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Depending on the degree of contamination and patient
factors such as co-morbidities, albumin, and the level of
inotropic support, a single stage procedure with primary
anastomosis or a two stage procedure with interval
colostomy is performed.®® Primary colectomy with
immediate or delayed anastomosis is the best surgical
procedure for complicated CDD in patients with good
biologic status. Two-stage operations such as colostomy
and drainage coupled with late colectomy remain the
viable alternative in patients with complicated CDD and
critical biologic condition. As advanced age, co-

morbid conditions, and perioperative sepsis predict
mortality, it is suggested that further reduction in mortality
will require improvement in medical management of
perioperative sepsis and co-morbid conditions.®®

Patients must be made aware during the consent process
that if a colostomy is deemed necessary at laparotomy,

less than 50% of patients will subsequently undergo Figure 4. (a) I\Ileenteric a-ngiogram shoig

restoration of intestinal continuity.*® Although a recent extravasation of contrast within a bleeding caecal

study of 63 patients who underwent a Hartmann's abitntig i el

procedure for complicated diverticular disease, 96.9%
of patients had their bowel continuity restored with a
morbidity of 38.5% and a mortality of 3.1%, suggesting
a in high percentage of patients the Hartmann procedure
could be restored with a low mortality.41

4. Haemorrhage

Bleeding from a CDD is common and accounts for 40%
of cases of lower Gl haemorrhage.* It is estimated that
3-5% of patients with diverticulosis will have an episode
of severe haemorrhage.*? Patients present with painless
and profuse fresh rectal bleeding, but rarely
exsanguinating. It may be associated with mild left lower
quadrant cramps and the urge to defaecate. In 70-80%
of patients the haemorrhage ceases spontaneously, with
a re-bleeding rate of 22-38%.3

Figure 4. (b) limited right hemicolectomy specimen

Initial patient management involves resuscitation followed
by an upper gastrointestinal (Gl) tract endoscopy to
exclude a major upper Gl bleed and proctoscopy to
exclude a anorectal cause such as haemorrhoids.** If
bleeding continues, mesenteric angiography is carried
out to identify the site of bleeding which should be
followed by a limited hemicolectomy if an actively
bleeding source is identified (Figure 4, a-c).*® Contrast
enhanced CT scan is being increasingly used to localise
the source of bleeding.*® Depending on the local expertise,
embolisation of the bleeding point may be attempted,
which has been shown to be safe and effective.*” On

table colonoscopy for the diagnosis and localisation of - - - - -
Figure 4. (c) opened up specimen with bleeding site

a bleeding point is often unsuccessful in the presence (arrowed).
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of active bleeding.*® If angiography is not available, and
the site of bleeding unknown, a subtotal colectomy is
an option, which, at times, may not prove successful.
If the bleeding settles with conservative management,
a colonoscopy should be performed as an out-patient to
exclude a colonic neoplasm.®°

5. Fistulae

a. Colovesical fistula

Colovesical fistula (CVF) is the most common type (65 %)
of fistula associated with CDD which results from erosion
of the bladder by an inflammatory phlegmon. There is
a 2:1 male to female preponderance, as the bladder is
protected by the uterus in the female. Pneumaturia and
faecaluria in association with a recurrent urine infection
are the presenting features.*® Diagnosis is confirmed
by CT scan which may show presence of gas the bladder
(Fig ). A CT with rectal contrast may show the fistula.
A cystoscopy and flexible sigmoidoscopy should be
performed to exclude malignancy. A one-stage primary
resection of sigmoid colon with colorectal anastomosis
together with disconnection of the CVF followed by
simple closure, reinforcement with an omental flap, or
resection and closure of bladder defect is possible in
90% of the patients.®°

b. Colovaginal fistula

Colovaginal fistulae account for a further 25% of fistula
cases which occurs in females who have previously had
a hysterectomy.®' The passage of flatus or stool per
vagina is pathognomonic features. Treatment should
consist of similar pathway as with colo-vesical fistula,
that is, primary resection and repair of the fistula.?? If
patients are not deemed fit enough to tolerate resection,
a defunctioning colostomy for symptomatic relief may
be adequate.

c. Other fistulae

Colo-enteric, colo-cutaneous, colo-uterine, colo-salpingeal
and colo-urethral are less common, which are managed
like other fistulae described earlier on.%®

6. Intestinal Obstruction

Patients with CDD may present with feature of intestinal
obstruction secondary to the relative luminal narrowing
from inflammation, or from an extrinsic compression by
pericolic abscess. Recurrent diverticulitis can lead to

progressive fibrosis and stricture formation.®® A contrast
enema or a CT scan will confirm the diagnosis and
excludes a pseudo-obstruction. A high grade stricture
or complete obstruction requires limited resection. For
a stricture detected on barium enema, a colonoscopy
and biopsy should be undertaken to exclude malignancy.
If neoplasia can not be excluded, an en bloc (cancer
style) resection should be performed. Colonic stenting
for diverticular strictures have been conducted but with
less favourable outcomes than that for tumour.®’

LAPAROSCOPIC COLECTOMY

Laparoscopic management of sigmoid diverticular disease
has emerged as an important adjunct to the existing
armamentarium which offers earlier restoration of intestinal
function and resumption of normal diet, less post-
operative pain and lower morbidity, thus facilitating
earlier discharge from hospital and quicker return to
normal daily activities.®® Although there are no prospective
randomized studies directly comparing laparoscopic (LC)
and open colectomy (OC) for diverticulitis, comparative
studies provide compelling data. A French study has
demonstrated LC offered significantly lower morbidity
than OC (31.4% vs. 16.0%, p<0.001), leading to
reduced hospital stay (18 days vs. 10 days, p<0.001).%°
The magnitude of benefits achieved with LC in the hands
of experienced laparoscopic colorectal surgeons may
soon be sufficient to make LC as a routine procedure.®°

CONCLUSIONS

CDD is a common disease in the western and affluent
society carrying a significant morbidity and mortality.
With the increasing urbanisation in the developing world
such as Nepal, the emergence of cases of CDD must be
borne in mind while dealing with patients with abdominal
pain. Missed diagnosis of CDD can lead to inappropriate
management, including unnecessary surgical intervention.
Measures to prevent its development and subsequent
progression to complications should be adopted through
a multidisciplinary approach. An aggressive treatment
in the form of primary resection of the diseased bowel
should be carried out whenever indicated, which would
reduce the mortality and improve the long-term outcomes.
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