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ABSTRACT

BACKGROUND: Acute left colonic diverticulitis (ALCD) ranges from localized diverticulitis to perforation and fecal peritonitis, 
and treatment varies from conservative management to emergency surgery. The risk factors for recurrence following nonoperative 
management of ALCD is still controversial. We aimed to define the factors predicting severity level, progression and recurrence risk 
of ALCD to timely select patients requiring surgery.

METHODS: This is a multicenter study where patients were included on accrual. Patients in our clinic between December 2017 
and June 2019 with ALCD above 18 years of age were included (n=144) in this study, while 18 years and younger, pregnant or nurs-
ing mothers, those with Crohn’s disease, ulcerative colitis, colorectal and/or anal cancer were excluded from this study. Laboratory 
parameters, Modified Hinchey Scores, clinical features, demographics, diet, smoking, alcohol consumption, body mass index, previous 
diverticulitis episodes, chronic diseases of patients with ALCD, as well as recurrences within 18 months after discharge were evaluated.

RESULTS: The findings showed that smoking was more common in patients with previous episodes (p=0.04) and patients who 
underwent emergency surgery (p=0.04). Recurrence was higher in Modified Hinchey 1b and 2 (p=0.03) than 0 and 1a. Patients who 
were older than 50y had a higher propensity to undergo emergency surgery than the patients younger than 50y (p=0.049). Nausea, 
fever, respiratory rate, procalcitonin, total bilirubin and direct bilirubin levels were higher in patients with Modified Hinchey 4 (p=0.03, 
0.049, 0.02, 0.001, 0.002, 0.001, respectively). Recurrence was higher in patients with a smoking history, previous ALCD episodes, 
lower body mass index and pandiverticulitis.

CONCLUSION: Laboratory parameters, body mass index, age, clinical features, previous episodes of diverticulitis and smoking may 
predict the severity and progression of ALCD. Smoking and having low BMI seem to be precursors of ALCD recurrence, especially 
when the patient with MHS 1b or 2 had at least one previous episode of ALCD. Control colonoscopy results are predictive of recur-
rence.
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INTRODUCTION

Approximately 10–25% of individuals with diverticular dis-
ease face acute left colonic diverticulitis (ALCD) at least once 
in life.[1] Changing lifestyles and dietary habits with more con-
sumption of low fiber food- has been suggested to cause es-
calating rates of ALCD in the young generation (<50y). Lower 
left abdominal tenderness is a finding and an increase in C-Re-
active Protein (CRP) (>5 mg/dl diagnostic) and abdominal 
CT is the absolute diagnostic gold standards of the disease.
[2] Approximately for four decades, ALCD severity has been 
categorized by Hinchey classification; however, recently, re-
searchers have suggested alternative modifications.[3,4] Some 
researchers evaluated complicated ALCD patients in two age 
groups as younger and older than 50y, while others focused 
on the presence of obesity.[5–7] Chautems et al.[7] advocated 
the necessity of surgery for patients who had the first epi-
sode before the age of 50, as they believed this group faced 
the risk of complications as high as 54% after the second 
episode. Other authors pointed out escalating morbidity and 
mortality after the second and later episodes.[8,9] Although 
majority of patients recover by conservative management on 
the first episode, surgery becomes inevitable when medical 
treatment fails.[9,10]

Inflammation indicators may guide inexperienced physicians 
and surgeons in diagnosis.[11] Käser et al.[2] advocated that 
high serum CRP levels indicated diverticular perforation in 
ALCD. Procalcitonin (PCT) is a diagnostic parameter in the 
inflammatory response and its plasma level is directly pro-
portional to the severity of inflammation.[12] Its importance 
in ALCD has not been well defined. The literature on acute 
appendicitis points out that Gram-negative bacteriae trans-
port through the intestinal mucosa to portal venous and he-
patic system via bacteriemia and endotoxemia to inhibit bile 
transport mechanism, causing cholestasis and an increase in 
serum bilirubin levels.[13] However, the presence of the same 
mechanism is debatable in ALCD.

