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Abstract

Acute left-sided diverticulitis represents the most prevalent form of acute diverticulitis and is categorized

into two types: complicated and uncomplicated. The surgical intervention for complicated diverticulitis is clas-

sified into the Hartmann’s procedure or sigmoid resection with anastomosis, accompanied by a protective ileos-

tomy. Damage control surgery is indicated for patients with complicated left-sided diverticulitis who are hemo-

dynamically unstable. Laparoscopic lavage serves as a bridging procedure in cases of complicated diverticulitis

with purulent discharge or classified as Hinchy 3, aiming to stabilize the patient for subsequent definitive surgery.

This review will examine the surgical management of complicated left-sided diverticulitis, with a focus on Hart-

mann’s procedure and colonic resection with anastomosis. Additionally, we will explore the role of laparoscopic

lavage in the context of complicated diverticulitis.
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INTRODUCTION

Diverticulitis is characterized by the inflammation
of diverticula within the colon, with the sigmoid colon
being the most affected region. It is classified into un-
complicated diverticulitis, marked by acute inflammation
with or without phlegmon, and complicated diverticulitis,
which involves diverticular inflammation accompanied
by an abscess and perforation, with or without peritonitis.
This condition is more prevalent in Western countries,
with an incidence rate of 100 to 200 cases per 100,000
individuals. Left-sided colonic diverticulitis predomi-
nantly occurs in individuals over the age of 45 years and

exhibits an equal prevalence among males and females.'*
Risk factors for diverticulitis include a diet low in fiber,
cigarette smoking, the use of medications such as steroids
and non-steroidal anti-inflammatory drugs (NSAIDs),
and obesity. Clinically, it presents as left-sided lower
abdominal pain accompanied by fever, and laboratory
investigations typically reveal leukocytosis and elevated
C-reactive protein (CRP) levels. Computed tomography
is the most employed imaging modality for confirming
the diagnosis of diverticulitis.’

Diverticulitis is categorized according to the
Hinchey classification system into four stages: Stage 1,
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characterized by a localized abscess; Stage 2, involving
a pelvic, intra-abdominal, or retroperitoneal abscess;
Stage 3, defined by purulent, generalized peritonitis;
and Stage 4, marked by feculent, generalized peritonitis.
The modified Hinchey classification subdivides Stage 1
into Stage la, which involves confined pericolic inflam-
mation or phlegmon, and Stage 1b, characterized by a
confined pericolic abscess within the sigmoid mesocolon.
Managing uncomplicated diverticulitis typically involves
alow-fiber diet, analgesics, antipyretics, and the selective
use of antibiotics. In contrast, the management of com-
plicated diverticulitis is divided into medical treatment
for small abscesses less than 5 ¢cm, which involves the
use of antibiotics. Surgical management of complicated
diverticulitis may involve performing a Hartmann’s
procedure or a sigmoid resection with an anastomosis,
with or without diversion, depending on the patient's
presentation.”"”

Laparoscopic lavage can be employed as a bridging
procedure for complicated diverticulitis with purulent
discharge to stabilize the patient and perform a definitive
sigmoid resection later. However, laparoscopic lavage is
associated with a high recurrence rate, and the selection
of patients for elective surgery later is essential.'* Laparo-
scopic sigmoid resection for complicated sigmoid diver-
ticulitis is feasible; however, further studies are needed
to validate its use in the emergency management of left-
sided diverticular disease. Laparoscopic sigmoid resec-
tion for complicated sigmoid diverticulitis is feasible;
however, further studies are required to validate its use

Table 1 Showing the Hinchey and Modified Hinchey classification

Hinchey Classification
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in the emergency management of left-sided diverticular
disease. Laparoscopic sigmoid resection and Hartmann’s
procedure are performed in selected patients and tertiary
high-volume centers, but it is mainly indicated for elective
surgical resection.'”

