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Ischemic colitis is a common disorder in elderly patients that is asso-
ciated with significant morbidity, mortality and health care expendi-

tures (1-3). Population-based studies reporting the incidence, 
morbidity and mortality of acute vascular insufficiency of the colon are 
lacking. A systematic review (4) reported that the incidence of 
ischemic colitis ranged from 4.4 to 44 cases per 100,000 person-years. 
Furthermore, three of every 1000 hospital admissions at one tertiary 
care centre in the United States (US) were for ischemic colitis (2); the 
same centre also reported that 1% of all colonoscopies and flexible 
sigmoidoscopies showed evidence of ischemic colitis (5). 

The prognosis for ischemic colitis is variable, with many patients 
experiencing mild events that do not require hospitalization. However, 
others require admission to hospital for physiological support and risk 
stratification. Patients with severe presentations may require a seg-
mental or total colectomy to manage complications of ischemic colitis. 
Mortality among patients with ischemic colitis who require colectomy 
is high. However, predictors for risk stratification for mortality are 
lacking in the literature. 

We assessed in-hospital mortality following colectomy for 
ischemic colitis and determined independent predictors of mortality 
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BACKGROUND: Ischemic colitis is a potentially life-threatening 
condition that can require colectomy for management. 
OBJECTIVE: To assess independent predictors of mortality following 
colectomy for ischemic colitis using a nationally representative sample 
of hospitals in the United States.
METHODS: The Nationwide Inpatient Sample was used to identify 
all patients with a primary diagnosis of acute vascular insufficiency of 
the colon (International Classification of Diseases, Ninth Revision codes 
557.0 and 557.9) who underwent a colectomy between 1993 and 
2008. Incidence and mortality are described; multivariate logistic 
regression analysis was performed to determine predictors of mortality. 
RESULTS: The incidence of colectomy for ischemic colitis was 
1.43 cases (95% CI 1.40 cases to 1.47 cases) per 100,000. The inci-
dence of colectomy for ischemic colitis increased by 3.1% per year 
(95% CI 2.3% to 3.9%) from 1993 to 2003, and stabilized thereafter. 
The postoperative mortality rate was 21.0% (95% CI 20.2% to 
21.8%). After 1997, the mortality rate significantly decreased at an 
estimated	annual	rate	of	4.5%	(95%	CI	−6.3%	to	−2.7%).	Mortality	
was associated with older age, 65 to 84 years (OR 5.45 [95% CI 2.91 to 
10.22]) versus 18 to 34 years; health insurance, Medicaid (OR 1.69 
[95% CI 1.29 to 2.21]) and Medicare (OR 1.33 [95% CI 1.12 to 1.58]) 
versus private health insurance; and comorbidities such as liver disease 
(OR 3.54 [95% CI 2.79 to 4.50]). Patients who underwent colonos-
copy or sigmoidoscopy (OR 0.78 [95% CI 0.65 to 0.93]) had lower 
mortality.
CONCLUSIONS: Colectomy for ischemic colitis was associated with 
considerable mortality. The explanation for the stable incidence and 
decreasing mortality rates observed in the latter part of the present 
study should be explored in future studies. 
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Les prédicteurs de mortalité chez les patients qui 
subissent une colectomie secondaire à une colite 
ischémique : une étude en population menée aux 
États-Unis