In this study, we aimed to establish the role of white blood 
cell count (WBC), CRP, PCT, hyperbilirubinemia in the indi-
cation of the severity level of ALCD and assess the impor-
tance of clinical features, gender, age, socioeconomic status, 
body mass index (BMI), diet, smoking, alcohol consumption, 
chronic diseases, hemorrhoids and anal fissure in predicting 
progression and recurrence risk of ALCD. 

MATERIALS AND METHODS

This study was conducted in accordance with the Amended 
Declaration of Helsinki. The study protocol was approved by 
the local ethics committee in our institute. Informed consent 
was obtained from all patients upon admission. This was a mul-
ticenter study where patients were included on accrual. Five 
research and training hospitals with university affiliations from 
various regions of Istanbul, Turkey, contributed to this study.

Records of 144 patients admitted with ALCD between De-
cember 2017 and June 2019 were evaluated. Patients above 
18 years of age admitted for ALCD were included in this 
study, while 18 years old and younger, pregnant or nursing 
mothers, those foreknown for Crohn’s disease, ulcerative 
colitis, colorectal and/or anal cancer were excluded from 
this study. Absolute neutrophil count (ANC), percent of 
neutrophils (N%), WBC, CRP, PCT, total (TB) and direct 
bilirubin (DB) were recorded on admission. Clinical features 
(fever (>37.5°C), nausea, pulse, blood pressure (BP), re-
spiratory rate (RR)), demographics, socioeconomic status, 
diet, smoking and alcohol consumption, BMI, previous ALCD 
episodes, hemorrhoids, anal fissure, chronic diseases were 
noted on admission. 

Initial diagnosis of ALCD was based on left lower abdominal 
pain and increased serum CRP and WBC. All patients un-
derwent abdominal CT with IV contrast. Modified Hinchey 
Score (MHS) was utilized to define the severity of ALCD. 
Emergency surgery was performed in patients with diffuse 
peritonitis, septic shock, or if the clinical parameters got 
worse in 2–3 days of conservative treatment. Percutaneous 
drainage (PD) under ultrasonography (USG) was performed 
for abscesses of 4 cm in diameter or larger. Oral intake was 
stopped on admission, IV antibiotics (3rd generation cefalo-
sporin/metronidazole) started and continued as per disease 
duration. Empiric administration of wide-spectrum antibiot-
ics on admission was the general routine of the participating 
clinics; however, infectious disease specialist consultations 
were obtained with blood culture for complicated ALCD 
patients who did not respond to the initial antibiotic regi-
men within the first week of hospitalization. All laboratory 
studies were repeated for patients who were still not dis-
charged at the end of the first week. Emergency operations, 
PD, complications were recorded. Recovered patients were 
prescribed oral ciprofloxacin+metronidazole for the first 
week of discharge, and they underwent control colonoscopy 
five weeks after discharge. Recurrences of ALCD within 18 
months were recorded.

Laboratory parameters: Normal ranges and units were: 
WBC: 4–11x109 cells/L, ANC: 2–8x109 cells/L, N%: 55–70, 
CRP: 0–1 (mg/dl), PCT: <0.1 (ng/ml), TB: 0.3–1.0 (mg/dl), DB: 
0.1–0.3 (mg/dl).

Socioeconomic status and education: Economical sta-
tus was defined by monthly income: 1. No income (depen-
dant on social services), 2. Minimum wage, 3. Middle income, 
4. High-income group. Educational level was defined as 1. Illit-
erate, 2. Primary school, 3. Secondary school, 4. High school, 
5. University graduate or above.

Diet: Patients’ dietary habits were classified as: 1. Plant-based 
(mostly vegetables, fruits, grains and seeds, less than 1 serv-
ing of meat, fish or poultry per week); 2. Meat-based (more 
than 1 serving of meat, fish or poultry per meal every day, 
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and a trace of plants); 3. Balanced (1 serving of meat, fish or 
poultry, and at least 400 g of plant-based food per day) diet.
Chronic diseases: Presence of chronic renal failure (CRF), 
congestive heart failure (CHF), liver failure (LF), renal or liver 
transplantation (R/LTx), irritable bowel syndrome (IBS), ma-
lignant neoplasia (M), diabetes mellitus (DM), immune defi-
ciency (ID) of other reasons, corticosteroid treatment (CRx) 
were recorded.