The surgical management of left-sided colonic di-
verticulitis has undergone gradual evolution. Hartmann’s
procedure remains the predominant emergency surgical
intervention performed. However, sigmoid resection with
a protective ileostomy is increasingly being recognized
as a viable option for the emergency management of left-
sided colonic diverticulitis. This review article has been
conducted to explore the surgical management strategies
available for treating left-sided colonic diverticulitis.
Additionally, the role of laparoscopic lavage in manag-
ing left-sided colonic diverticulitis has been examined.
A comprehensive literature review was conducted using
PUBMED, the Cochrane Database of Clinical Reviews,
Semantic Scholar, and Google Scholar, focusing on
clinical trials, observational studies, cohort studies, sys-
tematic reviews, and meta-analyses from 1990 to 2025.
The search employed the following keywords: “Sigmoid
diverticulitis,” “Hinchey classification,” “Colonic diver-
ticulitis,” “Hartmann’s procedure,” “Sigmoid colectomy,”
“Laparoscopic lavage,” and “open surgery.” All articles
were restricted to the English language. Additional ar-
ticles were identified through manual cross-referencing
of'the literature. Case reports, studies with fewer than 10
patients, and editorials were excluded. The study included
adult male and female patients.

Modified Hinchey Classification

Stage 1-abscess less than 4 cm

Stage 1a-Confined pericolic inflammation

Stage 1b-Confined pericolic abscess less than 4 cm, from the inflammation

Stage 2-abscess more than 4 cm
retroperitoneal, or pelvic)

Stage 2-Diverticulitis with abscess distant from the primary inflammatory site (Intra-abdominal,

Stage 3-purulent peritonitis

Stage 3-Generalized purulent peritonitis

Stage 4-feculent peritonitis

Stage 4-Generalized feculent peritonitis

DiscussioN

The surgical management of complicated left-sided
diverticular disease

The World Society of Emergency Surgeons (WSES)
has issued guidelines for the management of colonic di-

verticulitis in acute settings, recommending Hartmann’s
procedure for critically ill patients and those with multiple
comorbidities. For stable patients without comorbidities,
sigmoid resection with or without anastomosis is advised.
Laparoscopic resection is suggested only if the necessary
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equipment and expertise are available.'*!'° The American
Society of Colon and Rectal Surgeons (ASCR) advocates
for sigmoid resection in the emergency surgical manage-
ment of acute left-sided colonic diverticulitis, with the
choice between anastomosis or stoma being contingent
upon patient-specific factors and the operating surgeon’s
discretion.'” German guidelines recommend primary
resection and anastomosis of the sigmoid colon with a
protective ileostomy for patients with acute stable diver-
ticular disease, reserving the Hartmann’s procedure for
unstable patients.'* Similarly, the European Association of
Emergency Surgeons (EAES) and the Society of Ameri-
can Gastrointestinal and Endoscopic Surgeons (SAGES)
have provided evidence-based recommendations that
align with these practices for the surgical management
of acute left-sided diverticulitis."”’

The surgical management of complicated left-sided
colonic diverticulitis is contingent upon the patient's
stability and the presence of peritonitis. Surgical inter-
ventions can be categorized into Hartmann’s procedure
or sigmoid resection with anastomosis, accompanied by
a protective ileostomy. Traditionally, Hartmann’s proce-
dure has been the preferred emergency operation, while
sigmoid resection is reserved for selected patients. The
choice of procedures is typically determined by the oper-
ating surgeon.’’”' A systematic review and meta-analysis
conducted by Cirocchi et al. examined the treatment of
Hinchey stages 3 and 4, incorporating fourteen studies
with a total of 1,041 patients. The findings indicated that
patients who underwent sigmoid resection experienced
reduced mortality and shorter hospital stays compared to
those who underwent Hartmann’s procedure.”” A similar
systematic review and meta-analysis by Halim et al. also
concluded that primary resection anastomosis was associ-
ated with reduced mortality.”

