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Does sigmoidectomy for diverticular diseases have a negative impact on patients quality of life and bowel function?

AIM: Aim of this study was to evaluate bowel function after colonic resection for diverticular disease and assess its impact
on patients’ quality of life. 
MATERIAL OF STUDY: 47 patients who underwent urgent or elective surgery for diverticular disease were either person-
ally contacted or interviewed by telephone and given a questionnaire. The Memorial Bowel functional index, the short
form (36) health survey questionnaire, and the fecal incontinence severity index were used.
RESULTS: Fecal Urgency was found in 4,25% of cases, Incomplete Evacuation in 17,03%, and the Lifestyle/Diet
Modification Score in 23,4% of patients. Incontinence cases were not found. After surgery we found reduction of abdom-
inal pain (p=0.017) and improved bowel function (p=0.001). The quality of life correlated to bowel function was
defined good or very good in 87.2% of cases whereas 4.3% of patients reported poor bowel function. This condition
was related to female patients (p=0.02), urgent surgery (p=0.05), and to post-operative complication (p=0.05).
DISCUSSION AND CONCLUSIONS: In our experience, both bowel function and abdominal pain improved after surgery and
91.4% of patients were satisfied with the choice of surgery and would agree to do it again.
The presence of not recognized inflammatory bowel syndromes can occasionally be responsible for persistent disorders after
surgery. 
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the number of patients who have been hospitalized and
undergone operation for diverticulitis has considerably
increased with great social cost1. While surgery remains
the best answer for patients suffering an emergent, com-
plicated diverticulitis, on the other hand, surgeons need
to fully understand which functional implications might
result from elective surgery.
Since diverticulitis is a fairly modern disease, its man-
agement is still in progress. During the past decades,
because of the increased morbidity and mortality asso-
ciated with multiple attacks, it became common prac-
tice to recommend surgery for patients after the second
bout of diverticulitis2,3. However, with this approach, up
to one-third of patients having surgery for diverticulitis
were found at laparotomy to have no evidence of inflam-
mation4.
Diverticular symptoms often overlap with common func-
tional gastrointestinal disorders, so many disorders are

Introduction

Diverticular disease (DD) is one of the most common
diseases affecting people in developed countries and its
incidence is rising substantially with the increasing aver-
age age of the population. Over the past several years,
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more likely to be associated with gastrointestinal dys-
function rather than with diverticulitis. In such cases,
patients may have no advantages from the operation, nor
relief from symptoms 5. 
Nowadays, according to the new guidelines of the
American Society of Colon and Rectal Surgeons 6, there
has been a shift to a less operative management for
uncomplicated diverticulitis. Preventive prophylactic
surgery is no longer recommended whereas a conserva-
tive treatment and a more individualized, case-by-case
approach is preferred. Thanks to detailed intra-abdomi-
nal imaging, enabling drainage of percutaneous abscess
and peritoneal lavage, a great many patients have avoid-
ed resection during the last few years 7,8.
Surgery for diverticular disease may have negative out-
comes and this is precisely the reason why we talk about
“post-sigmoidectomy syndrome”. 
As little literature exists on the functional outcomes fol-
lowing surgery for diverticulitis, we have decided to
investigate the matter and undertake the present study
in order to provide postoperative functional results.

Materials and Methods

Totally, 175 patients underwent colonic resection for
diverticulitis from 2004 to 2013 at the Department of
Surgery of the University of Trieste. Of these, 88 patients
were excluded as they were dead at the time of the study
or because they were over 85 years old at the moment
of surgery, and at this age prophylactic surgery treatment
is exceptional. 26 patients could no longer be reached
or refused to participate in the study, 15 patients had
too short a follow up (less than one year), 7 patients
were excluded as they had received an unexpected diag-
nosis for colonic carcinoma and 2 patients because
intestinal continuity had not been restored. Therefore,
our study group consisted of 47 patients who were either

directly contacted or interviewed by telephone and giv-
en a specific questionnaire (Fig. 1). 
We analyzed the surgical complications following the
Dindo-Clavien classification 9. 
The mean duration of follow-up was 66 months (range
12-120 months). All the design, analysis, interpretation
of data, drafting and revisions respected the
Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) Statement: guidelines for
reporting observational studies10.

