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Abstract
Background: Due to variable rates of colon carcinoma or advanced adenoma mimicking an acute diverticulitis episode, 
the necessity of colonoscopy to detect colon cancer or advanced adenoma remains to be explored. This study investi-
gated the incidence and predictive factors of colon cancer or advanced adenoma following acute diverticulitis.
Methods: We evaluated retrospectively all consecutive patients with an episode of computed tomography-proven acute 
diverticulitis between June 2016 and August 2019. A follow-up colonoscopy was performed. Demographic and clinical 
parameters were recorded. 
Patients with clinically substantial colonic neoplasia (colon cancer or advanced adenoma) were classified as Group A, 
while Group B included patients without clinically significant colonic neoplasia. The incidence of clinically significant 
colonic neoplasia in acute diverticulitis patients was regarded as the primary outcome. 
Results: The mean age of 233 patients with acute diverticulitis was 58.6 ± 12.7 years. Complicated diverticulitis was 
detected in 39 patients (16.7 %). Sixteen patients (6.9 %) were assigned to Group A and 217 patients (93.1 %) to Group 
B. The age of the patients in group A was significantly higher than in Group B (p =0.001). Age above 50 and 65 years 
was also significantly associated with clinically significant colonic neoplasia (p =0.015 and p =0.012, respectively). The 
other variables did not influence the development of clinically significant colonic neoplasia (p >0.05).
Conclusions: Colonoscopy examination following an episode of acute diverticulitis may not be recommended for all 
patients due to the rare occurrence of colon cancer or clinically significant colonic neoplasia in those younger than 50 
years. HIPPOKRATIA 2021, 25 (2):69-74.
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Introduction
The diverticular disease often occurs on the left side 

of the colon, specifically at the sigmoid colon, and is usu-
ally observed in the elderly in the western countries1,2. 
Diverticular disease’s pathogenesis is thought to be mul-
tifactorial, including several environmental and genetic 
factors. Acute colonic diverticulitis (ACD) is an inflam-
matory process that complicates the condition with 10 
to 25 % incidence rate. Besides, the risk of diverticulitis 
increases for each episode1.

Colon carcinoma mimicking ACD can be detected 
with an average incidence of 2.1 %, and the rates vary in 
uncomplicated and complicated diverticulitis3-5. Consid-
ering this low incidence of colon carcinoma in patients 
with ACD, routine colonoscopy after abdominal com-
puted tomography (CT) is controversial. Besides being 

invasive, colonoscopy is a time-consuming and costly 
procedure with potential risks of perforation and bleeding 
in those patients3,6,7. Furthermore, it has been speculated 
that there is no significant association between colon can-
cer risk and an episode of uncomplicated ACD. The risk 
or prevalence of clinically significant colonic neoplasia 
(CSCN), including colon cancer and advanced adenoma, 
is thought to be higher in patients with CT-proven acute 
diverticulitis8-10. Thus, the usefulness of colonoscopy on 
the detection of CSCN following an acute episode of 
ACD remains to be clarified. 

Most previously published studies used a retrospec-
tive design considering the low incidence of colon cancer 
following ACD4,8-10, while in a limited number of studies, 
the incidence of colon cancer was prospectively investi-
gated11-13. In those studies, the sample size was relatively 
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small (less than 150), and colon cancer detection was nil 
in two of them11,12. Considering these findings, we regard 
the retrospective design as advantageous in investigating 
the colon cancer incidence in patients with ACD.
In this study, we aimed to investigate the incidence of 
colon cancer, or CSCN diagnosed during the follow-up 
colonoscopy performed following an episode of CT-
proven diverticulitis and evaluate the predictive factors 
for the development of colon cancer or CSCN in those 
patients.

Materials and Methods
Study

Medical records of the patients with ACD were ret-
rospectively reviewed from June 2016 through August 
2019 at Bagcilar Training and Research Hospital, Istan-
bul, Turkey. The onset of the study period was selected, 
taking into account the availability of the radiology and 
hospital information systems. All procedures performed 
in this study were in agreement with the Helsinki Decla-
ration. The institutional Ethical Committee approved the 
study (decision No 2020.01.2.01.011). Due to the study’s 
retrospective design, written informed consent was not 
required.  