HISTORIQUE : La colite ischémique est une maladie au potentiel 
mortel dont la prise en charge peut exiger une colectomie.
OBJECTIF : Évaluer les prédicteurs indépendants de mortalité après 
une colectomie secondaire à une colite ischémique au moyen d’un 
échantillon national représentatif d’hôpitaux des États-Unis.
MÉTHODOLOGIE : Pour repérer tous les patients ayant un diagnos-
tic primaire d’insuffisance vasculaire aiguë du côlon (Classification 
internationale des maladies, Neuvième révision, codes 557.0 et 557.9), les 
chercheurs ont utilisé l’échantillon national de patients hospitalisé qui 
ont subi une colectomie entre 1993 et 2008. Ils en décrivent 
l’incidence et la mortalité et ont utilisé l’analyse par régression logis-
tique pour déterminer les prédicteurs de mortalité. 
RÉSULTATS : L’incidence de colectomie secondaire à la colite ischémique 
s’élevait à 1,43 cas (95 % IC 1,40 à 1,47 cas) sur 100 000 habitants. 
L’incidence de colectomie secondaire à la colite ischémique a augmenté 
de 3,1 % par année (95 % IC 2,3 % à 3,9 %) entre 1993 et 2003 et s’est 
stabilisée par la suite. Le taux de mortalité postopératoire était de 21,0 % 
(95 % IC 20,2 % à 21,8 %). Après 1997, le taux de mortalité a consi-
dérablement diminué, à un taux annuel estimatif de 4,5 % (95 % IC 
−6,3	%	à	−2,7	%).	La	mortalité	s’associait	à	un	âge	plus	avancé,	de	65	à	
84 ans (RC 5,45 [95 % IC 2,91 à 10,22]) par rapport à 18 à 34 ans; à 
l’assurance-maladie comme Medicaid (RC 1,69 [95 % IC 1,29 à 2,21]) 
et Medicare (RC 1,33 [95 % IC 1,12 à 1,58]) plutôt qu’à l’assurance-
maladie privée, et à des comorbidités comme les hépatopathies (RC 
3,54 [95 % IC 2,79 à 4,50]). Les patients qui avaient subi une colos-
copie ou une sigmoïdoscopie (RC 0,78 [95 % IC 0,65 à 0,93]) présen-
taient une mortalité moins élevée.
CONCLUSIONS : La colectomie secondaire à la colite ischémique 
s’associait à une mortalité considérable. Dans le cadre de prochaines 
études, il faudrait chercher à expliquer la stabilisation de l’incidence et 
la diminution du taux de mortalité observées dans la dernière partie de 
la présente étude.
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following colonic resection using a nationally representative sample of 
hospitals in the US. 

METHODS
Data source
Data were extracted from the Healthcare Cost and Utilization Project 
Nationwide Inpatient Sample (NIS) database for the years 1993 to 
2008. The NIS database contains hospital discharge abstracts from 
approximately 20% of nonfederal acute care hospitals in the US. 
Stratified random sampling was performed to ensure that the database 
was representative of the US population, and accounts for approxi-
mately 90% of all hospitalizations, including community and academic 
centres, but not long-term care facilities. The NIS contains informa-
tion on demographic characteristics, up to 15 diagnostic and proced-
ure codes based on the International Classification of Diseases, Ninth 
Revision, Clinical Modification (ICD-9-CM), outcomes and hospital 
characteristics. Because each record is for a single hospitalization – not 
a person – multiple records are possible for an individual with recur-
rent hospitalizations. NIS data compare favourably with the National 
Hospital Discharge Survey, supporting the validity of this database (6). 
Quality control and validation of the NIS are performed by the 
Agency for Healthcare Research and Quality in Rockville, Maryland 
(USA) (7). The NIS database has been used extensively to study 
nationwide outcomes for incidence, health service utilization and in-
hospital mortality (8-11). 

Study sample
ICD-9-CM diagnosis codes were used to identify 10,111 discharges of 
patients with a primary diagnosis of acute vascular insufficiency of the 
intestine (codes 557.0 and 557.9) who were admitted emergently from 
1993 to 2008, and underwent a segmental or total colectomy (codes 
45.7 or 45.8). Individuals with a co-existing ICD-9-CM procedural 
code for a small bowel resection (codes 45.50, 45.51, 45.6 and 45.72) 
were excluded to remove patients with ischemic small bowel. Patients 
with a secondary diagnosis of acute vascular insufficiency were 
excluded to avoid patients who experienced vascular insufficiency as a 
complication of their primary admission. Patients who were admitted 
electively were also excluded. The cohort was limited to adults 18 to 
84 years of age.

Study variables
The primary outcome of interest was in-hospital mortality following 
colectomy for ischemic colitis. Demographic variables evaluated 
included: age at diagnosis, categorized as 18 to 34, 35 to 49, 50 to 64 and 
65 to 84 years; sex; race and ethnicity, classified as Caucasian, African 
American, Hispanic, Asian or other/unknown; and health care insur-
ance status, categorized as private, Medicare, Medicaid, self-pay or 
other/unknown. The following Charlson index comorbidities were 
assessed: myocardial infarction, congestive heart failure, peripheral 
vascular disease, cerebrovascular disease, dementia, chronic pulmon-
ary disease, rheumatic disease, peptic ulcer disease, mild liver disease, 
moderate or severe liver disease, diabetes without chronic complica-
tions, diabetes with chronic complications, hemiplegia or paraplegia, 
renal disease, cancer, metastatic solid tumour and AIDS/HIV (12). 
Hospital characteristics evaluated included hospital location, classified 
as rural, urban teaching or urban nonteaching, and hospital region, 
categorized as Midwest, South, West or Northeast.

