [11]. The type and severity of 
the identified inflammatory changes determine 
the strategy of treatment, which can vary from 

conservative treatment (antibiotics and/or 
anti-inflammatory drugs) to surgical interven-
tion [11,12]. According to the literature, both 
methods have similar high diagnostic value in 
identifying inflammatory complications of DD: 
the sensitivity and specificity of CT are 86–94% 
and 88–99% [13,14], the sensitivity and speci-
ficity of US are 84–92% and 85–98% [13,14].
Despite the comparable diagnostic capabilities 
of CT and US for complicated DD in the medi-
cal community, there is still no consensus on 
the algorithm for each method [15–23]. Thus, 
the Association of Surgeons of the Netherlands 
recommends using ultrasound as the first line, 
and prescribing CT only if ultrasound results 
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are inconclusive [15]. According to the Danish 
Surgical Society, CT should be used for inflam-
matory complications of DD in all patients, with 
the exception of pregnant, for whom ultrasound 
is indicated [15]. The guidelines of the American 
Society of Colorectal Surgeons consider CT as 
the most appropriate diagnostic option for com-
plicated DD, and US or MRI is recommended to be 
performed only if there are contraindications to 
CT [15,17]. According to the clinical guidelines 
of the Russian Association of Coloproctologists, 
for inflammatory complications of DD, it is bet-
ter to use both methods, especially when de-
ciding on the choice between conservative and 
surgical approach [11].
It should be emphasized that the main atten-
tion in all publications is on acute inflammato-
ry complications of DD, and diagnostic options 
for chronic inflammatory process are not fully 
covered [23–29]. In this regard, the goal of the 
study was to assess the diagnostic value of CT 
and US in identifying of chronic inflammatory 
complications of DD.

PATIENTS AND METHODS

The prospective cohort study included 50 pa-
tients who underwent elective surgery for 
chronic inflammatory complications of DD in 
2020–2022. There were 32 females, aged 62 ± 8 
(46–74) years.
The criteria for inclusion in the study were the 
presence of clinical manifestations of inflam-
matory complications of DD, preoperative ab-
dominal CT with intravenous contrast and trans-
abdominal ultrasound. Patients who did not 
undergo surgical intervention with resection of 
altered parts of the colon, as well as patients 
with inflammatory diseases of the gastrointes-
tinal tract of other etiologies were excluded 
from the study. All patients gave written con-
sent to participate in the study.
At the time of admission, patients complained 
of irregular stool or diarrhea (46/50, 92%), 
pain in the left iliac region (41/50, 82%), fever 

37.5–38 °C (38/50, 76%), periodic discharge of 
gas or gas and feces from the vagina (3/50, 6%), 
urethra (5/50, 10%). Clinically, a painful abdom-
inal mass was palpated in the left iliac region 
(38/50, 76%). C-reactive protein was increased 
up to 30–72 ml/g (45/50, 90%). Forty-three 
(86.0%) patients had a previous history of at 
least two attacks of acute inflammation, sev-
en (14.0%) patients had one attack. The time 
from the first manifestation of acute inflamma-
tion to admission for elective surgery was 3.5–
48 months. All patients underwent preoperative 
conservative treatment. The surgical procedure 
included resection of left colon.
CT was performed without bowel cleansing 
or after fiber-free diet 2–3 days before. The 
large intestine was contrasted antegrade: the 
patient drunk 1000–1500 ml of water at room 
temperature orally in fractions one and a half 
hours before the CT. If a sigmo-vaginal fistula 
was suspected, 100–200 ml of a 3% solution of a 
water-soluble contrast agent was injected into 
the rectum. CT was carried out on a 160-slice 
Aquilion Prime tomograph with a slice thick-
ness of 2 mm. Scanning was performed before 
intravenous contrast and in the portovenous 
phase after intravenous administration using 
an automatic injector of a non-ionic contrast 
agent in a volume of 80–100 ml at a speed of 
2.5–3 ml/s.
US was performed on iU 22 device (Philips) us-
ing a convex sensor with specified frequency 
parameters of 1–5 MHz, an intracavital convex 
sensor (3–10 MHz), as well as a linear sensor 
(5–12 MHz). The device used was ProFocus 2202 
(B-K Medical A/S) using a convex transducer 
(2–6 MHz), an intracavital convex transducer 
(4–9 MHz) and a linear transducer with a fre-
quency of 6–12 MHz.
The interval between CT and ultrasound exami-
nations did not exceed 3 days.
The assessment of inflammatory changes de-
tected by both CT and ultrasound was carried 
out according to the Russian classification of 
DD [4].
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The CT and US protocols included general pa-
rameters used to assess the identified changes:
1)  the presence of diverticula, their condi-

