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Abstract

Acute left-sided diverticulitis is the third most common gastrointesti-
nal disease after acute pancreatitis and cholecystitis requiring hospi-
talization. From those patients, 15% to 20% were diagnosed with ab-
scess on the computed tomography (CT) scan. Usually, abscess larger 
than 5 cm are not amenable for medical treatment. A 61-year-old 
woman presented to emergency department of the general hospital in 
the remote island with 48-h history of fever, tachypnea, and tachycar-
dia. Physical examination revealed 15 × 7 cm mass occupying the left 
mid-abdomen and iliac fossa. Patient did not report any unintentional 
loss of weight or change of bowel habits. She only reported that the 
last month she felt her lower tummy bloated. Due to absence of radi-
ographer during this period in the hospital there was no possibility for 
any imaging investigations. Diagnostic laparoscopy revealed a phleg-
mon in the left abdomen consisting of the sigmoid colon, loops of 
the small bowel and wrapped by the omentum. Hartmann procedure 
was performed. Patient recovered uneventfully and was scheduled for 
reversal procedure. Surgical intervention is the treatment of choice 
for complicated large diverticular abscess; in the remote island, any 
delayed diagnosis may lead to life-threatening complications.
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Introduction

There is evidence of increase of prevalence of diverticulosis 
in the last century. Recent data demonstrated that prevalence 

ranges 5% and 50% among patients younger than 40 years and 
elder than 60 years, respectively [1]. Moreover, the incidence 
of diverticulitis increased by 60% and the rates of hospital ad-
mission and elective surgery for this condition increased by 
26% and 38%, respectively. In addition, the mean age of hos-
pitalized patients decreased from 64.6 to 61.8 years old [2]. 
Use of nonsteroidal anti-inflammatory drugs, smoking, obe-
sity, and physical inactivity were reported as risk factors for 
diverticulitis [2]. The diagnostic investigation of choice is the 
multi-slice computed tomography (CT) scan with intravenous 
and luminal contrast material; its reported sensitivity and spec-
ificity are 98% and 99%, respectively [3]. Abscess larger than 
5 cm usually, is not amenable to medical treatment [2]. It has 
been reported that 14% to 24% of patients with acute diver-
ticulitis undergo emergency surgical procedures; in particular, 
only half of this cohort undergo Hartmann procedure, and 30% 
of these patients will not have their stomas reversed [4].

Decision making under stressful conditions of emergency 
department and for patients with acute surgical pathologies re-
quiring urgent treatment is always treacherous and difficult. 
Moreover, in the remote island and in some periods of the year 
without the help of any imaging evidence, treatment decisions 
can be based only on adept clerking and sound clinical judge-
ment [5].

The aim of the present study was to present the manage-
ment of acute complicated diverticular abscess without the 
help of any imaging evidence in the remote island.

Case Report

An otherwise healthy 61-year-old woman with body mass 
index (BMI) 39.8 presented to emergency department of the 
general hospital in the remote island with 48-h history of fe-
ver, tachypnea, and tachycardia. Past medical history was un-
remarkable; she was not on any medications and did not report 
any allergies. Vital signs were respiratory rate 25 (breaths/
min), temperature 38.8 °C, heart rate 104 beats/min, and blood 
pressure 110/60 mm Hg. Physical examination revealed 15 × 7 
cm mass occupying the left mid-abdomen and iliac fossa. No-
tably there were unremarkable tenderness on palpation without 
aggravating factors. Patient did not report any change of bowel 
habits or unintentional loss of weight. She only reported that 
the last month she felt her lower tummy bloated. She smokes 
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20 cigarettes and drinks a glass of alcoholic beverage daily. 
Laboratory results were white blood cells 18.300 (4.0 - 11.0), 
neutrophils 13.11 (2.5 - 6.0), platelet (PLT) 594 (150 - 450), C-
reactive protein (CRP) 280 (0 - 9) mg/L, alkaline phosphatase 
241 (38 - 126) IU/L. Due to absence of the radiographer during 
this period there was no possibility for further imaging investi-
gations in the hospital. Considering that the patient was septic 
we decided further to investigate her with the only tool that 
we have at this time, the diagnostic laparoscopy. It revealed 
a phlegmon in the left abdomen consisting of the sigmoid co-
lon, loops of the small bowel and wrapped by the omentum. 
Blunt dissection of the mass released a large amount of pus. 
The operation was converted to open one. Consequently, sig-
moidectomy (Hartmann procedure) and concomitant small 
bowel resection were performed (Fig. 1). Patient recovered 
uneventfully and was transferred to surgical ward. Histology 
report came back as diverticulosis in the sigmoid colon com-
plicated by diverticulitis and perforation. No invasive malig-
nancy was detected in the examined surgical specimen. Patient 
was discharged home and scheduled for reversal procedure in 
3 months.