Patients
The study included the patients admitted to the emer-

gency department with a diagnosis of ACD. Patients were 
retrospectively identified through the radiology and hos-
pital information systems by entering “acute diverticuli-
tis” into a keyword search system. We also used the im-
aging methods (i.e., CT) and the study period (June 2016 
to August 2019). The system automatically searched pre-
viously dictated CT reports during the designated periods 
with the words “acute diverticulosis”. All CT scans were 
performed with intravenous contrast administration and 
evaluated by radiologists specialized in abdominal imag-
ing for at least five years. We obtained relevant clinical 
data from the records of general surgery clinics and en-
doscopy units, and we reviewed all clinical and imaging 
reports to confirm whether they were consistent with 
ACD or not. 

We included in the study all patients aged 18 years or 
older with an episode of CT-proven acute diverticulitis. 
We omitted patients with a prior endoscopic polypecto-
my and a complete colonoscopy the two years preceding 
the index admission. We evaluated the first colonoscopy 
report during or after the index admission or CT’s state-
ment closest to the colonoscopy in multiple admissions. 
ACD was diagnosed in the presence of a colonic diver-
ticulum, pericolic inflammation, wall thickening of the 
colon greater than 3 mm on the lumen’s short axis, and 
pericolic fat stranding in association with or without ab-
scess formation or contained or free extraluminal air on 

CT scans. We classified the severity of the diverticulo-
sis using the modified Hinchey Classification by Was-
vary14-16. We determined patients as uncomplicated ACD 
if the modified Hinchey score was 0 to 1b and as com-
plicated ACD if the modified Hinchey score was 2 to 4. 

All patients were hospitalized and initially adminis-
tered medical treatment with parenteral broad-spectrum 
antibiotics (ceftriaxone 2000 mg/day and metronidazole 
1500 mg/day). In case of failure of the medical treatment, 
percutaneous/surgical drainage or emergent surgical 
treatment were decided at the consultant surgeons’ dis-
cretion. A follow-up colonoscopy was recommended 6-8 
weeks after the discharge. We did not perform an endo-
scopic evaluation before surgery in patients with emer-
gent surgical treatment.

Variables
Demographic (age and sex) and clinical variables, 

including the number of previous ACD attacks, history 
of familial colorectal cancer, CT findings classified ac-
cording to the modified Hinchey score, interval from 
CT to colonoscopy, colonoscopic findings, and histo-
pathological diagnoses were recorded. As in previous 
studies, the patients’ age was analyzed as <50 and ≥50 
years, and <65 and ≥65 years17-19. The number of prior 
attacks was grouped as one attack and more than one at-
tack. The colon’s diverticular disease was classified as 
left-sided (distal to splenic flexure), right-sided (from 
cecum to transverse colon), and bilateral/diffuse, depend-
ing on the detection of the diverticula on colonoscopy. 
Advanced adenoma was defined as an adenoma with a 
villous component >25 %, high-grade dysplasia, or polyp 
sized >1 cm10,20,21. The presence of advanced adenoma or 
histopathologically proven colon cancer was regarded as 
CSCN. Group A included those patients with advanced 
adenoma or histopathologically proven colon cancer, 
while patients with ACD without CSCN were considered 
Group B.

Statistical analysis
We performed statistical analysis using the statistical 

package SPSS for Windows, Version 15.0 (SPSS Inc., 
Chicago, IL, USA). The incidence of CSCN (advanced 
adenoma or colon carcinoma) in patients with ACD was 
the primary outcome. The normality of data distribution 
was assessed utilizing the Kolmogorov-Smirnov test in 
continuous variables. Continuous variables with normal 
distribution are presented as means with standard devia-
tions, while those without as medians with interquartile 
range (IQR). Categorical variables are expressed as fre-
quencies and percentages. The t-test, the χ2 test, or Fisher 
exact test were used for the descriptive statistical analy-
sis. Statistical significance was defined as p <0.05.
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Results
In the retrospective search, 321 patients were iden-