QUESTIONNAIRE

With the aim of evaluating in details the functional
results after bowel resection for diverticular disease, we
used questionnaires already coded and validated, such as
the Short Form (36) Health Survey (SF-36) question-
naire11, the Memorial Bowel functional Index (MBFI)12,
and the Fecal Incontinence Severity Index (FISI)13, and
asked simple anamnestic questions in order to assess how
the patient considered his state of health before and after
the intervention.
In conclusion, our questionnaire consisted of 90 ques-
tions about general health and bowel function (BF). 
General health: SF-36: We adopted the SF-36 ques-
tionnaire that is a general, multidimensional question-
naire, which takes into consideration patient’s health in
general, and therefore it is not specifically related to
“abdominal health.”
Questions about patient’s medical history: these ques-
tions were introduced to compare the patient’s “abdom-
inal health” before and after surgical treatment, the num-
ber of check-ups performed, the onset of further bouts
of diverticulitis, and in the end to understand if the
patient would have agreed to undergo the operation if
he had knew the consequences of it.

BOWEL FUNCTION

BF was measured by using a questionnaire developed at
Memorial Sloan Kettering Cancer Centre for patients
with colon carcinoma treated with low anterior resec-
tion: the so-called MBFI. The MBFI consisted of 18
questions measuring symptoms such as urgency, fre-
quency, faecal incontinence, and poor emptying, as well
as lifestyle modifications required to achieve adequate BF.
A definite score system going from 1 point (“very good
function”) to 5 points (“poor function”), was used for
each question.
For this study, as other authors13 did, we differentiated
the symptoms of urgency from those of faecal inconti-
nence and poor emptying. The “Incomplete Emptying,”
“Faecal Urgency,” and “Lifestyle/Diet Modification”
scores were created by calculating the mean score for the
questions in each subscale (2 questions for poor empty-Fig. 1: The consort diagram of patient flow.

READ-O
NLY

 C
OPY 

PRIN
TIN

G P
ROHIB

ITED



ing were used, 2 questions about urgency and 6 ques-
tions for assessing lifestyle modifications) .
After calculating individual patients’ MBFI scores with-
in these subscales, patients were defined as having sub-
optimal outcomes if their scores were > 3. Then we com-
pared these patients with those who did not report sub-
optimal bowel function. 
The other parameters such as bowel frequency, faecal
consistency were analyzed separately. In measuring
patients’ incontinence, we made use of FISI 14.

STATISTICAL ANALYSIS

Statistical analysis was done using (Statistical Package for
Social Science (SPSS). Categorical variables were report-
ed as percentages and frequencies whereas continuous
variables were reported as mean standard deviation.
Categorical and continuous variables were compared
among different groups using chi-square analysis and the
ANOVA test, respectively. 
A p value of less than 0.05 was considered statistically
significant.

Results

21 patients were male whereas 26 were female with an
average age of 65,7 years. In 19 patients the operation
was performed for acute inflammatory complications
(perforation of the diverticulum, abscess, hemorrhage,
peritonitis), in 16 cases for chronic complications (steno-
sis, inflammatory pseudotumor, fistula), in 11 to prevent
a second acute episode and in 1 patient for recurrent
bleeding. 
The distal resection was performed at the promontory
in 23 cases, above in 4 cases and more distally in 18
cases (2 data missing). 26 patients underwent a segmental
resection; left hemicolectomy was performed in 11 cas-
es since DD was more extensive. Elective surgery per-
formed in 26 cases vs 21 emergent surgery. Because of
a Hinchey��3 peritonitis, it was necessary to perform a
colostomy in 10 patients (4 Hartmann’s operation, 6 for
protection). 22 patients had laparotomy (44.7%) where-
as 25 laparoscopy (55.3%). In elective surgery, the major-
ity of patients were operated laparoscopically (76.9%)
whereas in emergency, open laparotomy was performed
(71.4%) [p = 0.001]. The splenic flexure was mobilized
in 37 cases, with a higher incidence in patients under-
going elective surgery (96% of cases) rather than urgent
surgery (56%) [p = 0.03]. 
The Inferior Mesenteric Artery (IMA) was dissected to the
origin in 28 cases whereas in 16 cases a distal vascular lig-
ature was performed. Data are missing for three patients. 
The reconstruction of intestinal continuity was performed
with mechanical anastomosis in 40 cases (31 Knight
Griffen technique), and manual anastomosis in three cas-
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es. The reconstruction after Hartmann (four cases) was
performed with a transanal mechanical anastomosis.
Among immediate complications, we observed 1 anasto-
motic leakage, 4 cases of organ-space infection, 2 cases of
hemoperitoneum and 1 case of chilous ascites. In the fol-
lowing check-ups, 5 patients developed an incisional her-
nia and 2 cases an intestinal obstruction (Table I).

