
 
 

Evaluation and Selection of Approach in 
Treatment of Acute Diverticulitis 

 

K. Kostov#1, Y Vanev#2 

UMHATEM “N. I. Pirogov” – Sofia, Bulgaria 
21, Totleben Blvd., Bg – 1606 Sofia 

 1dr.k.kostov@gmail.com 
2yulivanev@yahoo.com 

 

 

 
Abstract— Aim: The aim of the study is to determine whether patients with acute uncomplicated diverticulitis with microperforation 
should really be treated as patients without perforation and to identify differences in recurrence rates, complications and need for 
surgery 

 
Material and Methods: A total of 39 patients with primary diagnosis of acute diverticulitis were hospitalized for a period of three years 
from 1.1.2015 to 31.12.2017 in the Department of General, Visceral and Emergency Surgery at UMHATEM "Pirogov". Of these women 
were 18 (46.15%), men 21 (53.85%). The age in this retrospective analysis varied from 29 to 78 years (average 57 years). Patients under 
18 years old, as well as having history on previous colonic resection, Crohn's disease and ulcerative colitis have been excluded from the 
study. 
 
Results: From the group of 39 patients hospitalized with acute diverticulitis, 18 (46.15%) were diagnosed with microperforation. Of 
them, 11 (61.11%) were diagnosed intraoperatively (by laparoscopy or laparotomy), based on an indication of peritoneal irritation. The 
remaining 7 (38.89%) - through physical examination, laboratory data and imaging diagnostic methods (X-ray, ultrasound and CT). 
From the 11 who had surgery, 5 patients had laparoscopy performed lavage and drainage, with the remaining 6 (with laparotomy) – 
had Hartmann's procedure.  In 90% of the cases  the inflammatory process was localized in the colon sigmoideum. The average hospital 
stay for those conservatively treated and those with drainage was 5 days. For the others with Hartmann's procedure -7 days. 
Complications were recorded only in the group of conventionally operated patients - two with surgical wound suppuration and one with 
ventral hernia. Morbidity was 50%. No data on deaths. Mortality rate for all patients was 0%. 
 
Conclusion: Acute diverticulitis with microperforation showed no significant differences in the complications and course of antibiotic 
therapy compared to the group of acute diverticulitis without microperforation. Neither group required surgery within 30 days. 
Therefore, the mode of treatment should be similar. 
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I. INTRODUCTION 

Diverticulosis is a disease that occurs in 43% of patients undergoing routine colonoscopy [1]. The diagnosis of acute 
diverticulitis can be made by history or physical examination as well as by laboratory data (leukocytosis), but the latter is 
undermined by recent studies in the field [2]. From the imaging methods CT is the diagnostic method of choice for acute 
diverticulitis, with much greater verification value than X-ray and ultrasound. Using CT, Jacobs et al. [3] found that the diagnosis 
of acute diverticulitis had a sensitivity of 93-97% and a specificity of almost 100%. In addition, the use of a CT scan has enabled 
clinicians to identify a subgroup of uncomplicated diverticulitis known as microperforation. Microperforation of the diverticulum 
often results in local collections that appear as small extra-pockets of air, gas bubbles, or contain extravasation [4]. Complicated 
diverticulitis may require invasive mode of treatment, such as drainage or colon resection, while uncomplicated diverticulitis is 
often treated with antibiotics. In addition, patients with microperforation are usually treated with a conservative approach similar 
to   uncomplicated diverticulitis. Current research focuses mainly on invasive treatment and its results. However, 80% of cases 
diagnosed with diverticulitis for the first time are considered uncomplicated [5]. Until now, only a few studies have been focused 
on the results of patients with acute uncomplicated diverticulitis with microperforation. 

The purpose of our study is to determine whether patients with acute uncomplicated diverticulitis with microperforation should 
really be treated as patients without perforation, and to identify differences in recurrence rates, complications and need for surgery. 
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II. MATERIALS AND METHOD 

A total of 39 patients with primary diagnosis of acute diverticulitis were hospitalized for a period of three years from 1.1.2015 
to 31.12.2017 in the Department of General, Visceral and Emergency Surgery at UMHATEM "Pirogov". Confirmation of 
diagnosis was based on history, physical examination, laboratory results, X-ray, ultrasound and CT. Of those hospitalized women 
were 18 (46.15%), men 21 (53.85%). In this study the parameters - age, gender, clinical symptoms, mode of treatment, morbidity 
and mortality were analyzed. The age in this retrospective analysis varied from 29 to 78 years (average 57 years). Patients under 
18 years old, as well as having history of previous colonic resection, Crohn's disease and ulcerative colitis have been excluded 
from the study. 

Data from all patients included with acute diverticulitis were carefully systematized, analyzed and summarized. The results 
were summarized by tracking the morbidity up to one month after discharge. 

III. RESULTS 

From the group of 39 patients hospitalized with acute diverticulitis, 18 (46.15%) were diagnosed with microperforation. Of 
these, 11 (61.11%) were diagnosed intraoperatively (by laparoscopy or laparotomy), based on an indication of peritoneal irritation. 
The remaining 7 (38.89%) - through physical examination, laboratory data and imaging diagnostic methods (X-ray, ultrasound 
and CT). From the 11 operated, 5 patients had laparoscopy performed lavage and drainage, with the remaining 6 (with laparotomy) 
- had Hartmann's procedure.  An interesting fact was that the two who underwent laparoscopy had symptoms of acute appendicitis 
due to anatomical variation of the dolihosigma localized in the right iliac region. In 90% of the cases the inflammatory process 
was localized in the colon sigmoideum. From a conservative approach group, 21 patients were treated with antibiotics, anti-
inflammatory agents and fluids. The average hospital stay for conservatively treated and those with drainage was 5 days, and for 
others with Hartmann's procedure -7 days.   

Complications were recorded only in the group of conventionally operated patients - two with surgical wound suppuration and 
one with ventral hernia. Morbidity was 50%. No data on deaths. Mortality rate for all patients was 0%. 

 

IV. DISCUSSION 

 
Analyzed data from our study shows that there are no significant differences between the groups of conservative treatment and 
laparoscopic approach with drainage. The duration of hospital stay is similar, as well as this of antibiotic therapy. It is important to 
note that no surgery was required in conservatively treated patients and reoperation of undergoing laparoscopy and drainage 
within 30 days. Complications were also minimized, while in the conventional surgery group, morbidity was 50%, and the interval 
for antibiotic treatment and hospital stay was longer on average by 2 days. All patients had finding of leukocytosis. This is 
consistent with other studies, which suggest that leukocytosis is not a specific sign of diverticulitis [6]. A large proportion of the 
patient population is overweight, consistent with data from Strate et al. [8]. Also sigmoid diverticulitis includes over 90% of the 
cases, consistent with the data from Hughes et al. [10]. 
 

V. CONCLUSION 

Acute diverticulitis with microperforation showed no significant differences in the complications and course of antibiotic 
therapy compared to the group of acute diverticulitis without microperforation. Neither group required surgery within 30 days. 
Therefore, the mode of treatment should be similar. 
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