Ryan et al performed a systematic review and meta-
analysis comparing primary resection and anastomosis
versus Hartmann’s procedure for the management of
acute diverticulitis with generalized peritonitis. Twelve
studies with 918 patients were included, of which 367
underwent primary resection and anastomosis, and 551
underwent Hartmann’s procedure. There was no dif-
ference in the 30-day mortality rate, but the primary
resection and anastomosis group was associated with a
reduced morbidity and permanent stoma rate.”* Acuna
et al conducted a systematic review and meta-analysis
on the operative strategies for perforated diverticulitis.
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Six studies involving 626 patients were included in this
analysis, and the mortality rate between the Hartmann’s
procedure and primary resection and anastomosis was
similar. However, the morbidity and stoma reversal rates
were better in the primary resection group.” Another
systematic review and meta-analysis comparing resection
with primary anastomosis vs non-restorative resection
for perforated diverticulitis with peritonitis, which was
conducted by Gachabayov et al., also concluded that the
mortality rate was similar between both groups.”

A systematic review on emergency surgery in
acute diverticulitis was conducted by Beyer-Berjot et
al. The review included seventy-one studies, revealing
that patients who underwent Hartmann’s procedure
experienced poorer long-term outcomes and a higher
rate of non-stoma reversal.”’ A prospective, randomized,
multicenter trial (DIVERTI) was conducted by Bridoux
et al., comparing the Hartmann’s procedure with primary
resection for generalized peritonitis due to perforated
diverticulitis. This study included 102 patients and found
that morbidity and mortality rates were similar between
the two groups; however, the rate of stoma reversal was
96% in the primary resection group compared to 65% in
the Hartmann’s group.”® The long-term outcomes from
the prospective multicenter randomized trial (DIVERTI)
comparing the Hartmann’s procedure and primary resec-
tion for perforated peritonitis were examined by Loire
et al. Seventy-eight of the one hundred and two patients
were followed up for nine years, and the overall survival
rate was 76%, with an incisional hernia rate of 52% in
the Hartmann’s group and 29% in the primary resection
group. This study concluded that primary resection did
not affect the long-term survival rate.” A multivariate
logistic regression analysis of the long-term outcomes
of primary anastomosis versus Hartmann’s procedure for
Hinchey 3 and 4 that was conducted by Facile et al also
reported the same conclusions.™

A systematic review and meta-analysis conducted by
Shaban et al. examined the outcomes of perforated diver-
ticulitis with or without anastomosis. The study encom-
passed a total of 765 patients, of whom 482 underwent
the Hartmann’s procedure, while 283 underwent primary
resection anastomosis. The mortality rate was observed
to be 10.6% in the primary resection group, compared to
20.7% in the Hartmann’s procedure group. Additionally,
the morbidity rate was 41.8% for the primary resection
group and 51.2% for those who underwent the Hartmann’s
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procedure. The study concluded that primary resection
anastomosis is a feasible and safe approach for managing
perforated diverticulitis.”!

Minimally invasive surgical management of com-
plicated left-sided diverticulitis

The minimally invasive surgical management of
complicated diverticulitis can be categorized into lapa-
roscopic primary resection, anastomosis, and Hartmann’s
procedure. However, their application in cases of com-
plicated diverticulitis is advised only when the requisite
expertise is available. Laparoscopic lavage represents
another minimally invasive technique, primarily em-
ployed in patients with Hinchey grade 3. It serves mainly
as a bridging procedure to stabilize patients, allowing for
an elective procedure once their clinical condition has
improved.*> The laparoscopic approach for complicated
diverticulitis has been associated with reduced morbidity
and mortality compared to the open procedure. Addition-
ally, patients who underwent the laparoscopic approach
experienced better outcomes in terms of analgesia use
and early ambulation.”*-*