GENERAL HEALTH

SF-36 : (self-assessment) After surgical treatment, 85,1%
of patients (40 out of 47) reported good health, 12,7%
of patients (6 out of 47) reported acceptable general
health conditions whereas 2,1% of patients (1 out of
47) referred poor health conditions.
Perception of health status: when patients were ques-
tioned, whether they would agree to undergo the oper-
ation again, they answered in the following way: 42 were
favourable, 4 were unfavourable, while 1 patient made
no choice. If we consider such data related to the indi-
cations for surgery, we report the following results:
92,3% of patients undergoing elective surgery were hap-
py about their decision versus 85,7% of patients requir-
ing emergency surgery (p = 0.309).
As far as the general quality of life (QoL) following
surgery is concerned, 25 patients considered it “greatly
improved.”, 10 patients “slightly improved”, 6 patients
substantially “unchanged”, 5 patients said that it had
only “slightly worsened” and the last patient said that it
had “worsened”.
Furthermore, with relation to QoL connected with BF
as perceived by the patient, 16 patients considered it
“excellent”, 17 “very good,” 8 patients “good,” 4 patients
“acceptable” and 2 patients “very poor”. We considered
the BF “unsatisfactory” when patients reported “accept-
able” or “very poor” QoL. We have analyzed in details
the possible correlations between an unsatisfactory out-
come after surgery and the indications for surgery, the
timing as well as the methods of surgery, colostomy,
anastomotic site and post-surgery complications (Table
II). Although with the limitations of a little study group,
we further used the logistic regression model, consider-
ing sex, urgency, laparotomy and postoperative compli-
cations as independent variables, related to postoperative
QoL. None of these variables showed a prognostic inde-
pendent significance.

TABLE I - Classification of Dindo Clavien for the surgical complications.

Dindo-Clavien Immediate complications

Grade I 0%      (0 of 47)

Grade II 4.25% (2 of 47) 

Grade IIIa 2.12% (1 of 47) 

Grade IIIb 8.51% (4 of 47)
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BOWEL FUNCTION

- MBFI-Incomplete Emptying 
According to this survey, 14 patients reported no emp-
tying impairment, 11 patients only “rarely,” 14 patients
“sometimes”, 5 patients “most of the time” and 3 patients
“very often.” Thus, it can be said that 82,8% of patients
had a satisfactory evacuation (MBFI-incomplete
Emptying score>3) whereas 17,03% of patients were
unhappy with it. 

- MBFI- Fecal urgency 
On the whole, 72,3% (34 patients) reported “no”
urgency, 12,7% (6 patients) “only rarely”, (10,6%) 5
patients “most of the time”, and 4,2% (2 patients)
reported faecal urgency “every day”.

- MBFI-Lifestyle 
In the attempt of “evaluating” this aspect, we consid-

ered a very low score like>2 to be unsatisfactory, because

none of our patients had really modified his/her diet or
lifestyle following surgery. In most cases, patients were
already following a high-fibre diet before surgery just to
prevent diverticulitis. Only 23,4% of the patients in our
study (11 cases) paid attention to their diet, 31.9% of
patients (15 cases) did it only sometimes and in relation
with some food, while 44,7% of patients (21 cases) ate
all kind of food without being on any particular diet.
The correlations between incomplete emptying, faecal
urgency and lifestyle modifications and some variables
such as sex, reasons and timing for surgical resection,
and surgical details are reported in (Table III).

BOWEL FUNCTION BEFORE AND AFTER SURGERY

Before surgery 15,6% of patients reported that they
“always” suffered from bowel alterations, 24,4% of patients
“most of the time,” 11,1% “sometimes” and 17,8%
“rarely.” Only 31,1% of patients reported normal BF. After

TABLE II - Correlations between an “unsatisfactory” quality of life related of bowel function after surgery and the indications and timing for surgery, the 
details of the surgical technique, colostomy, anastomotic site, and  surgery complications. 

Variables N. of cases % “unsatisfactory”
Bowel function

Statistical Analysis

Indications for surgery, timing, sex
Acute phlogosis
Chronic
To prevent 2nd attack
Haemorrhage 

19
16
11
1

21.1%
6.3%
9.1%
0%

P=0.56  (Pearson Chi-Square)
(O. R.= not estimab.)