Discussion

Although acute diverticulosis is one of the most common dis-
eases encountered by surgeon in emergency settings there is 
no common classification so far [6, 7]. Hinchey classification, 
Kohler modification, modified Hinchey and Hansen/Stock are 
the most common used classifications [6-11]. However, none 
of them conclusively has been proven to be superior to each 

other [6, 7]. Notably, recent evidence challenges the estab-
lished knowledge that states that patients diagnosed with co-
lonic diverticulosis have 10% to 25% lifetime risk to develop 
acute diverticulitis [12]. Shahedi et al demonstrated that these 
conclusions were based on before population-based colonos-
copy, thus the real prevalence rate of diverticulosis was not 
known. Data based on colonoscopic diagnoses of diverticulo-
sis demonstrate that the cumulative lifetime risk of developing 
acute diverticulitis is 4% only [12].

Admissions for acute diverticulitis are the third most com-
mon one after acute pancreatitis and cholecystitis and costing 
more than colorectal cancer, acute appendicitis, and inflamma-
tory bowel disease [7]. From those admissions approximately 
15-20% were diagnosed with an abscess on the CT scan [13]. 
The size of 4 - 5 cm is the limit between the medical and sur-
gical treatment. Before the invention of radiologically guided 
drainage, 15% of operations for complicated diverticulitis 
were for abscess drainage [14]. There is an ongoing debate for 
the best treatment option for abscess bigger than 4 cm. Siewert 
et al demonstrated that 40% of patients with abscesses > 4 cm 
avoided surgery when treated with CT-guided drainage [15]. 
In addition, Singh et al in a cohort stated that with median 
abscess size 8.5 cm, 50% of patients avoided surgery when 
undergo CT drainage [16]. However, any progression of the 
inflammatory markers and CT scan findings of non-reduction 
of the abscess are absolute indications for surgical intervention 
[6]. In our case, all the inflammatory markers were remark-
ably high and there was palpable abscess of 15 × 7 cm. It has 
been reported that CRP cut-off value of 170 mg/L significantly 
discriminates mild from severe diverticulitis [6]. Makela et al 
demonstrated that CRP of 149.5 mg/L significantly discrimi-

Figure 1. Surgical specimen of sigmoid 218 × 210 × 75 mm demonstrating diverticulosis complicated by diverticulitis and perfora-
tion (arrow). Star: small bowel 220 × 48 × 37 mm consisting part of the diverticular phlegmon.
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nates between complicated and uncomplicated diverticulitis. 
In addition, patient who died had mean CRP of 207 mg/L [17]. 
In our case, CRP was 280 mg/L. However, low values of CRP 
should be treated cautiously considering to exclude acute di-
verticulitis because peak values are reached in 48 h from the 
onset of the episode [18]. It has been reported that positive and 
negative predictive values of clinical diagnosis of acute diver-
ticulitis were 0.65 and 0.98, respectively. Diagnostic accuracy 
has been improved by 37% with radiology examinations but 
changed the treatment plan in only 7% of cases [19]. The most 
characteristic criteria for clinical diagnosis were described the 
localized tenderness over the left lower quadrant, aggravation 
of pain on movement, the absence of vomiting, and CRP of > 
50mg/L [6]. In our case, although the inflammatory markers 
were high and mass were easily palpable, the clinical symp-
toms were not remarkable. The most probable explanation is 
that the abscess was well wrapped by the omentum and the 
high BMI.

An Australian study based on data of eight tertiary referral 
colorectal centers confirmed that the most common used in-
tervention in treating diverticular peroration worldwide is the 
Hartmann procedure [20].

Recent update of guidelines recommends in clinically sta-
ble patients with no comorbidities a surgical alternative to Hart-
mann procedure can be primary resection with anastomosis and 
with or without defunctioning stoma. However, the above rec-
ommendation is based on low-quality evidence, 2B [6].

Conclusions

Surgical intervention is the treatment of choice for large com-
plicated diverticular abscess; in the remote island, any delayed 
diagnosis may lead to life-threatening complications. Surgical 
decisions should be based on adept clerking and sound clinical 
judgement.
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