tion (wall thickness, signs of diverticulum 
destruction);

2)  the thickness of the intestinal wall and its 
structure;

3)  the extent of inflammatory changes in the 
intestinal wall;

4)  the state of pericolic tissue (infiltration, col-
lection of fluid and gas, abscesses, cavities);

5)  the presence of intestinal fistulas;
6)  involvement of adjacent organs in the in-

flammatory process.

The results of CT and US were compared to mor-
phology of the resected specimens.
Statistical analysis was carried out using SPSS 
and the Microsoft Office 2022 application 
package.

RESULTS

In all cases, both CT and ultrasound revealed 
left-sided diverticula. All inflammatory chang-
es were located in the sigmoid colon. A com-
mon symptom of inflammatory complications 
of DD in all 50 patients, was thickening of the 
intestinal wall: from 0.4 to 1.5 cm (0.7 ± 0.5 
cm) over 4–11 cm (6.8 ± 3.5 cm) on CT and from 

Figure 1. Diverticulitis. A, Б — CT of pelvic with intravenous contrast in axial (A) and sagittal (Б) projections. In the middle 
third of the sigmoid colon, a diverticulum with thickened uneven walls is detected, surrounded by local infiltration (white arrows). 
В — ultrasound of the sigmoid colon. In the middle third of the sigmoid colon, an inflamed diverticulum with hyperechoic contents 
is detected along the outer contour, its contours are blurred, the tissues around it are inflamingly altered (black arrows). Г — 
Histology × 40, staining hematoxylin and eosin. Pseudodiverticulum with dense polymorphocellular inflammatory infiltration and 
destruction of the wall.
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0.4 to 1.1 cm (0.6 ± 0.4 cm) over 5–15 cm on 
ultrasound (7.2 ± 4.6 cm). These parameters 
varied depending on the type of complication 
and reached the highest values with pericolic 
inflammatory mass. According to ultrasound, 
thickening of the intestinal wall occurred 
mainly due to the muscle layer. With CT, we 
could not visualize the layers of the intestinal 
wall due to limitations in the capabilities of 
the method.
Diverticulitis on CT was diagnosed in 2 (2/50, 
4%) patients and was manifested by thickening 
of the walls of one of the diverticula with local 
infiltration (Fig. 1A,Б). Ultrasound revealed di-
verticulitis in 3 (3/50, 6%) cases and was char-
acterized by unevenness and blurring of the 
outer contour of the diverticula, the presence 
of faecalits and gas bubbles in the lumen of the 
diverticula, and increased echogenicity of the 
pericolic tissue (Fig. 1B).
Morphology revealed in the intestinal wall 
against the background of fibrosis of the sub-
mucosal and muscular layers an area of granu-
lation tissue with a dense polymorphic inflam-
matory infiltration extending to the mesenteric 
tissue, clusters of giant multinucleated cells, 