Laparoscopic lavage drainage was a minimally
invasive procedure for patients with Hinchey grade 3
diverticulitis. It involves draining the purulent material
in the left iliac fossa and pelvis, performing an abdominal
lavage, and placing a drain in the abdomen to allow sub-
sequent drainage of all purulent material. It was used as a
bridging procedure to stabilize the patient and perform an
elective sigmoid resection later.”*” Laparoscopic lavage
is associated with reduced morbidity and mortality, but
it is associated with a risk of missing sealed perforation,
fecal peritonitis, and underlying sigmoid malignancy.*
The Diverticulitis-laparoscopic lavage versus resection
(Hartmann’s procedure) or DILALA randomized clini-
cal trial compared laparoscopic lavage with resection for
the treatment of perforated diverticulitis by Kohl et al.
Eighty-three patients were randomized to forty-three for
laparoscopic lavage, and forty underwent the Hartmann’s
procedure. The patients in the lavage group had a 45%
reduced risk of reoperation when compared to the Hart-
mann’s procedure group, and there was no difference in
mortality between the groups.*’

The Scandinavian Diverticulitis trial (SCANDIV)
was a multicenter randomized controlled trial conducted
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across several hospitals in Norway and Sweden. A total
of 199 patients were randomized, with 101 undergoing
laparoscopic lavage and 98 undergoing colonic resections.
The one-year results indicated no significant difference
in mortality between the groups; however, laparoscopic
lavage was associated with higher rates of deeper surgical
site infections and reoperations compared to the surgi-
cal resection group.”’ The three-year follow-up of these
patients revealed minimal differences in major complica-
tion rates, yet the recurrence rate was 21% in the lavage
group compared to 4% in the resection group. This trial
demonstrated that laparoscopic lavage was associated
with a higher recurrence rate.*!

The Laparoscopic Peritoneal Lavage or Sigmoidec-
tomy for Perforated Diverticulitis with Purulent Peritoni-
tis (LOLA) multicenter randomized trial was conducted
in 42 hospitals across Europe. A total of 90 patients were
randomized to undergo laparoscopic lavage and sigmoid
resection, but due to the high mortality in both the lavage
groups, this trial was terminated.”” A three-year follow-
up of 77 patients from the original randomized group,
the cumulative morbidity and mortality between both
groups were similar, and the reoperation rate was lower
in the laparoscopic lavage group. This study concluded
that laparoscopic lavage was associated with reduced
reoperation rate and stoma formation.*

Shaikh et al. conducted a systematic review and
meta-analysis to compare laparoscopic peritoneal lavage
with surgical resection for the treatment of perforated
sigmoid diverticulitis. This study incorporated three
studies involving a total of 372 patients. The findings
indicated that laparoscopic lavage was associated with
a higher incidence of postoperative abscesses, although
the mortality rate was comparable between the two
groups.** Similarly, Cirocchi et al. performed a system-
atic review and meta-analysis on the same comparison,
including three studies with 540 patients. Their results
also demonstrated a higher postoperative abscess rate in
the laparoscopic lavage group, with no significant differ-
ence in mortality rates between the lavage and surgical
resection groups.® Additionally, a systematic review
focusing on laparoscopic lavage for managing Hinchey
grade 3 diverticulitis concluded that the recurrence rate
was elevated in the laparoscopic lavage group.*




Vol. 47 No. 1

The Current Surgical Management of Complicated Left-Sided Colonic Diverticulitis: Narrative Review Article 49

Table 2 Shows the complication rates between laparoscopic peritoneal lavage (LPL) and surgical resection for the SCANDIV and DI-

LALA trials.

Study

Study type Year

N = numbers

Mortality Rate Complication Recurrence
(%) Rate (%) Rate (%) Rate (%)

Diverticulitis-laparoscopic Randomized 2018 83-total Patients LPL-12 LPL-27 LPL-28
lavage versus resection controlled trial 43-laparoscopic peritoneal HP-11 HP-20 HP-29
(Hartmann's lavage (LPL)

procedure)-DILALA 40-Hartmann's procedure

trial-Schultz et al. (HP)

Scandinavian diverticulitis Randomized 2020 199 total patients LPL-32 LPL-29 LPL-21
trial (SCANDIV)-Azhar etal.  controlled trial 101-laparoscopic peritoneal CR-25 CR-25 CR-4
lavage (LPL)