Statistical analysis
Calculation of percentages and logistic regression analyses were 
performed using SAS-callable SUDAAN release 11.0.0 (Research 
Triangle Institute, USA) to adjust for the complex sampling design 
of the NIS. Joinpoint Regression Program version 4.0.1 (Statistical 
Research and Applications Branch, National Cancer Institute, USA) 
was used to detect inflection points across time, and temporal analy-
ses were performed using SAS version 9.3 (SAS Institute Inc, USA) 
Figures were created using Stata Statistical Software release 11.2 
(StataCorp LP, USA). 

Discharge-level weights were used to produce 95% CIs for point 
estimates and to reflect nationwide data during the study period. The 
annual incidence and mortality for patients who underwent colectomy 
for ischemic colitis in the US population were determined. The 
annual incidence and mortality rates were calculated by dividing the 
weighted estimate for all annual admissions/deaths in US hospitals by 
the annual civilian population size for the US using estimates from 
census data. For each annual incidence and mortality rate, 95% CIs 
were calculated. Temporal changes in the incidence and mortality 
rates were calculated using generalized linear regression models that 
assumed a Poisson distribution and adjusted for overdispersion. 
Additionally, Joinpoint models were used to assess for statistical inflec-
tion points in the temporal trends; models with zero, one or two inflec-
tion points were tested to determine whether the trend would be best 
modelled by zero, one or two regression segments. 

Multivariable logistic regression using generalized estimating equa-
tions to account for clustering of discharges within hospitals was per-
formed to evaluate factors that predicted in-hospital mortality in 
patients who underwent colectomy for ischemic colitis. Covariates 
assessed in the model included demographics, Charlson index comor-
bidities and procedures implemented in the management of acute 
vascular insufficiency of the colon (eg, colonoscopy). Point estimates 
were represented as adjusted ORs with 95% CIs. Two-sided P values 
were reported with a significance level of 0.05.

RESULTS
Between 1993 and 2008, the NIS database sampled 10,111 discharges 
for ischemic colitis patients who underwent colectomy. The character-
istics of ischemic colitis patients requiring colectomy are summarized 
in Table 1. 

Incidence
The overall incidence for colectomy for ischemic colitis was 1.43 cases 
per 100,000 person-years (95% CI 1.40 cases to 1.47 cases). Between 
1993 and 2008, the incidence rate for colectomies in patients with 
ischemic colitis significantly increased (P=0.0004) (Figure 1). Over 
the 16-year study period, the estimated annual percent change 
(APC) in incidence rates was 1.4% (95% CI 0.6% to 2.3%; 
P=0.0004). A statistically significant inflection point was observed 
in 2003. Between 1993 and 2003, the incidence rate increased sig-
nificantly at an annual rate of 3.1% (95% CI 2.3% to 3.9%), whereas 
the	incidence	rate	between	2003	and	2008	was	stable	(APC	−2.1%	
[95%	CI	−4.7%	to	0.6%]).	

Mortality
Among patients who were emergently admitted to hospital for 
ischemic colitis and underwent colectomy, 21.0% (95% CI 20.2% to 
21.8%) died in hospital. The overall mortality rate in the US was 
0.30 per 100,000 population (95% CI 0.29 to 0.31). A statistically 
significant inflection point for mortality was observed in 1997. 
Between 1993 and 1997, the mortality rate of colectomy for ischemic 
colitis increased significantly at an annual mean rate of 10.1% (95% 
CI 4.5% to 16.0%). After 1997, the mortality rate decreased signifi-
cantly	(APC	−4.5%	[95%	CI	−6.3%	to	−2.7%])	(Figure	2).

