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Evaluating if colonoscopies 
are essential after a 
diverticulitis diagnosis

It was with great interest that we read 
the work of George Ou and col-
leagues1 regarding Colonoscopy after 
CT-diagnosed acute diverticulitis 
published June 1, 2015. While this 
paper explores a very relevant and 
topical subject there are a few issues 
we would like to highlight.

Although this paper was pub-
lished in June 2015 the data were 
collected for this study from 2005 to 
2010. This does make the data 
potentially outdated, and the authors 
provide no justification in the paper 
for what appear to be arbitrarily 
selected dates. There also appear to 
be some flaws in the methodology, 
which could produce some bias. The 
paper reports 79.6% of the patients 
received contrast with their CTs; 
this should have been standardized 
and the others excluded. There is 
also no mention of how many clin
icians reported the CT scans or if it 
was a collaborative effort or the 
work of an individual radiologist, as 
we know this can differ from gener-
alist to specialist radiologist.2

The paper does not have any follow-
up data on 50.9% of the patients, 
which the authors have recognized as 
a limitation, but this could be a source 
of selection bias. The authors also 
state that 20.2% had premalignant 
polyps, which they give the endo-
scopic findings for but do not state if 
these were picked up on the CT scan. 
This could imply that not doing a 
colonoscopy after CT-diagnosed 
diverticulitis could potentially have 
led to 32 missed cancers. There is 
some evidence that CT scans miss 
around 1 in 29 colorectal cancers.3

The authors’ state that among the 
patients found to have premalignant 
adenoma colonoscopy was of benefit, 

and they go on to suggest that it is 
conceivable this may have been 
missed without colonoscopy.

Overall, this study addresses a very 
relevant clinical question; however, 
given the points highlighted in this 
letter, there remains some doubt over 
the validity of the main conclusions. It 
would be worth repeating this study, 
rectifying these issues and those iden-
tified by the author. Until the ques-
tion posed by this study is unequivo-
cally answered, good practice would 
be to continue to follow-up patients 
with CT diagnosed diverticulitis with 
a colonoscopy.
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Author response

We appreciate the insightful com-
ments from Herron and colleagues 
and the opportunity to expand on a 
few points.

Our retrospective study1 demon-
strates that the prevalence of malig-
nancy among patients with diverticu-

litis diagnosed on high-resolution 
(64-slice) CT scan was 1.4%, similar 
to that of average-risk population.2

The data period was chosen based 
on the time when high-resolution 
CT came into widespread use. Since 
then, 64-slice CT has remained the 
practice standard at our centre as 
well as at many others, thus main-
taining the applicability of our 
results.

Ideally, contrast-enhanced CT 
should be used when acute diver
ticulitis is suspected, but this is often 
limited by contrast allergies and 
impaired renal function in practice. 
Although the quality of the studies 
are affected by lack of contrast, radi-
ologists can still make the appropri-
ate interpretations based on the clin-
ical context provided by requesting 
clinician. We fear that excluding 
patients who were unable to receive 
contrast would have introduced sub-
stantial selection bias. To ensure 
that the included patients had find-
ings consistent with acute diverticu-
litis, all of the CT scans in this study 
were retrospectively reviewed by a 
single radiologist specialized in 
abdominal imaging.

The premalignant findings in 
23 patients were not specifically com-
pared with the CT scans in this study. 
Unlike CT colonography, which 
invovles bowel preparation to rid of 
fecal matter and enteral contrast to 
distend the colon as well as to 
enhance the appearance of polyps, 
plain CT scan is not designed to 
assess intraluminal pathology.

None of the 23 patients with pre-
malignant findings had undergone 
colorectal cancer (CRC) screening in 
the form of endoscopy (it was 
unknown if they had previous screen-
ing in the form of annual fecal occult 
blood tests) despite a mean age of 
61.5 years owing to opportunistic 
screening being the primary strategy 
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at that time. This finding, together 
with the fact that all 4 patients with 
malignancy also did not have previous 
CRC screening, underscores the 
importance of age-appropriate 
screening. We therefore recommend 
endoscopy-naive patients undergo 
follow-up endoscopic evaluation. On 
the other hand, if a patient already 
had high-quality colonoscopy with no 
evidence of polyp within a reasonable 
time before diverticulitis was diag-
nosed, it is conceivable that a repeat 
colonoscopy would be redundant.

