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Abstract. Background. Colonoscopy with biopsy remains the gold standard for the diagnosis of inflammatory 
bowel disease (IBD). However, this method has a number of limitations, especially in severe clinical conditions. 
In this regard, there is a growing need for less invasive imaging methods. One of these methods is transrectal 
ultrasound (TRUSD), which provides high-resolution imaging of the wall of the rectum and distal sigmoid colon. 
TRUSD allows for quantitative assessment of the intestinal wall thickness, stratification of its layers, detection 
of hypervascularisation characteristic of active inflammation, as well as identification of infiltrative and fibrotic 
changes. The data of modern clinical trials demonstrate the high sensitivity and specificity of this method, which 
makes it advisable to use TRUSD more widely in clinical practice. Despite its numerous advantages, TRUSD 
remains an underutilised method in clinical practice, although it is a promising non-invasive tool for the diagnosis 
and monitoring of patients with IBD. The aim of the study was to analyse the possibilities and clinical effective-
ness of transrectal ultrasound in the diagnosis of ulcerative colitis (UC) and Crohn’s disease (CD). Materials 
and methods. TRUSD was performed on an expert-class ultrasound scanner SonoScape S60 using a 3.5 MHz 
low-frequency convection transducer and a 6 MHz recto-vaginal convection transducer. Transperineal and trans
rectal approaches were used. Results. Thickening of the rectal wall > 5 mm was typical for 100 % of patients. 
The wall thickness was significantly lower in patients with CD compared to those with UC — (5.99 ± 0.42) mm 
vs. (7.12 ± 0.20) mm, respectively (p = 0.01). The thickness of the mucosal layer in UC was 1.8 times higher 
than in CD (p = 0.05), and the thickness of the submucosal layer was 1.3 times higher (p = 0.01). On the con-
trary, the thickness of the muscular layer in patients with CD was significantly higher than in those with UC — 
(1.69 ± 0.21) mm vs. (1.17 ± 0.04) mm (p = 0.05). The wall thickness ((6.80 ± 0.21) mm vs. (8.15 ± 0.42) mm, 
p = 0.04) and submucosal layer thickness ((4.14 ± 0.21) mm vs. (5.28 ± 0.28) mm, p = 0.008) significantly differed 
between moderate and severe UC. Almost 86.7 % of the examined patients with severe UC had grade 3 blood 
flow density in the rectal wall, whereas in moderate UC, 61.5 % of patients had grade 1. When performing elasto-
metry of the intestinal wall, there was a tendency to increase the strain coefficient in patients with CD compared 
to UC. The ROC analysis allowed us to establish the high quality of the diagnostic indicator — the thickness of 
the muscular layer — for the differential diagnosis of UC and CD. High diagnostic value was also obtained for 
the thickness of the submucosal layer in assessing the severity of UC. Conclusions. TRUSD is an effective 
non-invasive method for evaluating inflammatory bowel diseases. Doppler scanning allows to assess the degree 
of vascularisation of the intestinal wall, which correlates with the clinical activity of IBD. Intestinal wall elastometry 
is useful in determining the severity of inflammation. The thickness of the intestinal wall and submucosa have a 
high prognostic value in detecting severe UC. A muscular layer thickness of 1.3 mm can be used as an auxiliary 
criterion for the differential diagnosis between UC and CD.
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Introduction
Inflammatory bowel disease (IBD), among which the 

most common are ulcerative colitis (UC) and Crohn’s 
disease (CD), remains one of the most pressing problems 
in modern gastroenterology. These chronic, recurrent 
diseases have a complex aetiology that includes gene
tic, immunological and environmental factors. They are 
characterised by alternating periods of exacerbation and 
remission, often affect young patients and have a signi
ficant impact on quality of life, work capacity and social 
adaptation [1–3].