without a clearly defined diverticulum wall in a 
limited area (Fig. 1Г).
When comparing CT data with the results of 
a morphology of removed specimens, three 
discrepancies were noted. In one case, diver-
ticulitis was incorrectly assessed as a perico-
lic inflammatory mass (false negative result), 
and in two cases, the inflammatory mass was 
incorrectly assessed as diverticulitis (false 
positive results) (Table 1). During ultrasound, 
in two cases, a pericolic mass was mistaken for 
diverticulitis (false positive results) (Table 1, 
2).
Pericolic inflammatory masses on CT were de-
tected in 37 (37/50.74%) patients and were 
characterized by thickening of the intestinal 
wall from 0.6 to 1.5 cm over a distance of 6 to 
11 cm, cloud-like or stringy infiltration of tis-
sue, accumulation of fluid in pericolic tissue or 
pelvis, increased blood supply to the vasa recta 
of the mesentery of the sigmoid colon, involve-
ment of adjacent organs and structures (blad-
der, uterus, ovaries, pelvic peritoneum) in the 
inflammatory process (Fig. 2A).
With transabdominal ultrasound, pericolic in-
flammatory masses were detected in 37 (37/50, 

Table 1. Diagnostic efficacy of CT in various types of chronic inflammatory complications of DD.

Complication TP FP TN FN n Sensitivity Specificity PPV NPV Accuracy

Diverticulitis 2 2 45 1 50 66.7% 95,7% 50.0% 97.8% 94.0%

Pericolic inflammatory mass
including abscess/perocolic cavity

37
21

1
1

10
25

2
3

50
50

94.87%
87.5%

90.91%
96.2%

97.4%
95.4%

83.3%
89.3%

94.0%
92.0%

Fistula 7 0 42 1 50 87.5% 100.0% 100.0% 97.7% 98.0%

Note: TP — true positive; TP — true negative; FP — false positive; FN — false negative; PPV — positive prognostic value; NPV — negative prognostic value

Table 2. Diagnostic efficacy of ultrasound in various types of chronic inflammatory complications of DD

Complication TP FP TN FN n Sensitivity Specificity PPV NPV Accuracy

Diverticulitis 3 2 45 0 50 100.0% 95.7% 60.0% 100.0% 96.0%

Pericolic inflammatory mass
including abscess/perocolic cavity

37
22

0
0

11
26

2
2

50
50

94.8%
91.6%

100.0%
100.0%

100.0%
100.0%

84.6%
92.8%

96.0%
96.0%

Fistula 7 0 42 1 50 87.5% 100.0% 100.0% 97.7% 98.0%

Note: TP — true positive; TP — true negative; FP — false positive; FN — false negative; PPV — positive prognostic value; NPV — negative prognostic value
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74%) cases and were of irregular shape, mixed 
structure, consisting of an inflammatory-
changed part of the colon with hyperechoic fi-
ber, adjacent organs fixed to the intestine (blad-
der, uterus, ovaries, abdominal wall), as well as 
fluid collections between them. The length of 
pericolic inflammatory masses ranged from 9 to 
15 cm (12.3 ± 1.3 cm) (Fig. 2Б).
Morphology in the area of inflammatory mass 
revealed infiltration of mesenteric tissue with 
polymorphonuclear leukocytes of varying se-
verity, in some cases with focal collections 
of giant cells such as foreign bodies, conges-
tion of mesenteric vessels, signs of vasculitis 
in small vessels. With long-term inflammatory 
masses, a perifocal desmoplastic reaction and 

fibrosis of the adjacent peritoneum were not-
ed. As a rule, elements of the pseudodivertic-
ulum wall with inflammatory infiltration and 
signs of partial or subtotal destruction due to 
severe inflammation were found in the thick-
ness of the mass.
When comparing the CT results with the data 
of intraoperative revision and morphology of 
removed specimens, three discrepancies were 
noted (Table 1). In one of them (false-positive 
result), the altered area of the sigmoid colon 
was closely adjacent to the left ovary, which 
was regarded as its involvement in the inflam-
matory process. However, intraoperative re-
vision revealed no signs of fixation between 
the organs, and a morphology revealed signs 

