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urological surgery. According to the surgical notes, all 21
patients had adhesiolysis performed during the surgical
management of the ileus. Three patients underwent surgery for strangulated inguinal hernias, and the cause of
ileus was obstruction by a previously unknown tumor in
four patients. According to their records, upon definite
diagnosis, these patients were directly taken to surgery
after intravenous fluid replacement and preoperative
preparation. The three patients underwent anterior resection for rectosigmoid tumors, and one patient underwent
right hemicolectomy for right colonic tumor and left lateral segmentectomy in the same session due to liver metastases. Two of these patients who underwent surgery
for tumors had colostomy performed, and two underwent
primary anastomosis. Finally, one patient underwent surgery for internal herniation, and one patient underwent
surgery for small bowel obstruction due to endometriosis.
All CTG patients (n =61) were discharged after observing restoration of bowel movement and stool passage,
and resolution of abdominal distension within 24–48
hours following nasogastric decompression, intravenous
fluid replacement, and oral administration of 50 ml Urografin 76 % (40 mg sodium amidotrizoate and 260 mg
meglumine amidotrizoate per ml; Bayer AG, Germany).
No statistically significant difference in WBC counts
was found between STG and CTG (p =0.225). The mean
CRP levels were 59.59 ± 70.91 mg/L in the STG and
54.54 ± 68.89 mg/L in the CTG. There was no statistically significant difference between the groups in terms
of CRP levels (p =0.67). The mean NLR values were 8.03
± 2.89 in the STG, and 7.21 ± 5.60 in the CTG. Thus,
the NLR values were higher in the STG, and there was
a statistically significant difference between the groups
(p =0.023) (Table 1). Receiver-operating characteristic
(ROC) curve analysis was performed to determine a cutoff value for NLR at the 95 % confidence interval, and
a cutoff value of 8.8 yielded a sensitivity of 43 % and a
specificity of 78 % (Figure 1).
Discussion
IO, which constitutes 15 % of all ED admissions, is
a leading cause of mortality and morbidity. The detailed
diagnostic approach in suspected patients depends on patient density in the ED, physicians’ experience, and hos-

pital’s laboratory and imaging facilities. To the best of
our knowledge, only a few studies in the literature have
reported the contribution of CRP to IO diagnosis and
treatment modalities. Fujii et al indicate that CRP does
not have any value in predicting the development of postoperative IO15. Similarly, in another study investigating
the value of CRP, which is an acute-phase protein used as
an inflammation marker, it was reported that a change in
CRP levels during the early period had a moderate diagnostic value in clinically suspected cases of acute appendicitis, which is a surgical emergency16. In another study,
Sushruth et al17 reported that CRP was not useful in diagnosing acute appendicitis due to low sensitivity (44 %)
and specificity (80 %). In our study, we found that CRP
alone was insufficient for deciding whether surgical or
conservative therapy should be administered in patients
with diagnosed IO (Table 1).
We were unable to find any study in the literature
reporting on whether WBC counts alone were sufficient
in deciding regarding surgery for IO. Costa et al recommended surgery when the WBC count was above 18 ×109
cells/L in patients diagnosed with IO18. In our study, there
was no statistically significant difference in WBC counts
between the two groups (STG and CTG). Therefore, we
consider that the WBC count alone is insufficient in establishing a decision regarding surgery versus conservative treatment in patients diagnosed with IO.
NLR has been reported to be a valuable diagnostic
tool in the decision-making process for surgical procedures in cases requiring urgent intervention, such as
acute appendicitis, acute cholecystitis, and incarcerated
hernia11,14,19,20. In their study, Lee et al20 reported that high
NLR values could be utilized to predict prolonged hospitalization of patients operated on for severe cholecystitis.
Xie et al14 emphasized that NLR can be applied to predict
intestinal resection due to ischemia in incarcerated inguinal hernias. Ortiz-Reyes et al21 reported that early enteral
nutrition in critically ill patients improves the patients’
clinical condition. It was found that early enteral nutrition reduces inflammation through interaction with the
gut-associated lymphoid tissue and that NLR levels were
low in these patients. In cases of infected diabetic feet,
high NLR values were associated with peripheral arterial
disease, high platelet-to-lymphocyte ratio (PLR) values

Table 1: Comparison of laboratory parameters of surgical and conservative therapy groups.

Surgically Therapy Group (OG) Conservative Therapy Group (NOG)

p value

Neutrophil (×109 cells/L)
Lymphocyte (×109 cells/L)

Mean ± SD
12.0 ± 4.60
1.5 ± 0.56

95 % CI
4.58-10.68
1.25-1.85

Mean ± SD
9.06 ± 4.83
1.6 ± 0.87

95 % CI
7.45-10.68
1.31-1.90

0.101*
0.701**

WBC (×109 cells/L)

14.04 ± 6.58

5.58-35.17

12.45 ± 5.68

3.54-32.12

0.225**

CRP (mg/L)

54.54 ± 68.89

17.82-91.25

59.59 ± 70.91

35.94-83.23

0.670**

8.03 ± 2.89

6.49-9.58

7.21 ± 5.60

5.38-9.08

0.023**

NLR

OG: operated case group, NOG: Non-operatively treated case group, SD: standard deviation, CI: confidence interval, WBC: white blood cell,
CRP: C-reactive protein, NLR: neutrophil-to-lymphocyte ratio, *: t-test, **: Mann-Whitney U test.