Timely and accurate diagnosis, assessment of inflam-
mation activity, detection of complications, and moni-
toring of treatment effectiveness are key components of 
successful management of patients with IBD. Colonoscopy 
with biopsy remains the gold standard in the diagnosis and 
monitoring of these diseases [4, 5]. However, this method 
has a number of limitations: invasiveness, need for bo
wel preparation, sedation, risk of perforation, and limited 
repeatability, especially in severe conditions [6]. In some 
clinical situations, in particular during an exacerbation, 
when a full colonoscopy is difficult or dangerous, there 
is a need for less invasive but still informative diagnostic 
methods.

Over the past decade, ultrasound diagnostics has sig-
nificantly expanded its capabilities in imaging the intestinal 
tract. Among them, transrectal ultrasound (TRUSD) de-
serves special attention, as it allows for a detailed assessment 
of the state of the rectum and distal sigmoid colon wall. This 
method is particularly valuable in assessing the activity of 
UC, which is usually limited to the distal colon, as well as in 
detecting local complications of UC, such as perianal fistu-
las, abscesses, or infiltrates [7–9].

TRUSD provides highly accurate information about 
the thickness of the intestinal wall, stratification of layers, 
hypervascularization in active inflammation, the presence 
of infiltrative changes or fibrosis. This method can also be 
complemented by Doppler ultrasonography to assess blood 
flow in the intestinal wall, as well as elastography to deter-
mine the degree of fibrosis, which is especially important in 
Crohn’s disease with the formation of stenoses [10, 11]. In 
the case of chronic IBD with fibrotic lesions, TRUSD helps 
to differentiate between active inflammation and irreversible 
structural changes, which is important for choosing a treat-
ment strategy — medical or surgical [12].

In addition, transrectal ultrasonography is non-invasive, 
well tolerated by patients, requires little preparation and can 
be repeated without risk to health. This makes it particular-
ly suitable for dynamic monitoring of the effectiveness of 
therapy, including biologics, as well as for early detection of 
recurrence after clinical remission.

Despite its many advantages, TRUSD remains an un-
derutilised method in clinical practice due to the need for 
specialised equipment and trained personnel. At the same 
time, recent studies have shown the high diagnostic value of 
this method, which requires its wider implementation in the 
standards of examination of patients with IBD [13].

The aim of our study is to analyse the possibilities and 
clinical effectiveness of transrectal ultrasound in the diag-
nosis of ulcerative colitis and Crohn’s disease.

Materials and methods
The study was performed on an expert-class ultrasound 

scanner SonoScape S60 using a 3.5 MHz low-frequency 
convection transducer and a 6 MHz recto-vaginal con-
vection transducer (viewing angle 200 degrees, aperture 
R10 mm). Transperineal and transrectal approaches were 
used.

The examination is performed with the patient on the left 
side or in the lithotomy (gynaecological) position. Finger 
rectal examination precedes TRUSD to assess the condition 
of the sphincter and the presence of rectal strictures. Then, 
the pararectal area is examined with a convection probe in 
a transperineal approach to detect pathological formations 
(fistulas, abscesses). The rectal probe is inserted to a depth of 
10–15 cm and the wall thickness and stratification into layers 
are assessed. The thickness and structure of each layer were 
assessed separately.

Compression elastography is performed at a depth of 
5–8 cm from the anus. For this purpose, the most opti-
mal acoustic reflection is selected, where the intestinal 
wall (A-zone of interest) and the adjacent pararectal tissue 
(B-reference zone) are clearly visualised. In the compres-
sion elastography mode, the acoustic reflection becomes 
duplex, with one window recording the usual B-mode, and 
the second window in the form of a colour map, which, 
due to the difference in tissue density, is encoded in a 
two-dimensional image as a set of colour patterns (blue-
green — denser tissue, yellow-red — softer tissue). The 
rectal transducer is pressed firmly against the intestinal 
wall and several pushing movements are performed, simul-
taneously capturing the image. The deformation coefficient 
(DC) is calculated automatically as the ratio of the density 
of the reference zone to the zone of interest (B/A). Three 
measurements are taken in different areas and the average 
value is calculated.