In multivariate logistic regression analysis, several factors were 
found to predict mortality following colectomy for ischemic colitis 
(Table 1). Patients 65 to 84 years of age were more likely to die 
(OR 5.45 [95% CI 2.91 to 10.22]) compared with the age group 
18 to 34 years; and patients with Medicaid insurance (OR 1.69 [95% 
CI 1.29 to 2.21]) and Medicare insurance (OR 1.33 [95% CI 1.12 to 
1.58]) were more likely to die compared with those with private insur-
ance. Comorbidities such as liver disease (OR 3.54 [95% CI 2.79 to 
4.50]) were associated with increased risk for mortality, whereas other 
comorbidities such as diabetes (OR 0.57 [95% CI 0.42 to 0.77]) were 
negatively associated with death (Table 1). Patients who underwent 
colonoscopy or sigmoidoscopy had a lower risk for death (OR 0.78 
[95% CI 0.65 to 0.93]) (Table 1).
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DISCUSSION
The present population-based study evaluated the incidence of and 
mortality from colectomy for ischemic colitis in the US using a nation-
ally representative sample. As the North American population ages, 

Figure 1) Annual incidence rates of ischemic colitis for patients requiring 
colectomy in the United States between 1993 and 2008

TAbLe 1
Predictors of in-hospital mortality in patients who underwent 
colectomy for ischemic colitis between 1993 and 2008

Variable
% (95% CI)  
(n=10,111)

Mortality, %  
(95% CI) (n=2112)

Adjusted OR 
(95% CI)

Age, years
   18–34 2.1 (1.8–2.4) 5.2 (2.9–9.2) 1.00
   35–49 6.6 (6.2–7.1) 10.4 (8.3–12.9) 1.84 (0.95–3.57)
   50–64 22.5 (21.6–23.3) 15.4 (13.9–16.9) 3.17 (1.71–5.89)
   65–84 68.8 (67.8–69.7) 24.3 (23.3–25.4) 5.45 (2.91–10.22)
Sex
   Male 38.7 (37.7–39.6) 21.6 (20.3–22.9) 1.00
   Female 61.3 (60.4–62.3) 20.6 (19.6–21.6) 0.94 (0.85–1.04)
Race
   Caucasian 63.7 (62.3–65.1) 21.2 (20.2–22.2) 1.00
   African  
      American

6.3 (5.8–6.9) 21.6 (18.4–25.1) 0.93 (0.75–1.16)

   Hispanic 3.0 (2.7–3.4) 20.6 (16.4–25.5) 0.94 (0.69–1.28)
   Asian 0.5 (0.3–0.6) 15.3 (7.6–28.6) 0.66 (0.28–1.52)
   Other/unknown 26.5 (25.1–27.9) 20.5 (18.9–22.1) 1.03 (0.91–1.18)
Health Insurance
   Private 21.2 (20.4–22.1) 12.9 (11.5–14.4) 1.00
   Medicare 69.8 (68.8–70.7) 23.8 (22.8–24.9) 1.33 (1.12–1.58)
   Medicaid 5.0 (4.5–5.4) 19.2 (16.0–22.8) 1.69 (1.29–2.21)
   Self-pay 2.0 (1.8–2.3) 13.9 (9.7–19.6) 1.30 (0.84–2.03)
   Other/unknown 2.0 (1.7–2.3) 18.3 (13.6–24.1) 1.41 (0.97–2.06)
Hospital location
   Rural 14.4 (13.5–15.3) 19.0 (16.8–21.3) 1.00
   Urban,  
      nonteaching

44.2 (42.9–45.5) 20.7 (19.5–21.9) 1.12 (0.95–1.33)

   Urban,  
      teaching

41.4 (40.1–42.7) 22.0 (20.7–23.4) 1.24 (1.05–1.47)

Hospital region, United States
   Northeast 22.1 (21.0–23.3) 22.6 (20.8–24.6) 1.00
   Midwest 26.0 (24.9–27.1) 19.8 (18.2–21.4) 0.84 (0.71–0.98)
   South 41.7 (40.5–43.0) 22.1 (20.8–23.4) 0.97 (0.85–1.12)
   West 10.2 (9.3–11.1) 16.0 (13.8–18.4) 0.71 (0.57–0.88)
Myocardial infarction
   No 91.5 (90.9–92.0) 20.7 (19.9–21.6) 1.00
   Yes 8.5 (8.0–9.1) 23.7 (20.9–26.6) 1.09 (0.91–1.30)
Congestive heart failure
   No 77.9 (77.1–78.7) 19.2 (18.3–20.1) 1.00
   Yes 22.1 (21.3–22.9) 27.2 (25.4–29.2) 1.33 (1.18–1.50)
Peripheral vascular disease
   No 91.1 (90.5–91.7) 21.2 (20.3–22.0) 1.00
   Yes 8.9 (8.3–9.5) 19.1 (16.7–21.8) 0.81 (0.68–0.98)
Cerebrovascular disease
   No 95.7 (95.3–96.1) 20.6 (19.8–21.5) 1.00
   Yes 4.3 (3.9–4.7) 28.4 (24.2–33.0) 1.46 (1.15–1.86)
Dementia
   No 98.8 (98.6–99.0) 21.0 (20.2–21.8) 1.00
   Yes 1.2 (1.0–1.4) 19.6 (12.9–28.7) 0.85 (0.50–1.44)
Chronic pulmonary disease
   No 71.8 (70.9–72.7) 20.4 (19.4–21.4) 1.00
   Yes 28.2 (27.3–29.1) 22.5 (21.0–24.1) 1.04 (0.93–1.16)
Rheumatic disease
   No 96.9 (96.5–97.2) 20.9 (20.1–21.8) 1.00
   Yes 3.1 (2.8–3.5) 22.6 (18.3–27.6) 1.22 (0.92–1.61)
Peptic ulcer disease
   No 97.9 (97.6–98.1) 20.8 (20.0–21.6) 1.00
   Yes 2.1 (1.9–2.4) 29.3 (23.5–35.7) 1.50 (1.10–2.04)