tified with an ACD diagnosis. After excluding 88 cases 
(Figure 1), a total of 233 patients with a mean age of 58.6 
± 12.7 years were finally included in the study. One hun-
dred twenty-five patients were male (53.6 %). The me-
dian number of previous attacks was one [IQR (1-2)]. In 
133 patients (57.1 %), the ACD attack was the first, while 
100 patients (42.9 %) had more than one attack. Regard-
ing location, left-sided colonic diverticular disease was 
more common (78.1 %) than right-sided (14.6 %) or bi-
lateral/diffuse colonic diverticulitis (7.3 %).

In the study group, Hinchey type Ia ACD (102 pa-
tients, 43.8 %) was the most commonly seen ACD type. 
Complicated diverticulitis was detected in 39 patients 
(16.7 %). Demographic, clinical, and imaging features 
are given in Table 1.

The study group required sixteen percutaneous and 
ten surgical drainages of intraabdominal abscesses. Be-
sides those, emergent segmental resection of the involved 
colon was performed in 11 patients (sigmoid resection/
left hemicolectomy in ten patients and right hemicolec-
tomy in one patient). Post ACD attack colonoscopy was 

Table 1: Demographic and clinical features of the 233 acute diverticulitis patients included in the study. 

Variable
Overall
(n =233)

Group A
(n =16)

Group B
(n =217)

p

Age (year) * 58.6 ± 12.7 68.1 ± 8.4 57.9 ± 12.7 0.001
Age groups † <50 years 55 (23.6) 0 (0) 55 (25.3) 0.015

≥ 50 years 178 /76.4) 16 (100) 162 (74.7)
Age groups † <65 years 157 (67.4) 6 (37.5) 151 (69.6) 0.012

≥ 65 years 76 (32.6) 10 (62.5) 66 (30.4)
Sex † Female 108 (46.4) 9 (56.2) 99 (45.6) 0.446

Male 125 (53.6) 7 (43.8) 118 (54.4)
Number of attacks ‡ 1 (1-2) 2 (1-2) 1 (1-2) 0.728
Attack groups † 1 133 (57.1) 8 (50.0) 92 (42.4) 0.607

≥2 100 (42.9) 8 (50.0) 125 (57.6)

Presence of CRC family history †

9 (3.9) 1 8 0.479
Localization of diverticula † Right-sided 34 (14.6) 0 (0) 34 (15.7) 0.209

Left-sided 182 (78.1) 15 (93.8) 167 (77.0)
Bilateral 17 (7.3) 1 (6.2) 16 (7.4)

Hinchey classification † 0 44 (18.9) 2 (12.5) 42 (19.4) 0.094
1a 102 (43.8) 3 (18.8) 99 (45.6)
1b 48 (20.6) 9 (56.2) 39 (18.0)
2 30 (12.9) 2 (12.5) 28 (12.9)
3 9 (3.9) 0 (0) 9 (4.1)
4 0 (0) 0 (0) 0 (0)

Diverticulitis groups † Uncomplicated 194 (83.7) 14 (87.5) 180 (83) 1.0
Complicated 39 (16.7) 2 (12.5) 37 (17)

Interval for colonoscopy 
(months) ‡ 5 (4-8) 5 (4-6) 6 (4-9) 0.216

Values are presented as *: mean ± standard deviation,†: number with percentage in brackets, or ‡: median with interquartile range in brackets.

