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1. Introduction 
Diverticular disease is commonly observed, particularly in 
Western societies and among older adults (1). While it is 
frequently identified asymptomatically during colonoscopies, 
it can also become symptomatic, leading to complications such 
as diverticulitis, hemorrhage, or perforation. Acute 
diverticulitis, observed in approximately 10–25% of patients, 
is the most common complication (2). 

The imaging modality most frequently used for diagnosing 
acute diverticulitis and its complications is computed 
tomography (CT) (3). CT has a sensitivity and specificity of 
approximately 95% for the diagnosis of diverticulitis and its 
complications, making it the standard diagnostic method (4). 
However, due to imaging findings such as thickening of the 
bowel wall secondary to inflammation, there may be an overlap 
between diverticulitis and colorectal cancers (1,4). Several 

studies have reported an increased prevalence of colorectal 
cancer ranging from 0.5% to 11% in colonoscopies performed 
after an episode of diverticulitis (4–5). This rate is notably 
higher in cases of complicated diverticulitis compared to 
uncomplicated cases. 

In this context, the American Gastroenterological 
Association (AGA) guidelines, as well as other similar 
guidelines, recommend performing colonoscopy following an 
episode of diverticulitis (6). 

This study aims to evaluate whether colonoscopic 
assessment is necessary to differentiate colorectal cancers in 
patients diagnosed with diverticulitis and its complications 
based on abdominal CT findings. While some publications 
suggest that the risk of colorectal cancer in uncomplicated 
diverticulitis cases is similar to that observed in standard 
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colonoscopic screenings, others support the notion that the 
cumulative risk increases when diverticulitis and its 
complications are evaluated collectively. Our objective is to 
determine the prevalence and diagnosis of colorectal cancer in 
cases of diverticulitis diagnosed via CT at our clinic and to 
provide concrete data on the necessity of colonoscopy in our 
region. 

2. Materials and Methods 
In our study, 290 cases diagnosed with diverticular disease and 
its complications between January 2018 and December 2024 at 
the General Surgery Department of Recep Tayyip Erdoğan 
University Training and Research Hospital were 
retrospectively analyzed. Among these, 21 cases were 
excluded due to mortality following perforation or lack of 
follow-up data. 

The demographic data of the patients, clinical symptoms, 
and results of elective colonoscopies performed after 
treatment, along with any complications, were recorded 
retrospectively. This study was approved by the Non-
Interventional Clinical Research Ethics Committee of Recep 
Tayyip Erdoğan University Faculty of Medicine (Approval 
Date: October 1, 2024; Approval Number: 2024/258). 

2.1. Statistical Analysis 
Data were analyzed using IBM SPSS Statistics (Version 29) 
for Windows (Armonk, NY, USA, IBM Corp.). Numerical and 
percentage values were presented for categorical variables, 
while mean and standard deviation values were used for the 
age variable. Relationships between categorical variables were 
assessed using the Chi-square test and Fisher’s Exact Test. The 
Mann-Whitney U test was used to evaluate the relationship 

between age and tumor presence. A p-value of <0.05 was 
considered statistically significant for all analyses. 

3. Results 
A total of 290 patients with diverticular disease and its 
complications were retrospectively reviewed, 269 of which 
were included in the analysis after excluding 21 patients due to 
mortality following perforation or lack of follow-up. 

The mean age of patients with a history of diverticulitis was 
62.9 ± 12.2 years (range: 26–90). Among patients diagnosed 
with colorectal malignancy, the mean age was 70.3 ± 9.7, 
compared to 61.7 ± 12.2 in those without malignancy (Mann-
Whitney U test, p<0.001). Colorectal malignancy was detected 
in 37 (13.8%) of the 269 patients who underwent elective 
colonoscopy (Table 1). 

Table 1. Age and cumulative colorectal cancer data 

 
Colorectal 

Cancer 
Present 

Colorectal 
Cancer 
Absent 

p 

The average age 
(± SD) 70.3 ± 9.7 61.7 ± 12.2 p<0.001* 

Associated Tumor 
(%) 37 (%13.8) 232(%86.2)  

*: Mann Whitney U is used.  SD: Standard deviation 
 

Among the patients who underwent colonoscopy following 
diverticulitis, 51.3% (n=131) were female, and malignancy 
was detected in 8.4% (n=11) of them. Of the 138 male patients, 
malignancy was identified in 18.8% (n=26). No statistically 
significant difference was found between genders (Fisher’s 
Exact test, p=0.013) (Table 2). 