BMI: BMI was defined in kg/m2 and patients were classified 
as normal weight (>18.5–25), overweight (>25–30), obese 
(>30–35), extreme obese (>35–40), and morbidly obese 
(>40) according their BMI.

Recurrence: Recurrence was defined as any readmitted new 
ALCD episode within 18 months after discharge.

Statistical Analysis 
Relationships between categorical variables were tested by 
the Fisher-Freeman-Halton test. Kolmogorov-Smirnov test 
was used for the normality test of continuous variables. Dif-
ferences among the levels of categorical variables concerning 
continuous variables were compared using ANOVA model. 
When the results were significant, Post-Hoc Tukey test was 
used. P<0.05 was accepted statistically significant. SPSS (ver. 
25) was used for all calculations. Risk factors of the disease 
severity were determined by using multiple ordinal logistic 
regression with stepwise variable selection methods. Multi-
variate analysis was not applied to the factors which were 
related to recurrence because recurrence was seen in a very 
small sample of patients.

RESULTS

Of the 144 patients, 74 were male (51.4%), 70 were female 
(48.6%), and the mean age was 54.7SD15.1. There was no dif-
ference between patients with previous ALCD and without, 
concerning gender and age (p=0.96). 

Socioeconomic and educational status were not correlated 
with disease recurrence (p=0.93 and 0.36, respectively) or 
MHS (p=0.71 and 0.69, respectively). 

Chronic disease pattern was as DM (n=17), CHF (n=12), IBS 
(n=11), cured M (breast cancer n=2, lung cancer n=1, basal 
skin cancer n=1), previous CRx (n=2), CRF, LF, Tx and ID 
(n=0). The difference between patients with and without pre-
vious ALCD episodes concerning chronic diseases was not 
significant (p=0.96). 

Smoking was significantly more common in patients who un-
derwent surgery, and in patients with at least one previous 
episode (p=0.04); MHS was not affected by smoking (p=0.72). 
Only seven patients were alcoholics and alcohol consumption 
was not correlated with having previous ALCD episode or 
MHS (p=0.58 and 0.33).

The differences between patients with diverse dietary habits 
concerning having previous ALCD episodes (p=0.64) or MHS 
(p=0.57) were not significant.

Out of 144 patients, 35 had hemorrhoids (24.3%) and 14 had 
anal fissure (9.7%). Previous ALCD episodes and MHS were 
not related to hemorrhoids (p=0.94 and 0.97, respectively). 
Again, previous ALCD episodes and MHS were not related to 
anal fissures (p=0.96 and 0.73, respectively).

Conservative therapy only (n=136): Out of 144 patients, 
136 recovered with medical treatment only (Table 1).

Percutaneous drainage (n=2): Patients who underwent 
PD had abscesses of 4cm diameter each, on the colonic wall 
and in the pelvic cavity, respectively, both recovered with 
medical treatment after PD (Table 1). 

Emergency surgery (n=8): Patients who underwent 
emergency surgery had significantly higher pulse (p=0.004), 

Table 1.	 MHS, treatment modality, surgery type, complications, recurrence: DL was performed by abdominal irrigation and 
insertion of the drain as the sigmoid perforation was closed by the omentum; LS was performed by the end to side 
anastomosis without creating a stoma

MHS	 Medical treatment: 136 	 Surgical treatment/Procedure	 Recurrence: 8	 Complications: 2

		  Emergency: 8	 PD: 2	

0	 14	 0	 0	 0	 –

Ia	 109	 DL:1, HP:1	 0	 1	 –

Ib	 8	 0	 1	 4	 –

II	 5	 0	 1	 3	 –

III	 0	 HP:2	 0	 0	 1 E in HP

IV	 0	 HP:3+LS:1	 0	 0	 1 E in HP

MHS: Modified Hinchey Score; PD: Percutaneous drainage under ultrasonography; HP: Hartmann’s procedure; DL: Diagnostic laparoscopy; LS: Laparoscopic sigmoid 
colectomy; E: Evisceration.
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RR (p=0.001), N% (p=0.001), ANC (p=0.004), CRP 
(p=0.049), PCT (p=0.001), TB (p=0.01), DB (p=0.002), but 
lower BMI (p=0.01) on admission, compared with medically 
treated patients. Patients older than 50y had a higher propen-

sity to undergo emergency surgery than the younger patients 
(p=0.049). Emergency surgery was performed in MHS 1a, 3 
and 4. Hartmann procedure was applied to six patients, while 
one patient underwent laparoscopic sigmoid colectomy with 
end to side anastomosis without stoma creation. Diagnostic 
laparoscopy with abdominal irrigation and drain insertion was 
performed to one patient (Table 1). All colostomy reversals 
were completed in three to five months following initial sur-
gery without any complication. 