 

 

 

Included patients (n =321) 

Finally included cases (n =233) 

Excluded: 
 concomitant presence of colonic malignancy (n =4) 
 rectal pathologies (n =13) 
 luminal mass and peri-colonic lymph nodes on computed 

tomography scans (n =3) 
 discordance between locations of colon cancer/advanced 

adenoma on CT and follow-up colonoscopy/surgery (n =4) 
 patients without interval colonoscopy (n =36) 
 colonoscopy reports with inadequate bowel preparation (n=28) 

Figure 1: Flowchart of patient’s selection in the current study that evaluated retrospectively all consecutive patients with an 
episode of computed tomography-proven acute diverticulitis between June 2016 and August 2019.
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performed during an interval of five months median pe-
riod [IQR (four to eight months)]. Diverticular disease 
was detected in colonoscopy in 189 patients (81.1 %). 
The findings of the colonoscopy screenings are summa-
rized in Table 2. Eight patients (3.4 %) had biopsy-prov-
en colon adenocarcinoma and eight patients (3.4 %) had 
advanced adenoma. The CSCN rate was 6.9 % (16 out of 
233 patients) (Table 2). Sixteen (6.9 %) and 217 patients 
(93.1 %) included in Group A and Group B, respectively. 
Group A patients’ age ranged from 53 to 81 years (me-
dian 69 years).

Histopathological analysis showed four patients in 
Stage IIIa (T2N1) and four in Stage IIIb (T2N2, T3N1, 
T3N2). Colon cancer was diagnosed in three out of 11 
patients with emergent segmental colon resection during 
the index admission. Their stages were Stage IIIa in two 
patients and Stage IIIb in one patient. 

The demographic and clinical features of the patients 
were similar between the groups except for age. Colon 
cancer and advanced adenoma were significantly higher 
in older patients (68.1 ± 8.4 years and 57.9 ± 12.7 years, 
respectively) (p =0.001). The patients’ grouping based on 
a cutoff of 50 and 65 years also revealed significant dif-
ferences (p =0.015 and p =0.012, respectively) (Table 1). 
There were more patients above 50 and 65 years in group 
A. Sex, Hinchey classification, and diverticulitis groups 
were not associated with the development of CSCN (p 
>0.05).

Discussion
There was no colon cancer and advanced adenoma in 

patients below 50 years of age with an ACD attack in the 
present study. However, the follow-up colonoscopy can 
be considered in patients older than 50 years due to a 6.9 
% rate of CSCN.

In previous studies, an early follow-up endoscopic 
colon evaluation was recommended after an episode of 
acute diverticulitis to rule out colorectal malignancy9,22-25. 

After an initial diagnosis of left-sided diverticulitis in all 
patients, a follow-up colonoscopy was recommended 
even if the cancer rate was 2.2 % within one year17. Sev-
eral authors concluded that all patients should get a colo-

noscopy to rule out advanced adenoma or adenocarci-
noma after an episode of acute diverticulitis24,25. Despite 
these recommendations, evidence-based data was lacking 
to support the ACD attack as an indication to perform 
colonoscopy for all patients4-6,20,26,27. 

The prevalence of colon cancer or advanced adenoma 
following an attack of ACD was reported to vary from 
zero to 10.3 %4,10,17,21,28-32. The variable results originated 
from the different inclusion criteria for the patients with 
acute diverticulitis and definitions used for advanced ad-
enoma and colonic malignancy. In the present study, our 
detection rates for colon cancer and advanced adenoma 
were 3.4 % for each, resulting in an overall 6.9 % rate. 
Besides the similarity of this rate with previous studies, 
we regard a detection rate of 6.9 % for colon cancer and 
advanced adenoma as sufficient to recommend a post-
ACD colonoscopy.

Several authors tried to specify the most appropriate 
patient groups for colonoscopy due to low rates of colon 
cancer during post ACD colonoscopy. Several risk factors 
were studied, including advanced age, sex, or CT findings. 
In some studies, age above 50 years was identified as a sig-
nificant risk factor for clinically significant neoplasia17-20. 
Localization of diverticula in the colon may be essential 
for such differences18. It was also noted the necessity of 
further research to clarify the requirement of a follow-up 
colonoscopy for ACD among younger patient populations 
from the Western countries due to the absence of malig-
nancy in patients below 50 years of age33. In agreement 
with these studies, we did not detect colon cancer and ad-
vanced adenoma in patients younger than 50 years. Based 
on these findings, one could conclude that post-ACD colo-
noscopy should be performed, aiming to detect possible 
CSCN, only in patients older than 50 years.