TAbLe 1 – CONTINUeD
Predictors of in-hospital mortality in patients who underwent 
colectomy for ischemic colitis between 1993 and 2008

Variable
% (95% CI)  
(n=10,111)

Mortality, %  
(95% CI) (n=2112)

Adjusted OR  
(95% CI)

Mild liver disease
   No 96.3 (95.9–96.7) 20.1 (19.3–20.9) 1.00
   Yes 3.7 (3.3–4.1) 44.6 (39.6–49.8) 3.54 (2.79–4.50)
Diabetes without chronic complication
   No 84.7 (84.0–85.4) 21.6 (20.7–22.5) 1.00
   Yes 15.3 (14.6–16.0) 17.5 (15.6–19.5) 0.71 (0.61–0.83)
Diabetes with chronic complication
   No 96.5 (96.1–96.9) 21.1 (20.3–22.0) 1.00
   Yes 3.5 (3.1–3.9) 17.3 (13.7–21.6) 0.57 (0.42–0.77)
Hemiplegia or paraplegia
   No 99.1 (98.9–99.3) 21.0 (20.2–21.8) 1.00
   Yes 0.9 (0.7–1.1) 19.8 (12.5–30.1) 0.98 (0.53–1.79)
Renal disease
   No 87.2 (86.5–87.9) 19.1 (18.3–20.0) 1.00
   Yes 12.8 (12.1–13.5) 33.5 (30.9–36.3) 2.23 (1.92–2.58)
Cancer
   No 96.0 (95.6–96.4) 20.6 (19.7–21.4) 1.00
   Yes 4.0 (3.6–4.4) 31.0 (26.8–35.6) 1.72 (1.35–2.18)
Moderate or severe liver disease
   No 99.5 (99.3–99.6) 20.8 (20.0–21.7) 1.00
   Yes 0.5 (0.4–0.7) 47.4 (34.7–60.5) 2.17 (1.17–4.04)
Metastatic solid tumour
   No 98.5 (98.3–98.8) 20.8 (20.0–21.7) 1.00
   Yes 1.5 (1.2–1.7) 30.2 (23.3–38.2) 1.41 (0.92–2.17)
AIDS/HIV
   No 99.86 (99.77–99.92) 21.0 (20.1–21.8) 1.00
   Yes 0.14 (0.08–0.23) 34.2 (14.9–60.6) 2.43 (0.66–8.92)
Colonoscopy or sigmoidoscopy
   No 90.6 (90.0–91.2) 21.3 (20.4–22.2) 1.00
   Yes 9.4 (8.8–10.0) 17.9 (15.6–20.5) 0.78 (0.65–0.93)

Continued in next column
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we will likely observe an increasing number of admissions to hospital 
for ischemic colitis. Reassuringly, the annual incidence of colectomy 
for ischemic colitis has stabilized since 2003. This is important because 
colectomy for ischemic colitis was associated with significant mortal-
ity. Nearly one in five patients who were emergently admitted to hos-
pital with ischemic colitis and required a colectomy subsequently died 
in hospital. 