Complications (n=2): Eviscerations within the first week 
of conventional HP were recorded in 2 patients with DM 
who had MHS 3 and 4 (Table 1). These patients underwent 
fascial repair. 

BMI and recurrence of ALCD: Patients with previous 
ALCD episode had significantly lower BMI than the ones 
without an episode, recurrence was significantly higher in pa-
tients with lower BMI (p=0.01) (Table 2).

Colonoscopy findings and recurrence of ALCD: Pa-
tients with ‘pancolonic diverticuli’ in control colonoscopy had 
significantly higher recurrence (p=0.02). 

MHS and recurrence of ALCD: Patients with MHS 1b 
and two had significantly higher recurrence than MHS 0, 1a, 3 
and 4 (p=0.03), 1 patient with MHS 1b who recovered under 
conservative treatment was readmitted in one month with 
MHS 4 and underwent emergency surgery. Otherwise, none 
of MHS 1b and two patients who had recurrence required 
emergency surgery. 

MHS and biochemical parameters: Univariate analysis 
demonstrated patients with MHS 1b had significantly higher 
CRP levels on admission than MHS 1a and 0 (p=0.003). Mean 
PCT, N%, TB and DB on admission were significantly higher in 
patients with MHS 4 (p=0.001, 0.02, 0.002, 0.001, respectively) 
(Table 3). Multivariate analysis showed CRP and DB were indi-
cators of severity (p=0.001, 95% CI=0.036–0.147, OR=1.094, 
and p=0.002, 95% CI=0.047–0.218, OR=1.41, respectively). 

MHS and clinical parameters: Patients with MHS 4 had 
significantly higher levels of temperature and RR on admission 
(p=0.03).
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Table 2.	 Body mass index and treatment modality: Normal weight and overweight patients had a higher tendency to undergo 
emergency surgery than obese, extremely obese and morbidly obese patients

Body mass index (kg/m2)	 Emergency surgery	 Medical treatment	 Total

Normal (>18.5–25)	 4	 19	 23

Overweight (>25–30)	 4	 55	 59

Obese (>30–35)	 0	 48 (No recurrence)	 48

Extreme obese (>35–40)	 0	 10 (No recurrence)	 10

Morbidly obese (>40)	 0	 4 (No recurrence)	 4

Table 3.	 Biochemical parameters on admission: Univariate 
analysis demonstrated that patients with MHS 1b 
had significantly higher CRP levels on admission 
than MHS 1a and 0. Mean PCT, TB and DB on 
admission were significantly higher in patients with 
MHS 4

	 MHS	 N	 Mean	 SD	 P

CRP mg/dl	 0	 14	 9.3936	 8.37003	 0.003

	 1a	 111	 7.9551	 6.37979	

	 1b	 8	 20.1480	 9.68444	

	 2	 5	 12.5875	 11.24549	

	 3	 2	 12.6234	 11.11367	

	 4	 4	 13.1600	 14.81138	

PCT ng/ml	 0	 14	 0.4093	 0.55193	 0.001

	 1a	 111	 0.2464	 0.31000	

	 1b	 8	 0.3480	 0.34716	

	 2	 5	 0.3825	 0.43177	

	 3	 2	 1.3201	 1.3471	

	 4	 4	 3.8725	 6.11472	

TB mg/dl	 0	 14	 1.0793	 1.23043	  0.002

	 1a	 111	 1.9589	 6.46169	

	 1b	 8	 0.5800	 0.31544	

	 2	 5	 1.1575	 0.88925	

	 3	 2	 3.1367	 1.7462	

	 4	 4	 19.4250	 37.06445	

DB mg/dl	 0	 14	 0.4229	 0.62596	 0.001

	 1a	 111	 0.6351	 2.55564	

	 1b	 8	 0.2360	 0.11908	

	 2	 5	 0.4825	 0.34942	

	 3	 2	 2.8346	 1.4738	

	 4	 4	 9.9900	 19.34298	

MHS: Modified Hinchey Score; CRP: C-reactive protein; PCT: Procalcitonin; TB: 
Total bilirubin; DB: Direct bilirubin; SD: Standard deviation.
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Recurrence and previous episodes: Recurrence of ALCD 
was recorded in only eight out of 144 patients. Multivariate 
analysis was not applied to the factors which were related to 
recurrence because of the very small sample of patients with 
recurrence.

