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Our Mission at GastroIntestinal Endoscopy is to deliver experienced and accessible endoscopy services with the 
highest quality of healthcare standards to improve the health outcomes of patients and the communities we serve.

Management of Diverticular Disease
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Dr Michael Miros

medication, which increases the 
risks of both bleeding and acute 
diverticulitis. 

4.  Low Vitamin D levels may be 
associated with increased risks of 
complications of diverticular disease. 

5.  Data appears to be emerging that 
even symptomatic uncomplicated 
diverticular disease (SUDD) can be 
associated with chronic low-grade 
inflammation, as evidenced by 
biopsy results, which often shows 
a lymphocytic colitis. Occasionally 
patients do develop ulcerative colitis 
(segmental colitis). 

6.  Recent data has shown benefit 
from the use of a combination of 
a Probiotic and 5-ASA agents, at 
least two weeks a month, which can 
markedly reduce the incidence of 
symptoms of diverticular disease 
and recurrence of diverticulitis. I 
believe that treatment with a 5-ASA 
agent with probiotics is indicated 
in patients with SUDD before 
considering surgical intervention.

Continued on page 2
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Diverticular disease is quite common 
affecting up to 50–70% of patients 
within the Western society. It 
predominately affects the left colon, 
although there is a right sided 
preponderance in Asian population. 
Most diverticular disease is 
asymptomatic, only 1–4% of patients 
progress to significant complications 
or diverticulitis. Following successful 
medical treatment of diverticulitis, 
20–40% of patients have recurrent 
bouts of diverticulitis. 

Acute diverticulitis is diagnosed by the 
onset of significant abdominal pain, 

with possible peritonism associated 
with elevated fever and elevated 
inflammatory markers (white cell count, 
ESR, CRP). If in doubt, a CT scan is a very 
sensitive test for acute diverticulitis. 
Most patients with acute diverticulitis 
are managed with antibiotics. Surgery is 
rarely indicated. Most abscesses can be 
managed with percutaneous drainage. 

My approach to management of 
recurrent diverticular disease:

1.  There is no evidence that avoidance 
of nuts or seeds reduces diverticular 
symptoms or lessens the chance of 
development of diverticulitis.

2.  Conflicting data exists about the 
addition of high fibre diet, or 
treatment of constipation. No data 
exists that this lessens the risk of 
further episodes of diverticulitis, 
however it is still widely 
recommended once the acute phase 
has settled.

3.  Patients who have significant 
symptoms; in particular bleeding, 
do benefit from the avoidance 
of Aspirin and non-steroidal 

PH: 1300 4 GASTRO
www.gastros.com.au

GIE operates an Open Access Endoscopy Service from four locations:

• SUNNYBANK – Brisbane Endoscopy Services

• CHERMSIDE – Chermside Day Hospital

• EVERTON PARK – North West Private Hospital

• AUCHENFLOWER – The Wesley Hospital
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EOSINOPHILIC OESOPHAGITIS

Eosinophilic oesophagitis is a 
chronic immune/antigen mediated 
oesophageal disease characterised 
clinically by symptoms related 
to oesophageal dysfunction 
and histologically by eosinophil 
predominant inflammation. In adults, 
symptoms include dysphagia and food 
impaction and patients often complain 
of chest pain, heartburn and upper 
abdominal pain. Endoscopic features 
include ringed oesophagus, linear 
furrows, white spots from eosinophilic 
microabscesses and long strictures. The 
oesophagus can appear normal in up 
to 25% of patients with eosinophilic 
oesophagitis.

The histologic finding of eosinophilic 
infiltrate is not specific and can be 
found in reflux oesophagitis. This 
has created difficulty for clinicians in 
distinguishing whether those patients 
have eosinophilic oesophagitis 
or gastro-oesophageal reflux 
disease (GORD). 

It was initially thought that a response 
to protein pump inhibitors (PPI’s) 
suggested that a patient had GORD. 
However, it has been demonstrated 
that some patients with upper 
gastrointestinal symptoms and 
oesophageal eosinophilia but no 
evidence of GORD by endoscopy or pH 

Dr William Robinson

Oesophageal Perspectives Part 2 
monitoring responded to PPI’s. There are 
at least two possible explanations for 
this phenomenon: 

•  These patients may not have immune 
mediated disease and although 
testing has not revealed the presence 
of acid reflux, they do indeed have 
non-erosive reflux disease with 
eosinophils. 

•   These patients do have eosinophilic 
oesophagitis that responds to the 
anti-inflammatory effects of PPI’s, 
independent of the effects of acid 
inhibition. Studies have indeed 
indicated that PPI’s have a number of 
potential anti-inflammatory effects, 
independent of inhibition of gastric 
acid production. 