Besides age, other factors, including sex and geo-
graphical distribution, may influence these variable out-
comes. Male sex is a significant risk factor for colorectal 
cancer and polyps following ACD attacks29. However, 
there was no significant association between male sex 
and colon cancer in the present study. There were great 
differences in clinically significant colonic neoplasia 
rates between the studies carried out in Western and East-

Table 2: Colonoscopic and histopathology findings of the 233 acute diverticulitis patients included in the study.
Pathology Localization/pathology Number of patients
Colon cancer (n =8) Sigmoid colon 6

Descending colon 1
Ascending colon 1

Advanced adenoma (n =8)* High-grade dysplasia 5
>25 % villous component 7
>1 cm in size 5

Adenoma-polyp Moderate dysplasia 2
Mild dysplasia 11
Hyperplastic polyps 10

Inflammatory bowel disease 5
Leiomyoma 1

*: Each polyp may contain more than one feature.
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ern countries22,34. Thus, the country of clinical practice 
could be an essential factor for recommending routine 
colonoscopy following an episode of ACD.

Complicated diverticulitis is considered a significant 
risk factor for colon cancer4,8,10,20-22,29. Although some 
authors reported no association between uncomplicated 
diverticulitis diagnosed as Hinchey 0, 1A, and 1B and 
colon cancer29, we detected one patient with colon cancer 
staged Hinchey 1b in the present study. It was reported 
that colorectal cancer risk does not increase after an at-
tack of uncomplicated diverticulitis8,31. There were 11 
patients with emergent surgical treatment in our study, 
and colon cancer was detected in three of them. However, 
contrary to others studies4,8,20,22,35, we found no significant 
association between the modified Hinchey scores and 
complicated diverticulitis for the development of CSCN. 
Therefore, the severity of ACD diagnosed using CT may 
not significantly predict colon cancer risk in all cases.

The cost and potential complications of colonoscopy 
should be weighed against the potential benefit of detect-
ing an advanced adenoma or colonic malignancy. Several 
associations have recommended routine colonoscopy 
after an episode of ACD only in the presence of persis-
tent complaints or alarm symptoms28,30,35-37. Many authors 
avoid performing routine colonoscopy after ACD4,19,20,27,34-

38. The follow-up colonoscopy is offered as a routine pro-
cedure to rule out malignancy based on the previously 
published guidelines36. Therefore, the recommendation 
of colonoscopy following an episode of ACD remains 
to be clarified. Current guidelines include controversial 
recommendations about the necessity of endoscopic fol-
low-up for all ACD patients. The European Society of 
Coloproctology recommends an endoscopic examination 
at least six weeks after an acute episode if not performed 
within the preceding three years39. This guideline also 
mentions that the follow-up colonoscopy in patients with 
uneventful recovery following a single episode of CT-
proven uncomplicated diverticulitis might be regarded as 
unnecessary. The American Society of Colon and Rectal 
Surgeons recommends a follow-up colonoscopy after re-
covering an episode of left-sided complicated diverticu-
litis40. Similar recommendations have been made in the 
guidelines for acute colonic diverticulitis of the World 
Society of Emergency Surgery41. The current study did 
not indicate any difference in colon cancer incidence and 
CSCN between uncomplicated and complicated cases. 
The age below 50 years might be a critical factor influ-
encing the follow-up colonoscopy decision. 

Several authors recommended considering the pres-
ence of several suspicious imaging findings for CSCN 
during CT, including the thickness of the bowel wall ex-
ceeding 15 mm and a long clinical course or those with a 
mass lesion or obstruction on CT scan4,21. We regard the 
presence of these CT findings as indications for evaluat-
ing colonic cancer. Still, the inclusion of these patients 
may cause difficulty assessing the association between 
ACD and colon cancer, and for that purpose, we excluded 
such patients.