Figure 2. Pericolic inflammatory masses. A — CT of the pelvis with intravenous contrast in axial projection. In the distal third of 
the sigmoid colon, a thickening of the intestinal wall up to 1.5 cm is detected for 7 cm due to inflammatory changes with infiltration 
of pericolic fat, involvement of the pelvic peritoneum (long arrows) and the bladder wall (*). Single diverticula (short arrows) 
are determined. Б — ultrasound of the sigmoid colon. For 7.5 cm, the intestinal wall is thickened to 1.1 cm (*), low echogenicity, 
the layers of the intestinal wall are fuzzy, the muscle layer is thickened, the fat is increased echogenicity with the presence of 
narrow fluid collections (arrows). В — Removed specimen of the sigmoid colon. The intestinal wall is thickened, the muscle layer 
is fragmented, pseudodiverticula (arrows) are revealed. There is a pronounced inflammatory infiltration with perifocal fibrosis in 
the mesentery tissue.
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of diverticulitis with microperforation. In two 
more patients with low body weight, the lack of 
expression of adipose tissue made it difficult to 
adequately assess the extent of inflammatory 
changes and the involvement of adjacent organs 
and tissues in the process. According to the CT 
data, a conclusion was made about the presence 
of diverticulitis (false-negative results). During 
intraoperative revision in the area of the sig-
moid colon, an inflammatory masses were de-
tected involving the uterus and pelvic perito-
neum in one case and the pelvic peritoneum and 
left ovary in another.

At ultrasound, two false-negative results were 
due to underestimation of inflammatory chang-
es due to pneumatized loops of the small intes-
tine (Table 2).
According to CT data, in 20 (20/50, 40%) pa-
tients with pericolic inflammatory mass, the 
process was accompanied by the formation of an 
abscess/cavity, which was determined near the 
altered segment of the intestine, usually in the 
mesentery of the sigmoid colon. The dimensions 
of the cavity formations varied from 1.5 to 5 cm, 
their contents were represented by fluid and 
gas or only gas; the formations were surrounded 

Figure 3. Pericolic inflammatory mass with abscess. A — CT of the pelvis with intravenous contrast in axial projection. In the 
middle third of the sigmoid colon, a fluid collection is detected, surrounded by a thin capsule, measuring 2,2 × 2,4 cm — an 
abscess (*). The intestinal wall is thickened, the pericolic fat is infiltrated with the involvement of the pelvic peritoneum (long 
arrows). A single diverticulum is visible (short arrow). Б — ultrasound of the sigmoid colon. An irregular, predominantly anechoic 
fluid collection with hyperechoic inclusions, measuring 2.6 × 2.4 cm (asterisk), is revealed. The wall of the intestine is thickened 
(arrow). В — Macro specimen of the removed sigmoid colon. Along the mesenteric edge of the intestine, a destroyed diverticulum 
(white arrow) with a purulent cavity (black arrow) is revealed. The intestinal wall is thickened, the muscle layer is fragmented, 
pseudodiverticula are detected, the mesentery is sclerosed.
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by a capsule 2–4 mm thick, which accumulated 
the contrast agent when administered intrave-
nously (Fig. 3A).
Ultrasound in 22 (22/50, 44%) patients with 
pericolic inflammatory masses revealed ir-
regularly shaped anechoic fluid collections or 
cavities from 1.2 to 4.5 cm in diameter with a 
heterogeneous internal structure, the presence 
of fine suspension and hyperechoic inclusions, 
surrounded by hyperechoic capsule (Fig. 3Б). In 
10 out of 22 patients with abscesses/cavities, 

ultrasound was able to visualize the destroyed 
diverticulum, which was the cause of the 
complication.
According to a morphology, in pericolic inflam-
matory masses with pronounced infiltration, 
foci of abscesses were found in the mesen-
tery of the sigmoid colon, some of them small 
in size, determined only by histology, without 
connection with the intestinal wall. In a num-
ber of cases, foci of abscesses were determined 
macroscopically with purulent exudate in the 