The blood flow density in the intestinal wall was assessed 
in Doppler scanning mode by counting the colour Doppler 
signal (CDS) per 1 cm2 (grade 0 = no vessels; grade 1 or 
mild flow = less than 2 signals/cm2; grade 2 or moderate 
flow = 3 to 5 signals/cm2; grade 3 or severe flow = more than 
5 signals/cm2).

The statistical processing of the results was performed 
using the standard software package Microsoft Office Excel 
and MedCalc. The arithmetic mean (M) and standard error 
of the mean (SE) were calculated for quantitative indicators. 
The compliance of the type of distribution of the characteris-
tics with the law of normal distribution was checked using the 
Shapiro-Wilk method. The comparison of mean values was 
carried out using Student’s t-test for independent samples. 
The χ2 test with Yates’ correction was used to compare qua
litative features. The critical level of statistical significance 
in the study was taken as 0.05. To evaluate the diagnostic 
efficiency of indicators, ROC analysis was used to determine 
the area under the ROC curve (AUC), sensitivity and speci
ficity of diagnostic markers, followed by the calculation of 
their optimal thresholds.

There were 80 patients with IBD with an average age 
of (41.60 ± 2.01) years, including 63 patients with UC 
and 17 patients with CD, including 30 women and 50 men 
(Fig. 1, 2).
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All patients underwent an endoscopic examination of 
the colon to verify the diagnosis, determine the activity and 
spread of the disease. All patients were divided into groups 
depending on the nosology and severity of the disease (de-
termined by the Mayo index for UC patients and the Best 
index for CD): 47 patients with moderate UC, 16 patients 
with severe UC, 13 patients with moderate CD and 4 patients 
with severe CD.

Results
Most patients with IBD had a chronic relapsing course 

of the disease. In 22 (27.5 %) patients, the diagnosis was 
made for the first time (14 patients with UC and 8 patients 
with CD).

The duration of IBD in the examined patients ranged 
from 2 months to 36 years. The average duration of the dis-
ease was (8.40 ± 1.13) years in UC and (10.10 ± 5.82) years 
in CD. The onset of the disease in the general IBD group was 

(34.40 ± 1.37) years, with no significant difference between 
nosologies. A short history of the disease (up to 1 year) was 
observed in 22 (27.5 %) patients: 14 (22.2 %) in UC and 8 
(47.1 %) in CD.

In terms of the extent of bowel involvement, patients with 
moderate UC are more likely to have left-sided colon in-
volvement (61.7 %) than those with severe UC. Patients with 
severe UC have more widespread (total) colon involvement 
(43.8 %) compared to moderate UC, where total involvement 
was found only in 19.1 % of cases. In addition, in moderate 
severity of CC, colon involvement was found in 53.8 % of 
cases, while in severe CC, colon involvement was found in 
100 % of cases. The lesion of the terminal section was found 
in 61.5 % of cases with moderate severity and in 50.0 % of 
cases with severe CD.

The examination results revealed that rectal wall thicke
ning of > 5 mm was inherent in 100 % of patients. The results 
of measurements of wall thickness and its layers are shown 
in Fig. 3.

Thus, the index of rectal wall thickness was significant-
ly lower in patients with CD compared to patients with 
UC — (5.99 ± 0.42) mm vs. (7.12 ± 0.20) mm, respectively 
(p = 0.01). The thickness of the mucosal layer in UC was 
1.8 times higher than in CD (p < 0.05), and the thickness 
of the submucosal layer was 1.3 times higher (p < 0.01). 
The thickness of the muscular layer in patients with CD, 
on the contrary, was significantly higher than in pa-
tients with UC — (1.69 ± 0.21) mm vs. (1.17 ± 0.04) mm 
(p < 0.05), which is explained by transmural damage and 
involvement of the muscular layer in the inflammatory 
process in CD.

We also compared the main measured parameters within 
the groups between moderate severity of the disease and se-
vere severity. The results are shown in Fig. 4, 5.