Within 18 months of follow-up, recurrence was recorded in 
one patient after his first ALCD episode. The remaining sev-
en recurrence were noted in patients who had more than 
one previous episode. Patients with previous ALCD had a 
significantly higher recurrence rate than patients with no pre-
vious episode (p=0.03). Overall recurrence was 5.56%, the 
recurrence rate after the first episode was 1.35%, and after 
multiple episodes were 10%.

DISCUSSION
The role of inflammation markers in predicting perforation 
in ALCD is described in the literature.[2,13,14] Mäkelä et al.[15] 
demonstrated that CRP value over 150 mg/l and advanced 
age were independent risk factors for complicated ALCD. A 
CRP value over 150 mg/l and free abdominal fluid in CT were 
variables predicting postoperative mortality. Our results re-
vealed that MHS 1b patients had significantly higher CRP lev-
els on admission than MHS 1a and 0 (p=0.003). Multivariate 
analysis showed CRP was an indicator of severity (p=0.001, 
95% CI=0.036–0.147, OR=1.094). 

Jeger et al.[16] concluded that it was possible to differentiate 
between complicated and uncomplicated ALCD with PCT 
levels in combination with abdominal CT, and PCT could be 
used in guiding treatment and reducing antibiotic usage. The 
median PCT level for uncomplicated ALCD was significant-
ly lower than complicated ALCD. Ido et al.[17] showed PCT 
levels in uncomplicated ALCD were in the physiologic range, 
and >0.1 ng/ml in complicated ALCD. Our results revealed 
MHS four patients had higher PCT levels than all other MHS 
groups (p=0.001); however, in multivariate analysis, PCT was 
not an independent indicator of severity. 

Käser et al.[2] suggested that isolated hyperbilirubinemia with-
out much elevation in liver enzymes could be referred to as 
predict diverticular perforation. The risk of perforation was 
significantly higher in ALCD patients with TB values >2.1 mg/
dl. We recorded that mean TB and DB values on admission 
were significantly higher in patients with MHS 4 than the oth-
er MHS groups (p=0.002, and 0.001, respectively). Multivari-
ate analysis showed DB was an indicator of severity (p=0.002, 
95% CI=0.047–0.218, OR=1.41). We conclude that isolated 
hyperbilirubinemia without much elevation in liver enzymes 
can be utilized in adjunct to abdominal CT to predict the 
severity level of ALCD.

Literature suggests N% is more accurate than CRP, WBC and 
ANC in predicting the need for intervention. This biomarker 
is cost-effective, readily assessed and useful when combined 
with CT.[14] We recorded that patients with MHS 4 had the 
highest N% value.

Our study supports the importance of high ANC, N%, CRP, 
PCT, TB and DB values in the late stages of ALCD (MHS 3, 
4). Appropriate utilization of these laboratory parameters in 
combination with abdominal CT may help us to better esti-
mate the severity level of ALCD, thus timely eliminating the 
patients who require emergency surgery. 

Nikberg et al.[18] identified low education level as a risk factor 
for ALCD. Our study did not reveal any correlation between 
socioeconomic or educational status and recurrence or se-
verity of ALCD. 

In both men and women, heavy smokers (≥15 cigarettes a 
day) had a 1.6 fold increased risk of developing the symptom-
atic diverticular disease compared with non-smokers.[19] Our 
results showed that smoking was significantly more common 
in patients who underwent emergency surgery and in those 
with at least one previous episode. 