One of the strengths of this study 
is the use of a provincial cancer regis-
try to capture any CRC that may have 
risen since the diagnosis of acute 
diverticulitis. Absence of additional 
cases of CRC in the registry among 
those who did not have follow-up 
endoscopy lends support to the idea 
that not all patients with acute diver-
ticulitis require follow-up endoscopy 
to rule out underlying malignancy.

Based on the results of our study, 
we recommend selective endoscopic 
evaluation in the following patient 
populations after a diagnosis of acute 
diverticulitis on high-resolution CT 
scan: patients ≥ 50 years of age who 
are due for CRC screening/polyp sur-
veillance in the form of colonoscopy 
based on recommended intervals,3 and 
those with suspicious CT findings, 
such as a mass lesion with obstruction.

George Ou, MD; Greg Rosenfeld, 
MD; Brian Bressler, MSc, MD

From the Department of Medicine, Division 
of Gastroenterology, St. Paul’s Hospital, Uni-
versity of British Columbia, Vancouver, BC

DOI: 10.1503/cjs.016515

References

  1.	 Ou G, Rosenfeld G, Brown J, et al. Colo-
noscopy after CT-diagnosed acute diver-
ticulitis: Is it really necessary? Can J Surg 
2015;58:226-31.

  2.	 Niv Y, Hazazi R, Levi Z, et al. Screening 
colonoscopy for colorectal cancer in 
asymptomatic people: a meta-analysis. Dig 
Dis Sci 2008;53:3049-54.

  3.	 Lieberman DA, Rex DK, Winawer SJ, et 
al. Guidelines for colonoscopy surveillance 
after screening and polypectomy: a con-
sensus update by the US Multi-Society 
Task Force on Colorectal Cancer. Gastro-
enterology 2012;143:844-57.

Operative or nonoperative 
management of Hinchey III 
purulent acute diverticulitis?

We read with interest the article by 
Dr. Vennix and colleagues1 published 
in Lancet that rekindles the debate on 
management of severe acute diver
ticulitis (Hinchey III); the lower early 
morbidity of surgical resection 
reported by the authors definitely 
challenges the recent trend toward 
mini-invasive management by laparo-
scopic lavage (LL).2,3

Interestingly, in the authors’ whole 
series, major morbidity and 12-month 
mortality reached 30% and 11% 
(14% in the resection group [RG]), 
respectively. Overall, patients under-
went 157 operations (88 primary sur-
geries, 40 reoperations and 29 stoma 
reversals), accounting for a ratio of 
1.8 operations per patient (1.9 in the 
RG). Moreover, 52% of patients 
underwent ileo-/colostomy (68% in 
the RG), which was never reversed in 
27% of cases. Finally, 15% of patients 
had fascial dehiscence within 1 year.

Also considering that patients 
with stercoral peritonitis (Hinchey 
IV) were excluded, results of surgery 
in the studied population seem poor 
and possibly caused by the emer-
gency setting, rather than the pur-
pose of surgery (resection s. nonre-
section). Admitting that LL is not 
superior because no difference is 
recorded between the 2 groups does 
not mean that performing an emer-
gency sigmoidectomy is the best 
option in a septic patient with an 
ongoing acute peritonitis. The real, 
upcoming question seems to be 
whether Hinchey III patients (whose 
results are poor regardless of the per-
formed procedure) really need emer-
gency surgery. Since the study does 
not include a conservative manage-
ment group, efficacy of antibiotics 
alone is not assessed.

We recently reported a 92% suc-
cessful conservative management of 
hemodynamically stable patients 
with diverticulitis-associated pneu-
moperitoneum and no diffuse 
colonic perforation at CT (82% and 
72% presenting free intraperitoneal 
fluid and clinical signs of diffuse 

acute peritonitis, respectively).4 
None died, 3 were reoperated and 7 
required percutaneous drainage, 
which was considered a successful, 
nonoperative management, and we 
concluded that most non-Hinchey 
IV patients may be managed conser-
vatively. Moreover, only 19 patients 
underwent delayed elective sigmoid-
ectomy (with 2 reoperations), 
whereas 17 patients completely 
avoided surgery, with an overall 
ratio of 0.6 operations per patient.

In accordance with Vennix and 
coleagues, we believe that an accurate 
preoperative diagnosis should 
improve Hinchey III patient selec-
tion, not to undergo laparoscopic 
drainage, but rather to avoid an 
unnecessary surgery.