Elective surgery
Urgent surgery
Sex M
Sex F

26
21
21
26

3.8%
23.8%

0%
23.1%

P=0,05  (Fisher’s Exact Test)
O. R.= 0,128 (95% Confidence Interval 0,014-1.19)
P=0,02 (Fisher’s Exact Test)
(Odds Ratio= not estimab.)

Details of surgical techniques

Section of AMI at origin *
Distal vascular section *
Mob Flex spleen
NO mob Flex spleen
Laparotomy
Laparoscopy
Colostomy  NO
Colostomy YES
Mechanical Anastomosis
Manual Anastomosis

28
16
37
10
22
25
37
10
44
3

7.1%
25 %
16.2%

0%
22.7%
4.%
8.1%
30%

11.4%
33%

P=0.11 (Fisher’s Exact Test)
O. R.= 0,231 ((95% Confidence Interval 0,037-1,439)
P=0.21 (Fisher’s Exact Test)
O. R= not estimab.
P=0.06 (Fisher’s Exact Test)
O. R. = 7,03 (95% Confidence Interval 0,75-65,98)
P=0.10 (Fisher’s Exact Test) 
O. R. =0,206 ((95% Confidence Interval 0,034-1,140)
P=0.34 (Fisher’s Exact Test)
O. R. =0,256(95% Confidence Interval  0,02-3,336)

Site of colon distal section

Higher *
Promontory *
Lower *

4
23
18

0%
8.7%
16.7%

P=0.54 (Fisher’s Exact Test)
(Odds Ratio= not estimab.)

Postoperative complications

Not Complicated
Complicated

33
14

6.1
28.6

P=0.05 (Fisher’s Exact Test)  
O. R. = 0.16 (95% Confidence Interval 0,026-1,016

* Some data are missing
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surgery 13% of patients reported that they “always” suf-
fered from bowel alterations, 4,3% “most of the time,”
21,7% “sometimes” and 34,8% of patients “rarely”. 26,1%
of patients reported no alterations (p = 0,001). 
After surgery the most frequent bowel disorder was con-
stipation (36,2%), alternating irritable bowel syndrome
( 22%), diarrhea 4%, urgency/incomplete emptying 4%
(Fig. 2). Those patients who had undergone a left hemi-
colectomy with splenic flexure takedown reported a
greater frequency of alternating BF, while those who
underwent only resection of the sigmoid colon reported
constipation.

ABDOMINAL PAIN BEFORE AND AFTER SURGERY

Before surgery: 29,8% of patients reported that they had
“always” suffered from abdominal pain, 10,7% “most of
the time”, 29,8% “sometimes”, 14,9% “rarely”, 14,9%
“never”.

TABLE III - Incomplete Emptying, Fecal urgency and  Lifestyle alterations in correlation with all data concerning the indications for surgery, the timing 
as well as the methods of surgery, colostomy, anastomotic site , post surgery complications.

Variables N. 
of cases

MBFI-incomplete 
Emptying
score >3

P value MBFI-Fecal urgency 
score > 3

P value MBFI-Lifestyle 
Modification

Score >2

P value

Indications for surgery, timing , sex

Acute phlogosis
Chronic
To Prevent 2nd attack
Haemorrhage
Elective surgery
Urgent surgery
Sex M
Sex F

19
16
11
1
26
21
21
26

21.1%
12,5%
18,2%

0%
15,4%
19%
19%

15,4%

0.881

0.519

0.519

10,5%
0%
0%
0%
0%

9,5%
0%

7,7%

0.380

0.194

0.301

26,3%
18,8%
27,3%

0%
23,1%
23,8%
23,8%
23,1%

0.878

0,935

0.362

Details of  surgical techniques

Distal vascular section*
Section of A.M.I  at its origin*
Spleen  Flexure Mobilisation
NO  Spleen Flexure mobilization 
Laparotomy
Laparoscopy
Colostomy NO
Colostomy YES
Mechanical Anastomosis 
Manual Anastomosis 
Anastomosis T-T type*
Knight Griffen *