Literature suggests a strong correlation between diverticulitis 
and obesity, especially in the young population.[20] Benjamin 
et al.[21] demonstrated that underweight patients undergo-
ing emergency abdominal surgery had increased morbidity 
and mortality. While class III, obesity was associated with 
increased morbidity, overweight and class I obesity were 
protective. In support of this, Beresneva et al.[22] showed 
overweight status had a protective effect on mortality after 
surgery for diverticulitis. After controlling for demograph-
ics, comorbidities, the severity of illness, treatment group, 
and duration of antimicrobial therapy, Dietch et al.[23] con-
cluded that obesity was not independently associated with 
treatment failure of intraabdominal infections. Our data are 
consistent with the above, supporting the existence of the 
obesity paradox. In our study, patients with previous ALCD 
episodes had significantly lower BMI (25.39SD3.80 kg/m2) 
versus without episode (29.15SD4.32 kg/m2). Recurrence was 
significantly higher in patients with lower BMI. In addition, 
none of our obese, extremely obese and morbidly obese 
patients needed surgery. Medical treatment was sufficient 
for recovery. Surgery was mandatory for only four normal 
and four overweight patients (Table 2). Our results suggest 
that excess intraabdominal fat may prevent the progression 
of ALCD, perhaps as a means to plug microperforation on 
the colonic wall. However, as the visceral fat area has been 
proposed as an alternative to BMI for assessing the impact of 
obesity and fat distribution, alternative studies focusing on 
the influence of visceral fat on diverticulitis severity should 
be planned.

Higher consumption of dietary fiber, especially from whole 
fruit, was linked with lower diverticulitis risk in women.[24] 
Tursi et al.[25] advocated that red meat intake was associated 
with increased risk, while higher fish consumption was as-
sociated with reduced risk of diverticulitis. Our results did 
not reveal any difference between dietary habits concerning 
either recurrence or severity of ALCD. 
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The presence of hemorrhoids and anal fissure were also 
found unrelated to ALCD.

Patients with chronic diseases and immunosuppression are 
at increased risk of having complicated diverticulitis. Most of 
these patients require emergency surgical intervention, which 
is associated with higher mortality rate. Elective sigmoid re-
section after an episode of ALCD has been recommended in 
immunocompromised patients.[26] Biondo et al.[27] recorded 
that the rate of emergency surgery in immunosuppressed pa-
tients with ALCD was 39.3% and this type of surgery was 
needed more frequently in the chronic CRx group. Postoper-
ative mortality was 31.6% and the recurrence rate after med-
ical treatment was 27.8%. They concluded that the etiology 
of immunosuppression did not influence mortality and recur-
rence. We did not record any severely immunosuppressed 
patient in our study group, and our results did not reveal any 
relationship between chronic diseases and recurrence. Only 
two of the diabetic patients who underwent HP had eviscer-
ation within the first week of surgery.

Medical treatment generally cures ALCD abscesses <4 cm di-
ameter. For bigger abscesses, CT or USG guided PD is recom-
mended.[3] Durmishi et al.[28] reported that PD was successful 
in 75% of Hinchey 2 diverticulitis abscesses and 35% of the 
patients were cured using elective surgery. We performed PD 
on two patients (MHS 1b and MHS 2) who had both abscesses 
of 4cm, and they recovered under medical treatment.

We recorded overall recurrence as 5.56%, recurrence rate 
after the first episode as 1.35%, and recurrence after multiple 
episodes as 10%, which supported the finding of El-Sayed et 
al.,[29] who concluded that the rate of hospital admission for 
recurrent acute diverticulitis was 11.2%. Patients with MHS 
1b and 2 had significantly higher recurrence than MHS 0, 1a, 
3 and 4. Most likely explanation for this will be the presence 
of abscesses and higher severity of MHS 1b and 2 than MHS 0 
and 1a. Also, Al Harakeh et al.[30] observed in their series the 
presence of intraabdominal abscess strongly correlating with 
higher rate of recurrence after nonoperative treatment of di-
verticulitis. We did not record recurrence for MHS 3 and 4 
patients, most likely due to performed emergency resections 
of the diverticulitis zones. Patients with previous ALCD had 
a significantly higher recurrence rate than patients with no 
previous episode.