98-Colon Resection (CR)
Damage control surgery for complicated left-sided CONCLUSION

diverticulitis

Damage control surgery is a multistep procedure
employed for patients with complex left-sided diver-
ticular disease who are hemodynamically unstable. This
procedure entails the resection of the perforated colon, the
creation of stapled-off stumps, and peritoneal lavage. The
abdomen is temporarily closed, and the management of
sepsis and fluid resuscitation is conducted in the intensive
care unit for a period of 24 to 48 hours. Subsequently,
the patient is returned to the operating theatre for either
anastomosis or stoma formation.*’** Sohn et al. analyzed
the application of damage control surgery in the treatment
of perforated diverticulitis with generalized peritonitis,
concluding that it is a safe procedure associated with a
reduced morbidity rate.*

A systematic review and meta-analysis conducted
by Cirocchi et al. examined the role of damage control
surgery in the management of perforated colonic diver-
ticulitis. This study incorporated nine studies encompass-
ing a total of 318 patients. The most prevalent category
was Hinchey 3, accounting for 68.3% of cases, while
Hinchey 4 constituted 28.9%. Resection with primary
anastomosis was successfully performed in 62.1% of
cases, with a major anastomotic leak rate of' 4.7% and a
mortality rate 0 9.2%. The findings indicate that damage
control surgery is a feasible option for managing compli-
cated diverticular disease in hemodynamically unstable
patients; however, further research is necessary to assess
its efficacy comprehensively.”’

Complicated left-sided diverticular disease pres-
ents a significant clinical challenge, particularly when
perforation is involved. The most frequently performed
surgical intervention is Hartmann’s procedure, which
is relatively straightforward for the operating surgeon.
However, due to the high rate of non-reversibility asso-
ciated with the stoma, there is an increasing preference
for sigmoid resection and anastomosis with a protective
ileostomy. Laparoscopic lavage serves as a crucial interim
procedure, facilitating patient stabilization and enabling
subsequent resection and anastomosis once stabilization
is achieved. Damage control surgery is a viable option
only in facilities equipped with robust intensive care unit
support. Ultimately, the decision regarding the appropri-
ate surgical approach rests with the operating surgeon.

CONFLICTS OF INTEREST

There is no conflict of interest.

REFERENCES

1. Peery AF. Management of colonic diverticulitis. BMJ.
2021;372:n72. doi: 10.1136/bmj.n72.

2. Ambrosetti P, Gervaz P. Management of sigmoid diverticulitis: an
update. Updates Surg. 2016;68(1):25-35. doi: 10.1007/s13304-
016-0365-0.

3. Kaise M, Nagata N, Ishii N, et al. Epidemiology of colonic
diverticula and recent advances in the management of colonic
diverticular bleeding. Dig Endosc. 2020;32(2):240-50. doi:
10.1111/den.13547.

4. Bhatia M, Mattoo A. Diverticulosis and diverticulitis: epidemi-
ology, pathophysiology, and current treatment trends. Cureus.
2023;15(8):e43158. doi: 10.7759/cureus.43158.




50

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Rajah KH.

. Hanna MH, Kaiser AM. Update on the management of sigmoid

diverticulitis. World J Gastroenterol. 2021;27(9):760-81. doi:
10.3748/wjg.v27.19.760.

. Hawkins AT, Wise PE,Chan T,etal. Diverticulitis: an update from

the age old paradigm. Curr Probl Surg. 2020;57(10):100862. doi:
10.1016/j.cpsurg.2020.100862.

. YouH,SweenyA,Cooper ML, etal. The management of diverticu-

litis: a review of the guidelines. Med J Aust. 2019;211(9):421-7.
doi: 10.5694/mja2.50276.

. Horesh N, Wasserberg N, Zbar AP, et al. Changing paradigms in

the management of diverticulitis. IntJ Surg.2016;33 Pt A:146-50.
doi: 10.1016/j.ijsu.2016.07.072.