The retrospective design of the current study is con-
sidered a major limitation as the presence of potential 
alarm symptoms and comorbidities were not able to be 
evaluated. Also, we lacked patients’ follow-up data con-
cerning future ACD attacks or CSCN. Furthermore, ex-
cluding a few cases that reduced the number of identified 
ACD patients by a quarter was another critical limitation. 
Availability of a relatively small number of patients with 
colon cancer and CSCN was another non-modifiable fac-
tor affecting the reliability of the presented results. We 
used the modified Hinchey Classification by Wasvary for 
the severity of acute diverticulitis in the light of previ-
ously published papers. This issue may be regarded as a 
weakness of the study.  

In conclusion, routine colonoscopy examination fol-
lowing an episode of ACD in patients younger than 50 
years of age may not be necessary to investigate the pres-
ence of CSCN. However, the selection of the most ap-
propriate patients for colonoscopic follow-up evaluation 
after ACD should be clarified by prospective, large-scale 
studies. 

Conflict of interest
The authors have no conflicts of interest to declare. 

References
1. 	 Matrana MR, Margolin DA. Epidemiology and pathophysiology 

of diverticular disease. Clin Colon Rectal Surg. 2009; 22: 141-
146. 

2. 	 Wheat CL, Strate LL. Trends in Hospitalization for Diverticuli-
tis and Diverticular Bleeding in the United States From 2000 to 
2010. Clin Gastroenterol Hepatol. 2016; 14: 96-103.e1. 

3. 	 Daniels L, Unlü C, de Wijkerslooth TR, Dekker E, Boermeester 
MA. Routine colonoscopy after left-sided acute uncomplicated 
diverticulitis: a systematic review. Gastrointest Endosc. 2014; 
79: 378-498; quiz 498-498.e5.

4. 	 Sallinen V, Mentula P, Leppäniemi A. Risk of colon cancer after 
computed tomography-diagnosed acute diverticulitis: is routine 
colonoscopy necessary? Surg Endosc. 2014; 28: 961-966. 

5. 	 Sai VF, Velayos F, Neuhaus J, Westphalen AC. Colonoscopy 
after CT diagnosis of diverticulitis to exclude colon cancer: a 
systematic literature review. Radiology 2012; 263: 383-390. Er-
ratum in: Radiology. 2012; 264: 306

6. 	 Disbrow M, Foxx-Orenstein A, Agrwal N. Utility of Colonos-
copy to Exclude Underlying Malignant Polyps After Resolution 
of Uncomplicated Diverticulitis. J Am Osteopath Assoc. 2015; 
115: 720-723. 

7. 	 Panteris V, Haringsma J, Kuipers EJ. Colonoscopy perforation 
rate, mechanisms and outcome: from diagnostic to therapeutic 
colonoscopy. Endoscopy 2009; 41: 941-951.

8. 	 Andrade P, Ribeiro A, Ramalho R, Lopes S, Macedo G. Routine 
Colonoscopy after Acute Uncomplicated Diverticulitis - Chal-
lenging a Putative Indication. Dig Surg. 2017; 34: 197-202. 

9. 	 Mortensen LQ, Burcharth J, Andresen K, Pommergaard HC, 
Rosenberg J. An 18-Year Nationwide Cohort Study on The As-
sociation Between Diverticulitis and Colon Cancer. Ann Surg. 
2017; 265: 954-959. 

10. Choi YH, Koh SJ, Kim JW, Byeong GK, Lee KL, Im JP, et al. Do 
we need colonoscopy following acute diverticulitis detected on 
computed tomography to exclude colorectal malignancy? Dig 
Dis Sci. 2014; 59: 2236-2242. 

11. Chabok A, Smedh K, Nilsson S, Stenson M, Påhlman L. CT-
colonography in the follow-up of acute diverticulitis: patient ac-
ceptance and diagnostic accuracy. Scand J Gastroenterol. 2013; 



74 HACIM NA

48: 979-986. 
12. Lahat A, Yanai H, Menachem Y, Avidan B, Bar-Meir S. The 

feasibility and risk of early colonoscopy in acute diverticulitis: 
a prospective controlled study. Endoscopy. 2007; 39: 521-524. 

13. Sakhnini E, Lahat A, Melzer E, Apter S, Simon C, Natour M, et 
al. Early colonoscopy in patients with acute diverticulitis: results 
of a prospective pilot study. Endoscopy. 2004; 36: 504-507. 