Figure 4. Sigmovesical fistula. A, Б — CT with intravenous contrast in axial (A) and sagittal (B) projections. Between the distal 
third of the sigmoid colon and the tip of the bladder, a fistula with a cavity is revealed (arrow). The walls of the sigmoid colon 
and bladder are thickened. There is gas (*) in the lumen of the bladder. Single diverticula (short arrows) are determined. В — 
ultrasound of the sigmoid colon and bladder. A hyperechoic fistula with anechoic contents (long arrow) is detected between the 
wall of the sigmoid colon (short arrow) and the bladder (*). Г — Macro specimen of the removed sigmoid colon with a fragment 
of the bladder wall. A fistulous passage is detected between the sigmoid colon wall (arrow) and the bladder (*).
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lumen and, upon histology, had formed walls 
represented by granulation tissue of varying 
degrees of maturity with inflammatory leuko-
cyte infiltration.
Discrepancies with the results of morphology 
on CT were noted in 4 cases (Table 1). One false-
positive result was due to the fact that we mis-
took a deformed diverticulum with thickened 
walls for a small cavity. In three cases (false-
negative results), we were unable to visual-
ize small cavities that had no connection with 
the intestinal lumen and were detected only by 
morphology of the resected colon.
Ultrasound in two cases (false-negative results) 
failed to identify small cavities that contained 
tissue debris of the same density as the sur-
rounding inflammatory tissue (Table 2).
Colon fistulas were detected by both CT and ul-
trasound in 7 patients: five sigmovesical and 
two sigmovaginal (with a vaginal stump). CT 
semiotics of sigmovesical fistulas included lo-
cal thickening of the wall of the sigmoid colon 
and bladder in the area of the presumed fistula 
opening, the presence of gas bubbles in the lu-
men of the bladder (Fig. 4 A, Б). In identifying 
sigmo-vaginal fistulas, the injection of a water-
soluble contrast agent into the vaginal lumen 
during retrograde filling of the distal colon was 
important.
Transabdominal ultrasound (transvaginal in 
women) made it possible to visualize the patho-
logical track between the colon and the adja-
cent organ. From the destroyed diverticulum in 
the altered segment of the intestine, a fistulous 
tract was traced in the form of a hypoechoic 

stringy structure with heterogeneous contents, 
1–2 cm in length, communicating with the blad-
der or vaginal stump (Fig. 4B).
Morphologically, in cases of fistula, an internal 
opening with perifocal inflammatory infiltra-
tion, fibrosis of the intestinal wall of varying se-
verity was determined; in the adjacent removed 
tissues (mesentery, walls of the bladder and 
vagina), pronounced inflammatory infiltration 
was also noted. Fragments of the fistula tract 
were revealed with the presence of granulation 
tissue in the wall and accumulations of tissue 
and cellular detritus in the lumen of the fistula.
In one case, both CT and ultrasound (false-neg-
ative results) failed to visualize a fistula be-
tween the sigmoid colon and the vaginal stump, 
but signs of fixation between these organs were 
revealed (Tables 1, 2).
When comparing CT and ultrasound data, no sig-
nificant differences in the diagnostic effective-
ness of the methods were identified for any of 
the indicators (Table 3).
A high level of agreement (Kappa Coefficient 
0.71) was revealed between the results of CT 
and ultrasound in the assessment of inflamma-
tory complications of DD.

DISCUSSION

CT and ultrasound of chronic inflammatory com-
plications of BD is based on the assessment of 
the same basic parameters as the diagnosis of 
acute inflammatory complications: the pres-
ence of diverticula and signs of their destruc-
tion, the thickness of the intestinal wall, the 

Table 3. Comparison of the diagnostic effectiveness of CT and ultrasound in detecting various types of chronic inflammatory com-
plications of DD.