Table 2. Gender and tumor localization data  
Colorectal Cancer 

Present 
Colorectal Cancer 

Absent 
Total group 

p-value 
n % n % n % 

Gender 
Male 26 18.8 112 81.2 14 24,1 

p=0.013* 
Female 11 8.4 120 91.6 44 75.9 

Same localization wall thickening on CT 
Yes  22 21 83 79 105 39 

p=0.006* 
No  15 9.1 149 90.9 164 61 

Different localization wall thickening on CT Yes 12 92.3 1 7.7 13 4.8 P<0.001* 
*: Fisher’s Exact Test is used.  

 

The most common initial diagnosis was diverticulitis 
(82.5%, n=222). The remaining cases included perforation 
(10.8%, n=29), abscess (4.5%, n=12), and bleeding secondary 
to diverticulosis (2.2%, n=6) (Table 3). 

In terms of treatment, the majority of patients (84.8%, 
n=228) were treated medically without any intervention. 
Surgical interventions included Hartmann's procedure (10.8%, 
n=29) and diverticulitis excision or drainage combined with 
antibiotic therapy. 

 

Table 3. Patient diagnoses 

 Percentage (%) /Number (n) 

Diverticulitis 82.5 (n=222) 

Perforation 10.8 (n=29) 

Abscess 4.5 (n=12) 
Diverticulosis-related bleeding 2.2 (n=6) 
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3.1. Additional Results 
When evaluating the localization of findings identified on CT 
by radiologists, the most common site was the descending 
colon/sigmoid colon in 92.2% (n=248) of cases. Colonoscopy 
findings showed that diverticula were most frequently 
observed in the descending and sigmoid colon, accounting for 
74% (n=199) of the cases. 

In the classification based on CT radiological findings, 
inflammation (43.9%, n=118) and wall thickening at the 
diverticulitis site (39%, n=118) were the most common 
observations. 

When the wall thickening was localized to the same site as 
diverticulitis and its complications, malignancy was identified 
in 21% (n=22) of the 105 patients (Fisher’s Exact test, 
p=0.006) (Table 2). 

In contrast, in cases where wall thickening was present in a 
different colonic segment, 92.3% (n=12) of the 13 patients 
were found to have a tumor (Fisher’s Exact test, p<0.001) 
(Table 2). 

Among the 269 patients, only two cases (0.7%) presented 
with major complications such as perforation and bleeding, 
while no significant complications occurred in the remaining 
patients. 

3.2. Discussion 
The risk of malignancy in patients with diverticulitis increases 
with age. A meta-analysis by Koo et al. found an 
approximately 0.3% increase in risk per decade of life (4). 
Similarly, a study conducted in the United States reported a 
nearly twofold increase in colorectal cancer prevalence among 
patients over 65 years of age following diverticulitis (7). In our 
study, the mean age of patients diagnosed with colorectal 
malignancy was 70.3 ± 9.7 years, consistent with the literature 
(Table 1). 

Multiple studies on the prevalence of colorectal cancer after 
a diverticulitis episode indicate malignancy rates of 0.5%–2% 
for uncomplicated diverticulitis and 5%–11% for complicated 
cases (4, 8, 9). When both categories are combined, cumulative 
malignancy risk ranges between 0.5% and 11%, as shown in 
numerous meta-analyses (8, 9). A community-based study by 
Jin-Dominguez et al. found that the prevalence of colorectal 
cancer within one year after an acute diverticulitis episode was 
nearly double compared to individuals without diverticulitis 
(10). In our study, colorectal malignancy was detected in 
13.8% (n=37) of patients who underwent colonoscopy 
following a diverticulitis episode (Table 1). 