16
28
37
10
22
25
37
10
44
3
12
31

31,3%
10,7%
18,9%
10%

18,2%
16%

16,2%
20%

15,9%
33,3%
16,7%
19,4%

0.1

0.450

0.573

0.55

0.436

0.815

0%
7,1%
5,4%
0%

9,1%
0%

5,4%
0%

4,5%
0%

16,7%
0%

0.4

0.616

0.214

0,616

0.875

0.107

25%
25%
27%
10%

22,8%
16%

21,6%
30%

22,7%
33,3%
33%

22,6%

0,646

0,249

0,176

0,430

0,560

0,595

Site of colon distal section

Promontory*
Higher*
Lower*

23
4
18

8,7%
0%

27,8%
0.165

0%
0%

11,1%
0.208

17,4%
0%
33%

0.258

Postoperative complications

Complications
No  complications

14
33

7.1%
21,2% 0.234

7.1%
3% 0.512

21,4%
24,2% 0,577

* Some data is missing

Fig. 2: Relationship between type of intervention and most common
bowel function disorders.
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After Surgery: 4,3% of patients reported that they
“always,” suffered from abdominal pain, 2,1% “most of
the time” 4,3% “sometimes” 21,3% “rarely” and 68%
“never.” The difference was statistically significant
(p=0,017).

FISI

No patients suffered either from incontinence or from
soiling. When asked about emptying urgency, 1 patient
reported to be absolutely unable to distinguish between
gas and stool. Two patients said that this “rarely” hap-
pened and 2 other patients said that it happened
“sometimes.” Only 2 patients reported total gas incon-
tinence, 2 patients “occasionally” and 3 “sometimes.”

Discussion

Some current studies show that a large number of
patients who underwent sigmoidectomy for divertic-
ulitis reports poor bowel function as well as deterio-
ration of general health when surveyed after surgery.
Egger et al. gathered data of 124 patients followed
after surgery for diverticulitis and observed the fol-
lowing results: 25% of their patients reported unsatis-
factory bowel function; 36,7% reported painful con-
stipation, 23,3% reported painful abdominal disten-
sion, 23,3% reported abdominal cramping and 23,3%
reported diarrhoea. The authors did not quantify dura-
tion, frequency and severity of these symptoms.
Neither did they relate the symptoms to the type of
operation, nor to the operative methods. However, they
observed that such symptoms decreased and patients
had an improved QoL as time passed 15.
Another study by Ambrosetti P et al. 16 examined the
bowel function of 43 patients after elective sig-
moidectomy. The majority of patients reported
improved bowel function, thus, they concluded that
surgery for diverticulitis leads to excellent functional
outcomes. Nevertheless, 13% of patients were unhap-
py with their result, and 9.3% of patients described
unspecified “new postsurgical abdominal symptoms.”
The authors postulated that the patients with such
unsuccessful results might have suffered from con-
comitant irritable bowel syndrome.
Forgione et al. studied 46 patients treated with elec-
tive sigmoidectomy for at least one documented
episode of diverticulitis. Using the GI Quality of Life
Index, they found a significant increase in the GIQLI
score among patients undergoing surgery and con-
cluded that surgery for diverticulitis resulted in an
improvement of QoL. A limitation of the study was
that the GIQLI questionnaire was designed primarily
to measure upper gastrointestinal more than colon-
related symptoms 17.
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The study of Levack et al. showed that a sigmoidec-
tomy for diverticulitis either performed as elective or
in emergency is frequently connected to postoperative
unsatisfactory functional outcomes. Of the 325
patients in the study population, 19,6% reported fae-
cal urgency, 24,8% reported faecal incontinence and
20,8% reported incomplete emptying.
Unfortunately, the authors do not specify whether the
source of poor functional outcomes is the surgery itself
or the patient is underlying gastrointestinal dysfunc-
tion. These results are, however, worrisome 18. 
In addition, in those patients who had undergone
resection with splenic flexure takedown Thorn M. has
advocated a lower incidence of constipation, but,
unfortunately, a higher incidence of bowel dysfunc-
tions alternate diarrhoea and deterioration of bowel
function in general 14,18. 
In contrast with what has just been said, our study
reported surprisingly encouraging results. We report-
ed a rate of bowel dysfunctions that is much lower
than that mentioned by other authors: 87,2% of our
patients were highly satisfied with their postoperative
health. Overall, 60% of patients said they had nor-
mal bowel function while only 17% of patients had
significantly altered bowel function after surgery. 
In our experience, both bowel function and abdomi-
nal pain improved after surgery and 91.4% of the
patients were satisfied with the choice of surgery and
would agree to do it again. 
At the best of our knowledge, this aspect has not been
yet investigated.
None of our patients suffered from faecal inconti-
nence. In Levack’s 14 study 24,8% of the patients
were found to have from moderate to severe faecal
incontinence which on univariate analysis, was corre-
lated to gender (female), preoperative abscess and
splenic flexure takedown. Nothing has been said about
its correlation with the level of inferior resection. In
our opinion, the complete preservation of the rectum
ampulla, when possible, is the most important factor
for preserving a normal continence and preventing
Incomplete Emptying and faecal Urgency. In our expe-
rience, the inferior section had always been performed
above 10 cm from the anus, at promontory level,
involving the rectosigmoid junction. The patients with
longer rectal stump showed better functional results
even if their follow up was too short to evaluate if
this situation would induce any further episode of
diverticulitis.
Furthermore, we found no evident relationship
between postoperative QoL and IMA section site18-21.
On the contrary, Mari FS had highlighted that the
section of the IMA at its origin caused the lesion of
the nervous fibres coming from the pelvic plexus and
consequently it may favour motor disorders 21.
The patients’ surgical outcome is more likely to be
influenced by the length of removed bowel. 
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Conclusion