Our sample specifically assessed hospitalized patients with ischemic 
colitis who required colectomy. The present study was not designed to 
analyze patients with ischemic colitis not requiring hospital admission, 
or who were admitted to hospital but did not require colectomy. 
Furthermore, patients with ischemic colitis who died in hospital before 
colectomy were not evaluated. Additionally, acute vascular insuffi-
ciency of the colon occurring as an in-hospital complication (eg, 
postsurgery) was not included in the present study. Nonetheless, the 
high mortality associated with this condition necessitates prospective 
studies to evaluate modifiable factors that may prevent the occurrence 
of ischemic colitis or mitigate mortality among patients with ischemic 
colitis who require colectomy. 

While the incidence of colectomy for ischemic colitis has not 
decreased, mortality rates have decreased significantly since 1997. 
These results suggest that clinical detection and management may be 
improving across time. Cardiovascular risk factor modification strat-
egies (eg, smoking cessation, improved diabetes management, etc) 
have improved during our study period (13), and may have indirectly 
reduced the burden of disease. Further advances in surgical manage-
ment and postoperative management, including intensive care man-
agement, may have improved mortality outcomes. Additional studies 
will be needed to explain potential causes of the decline in mortality 
rates observed after 1997.

Several important risk factors for mortality and surgery were identi-
fied. Our study demonstrated that colonic resection increased the risk 
for death. Brandt et al (14) also showed that mortality was higher 
(37%) in patients needing surgery compared with those managed med-
ically (5.6%). However, surgical resection may simply act as a surro-
gate for patients with increased disease severity. Also, patients without 
private insurance were at increased risk for mortality and colonic 
resection. Such patients may have been disenfranchised with increased 
barriers to early access to health care, contributing to worse disease 
states and outcome (15). Furthermore, these patients may have had 
lower socioeconomic status and may have been more likely to have 
cardiovascular risk factors (eg, smoking). 

Other predictors of mortality identified in our study included 
advancing age and specific comorbidities including liver disease, renal 
disease and congestive heart failure. Other studies have reported that 
hyperthyroidism, stroke, cancer, hepatitis C and renal dysfunction 
increase mortality (2,13,14,16-19). Thus, clinicians should cautiously 
monitor patients with these comorbidities who are admitted with 
ischemic colitis. Future studies are necessary to evaluate whether a pre-
diction rule for mortality can be generated from at-risk comorbidities. 

Patients who underwent colonoscopy or sigmoidoscopy were less 
likely to die. Patients who undergo these procedures present with more 
classic symptoms, such as hematochezia, which warrants earlier diag-
nostic intervention and medical management. Patients who undergo 
endoscopic evaluation may also represent those receiving additional 
expert management by a gastroenterologist or surgeon. Alternatively, 
gastroenterologists are less likely to endoscopically evaluate ill patients 
at risk for perforation or unable to tolerate sedation. Consequently, the 
reduced mortality associated with endoscopic evaluation may have 
been biased by confounding by indication. 

Our results should be interpreted in the context of the limitations 
associated with the use of administrative databases (20,21). First, our 
study population was based on the ICD-9 code for vascular insuffi-
ciency of the intestine, which does not have the specificity to differen-
tiate ischemic colitis from small bowel infarction. However, all of our 
patients underwent a partial or total colectomy, and we excluded all 
patients who underwent a concurrent small bowel resection. Also, a 

study that validated ICD-9 coding demonstrated that the majority of 
cases represented ischemic colitis (22). Second, the NIS database 
extracts data from discharge abstracts, which prevents investigators 
from following patient outcomes postdischarge. Third, the NIS data-
base does not provide data on preadmission or in-hospital medications 
and, thus, we could not directly study the effects of medication use 
that have been examined in other studies (23,24). Fourth, although 
the sampling frame of the NIS has been shown to represent >90% of 
all hospitalizations, Veteran Affairs hospitals were not included in the 
NIS database. Thus, the annual civilian population size for the US was 
used as the denominator for incidence and mortality calculations. 
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Figure 2) Annual mortality rates for ischemic colitis patients requiring 
colectomy in the United States between 1993 and 2008

CONCLUSION
Our population-based study evaluated the incidence of colectomy 
for ischemic colitis in the US using a nationally representative 
sample. In the latter years of our study, the incidence of colectomy 
for ischemic colitis stabilized and mortality rates decreased. This was 
an important finding because 20% of patients died postoperatively. 
Additional prospective studies in this area will elucidate clinical and 
medication-related parameters for treatment, early detection, nat-
ural disease history, and risk factor modification to decrease adverse 
outcomes and overall burden of this important disease.
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