. Nally DM, Kavanagh DO. Current Controversies in the Manage-

ment of Diverticulitis: A Review. Dig Surg. 2019;36(3):195-205.
doi: 10.1159/000488216.

Lumpkin ST, Chaumont N. Management of Freely Perforated
Diverticulitis. Dis Colon Rectum. 2019;62(10):1153-6. doi:
10.1097/DCR.0000000000001457.

Stocchi L. Current indications and role of surgery in the
management of sigmoid diverticulitis. World J Gastroenterol.
2010;16(7):804-17. doi: 10.3748/wjg.v16.i7.804.

Koprowski MA, Affleck A, Tsikitis VL. Emerging evidence
and recent controversies in diverticulitis: a 5-year review. Ann
Gastroenterol. 2022;35(1):8-16. doi: 10.20524/a0g.2021.0677.
Deery SE, Hodin RA. Management of diverticulitis in 2017.J
Gastrointest Surg. 2017;21(10):1732-41. doi: 10.1007/s11605-
017-3404-3.

Collins D, Winter DC. Laparoscopy in diverticular disease: Con-
troversies. Best Pract Res Clin Gastroenterol.2014;28(1):175-82.
doi: 10.1016/j.bpg.2013.11.014.

Sartelli M, Catena R, Ansaloni L, et al. WSES Guidelines for
the management of acute left sided colonic diverticulitis in the
emergency setting. World J Emerg Surg.2016;11:37.doi:10.1186/
s13017-016-0095-0.

Sartelli M, Weber DG, Kluger Y, et al. 2020 update of the WSES
guidelines for the management of acute colonic diverticulitis
in the emergency setting. World J Emerg Surg. 2020;15(1):32.
doi:10.1186/s13017-020-00313-4.

Hall J, Hardiman K, Lee S, et al. The American Society of
Colon and Rectal Surgeons clinical practice guidelines for the
treatment of left-sided colonic diverticulitis. Dis Colon Rectum.
2020;63(6):728-47. doi:10.1097/DCR.0000000000001679.
Kruis W, Germer CT, Bohm S, et al. German guideline diver-
ticular disease/diverticulitis: Part II: Conservative, interventional
and surgical management. United European Gastroenterol J.
2022;10(9):940-957. doi:10.1002/ueg2.12313.

Francis NK, Sylla P, Abou-Khalil M, et al. EAES and SAGES
2018 consensus conference on acute diverticulitis management:
evidence-based recommendations for clinical practice. Surg
Endosc.2019;33(9):2726-41.d0i:10.1007/s00464-019-06882-z.
Meara MP, Alexander CM. Emergency presentations of diver-
ticulitis. Surg Clin North Am.2018;98(5):1025-46.doi: 10.1016/].
suc.2018.06.006.

Khan A, Hawkins AT. Challenging Surgical Dogma: Controver-
sies in Diverticulitis. Surg Clin North Am. 2021;101(6):967-980.
doi:10.1016/j.suc.2021.05.024.

22

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

Thai J Surg Jan. - Mar. 2026

Cirocchi R, Trastulli S, Desiderio J, et al. Treatment of Hinchey
stage I1I-IV diverticulitis: a systematic review and meta-analysis.
Int J Colorectal Dis. 2013;28(4):447-457. doi:10.1007/s00384-
012-1622-4.

Halim H, Askari A, Nunn R, et al. Primary resection anastomosis
versus Hartmann's procedure in Hinchey Il and IV diverticulitis.
WorldJ Emerg Surg.2019;14:32.d0i:10.1186/s13017-019-0251-4.
Ryan OK,Ryan EJ ,Creavin B, etal. Systematic review and meta-
analysis comparing primary resection and anastomosis versus
Hartmann's procedure for the management of acute perforated
diverticulitis with generalised peritonitis. Tech Coloproctol.
2020;24(6):527-43. doi:10.1007/s10151-020-02172-2.