Figure 2 — Distribution of examined patients 
by gender

21.2 %

78.8 %

  UC
  CD8080++2020++aa 37.5 %

62.5 %

  Male
  Female6363++3737++aa

Figure 1 — Distribution of examined patients 
by nosology

Notes: significance of differences from the CD: *  — 
p = 0.01; ** — p < 0.05; # — p < 0.01.

Figure 3 — Characteristics of the rectal wall  
and its layers according to TRUSD data, mm

Figure 5 — Indicators of the thickness of the rectal 
wall and its layers according to the results of TRUSD 

in patients with CD, mm
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Figure 4 — Indicators of the thickness of the rectal 
wall and its layers according to the results of TRUSD 
in patients with UC depending on the severity, mm
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The wall thickness (6.80 ± 0.21) mm vs. (8.15 ± 0.42 mm) 
(p = 0.04) and submucosal layer thickness (4.14 ± 0.21) mm 
vs. (5.28 ± 0.28) mm (p = 0.008) significantly differed be-
tween moderate and severe UC. This can be explained by the 
fact that with the increase in the severity of UC, the oedema 
of the rectal wall increases, which occurs mainly due to the 
infiltration of the submucosal layer.

As can be seen from Fig. 5, all measured parameters of 
the rectal wall tend to increase with increasing severity of 
UC, and the CD index also increases, indicating an increase 
in wall stiffness.

We also assessed the density of blood flow in the rectal 
wall using Doppler scanning (Fig. 8).

Most patients with severe CD (13 (86.7 %)) had grade 3 
blood flow density in the rectal wall, indicating a predomi
nant localisation of the inflammatory process, whereas in 
moderate CD more than half of the patients had grade 1 
CDD. In patients with severe CD, degree 2 and 3 of CDS 
was recorded in equal parts of 50 %. The first degree of CDS 
was 7.4 times more common in CD than in UC (χ2 = 15.11; 
p < 0.001).

Almost all the examined patients with severe CD (86.7 %) 
had grade 3 blood flow density in the rectal wall, while in 
moderate CD more than half (61.5 %) of patients had grade 
1 CD. In patients with severe CD, degree 2 and 3 of CDS was 
recorded in equal parts of 50 % (Fig. 10).

No significant differences between patients with UC and 
CD were found in the rectal wall elastomer. There was a 
tendency to increase the deformation coefficient in patients 
with CD compared to UC (Fig. 11).

There was a tendency to increase the CD in patients with 
severe CD compared with the average and a significant in-
crease by 1.2 times in patients with severe UC compared with 
the average, indicating an increase in wall stiffness (Fig. 12).

Fig. 13 shows examples of elastometry of patients with 
UC and CD.

To determine the diagnostic value of the studied parame-
ters in the assessment of IBD activity and differential diagno-
sis, the validity of each of the performed TRUSD parameters 
was determined.

Figure 6 — Significant thickening and increased 
density of the rectal wall due to the submucosal layer 

in severe UC

Figure 7 — Thickening of the muscular layer in CD

Figure 9 — Blood flow density in the rectal wall using Doppler scanning: А — vascularization degree 1;  
B — vascularization degree 2; C — vascularization degree 3

Note. * — p < 0.001 — significance of differences with 
moderate UC.

Figure 8 — The degree of blood flow density  
in the rectal wall depending on the severity 

and nosological form
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Figure 11 — Elastometry of the rectal wall

Note. # — p < 0.05 — reliability of discrepancies with 
moderate UC.
Figure 12 — Elastometry of the rectal wall depending 

on the severity

Figure 14 — ROC curve of the rectal muscular layer 
thickness in the CD diagnosis

Figure 15 — ROC curve of rectal wall thickness 
for determining the severity of UC

Figure 13 — Elastometry of the rectal wall: A — increased rigidity and disruption of stratification into layers 
(severe UC); B — stratification into layers is clearly visible, rigidity is significantly increased (moderate CD)