Therapy of eosinophilic oesophagitis 
may be dietary or pharmacologic: 

Diet therapy: Evidence to date suggests 
that eosinophilic oesophagitis is a form 
of food allergy and dietary manipulation 
therefore appears logical. An elimination 
diet based on the results of skin testing 
for food allergens has been prescribed in 
children with success rate approaching 
75%. The benefit is less striking in adults 
where skin testing has not been helpful 
in guiding the diet. However, a six food 
elimination diet which includes the 
elimination of milk, wheat, eggs, soy, 
nuts and seafood has been shown to 

be very effective. This diet however, is 
extremely restrictive and difficult for 
patients to tolerate long-term. Wheat 
and milk appear to be the most common 
food triggers and avoidance of these 
foods in addition to eggs and soy 
appear to be a reasonable alternative 
with significant improvement in 
symptoms of oesophageal eosinophilia 
and endoscopic signs of eosinophilic 
oesophagitis. 

Pharmacologic therapy: An initial 
trial of PPI is reasonable as an alternate 
to empiric elimination diet. Many 
patients who are unwilling to maintain 
dietary restriction respond well to 
topical glucocorticoid therapy such as 
fluticasone or budesonide, swallowed 
rather than inhaled.

 If dysphagia persists, oesophageal 
dilatation can be considered. Although 
this intervention can cause mucosal tears 
and even deeper lacerations, perforations 
are rare. The risk of the latter has probably 
been overstated in the past.

Management of 
Diverticular Disease  
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7.  Oral non-absorbing Antibiotics may 
help, but data is very limited.

8.  Colonoscopy should be avoided 
during acute diverticulitis because 

Image source: Up To Date
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Interval cancers following colonoscopy Continued from page 1

of the risks of perforation and 

should be performed after an 

interval of at least six weeks to 

exclude other possible diagnoses 

and to evaluate the extent of the 

diverticular disease.

9.  Surgery is predominately restricted 

to severe complicated diverticular 

disease; in particular, recurrent 

diverticulitis unresponsive to 

medical management, severe 

segmental colitis, not responding, 

recurrent GI bleeding, or the 

development of complications 

such as severe structuring or 

fistula formation.

In summary, diverticulosis is a very 

common condition. Very few patients 

develop complications. Those that do 

would benefit from a trial of vitamin 

D, Probiotics and 5-ASA to reduce the 

chances of symptomatic uncomplicated 

diverticular disease or recurrent 

acute diverticulitis. 

A clean colon is one of the most 
important parts of a successful 
colonoscopic investigation.  Not only 
may retained faecal residue prevent 
detection of small lesions, but also 
retained seeds in particular may block 
the suction channel of the colonoscope.  
This may not only further impair the 
ability to suck out any residual faecal 
effluent but also prevent passage of 
biopsy forceps or snares through the 

channel and consequently prevent 
biopsies or polyp removal.
In order to ensure the best possible 
preparation, patients referred to GIE for 
their colonoscopy have a comprehensive 
review with a Registered Nurse at least 
one week prior to the procedure. At this 
appointment, the RNs take a complete 
medical history to ensure the patient is 
suitable for an Open Access procedure 
and discuss any special considerations 

for the patient such as blood thinning 
medications or diabetes status. The prep 
nurses also establish whether the patient 
has any tendency to constipation which 
may affect the specific preparation given 
to the patient.
The patient is provided with clear written 
and verbal instructions on the Low Fibre 
Diet to be followed leading up to the 
procedure, the bowel preparation that 
has been selected for them and what is 
required on the day of the procedure. At 
this appointment, patients have ample 
opportunity to have any of their queries 
answered regarding the preparation and 
procedure. The information provided to 
patients is regularly assessed to ensure 
currency and accuracy. If the nurses 
identify any issues which may affect 
the safety of having the procedure or 
have any concerns about which bowel 
preparation to use, they will discuss this 
with the Gastroenterologist.
GIE Registered Nurses are experienced 
RNs with an interest in gastrointestinal 
medicine and are often involved with 
the endoscopy lists at the hospitals. 
This, together with twice yearly in-house 
training with GIE doctors, ensures a high 
level of skill and understanding as to 
what is required for colonoscopy and the 
preparation.
Due to the care and attention provided 
by our RNs, GIE patients have a high 
completion rate of bowel preparation 
and in turn there is an extremely low 
incidence of inconclusive diagnosis for 
our referring doctors.