Randomized multicentre trials, 
comparing a surgical and a conserva-
tive approach to patients affected by 
non-Hinchey IV acute diverticulitis 
are needed to assess if, in this class of 
patients, less is more.
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Re: Recurrence of inguinal 
hernias repaired in a large 
surgical specialty hospital and 
general hospitals in Ontario, 
Canada

It is extremely rare, for an article 
dealing with the lowly hernia to 
provoke a tremor in the world of 
surgery. Malik and colleagues1 have 
just managed that seismic quality 
and they are to be congratulated and 
celebrated.

For 20 years, synthetic meshes 
have become the mainstay of hernia 
surgery, thanks to an industry that 
fostered conferences, societies and 
free courses, but also flagrant and 
undaunted marketing. The drawbacks 
of meshes were always vague and neb-
ulous.2,3 The current generation of 
surgeons can truly be said to have 
been formed by the industry!

Mesh-based repairs are touted as the 
ideal in the guidelines of the European, 
Danish and Swedish Hernia Societies.4 
The American Hernia Society has 
found no reason to disapprove.

The Shouldice repair, a pure tissue 
repair, rated a mention only when 
infected mesh was removed! Sadly, no 
one performs or knows how to per-
form a Shouldice repair outside 
Thornhill. A repair which, barely 
20 years ago, was considered the “gold 
standard.”

The world literature is now 
replete with publications on chronic 
postherniorrhaphy inguinodynia, a 
condition unknown before the intro-
duction of mesh. In 1964, in Nyhus’ 
classic hernia, postherniorrhaphy 
pain did not rate a mention in its 
index.5 In Ponka’s equally excellent 
book, pain is mentioned in half a col-
umn as “uncommon” and due to 
“scar tissue” (1980).6

Copious publications are now 
firming up the statistics on postop-
erative complications of mesh: 11% 

of patients will have a history of 
severe  chron ic  pos topera t i ve 
inguinodynia severe enough to be 
detrimental to their quality of life. 
Another group of patients (3%–4%) 
will suffer irreversible dysejacula-
tion, which only 20 years ago, with-
out mesh, had an incidence of 1 in 
2500 cases and was reversible! A 
hundred-fold (or 10 000%) increase. 
Another 10% will manifest severe 
testicular pain secondary to mesh 
erosion of the vas, which in some 
cases will require an orchidectomy. 
The specter of infertility has not 
been an issue, unless there is contact 
between mesh and vas (as in a Lich-
tenstein or laparoscopic approach) 
in a young adult with bilateral 
repairs and who may consider a 
family 10 years down the road. The 
delay in reaching the vas lumen is 
7–10 years (unpublished data). 
Transmigration into adjacent organs 
are commonly reported but not sys-
tematically quantified with any 
accuracy through industrial surveil-
lance. With such evidence, would a 
“duly informed” patient consent to 
mesh-based surgery?

To answer our respected authors, 
mesh is used in 3% of the cases at the 
Shouldice Hospital. Around the 
world, mesh is used in 90%–97%.7

The better results of the Shoul-
dice repair are not due to legerde-
main. Their surgeons truly know 
anatomy. More so than surgeons 
who do an average of 50 cases a year. 
In the Swedish registry, 50% of the 
surgeons did fewer than 7 cases a 
year. The hackneyed aphorism with 
vendors that… “ with mesh, you do 
not need to know anatomy” is sim-
ply untrue.

Professor Volcker Schumpelick, 
Editor in Chief of the Hernia, in his 
address to the American Hernia Soci-
ety (2005) stated that “despite the 
introduction of mesh and laparos-
copy, there has been no reduction in 
the incidence of hernia recurrences in 
the last 30 years. That incidence 
worldwide is 14%.”8 Why are the 
European guidelines rushing to be 
launched as World guidelines?

This thorough, objective, gener-
ously followed, massive population-

based analysis by our Toronto col-
leagues has already reached Hernia 
and the European Hernia Society. 
The “tailored approach” concept is 
rather new. This paper will help nail 
that merciful concept. The figure 
estimated at 10%–20% could be 
brought to a mere 5% with simple 
emphasis of anatomy. The Shouldice 
Hospital already demonstrated, 
20  years ago, that 1%–5% is the 
magic number depending on the type 
of hernia.9

This paper will become a classic, 
cited beyond the wildest dreams of its 
authors. It will awaken many residents 
to ask why it takes 4–6 years of surgical 
training if the industry can do it, 
through vendors, in a matter of minutes.

I would like to think that my learned 
and respected colleagues of the Univer-
sity of Toronto have revealed a good 
omen for a return to a saner algorithm 
and a harbinger of what I like to call a 
timely revival of a “greener operation.”
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