А B

100-Specificity
0

0

20

40

60

80

100

20 40 8060 100

S
en

si
tiv

ity

AUC = 0.692 
P = 0.016

Sensitivity: 58.8 
Specificity: 76.2 
Criterion: > 1.3

100-Specificity
0

0

20

40

60

80

100

20 40 8060 100

S
en

si
tiv

ity

AUC = 0.891 
P < 0.001

Sensitivity: 88.2 
Specificity: 89.1 
Criterion: > 7.7

The ROC analysis allowed to establish the high quality 
of the diagnostic indicator — the thickness of the mus-
cular layer for the differential diagnosis of UC and CD. 
Thus, the AUC was 0.692 (95% CI 0.579–0.791; p = 0.016). 
The threshold value of the rectal muscular layer thickness 
above which CD is diagnosed in patients with IBD was 
1.3 mm, with a sensitivity of 58.8 % and a specificity of 
76.2 % (Fig. 14).

An analysis was also performed to determine the diag
nostic value of rectal wall thickness in assessing the se-
verity of UC (Fig. 15). Rectal wall thickness greater than 
7.7 mm indicates severe UC, AUC was 0.891 (95% CI 
0.787–0.956; p < 0.001). Sensitivity was 88.2 % and speci
ficity was 89.1 %.

A high diagnostic value was also obtained for the submu-
cosal layer thickness in assessing the severity of UC. A rectal 
submucosal layer thickness of more than 4.95 mm indicates 
severe UC, with an AUC of 0.870 (95% CI 0.761–0.941; 
p < 0.001). Sensitivity was 88.2 % and specificity was 80.4 % 
(Fig. 16).

Thus, TRUSD showed a high diagnostic value in the 
diagnosis of IBD, namely, determining the severity and dif-
ferential diagnosis of UC and CD.
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Discussion
The results of our study confirm the high informational 

content of TRUSD as a method of diagnosing and moni-
toring the activity of the inflammatory process in IBD. In 
particular, the assessment of blood flow density using CDS 
demonstrated a clear correlation between the degree of vas-
cularisation of the intestinal wall and the clinical severity of 
the disease. It was found that degree 3 of vascularisation was 
mainly associated with severe UC, while for moderate UC, 
degree 1 of CD was most often recorded. These results are 
consistent with the data of other authors who point to intense 
hypervascularisation as a marker of active inflammation, 
especially in UC, where the process is often localised in the 
distal colon [14–17].

Elastometry also proved to be a promising tool for 
non-invasive assessment of intestinal wall stiffness. There 
was a tendency to increase the strain coefficient in patients 
with severe UC and CD. A significant increase in wall stiff-
ness in patients with severe UC confirms the role of elas-
tography as an indicator of severe inflammation or fibrosis. 
Our results are in line with the study by Rustemovic and 
colleagues, who used transrectal endoscopic ultrasound 
elastography and found a significantly higher strain co-
efficient in the rectal wall and adjacent tissue in patients 
with active CD compared to active UC [18]. Although the 
differences between UC and CD did not reach statistical 
significance, visual characteristics (disturbances in layer 
stratification, foci of increased stiffness) are of clinical im-
portance in interpreting the results.

Limberg and colleagues suggested that the main ul-
trasonographic criteria that can be used to differentiate 
between UC and CD are the maximum intestinal wall 
thickness and parietal stratification. In UC, due to trans-
mural inflammation, intestinal wall thickening is more 
pronounced, along with loss of parietal stratification. In 
UC, the thickening is not so pronounced in most cases, 
and the layers can be differentiated [19]. However, these 
characteristics do not apply to all patients with IBD, who 

may have mild forms of UC with preserved parietal stra
tification, and severe forms of UC may be associated with 
loss of stratification [19].