Conclusion
Laboratory parameters, advanced age, clinical features, BMI, 
previous ALCD episodes, smoking on admission are infor-
mative parameters in predicting severity and progression of 
ALCD; gender, socioeconomic features, diet, coexisting hem-
orrhoids and anal fissure do not seem to be factors involved 
in the severity and progression of ALCD. Control colonos-
copy results are predictive of recurrence. Recurrence tends 
to be more frequent, especially in case of smoking and low 
BMI, in addition to MHS 1b or 2 with one previous episode 

of ALCD. Treatment of ALCD has to be patient-based with 
special attention to high-risk patients.
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Türkiye’de akut sol kolon divertikülitinin şiddet, progresyon ve nüksüne etkili faktörler:
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AMAÇ: Akut sol kolon divertiküliti (ASKD) klinikte lokalize divertikülitten perforasyon ve fekal divertikülite varan geniş bir yelpazede görülebilir; 
tedavi hastalığın şiddetine göre konservatif  yöntemlerden acil cerrahiye kadar değişkenlik gösterebilir. Akut sol kolon divertikülitinin ameliyatsız 
tedavisini takiben görülebilen nüksüne neden olan risk faktörleri hala tartışmalıdır. Bu çalışmada, cerrahi tedavi gerektiren hastaların uygun zamanda 
belirlenmesine yönelik olarak ASKD şiddet, progresyon ve nüksünü belirleyici faktörlerin tanımlanmasını amaçladık.
GEREÇ VE YÖNTEM: Çalışmamız çok merkezli ve ileriye yönelik olarak gerçekleştirildi. Kiliniğimizde aralık 2017–Haziran 2019 tarihleri arasında 
klinik, laboratuvar ve görüntüleme yöntemleriyle ASKD tanısı konularak yatışlı tedavisi yapılan (n=144) 18 yaş üzeri hastalar çalışmaya dahil edildi, 
18 yaş ve daha genç, gebe veya emziren, önceden tanısı konulmuş Crohn, ülseratif  kolon hastalığı, kolo-rektal ve/veya anal kanalda malign tümö-
rü mevcut fakat ameliyat edilmemiş hastalar çalışmadan dışlandı. Hastaların yatış esnasındaki laboratuvar parametreleri, Modifiye Hinchey Skoru 
(MHS), klinik özellikleri, demografi, beslenme, sigara ve alkol alışkanlıkları, vücut kütle indeksleri (VKİ), önceki divertikülit atakları, mevcut kronik 
hastalıklarının yanısıra taburculuktan itibaren 18 ay içindeki divertikülit nüksleri kaydedildi. 
BULGULAR: Sigara içme alışkanlığı önceden divertikülit atağı geçirmiş (p=0.04) veya acil cerrahiye alınmış (p=0.04) hastalarda anlamlı olarak daha fazla 
görüldü. Nüksetme, MHS 1b ve 2 de, 0 ve 1a’dan anlamlı olarak yüksekti (p=0.03). Acil cerrahi girişim yapılan hastalar incelendiğinde 50 yaş üzeri has-
taların, daha genç hastalardan anlamlı olarak fazla olduğu görüldü (p=0.049). Yatış esnasında bulantı, ateş, solunum sayısı, prokalsitonin, total bilirubin ve 
direkt bilirubin seviyeleri MHS 4 olan hastalarda, diğer hastalara göre anlamlı olarak daha yüksek bulundu (sırasıyla, p=0.03, 0.049, 0.02, 0.001, 0.002, 
0.001). Nüksetme, sigara içme alışkanlığı, önceden ASKD öyküsü, düşük VKİ ve pandivertikülit mevcudiyeti olan hastalarda diğer hastalara göre yüksekti. 
TARTIŞMA: Laboratuvar parametreleri, VKİ, yaş, klinik özellikler, önceden geçirilen divertikülit öyküsü ve sigara kullanımı, ASKD’nin şiddet ve seyri 
hakkında belirleyicidir. Önceden en az bir ASKD atağı geçirmiş olan MHS 1b-2 hastalarda sigara alışkanlığı ve düşük VKİ mevcudiyeti ASKD nüksüne 
yatkınlık oluşturmaktadır. Kontrol kolonoskopi sonuçları nüksetme olasılığı hakkında yönlendiricidir.
Anahtar sözcükler: Akut divertikülit; enflamasyon; predictor; progresyon; nüksetme; sol kolon.
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