Acuna SA, Wood T, Chesney TR, et al. Operative strategies
for perforated diverticulitis: a systematic review and meta-
analysis. Dis Colon Rectum.2018;61(12):1442-53.doi:10.1097/
DCR.0000000000001149.

Gachabayov M, Oberkofler CE, Tuech JJ, et al. Resection with
primary anastomosis vs nonrestorative resection for perforated di-
verticulitis with peritonitis: a systematic review and meta-analysis.
Colorectal Dis. 2018;20(9):753-770. doi:10.1111/codi.14237.
Beyer-BerjotL,MaggioriL,Loiseau D,etal. Emergency Surgery
in Acute Diverticulitis: A Systematic Review. Dis Colon Rectum.
2020;63(3):397-405. doi: 10.1097/DCR.0000000000001327.
Bridoux V, Regimbeau JM, Ouaissi M, et al. Hartmann's Proce-
dure or Primary Anastomosis for Generalized Peritonitis due to
Perforated Diverticulitis: A Prospective Multicenter Random-
ized Trial (DIVERTI). J Am Coll Surg. 2017;225(6):798-805.
doi:10.1016/j.jamcollsurg.2017.09.004.

Loire M, Bridoux V, Mege D, et al. Long-term outcomes of
Hartmann's procedure versus primary anastomosis for generalized
peritonitis due to perforated diverticulitis: follow-up of a prospec-
tive multicenter randomized trial (DIVERTTI). Int J Colorectal
Dis. 2021;36(10):2159-64. doi:10.1007/s00384-021-03962-2.
Facile I, Galli R, Dinter P, et al. Short- and long-term outcomes
for primary anastomosis versus Hartmann's procedure in Hinchey
[T and IV diverticulitis: a multivariate logistic regression analy-
sis of risk factors. Langenbecks Arch Surg. 2021;406(1):121-9.
doi:10.1007/s00423-020-02015-6.

Shaban F, Carney K, McGarry K. Perforated diverticulitis:
To anastomose or not to anastomose? A systematic review
and meta-analysis. Int J Surg. 2018;58:11-21. doi:10.1016/j.
ijsu.2018.08.009.

McDermott FD, Collins D, Heeney A, Winter DC. Minimally
invasive and surgical management strategies tailored to the
severity of acute diverticulitis. Br J Surg. 2014;101(1):€90-e99.
doi:10.1002/bjs.9359.

Mbadiwe T, Obirieze AC, Cornwell EE 3rd, et al. Surgical man-
agement of complicated diverticulitis: acomparison of the laparo-
scopic and open approaches.J Am Coll Surg.2013;216(4):782-8.
doi:10.1016/j.jamcollsurg.2013.02.003.

Desai GS, Narkhede R, Pande P, et al. An outcome analysis of
laparoscopic management of diverticulitis. Indian J Gastroenterol.
2018;37(5):430-8. doi:10.1007/s12664-018-0907-0.

Daher R, Barouki E, Chouillard E. Laparoscopic treatment of
complicated colonic diverticular disease: A review. World J
Gastrointest Surg.2016;8(2):134-42.doi:10.4240/wjgs.v8.i12.134.




Vol

36.

37.

38.

39.

40.

41.

42.

43.

.47 No. 1

Biffl WL, Moore FA, Moore EE. What is the current role of lapa-
roscopic lavage in perforated diverticulitis? J Trauma Acute Care
Surg. 2017;82(4):810-3. doi: 10.1097/TA.0000000000001390.
Papagrigoriadis S, Charalampopoulos A. Surgery for diverticular
peritonitis. Front Med (Lausanne).2025;12:1501734.d0i:10.3389/
fmed.2025.1501734.

Kiely MX, Yao M, Chen L. Laparoscopic Lavage in the Manage-
ment of Hinchey III/IV Diverticulitis. Clin Colon Rectal Surg.
2021;34(2):104-12. doi:10.1055/s-0040-1716702.