Gast and Belaish conducted a prospective study to 
determine whether specific characteristics of rectal ultra-
sound, such as bowel wall thickness, mucosal appearance, 
submucosal thickness, presence of blood vessels with in-
creased diameter in the submucosal layer, and presence 
of lymph nodes, could be used to differentiate between 
the two main types of IBD [20]. Thickening of the intes-
tinal wall and changes in the typical five-layer ultrasound 
structure of the intestinal wall were found in both patients 
with CD and UC. Unlike UC, there was a direct correla-
tion between intestinal wall thickness and Crohn’s disease 
activity index (CDAI). The authors proposed a threshold 
value of 5.5 mm intestinal wall thickness to differentiate ac-
tive disease (≥ 5 mm) from inactive disease (< 5 mm). The 
main features identified that could be used to differentiate 
between the two diseases were the presence of more blood 
vessels with a diameter of > 2 mm in UC, which persisted 
even in patients in remission, and the presence of more 
large lymph nodes in patients with UC. The presence of one 
lymph node or no lymph node was indicative of Crohn’s 
disease, whereas the presence of at least two lymph nodes 
was more specific for ulcerative colitis (UC). In addition, 
the presence or absence of lymph nodes could differentiate 
the active form of UC (i.e., at least one lymph node) from 
the inactive form (i.e., no lymph nodes) [20].

In our study, the results of ROC analysis demonstrated 
high diagnostic accuracy of ultrasound parameters in de-
termining the severity of UC and differential diagnosis of 
UC and CD. Thus, intestinal wall thickness > 7.7 mm had a 
sensitivity of 88.2 % and specificity of 89.1 % for detecting 
severe UC, and submucosal thickness > 4.95 mm was also 
highly informative (AUC 0.870). These indicators can be 
used as guidelines for planning treatment tactics and the need 
for escalation of therapy.

Determining the thickness of the muscular layer as a dif-
ferential criterion between UC and CD is an important con-
tribution to practical gastroenterology. At a threshold value of 
> 1.3 mm, this parameter demonstrated moderate sensitivity 
(58.8 %) and good specificity (76.2 %), which allows it to 
be used in combination with other clinical and instrumental 
data to improve diagnostic accuracy.

Thus, the results of the study confirm that TRUSD is 
an effective, non-invasive imaging method that can play 
an important role in both the initial diagnosis and dynamic 
monitoring of patients with IBD. Its use can reduce the 
need for frequent invasive procedures such as colonoscopy, 
especially in cases of severe disease or at risk of complica-
tions.

Further studies with larger samples of patients are needed 
to confirm the results and define standards for the use of 
TRUSD in clinical practice.

Conclusions
1. TRUSD with Doppler scanning allows an objective 

assessment of the degree of vascularisation of the rectal wall, 
which correlates with the clinical activity of IBD, especially 
in patients with UC.

Figure 16 — ROC curve of the thickness of the rectal 
submucosa for determining the severity of UC
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2. Elastometry of the rectal wall demonstrates the po-
tential in determining the severity of inflammation, with a 
tendency to increase stiffness in severe UC and CD, based 
on the tendency to increase CD in patients with severe CD 
and a significant increase by 1.2 times in patients with severe 
UC compared to the average.

3. The thickness of the rectal wall and submucosal layer 
have a high prognostic value in detecting severe UC. Thus, 
the thickness of the submucosal layer of the rectum more 
than 4.95 mm and the thickness of the rectal wall more than 
7.7 mm indicate severe UC.

4. The thickness of the muscular layer > 1.3 mm can be 
used as an auxiliary criterion for the differential diagnosis 
between UC and CD.