14. Klarenbeek BR, de Korte N, van der Peet DL, Cuesta MA. 
Review of current classifications for diverticular disease and a 
translation into clinical practice. Int J Colorectal Dis. 2012; 27: 
207-214.

15. Bates DDB, Fernandez MB, Ponchiardi C, von Plato M, Teich 
PJ, Narsule C, et al. Surgical management in acute diverticulitis 
and its association with multi-detector CT, modified Hinchey 
classification, and clinical parameters. Abdom Radiol (NY). 
2018; 43: 2060-2065. 

16. Medina-Fernández FJ, Díaz-Jiménez N, Gallardo-Herrera AB, 
Gómez-Luque I, Garcilazo-Arsimendi DJ, Gómez-Barbadillo 
J. New trends in the management of diverticulitis and colonic 
diverticular disease. Rev Esp Enferm Dig. 2015; 107: 162-170.

17. Meyer J, Thomopoulos T, Usel M, Gjika E, Bouchardy C, Morel 
P, et al. The incidence of colon cancer among patients diagnosed 
with left colonic or sigmoid acute diverticulitis is higher than 
in the general population. Surg Endosc. 2015; 29: 3331-3337. 

18. Chan DKH, Tan KK. There Is No Role for Colonoscopy af-
ter Diverticulitis among Asian Patients Less than 50 Years of 
Age. Gastrointest Tumors. 2017; 3: 136-140.

19. Horesh N, Saeed Y, Horesh H, Berger Y, Speter C, Pery R, et al. 
Colonoscopy after the first episode of acute diverticulitis: chal-
lenging management paradigms. Tech Coloproctol. 2016; 20: 
383-387. 

20. Brar MS, Roxin G, Yaffe PB, Stanger J, MacLean AR, Buie WD. 
Colonoscopy following nonoperative management of uncompli-
cated diverticulitis may not be warranted. Dis Colon Rectum. 
2013; 56: 1259-1264. 

21. Seoane Urgorri A, Zaffalon D, Pera Román M, Battle García M, 
Riu Pons F, Dedeu Cusco JM, et al. Routine lower gastrointes-
tinal endoscopy for radiographically confirmed acute diverticu-
litis. In whom and when is it indicated? Rev Esp Enferm Dig. 
2018; 110: 571-576. 

22. Lau KC, Spilsbury K, Farooque Y, Kariyawasam SB, Owen RG, 
Wallace MH, et al. Is colonoscopy still mandatory after a CT 
diagnosis of left-sided diverticulitis: can colorectal cancer be 
confidently excluded? Dis Colon Rectum. 2011; 54: 1265-1270. 

23. Soh NYT, Chia DKA, Teo NZ, Ong CJM, Wijaya R. Prevalence 
of colorectal cancer in acute uncomplicated diverticulitis and the 
role of the interval colonoscopy. Int J Colorectal Dis. 2018; 33: 
991-994. Erratum in: Int J Colorectal Dis. 2018.

24. Studniarek A, Kochar K, Warner C, Eftaiha S, Naffouj S, Borsuk 
DJ, et al. Findings on Colonoscopy after Diverticulitis: A Multi-
center Review. Am Surg. 2019; 85: 1381-1385.

25. Tehranian S, Klinge M, Saul M, Morris M, Diergaarde B, 
Schoen RE. Prevalence of colorectal cancer and advanced ad-
enoma in patients with acute diverticulitis: implications for 
follow-up colonoscopy. Gastrointest Endosc. 2020; 91: 634-640.  

26. Agarwal AK, Karanjawala BE, Maykel JA, Johnson EK, Steele 
SR. Routine colonic endoscopic evaluation following resolution 

of acute diverticulitis: is it necessary? World J Gastroenterol. 
2014; 20: 12509-12516. 

27. O’Donohoe N, Chandak P, Likos-Corbett M, Yee J, Hurdall K, 
Rao C, et al. Follow up colonoscopy may be omissible in un-
complicated left-sided acute diverticulitis diagnosed with CT- a 
retrospective cohort study. Sci Rep. 2019; 9: 20127. 