Although a causal relationship between colorectal cancer 
and diverticulitis has not been established, both conditions 
share overlapping radiological features such as increased 
colonic wall thickening, soft tissue densities, and luminal 
narrowing (11, 14). Additionally, their shared localization in 
the sigmoid colon and factors such as prolonged colonic transit 
times and increased adenoma prevalence in these regions 

suggest similar risks. Moreover, studies suggest that mucosal 
inflammation may contribute to carcinogenesis (12, 13). 

CT is the standard diagnostic modality for diverticulitis and 
its complications, with reported sensitivity and specificity 
levels of approximately 95% (3, 5). However, CT findings such 
as wall thickening and inflammation overlap with features of 
colorectal cancer (14). This overlap reinforces the 
recommendation for post-attack colonoscopic evaluation in 
many studies (3, 5, 8, 13). 

In our study, wall thickening was identified on CT in 105 
patients, 21% (n=22) of whom were diagnosed with colorectal 
cancer. Among 164 patients without significant wall 
thickening, 9.1% (n=15) were found to have colonic 
malignancies (p=0.006, Table 2). Furthermore, of the 13 
patients with wall thickening in a different colonic segment, 
92.3% (n=12) were diagnosed with malignancies (p<0.001, 
Table 2). 

Recent studies suggest that colonoscopy may not be 
necessary for patients with uncomplicated diverticulitis due to 
the low malignancy risk, which is comparable to that of the 
general population (15). The World Society of Emergency 
Surgery (WSES) does not recommend routine colonoscopy 
after uncomplicated diverticular disease unless screening is 
indicated for other reasons (16). However, there is a lack of 
long-term follow-up studies on this issue. Conversely, the 
American Gastroenterological Association (AGA) and several 
meta-analyses advocate routine colonoscopy due to the 
increased risk of colorectal cancer (4-6, 8). For instance, 
Rottier et al. reported colorectal cancer prevalence of 0.4%–
1.0% in screening colonoscopies compared to 2.1% after 
diverticulitis (8). 

While some studies suggest that colonoscopy can be 
performed within six weeks after an attack (17), the consensus 
recommends waiting 6–8 weeks (18, 19). Although rare, 
colonoscopy-associated complications can occur, particularly 
after diverticulitis. Technical challenges during colonoscopy, 
such as luminal narrowing, angulations, and spasms, can 
complicate the procedure (20). In our study, one case of 
perforation and another of bleeding were observed following 
elective colonoscopy. 

Based on our findings, we recommend performing an 
elective colonoscopy 6–8 weeks after the resolution of a 
diverticulitis episode to address the increased risk of colorectal 
malignancy. While CT is the standard imaging modality for 
diagnosing diverticulitis, its limitations in differentiating 
diverticulitis from colorectal cancer should be recognized. 

Conflict of interest 
The authors declared no conflict of interest. 

Funding 
No funding was used for the study. 

 



Ozdemir and Bandirmali / J Exp Clin Med  

 142 

Acknowledgments 
None to declare. 

Authors’ contributions 
Concept: A.Ö., O.B., Design: A.Ö., O.B., Data Collection or 
Processing: A.Ö., O.B., Analysis or Interpretation: A.Ö., O.B., 
Literature Search: A.Ö., O.B., Writing: A.Ö., O.B. 

Ethical Statement  
This study was approved by the Non-Interventional Clinical 
Research Ethics Committee of Recep Tayyip Erdoğan 
University Faculty of Medicine (Approval Date: October 1, 
2024; Approval Number: 2024/258). 

References 
1. Mäntymäki LM, Grönroos J, Riskumäki M, Vahlberg T, Karvonen 

J. Risk for colorectal cancer after computed tomography verified 
acute diverticulitis: A retrospective cohort study with long-term 
follow-up. Scand J Surg. 2023;112(3):157-63. 

2. Strate LL, Morris AM. Epidemiology, pathophysiology, and 
treatment of diverticulitis. Gastroenterology. 2019;156(5):1282-
98. 

3. Hall J, Hardiman K, Lee S, Lightner A, Stocchi L, Paquette IM, 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. 

4. Koo CH, Chang JH, Syn NL, Wee IJ, Mathew R. Systematic 
review and meta-analysis on colorectal cancer findings on colonic 
evaluation after CT-confirmed acute diverticulitis. Dis Colon 
Rectum. 2020;63(5):701-9. 