According to the present outcomes, we can say that QoL
as well as bowel function greatly improved after sig-
moidectomy. We would like to emphasize that the major-
ity of our patients was happy with their functional results
following surgery and that they would agree to under-
going again operation. Only four patients would not be
favourable to face another surgical treatment. These
patients shared the same characteristics: all of them
underwent emergency surgery and/or suffer from post-
operative complication. In addition, women showed
worse functional results.
Our survey indicated better postoperative outcomes as
well as an improved QoL in patients undergoing elec-
tive surgery with laparoscopic approach. On the contrary
to operate only patients with an acute complication of
diverticulitis increases complications and worsens post-
operative functional outcomes. There is some evidence
that the patients with more limited diverticular resection
have a greater tendency to recurrent symptoms, but it
is not always feasible to remove all diverticulosis with-
out performing a greatly extended resection. In our expe-
rience, a limited colon resection, without the spleen
mobilization, provides a better future bowel function, but
it is essential to remove all thickened and hypertrophied
colon tissue and the recto-sigmoid junction. Moreover
to save the rectal ampulla seems to reduce the incidence
of incontinence and urgency and improves the bowel
function. 
Finally, we recommended sigmoidectomy in all patient
with a poor QoL for diverticulitis and this solution can
significantly improve it by decreasing symptoms and by
preventing future attacks.
The definitive answers to these questions require further
analysis of functional results both pre and postoperative,
prospectively collected with a long follow up. It is also
essential to compare first patients who underwent surgery
for DD with patients treated with a conservative
approach, then this last group with patients without
diverticulitis in order to define, as time passes, an even-
tual different evolution of the intestinal function.

Riassunto

OBIETTIVO: Lo scopo dello studio è stato quello di valu-
tare la funzionalità intestinale dopo resezione colica per
malattia diverticolare e valutarne l’impatto sulla qualità
della vita.
MATERIALE E METODO: 47 pazienti sottoposti a resezio-
ne colica in urgenza o in elezione per malattia diverti-
colare, sono stati personalmente contattati o intervistati
per telefono, ed è stato loro fornito uno specifico que-
stionari. Per valutare funzionalità intestinale sono stati
utilizzati i seguenti test: “Memorial Bowel functional

Index”, “ Short Form (36) Health Survey questionnai-
re”, ed infine il “Fecal Incontinence Severity Index”.
Risultati: Un’urgenza fecale è stata riscontrata nel 4,25%
dei casi, un’evacuazione incompleta nel 17,03% dei
pazienti, ed una modificazione della dieta/Lifestyle nel
23,4% dei pazienti. Non vi sono stati casi di inconti-
nenza fecale completa. Dopo l’intervento chirurgico è
stata riscontrata una riduzione della sintomatologia dolo-
rosa addominale (p = 0.017) e una funzionalità intesti-
nale migliorata (p = 0.001). La qualità della vita corre-
lata alla funzionalità intestinale è stata definita buona o
molto buona nel 87,2% dei casi, mentre nel 4,3% dei
pazienti è stata rilevata una inadeguata funzionalità inte-
stinale. Questa condizione è stata correlata al sesso fem-
minile (p = 0,02), alla chirurgia d’urgenza (p = 0.05),
e alla morbilità post-operatoria (p = 0,05).
DISCUSSIONE E CONCLUSIONI: Nella nostra esperienza, sia
la funzionalità intestinale che il dolore addominale
migliorate dopo l’intervento sono migliorati e il 91,4%
dei pazienti sono stati soddisfatti di essere stati sottopo-
sti ad intervento chirurgico.
La presenza di sindromi infiammatorie croniche intesti-
nali non riconosciute a volte può essere responsabile di
disturbi persistenti anche dopo l’intervento chirurgico di
resezione colica.
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