28. Ramphal W, Schreinemakers JM, Seerden TC, Crolla RM, Ri-
jken AM, Gobardhan PD. What is the Risk of Colorectal Can-
cer After an Episode of Acute Diverticulitis in Conservatively 
Treated Patients? J Clin Gastroenterol. 2016; 50: e35-e39. 

29. Khoury T, Mahamid M, Lubany A, Safadi M, Farah A, Sbeit W, 
et al. Underlying Colorectal Cancer Was Rarely Detected After 
an Episode of Acute Diverticulitis: a Retrospective Analysis of 
225 Patients. J Gastrointest Cancer. 2020; 51: 48-52. 

30. Schout PJ, Spillenaar Bilgen EJ, Groenen MJ. Routine screen-
ing for colon cancer after conservative treatment of diverticuli-
tis. Dig Surg. 2012; 29: 408-411. 

31. Alexandersson BT, Hreinsson JP, Stefansson T, Jonasson JG, 
Bjornsson ES. The risk of colorectal cancer after an attack of 
uncomplicated diverticulitis. Scand J Gastroenterol. 2014; 49: 
576-580. 

32. Kim MJ, Woo YS, Kim ER, Hong SN, Chang DK, Rhee PL, et 
al. Is colonoscopy necessary after computed tomography diag-
nosis of acute diverticulitis? Intest Res. 2014; 12: 221-228. 

33. Alcantar DC, Rodriguez C, Fernandez R, Kumar S, Junia C. The 
Necessity of a Colonoscopy after an Acute Diverticulitis Event 
in Adults Less Than 50 Years Old. Cureus. 2019; 11: e5666. 

34. Suhardja TS, Norhadi S, Seah EZ, Rodgers-Wilson S. Is early 
colonoscopy after CT-diagnosed diverticulitis still necessary? 
Int J Colorectal Dis. 2017; 32: 485-489. 

35. Daniels L, Ünlü Ç, de Wijkerslooth TR, Stockmann HB, Kuipers 
EJ, Boermeester MA, et al. Yield of colonoscopy after recent 
CT-proven uncomplicated acute diverticulitis: a comparative co-
hort study. Surg Endosc. 2015; 29: 2605-2613.

36. Rottier SJ, van Dijk ST, van Geloven AAW, Schreurs WH, Draa-
isma WA, van Enst WA, et al. Meta-analysis of the role of colo-
noscopy after an episode of left-sided acute diverticulitis. Br J 
Surg. 2019; 106: 988-997. 

37. Ou G, Rosenfeld G, Brown J, Chan N, Hong T, Lim H, et al. 
Colonoscopy after CT-diagnosed acute diverticulitis: Is it really 
necessary? Can J Surg. 2015; 58: 226-231. 

38. Schmilovitz-Weiss H, Yalunin E, Boaz M, Sehayek-Shabbat V, 
Levin I, Chervinski A, et al. Does a colonoscopy after acute di-
verticulitis affect its management?: a single center experience. J 
Clin Gastroenterol. 2012; 46: 317-320. 

39. Schultz JK, Azhar N, Binda GA, Barbara G, Biondo S, Boer-
meester MA, et al. European Society of Coloproctology: guide-
lines for the management of diverticular disease of the colon. 
Colorectal Dis. 2020; 22 Suppl 2: 5-28. 

40. Hall J, Hardiman K, Lee S, Lightner A, Stocchi L, Paquette IM, 
et al. The American Society of Colon and Rectal Surgeons Clini-
cal Practice Guidelines for the Treatment of Left-Sided Colonic 
Diverticulitis. Dis Colon Rectum. 2020; 63: 728-747. 

41. Sartelli M, Weber DG, Kluger Y, Ansaloni L, Coccolini F, Abu-
Zidan F, et al. 2020 update of the WSES guidelines for the man-
agement of acute colonic diverticulitis in the emergency setting. 
World J Emerg Surg. 2020; 15: 32. 