Kohl A, Rosenberg J, Bock D, et al. Two-year results of the ran-
domized clinical trial DILALA comparing laparoscopic lavage
withresection as treatment for perforated diverticulitis. BrJ Surg.
2018;105(9):1128-34. doi:10.1002/bjs.10839.

Schultz JK, Wallon C, Blecic L, et al. One-year results of the
SCANDIV randomized clinical trial of laparoscopic lavage versus
primary resection for acute perforated diverticulitis. Br J Surg.
2017;104(10):1382-1392. doi:10.1002/bjs.10567.
AzharN,JohanssenA,Sundstrom T,etal; SCANDIV Study Group.
Laparoscopic Lavage vs Primary Resection for Acute Perforated
Diverticulitis: Long-term Outcomes From the Scandinavian
Diverticulitis (SCANDIV) Randomized Clinical Trial. JAMA
Surg. 2021;156(2):121-7. doi:10.1001/jamasurg.2020.5618.
Vennix S, Musters GD, Mulder IM, et al. Laparoscopic perito-
neal lavage or sigmoidectomy for perforated diverticulitis with
purulent peritonitis: a multicentre, parallel-group, randomised,
open-label trial. Lancet.2015;386(10000):1269-77.d0i:10.1016/
S0140-6736(15)61168-0.

Hoek VT, Edomskis PP, Stark PW, Lambrichts DPV, Draaisma
WA, Consten ECJ, et al; LADIES trial collaborators. Laparo-
scopic peritoneal lavage versus sigmoidectomy for perforated
diverticulitis with purulent peritonitis: three-year follow-up of
the randomised LOLA trial. Surg Endosc. 2022 Oct;36(10):7764-
7774. doi: 10.1007/s00464-022-09326-3. Epub 2022 May 23.
PMID: 35606544; PMCID: PMC9485102.

The Current Surgical Management of Complicated Left-Sided Colonic Diverticulitis: Narrative Review Article

44.

45.

46.

47.

48.

49.

50.

51

Shaikh FM, Stewart PM, Walsh SR, et al. Laparoscopic perito-
neal lavage or surgical resection for acute perforated sigmoid
diverticulitis: A systematic review and meta-analysis. Int J Surg.
2017;38:130-7. doi:10.1016/j.ijsu.2017.01.020.

Cirocchi R, Di Saverio S, Weber DG, et al. Laparoscopic lavage
versus surgical resection for acute diverticulitis with generalised
peritonitis: a systematic review and meta-analysis. Tech Colo-
proctol. 2017;21(2):93-110. doi: 10.1007/s10151-017-1585-0.
Marshall JR, Buchwald PL, Gandhi J, et al. Laparoscopic La-
vage in the Management of Hinchey Grade III Diverticulitis: A
Systematic Review. Ann Surg. 2017;265(4):670-6. doi:10.1097/
SLA.0000000000002005.

Cirocchi R, Sapienza P, Anania G, et al. State-of-the-art surgery
for sigmoid diverticulitis. Langenbecks Arch Surg.2022;407(1):1-
14. doi:10.1007/s00423-021-02288-5.

Cirocchi R, Arezzo A, Vettoretto N, et al. Role of damage control
surgery in the treatment of Hinchey I1I and IV sigmoid diverticu-
litis: atailored strategy. Medicine (Baltimore).2014;93(25):e184.
doi:10.1097/MD.0000000000000184.

Sohn M, Agha A, Heitland W, et al. Damage control strategy
for the treatment of perforated diverticulitis with generalized
peritonitis. Tech Coloproctol. 2016;20(8):577-83. doi:10.1007/
s10151-016-1506-7.

Cirocchi R, Popivanov G, Konaktchieva M, et al. The role of
damage control surgery in the treatment of perforated colonic di-
verticulitis: asystematic review and meta-analysis. IntJ Colorectal
Dis. 2021;36(5):867-79. doi:10.1007/s00384-020-03784-8.