5. TRUSD is a promising method in the diagnosis, moni
toring of the course and evaluation of the effectiveness of 
therapy in IBD, which can significantly complement tradi-
tional endoscopic and laboratory methods.
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Роль трансректального ультразвукового дослідження в оцінці тяжкості  
та диференціальній діагностиці запальних захворювань кишечника:  

порівняльний аналіз при виразковому коліті та хворобі Крона
Резюме. Актуальність. Колоноскопія з біопсією залишаєть-
ся золотим стандартом діагностики запальних захворювань 
кишечника (ЗЗК). Однак цей метод має низку обмежень, 
особливо у важких клінічних умовах, тому зростає потреба в 
менш інвазивних методах візуалізації. Одним із таких методів 
є трансректальне ультразвукове дослідження (ТРУЗД), яке 
забезпечує візуалізацію стінки прямої та дистального відділу 
сигмовидної кишки з високим рівнем деталізації. ТРУЗД доз-
воляє кількісно оцінити товщину кишкової стінки, стратифі-
кувати її шари, виявити гіперваскуляризацію, характерну для 
активного запалення, а також інфільтративні й фіброзні зміни. 
За даними сучасних клінічних досліджень продемонстрова-
но високу чутливість і специфічність цього методу, що ро-
бить доцільним більш широке його використання в клінічній 
практиці. Однак, незважаючи на численні переваги, ТРУЗД 
у клінічній практиці застосовують недостатньо, хоча воно є 
перспективним неінвазивним інструментом діагностики й 
моніторингу пацієнтів із ЗЗК. Мета: проаналізувати можли-
вості й клінічну ефективність трансректального ультразву-
кового дослідження в діагностиці виразкового коліту (ВК) і 
хвороби Крона (ХК). Матеріали та методи. ТРУЗД проводи-
ли на ультразвуковому сканері експертного класу SonoScape 
S60 з використанням низькочастотного конвексного датчика 
3,5 МГц та ректовагінального конвексного датчика 6 МГц. 
Використовували трансперинеальний і трансректальний до-
ступи. Результати. Потовщення стінки прямої кишки > 5 мм 
мали 100 % хворих. Товщина стінки прямої кишки в пацієнтів 
із ХК була вірогідно нижчою, ніж в осіб із ВК: (5,99 ± 0,42) мм 
проти (7,12 ± 0,20) мм (р = 0,01). Товщина слизового шару при 

ВК перевищувала цей показник при ХК в 1,8 раза (p = 0,05), 
а товщина підслизового шару — в 1,3 (p = 0,01). Товщина 
м᾽язового шару в пацієнтів із ХК, навпаки, була вірогідно ви-
щою, ніж в осіб із ВК: (1,69 ± 0,21) мм проти (1,17 ± 0,04) мм 
(p = 0,05). Товщина стінки прямої кишки ((6,80 ± 0,21) мм 
та (8,15 ± 0,42) мм, р = 0,04) і товщина підслизового шару 
((4,14 ± 0,21) мм проти (5,28 ± 0,28) мм, р = 0,008) вірогідно 
відрізнялися при середньому й тяжкому ступені ВК. Майже 
у 86,7 % обстежених пацієнтів із тяжким ВК спостерігався 
3 ступінь щільності кровотоку у стінці прямої кишки, тоді як 
при ХК середньої тяжкості 61,5 % пацієнтів мали 1 ступінь. 
При проведенні еластометрії стінки прямої кишки відмічалася 
тенденція до збільшення коефіцієнту деформації в пацієнтів із 
ХК порівняно з особами з ВК. ROC-аналіз дозволив устано-
вити високу значущість товщини м’язового шару в диферен-
ціальній діагностиці ВК та ХК. Висока діагностична цінність 
була також отримана щодо товщини підслизового шару при 
оцінці ступеня тяжкості ВК. Висновки. ТРУЗД є ефективним 
неінвазивним методом оцінки запальних захворювань кишеч-
ника. Допплерівське сканування дозволяє оцінити ступінь 
васкуляризації стінки прямої кишки, що корелює з клінічною 
активністю ЗЗК. Еластометрія стінки прямої кишки корисна у 
визначенні тяжкості запалення. Товщина стінки прямої киш-
ки та підслизового шару має високу прогностичну цінність у 
виявленні тяжкого ВК. Товщина м’язового шару > 1,3 мм може 
бути використана як допоміжний критерій у диференціальній 
діагностиці ВК та ХК.
Ключові слова: трансректальне ультразвукове дослідження; 
виразковий коліт; хвороба Крона