Prep Appointments for 
successful colonoscopy 
outcomes



If you require A5 referral pads, please contact one of our four locations below.
Electronic referral templates can be downloaded from our website www.gastros.com.au

Frequently Asked Questions Dr Neville Sandford
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Private practice locations and contact details  
DR RODERICK ROBERTS MB BS FRACP AGAF 
Main Rooms: Level 2, Suite 62, Ballow Chambers 
121 Wickham Tce, Brisbane QLD 4000  
Phone: 3831 2704 | Fax: 3835 1069

DR WILLIAM ROBINSON MB BS FRACP 
Main Rooms: Level 4, Suite 85, Sandford Jackson Building  
30 Chasley St, Auchenflower QLD 4066  
Phone: 3870 7433 | Fax: 3870 7466

DR NEVILLE SANDFORD BSc (Med) MB BS (1st Class Hons) FRACP AGAF 
Main Rooms: Brisbane Clinic 
79 Wickham Tce, Brisbane QLD 4000  
Phone: 3270 4593 | Fax: 3270 4588 

DR MICHAEL MIROS MB BS (1st Class Hons Qld) FRACP 
Main Rooms: 66 Bryants Rd, Loganholme QLD 4129  
Phone: 3801 5200 | Fax: 3801 5212 
DR ANDREW BRYANT MB BS FRACP Dip Av Med (Otago) 
Main Rooms: Level 2, St Andrew’s Place 
33 North St, Spring Hill QLD 4000  
Phone: 3831 7238 | Fax: 3831 7261 
DR HUGH SPALDING MB BS FRACP BVSc PhD 

Main Rooms: 66 Bryants Road 
Loganholme QLD 4129  
Phone: 3801 5200 | Fax: 3801 5212

GIE practice locations and contact details For all appointments, call 1300 4 GASTRO (1300 4 427876)

Brisbane Endoscopy 
Services
Suites 16–18 
McCullough Centre 
259 McCullough Street 
Sunnybank QLD 4109

Phone: 07 3344 1844 
Fax: 07 3344 2739

Chermside  
Day Hospital
Level 1 
Chermside Medical Complex 
956 Gympie Road 
Chermside QLD 4032

Phone: 07 3120 3407 
Fax: 07 3120 3443

North West 
Private Hospital
Endoscopy Unit 
137 Flockton Street 
Everton Park  
QLD 4053 

Phone: 07 3353 3322 
Fax: 07 3353 9325

The Wesley 
Hospital
3rd Floor, East Wing 
451 Coronation Drive 
Auchenflower  
QLD 4066

Phone: 07 3870 3799 
Fax: 07 3870 5069

Q  What would you recommend if a patient has rectal bleeding 
between routine colonoscopic examinations for polyp follow-up?

A  Any rectal bleeding has to be taken seriously, but the management 
in any particular situation must be individualised. If a patient 
has had a recent colonoscopy by an experienced proceduralist 
and has further bleeding, it may not require a repeat procedure. 
If the bleeding sounds anal in origin (bright red blood on the 
paper) and the patient had documented haemorrhoids at the last 
colonoscopy, it would be fairly safe to assume that these were the 
source of the bleeding. If the bleeding is persistent or causing the 
patient concern, then it would be wise to investigate this further. 
It is important to understand that no procedure is 100% accurate 
and even significant polyps or cancers can be missed by even 
experienced gastroenterologists. Sometimes such patients are 
best handled by requesting a referral for a consultation with a 
gastroenterologist rather than requesting a repeat colonoscopy. 

Q   If haemorrhoids are found at colonoscopy, are they treated at 
the time? 

A  Open access patients referred for colonoscopy will not have 
haemorrhoids treated during their procedure. There are a number 

of reasons for this. Firstly there are a number of treatments 
available for treating haemorrhoids (topical medical treatment, 
sclerotherapy, banding, haemorrhoidectomy), and what treatment 
is used varies according to the clinical situation and the wishes 
of the patient. In addition there are potential complications of 
haemorrhoidal treatments which have to be discussed with the 
patient prior to administering treatment. As the patient has not 
had this explained to them prior to the procedure, it is therefore 
not advisable or possible to administer treatments without having 
gone through this consent process first. Generally speaking most 
patients having haemorrhoids treated should be referred to 
colorectal surgeons so that the treatment options, and the risks and 
complications can be discussed first.

Q   Do patients with Bulimia need regular endoscopic surveillance?

A  Some patients with Bulimia sustain Mallory-Weiss tears and have 
oesphagitis from frequent vomiting. Any patient with Bulimia 
who has complications from their vomiting (e.g. haematemesis 
or chest pain) should be investigated appropriately by upper 
endoscopy, but only those patients who have damage to their 
oesophagus (severe ulceration or Barrett’s oesophagus) would 
need ongoing surveillance.