Complication Sensitivity CT vs US Specificity CT vs US Accuracy CT vs US p*

Diverticulitis 66.7%/100.0% 95.7%/95.7% 94.0%/96.0% p > 0.05

Pericolic inflammatory mass,
including abscess/perocolic cavity

94.8%/94.8%
87.5%/91.6% 

90.9%/100.0%
96.2%/100.0%

94.0%/96.0%
92.0%/96.0%

p > 0.05
p > 0.05

Свищ ободочной кишки 87.5%/87.5% 100.0%/100.0% 98.0%/98.0% p > 0.05

Note: * χ2-test
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state of pericolic tissue (infiltration, collec-
tion of fluid and gas, increased vascularization) 
etc. [20–24]. At the same time, semiotics of the 
chronic inflammatory process has its own char-
acteristics, largely due to the development of 
fibrotic changes both in the intestinal wall and 
in the surrounding tissue, which to a certain ex-
tent can limit the spread of inflammation during 
recurrent attacks [30,31]. Here there was no pa-
tients with the first episode of acute inflamma-
tion, and the majority (43/50, 86%) of them at 
the time of check up had underwent at least two 
attacks of acute inflammatory process. Neither 
CT nor ultrasound revealed any signs of pericolic 
phlegmon and peritonitis in any of the patients; 
all identified abscesses/cavities were located in 
pericolic tissue (most often in the mesentery of 
the sigmoid colon), no pelvic or distant collec-
tions of fluid and gas were detected. The main 
group of the included patients were patients 
with pericolic inflammatory masses, which in 
two thirds of cases were accompanied by ab-
scesses/cavities. In the presence of communi-
cation with the intestinal lumen, identification 
of cavity formations was not difficult for both 
CT and ultrasound. The main diagnostic diffi-
culties arose when cavities were detected that 
were not connected with the intestinal lumen, 
since in these cases the difference in the den-
sity and structure of the pathological cavity 
and surrounding tissue could be largely leveled 
out. We did not identify statistically significant 
differences between the two methods in the di-
agnosis of either pericolic inflammatory masses 
or abscesses/cavities in BD, but it should be 
emphasized that ultrasound has greater resolv-
ing power in detailing structural changes. Thus, 
only the ultrasound made it possible to visualize 
destroyed diverticula in patients with pericolic 
inflammatory masses. Due to the limitations of 
the CT method, it cannot provide such fine vi-
sualization, and we can detect the presence of 
diverticulum destruction only by gas and fluid 
in the pericolic tissue and abdominal cavity, ab-
scesses/cavities, and fistulas.

Colon fistulas (8/50, 16%) and diverticulitis 
(3/50, 6%) were represented by a small number 
of cases in this study. Statistical analysis did not 
reveal differences in the diagnostic value of CT 
and ultrasound for each of these complications.
CT and ultrasound demonstrated similar high 
overall accuracy (over 92%) for each of the iden-
tified chronic inflammatory complications of 
HD, as well as a high level of agreement (Kappa 
Coefficient 0.71) between the results of the two 
methods.
Despite the obtained similar diagnostic infor-
mation values of CT and ultrasound, the advan-
tages and disadvantages of each method should 
be taken into account. The advantages of CT are 
the speed of the study, the absence of pain in 
the patient that can occur during compression 
with an ultrasound sensor, less operator depen-
dence compared to ultrasound, and the ability 
to repeatedly view multiplanar reconstructions 
of the obtained images [15,19,20,23]. The ad-
vantages of ultrasound include wide availabil-
ity, safety (the absence of ionizing radiation, 
unlike CT), and the possibility of multiple stud-
ies for the control [19,20,23].
In addition to identifying inflammatory compli-
cations of DD, there is another aspect of radio-
diagnosis, which we did not touch upon in our 
study. According to a number of publications, 
criteria for predicting the course of complicat-
ed DD are currently being developed based on 
CT data in order to stratify patients for planned 
surgical treatment [24,32].
The study had limitations. One of them is as-
sociated with a small number of cases and an 
uneven distribution of various complications 
with a predominance of pericolic inflammatory 
masses in the sample. We consider it advisable 
to continue the study with further collection 
of clinical cases and inclusion of both operated 
patients and patients who received conserva-
tive treatment for various inflammatory compli-
cations of DD. We think it is relevant to study 
the prognostic capabilities of CT and ultrasound 
in the chronic form of the inflammatory process 
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with a complicated DD, which may in the future 
be one of the factors in the selection of patients 
for elective surgery.

CONCLUSION

The study revealed similar high accuracy of CT 
and ultrasound (over 92%) for chronic inflam-
matory complications of BD, as well as a high 
level of agreement (Kappa Coefficient 0.71) be-
tween the results of the two methods. Taking 
into account the advantages and disadvantages 
of the methods under consideration, each of 
them can be used both as a single diagnostic 
method and in a complex manner, depending on 
the clinical situation.
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