5. Meyer J, Orci LA, Combescure C, Balaphas A, Morel P, Buchs 
NC, et al. Risk of colorectal cancer in patients with acute 
diverticulitis: a systematic review and meta-analysis of 
observational studies. Clin Gastroenterol Hepatol. 
2019;17(8):1448-56. 

6. Stollman N, Smalley W, Hirano I, Adams MA, Dorn SD, Dudley-
Brown SL, et al. American Gastroenterological Association 
Institute guideline on the management of acute diverticulitis. 
Gastroenterology. 2015;149(7):1944-9. 

7. Jin-Dominguez F, Mansoor E, Panhwar MS, Abou-Saleh M, 
Isenberg G, Wong RC, et al. Epidemiology of diverticulitis and 
prevalence of first-ever colorectal cancer postdiverticulitis in 
adults in the United States: a population-based national study. Dis 
Colon Rectum. 2021;64(2):181-9. 

8. Rottier SJ, Dijk ST, Geloven AAW, Schreurs WH, Draaisma WA, 
Enst WA, et al. Meta-analysis of the role of colonoscopy after an 

episode of left-sided acute diverticulitis. Br J Surg. 
2019;106(8):988-97. 

9. Sharma PV, Eglinton T, Hider P, Frizelle F. Systematic review and 
meta-analysis of the role of routine colonic evaluation after 
radiologically confirmed acute diverticulitis. Ann Surg. 
2014;259(2):263-72. 

10. Jin-Dominguez F, Mansoor E, Panhwar MS, Abou-Saleh M, 
Isenberg G, Wong RC, et al. Epidemiology of diverticulitis and 
prevalence of first-ever colorectal cancer postdiverticulitis in 
adults in the United States: a population-based national study. Dis 
Colon Rectum. 2021;64(2):181-9. 

11. Granlund J, Svensson T, Granath F, Hjern F, Ekbom A, Blomqvist 
P, et al. Diverticular disease and the risk of colon cancer–a 
population‐based case–control study. Aliment Pharmacol Ther. 
2011;34(6):675-81. 

12. Ma W, Walker MM, Thuresson M, Roelstraete B, Sköldberg F, 
Olén O, et al. Cancer risk in patients with diverticular disease: a 
nationwide cohort study. J Natl Cancer Inst. 2023;115(1):62-70. 

13. Gryspeerdt S, Lefere P. Chronic diverticulitis vs. colorectal 
cancer: findings on CT colonography. Abdom Imaging. 
2012;37:1101-9. 

14. Grahnat CJ, Hérard S, Ackzell A, Andersson RE. High probability 
of an underlying colorectal cancer among patients treated for acute 
diverticulitis. A population-based cohort follow-up study. World J 
Surg. 2016;40:2283-8. 

15. Brar MS, Roxin G, Yaffe PB, Stanger J, MacLean AR, Buie WD. 
Colonoscopy following nonoperative management of 
uncomplicated diverticulitis may not be warranted. Dis Colon 
Rectum. 2013;56(11):1259-64. 

16. Sartelli M, Weber DG, Kluger Y, Ansaloni L, Coccolini F, Abu-
Zidan F, et al. 2020 update of the WSES guidelines for the 
management of acute colonic diverticulitis in the emergency 
setting. World J Emerg Surg. 2020;15:1-18. 

17. Lahat A, Yanai H, Menachem Y, Avidan B, Bar-Meir S. The 
feasibility and risk of early colonoscopy in acute diverticulitis: a 
prospective controlled study. Endoscopy. 2007;39(6):521-4. 

18. Gorgun E, Isik O, Sapci I, Aytac E, Abbas MA, Ozuner G, et al. 
Colonoscopy-induced acute diverticulitis: myth or reality? Surg 
Endosc. 2018;32:3290-4. 

19. Fejleh MP, Tabibian JH. Colonoscopic management of 
diverticular disease. World J Gastrointest Endosc. 2020;12(2):53. 

20. Peery AF, Shaukat A, Strate LL. AGA clinical practice update on 
medical management of colonic diverticulitis: expert review. 
Gastroenterology. 2021;160(3):906-11. 

 


