
D iverticular disease is one of the most 
common conditions in the Western 
world and one of the most frequent in-

dications for gastrointestinal-related hospitaliza-
tion.1 It is among the 10 most common diagnoses 
in patients presenting to the clinic or emergency 
department with acute abdominal pain.2 Preva-
lence increases with age: Up to 60% of persons 
older than 60 are affected.3 The most common 
complication of diverticular disease is diverticu-
litis, which occurs in up to 25% of patients.4 

The spectrum of clinical presentations of di-
verticular disease ranges from mild, uncompli-
cated disease that can be treated in the outpa-
tient setting to complicated disease with sepsis 
and possible emergent surgical intervention. 
The traditional approach to diverticulitis has 
been management with antibiotics and likely 
sigmoid colectomy, but recent studies support a 
paradigm shift toward more conservative, non-
surgical treatment. 

This article highlights current trends in diag-
nosis and management of acute diverticulitis.

DEFINITION AND EPIDEMIOLOGY
Diverticular disease is marked by sac-like out-
pouchings, called diverticula, that form at 
structurally weak points of the colon wall, pre-
dominantly in the descending and sigmoid co-
lon.5 The prevalence of diverticular disease is 
increasing globally, affecting more than 10% of 
people older than 40, as many as 60% of those 
older than 60, and more than 70% of people old-
er than 80.1,3 The mean age for hospital admis-
sion for acute diverticulitis is 63.3
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Treatment of this common complication of diverticular disease is predicated on whether the 
presentation signals uncomplicated or complicated disease. While some uncomplicated 
cases require hospitalization, many are amenable to primary care outpatient, and 
often conservative, management. The longstanding practice of antibiotic treatment of 
uncomplicated cases is now considered a selective, rather than a routine, option.
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Worldwide, males and females are af-
fected equally.3 In Western society, the 
presence of diverticula, also called divertic-
ulosis, is more often left-sided; right-sided 
disease is more prevalent in Asia.3,5 

The most common complication of di-
verticular disease is diverticulitis—inflam-
mation of a diverticulum—which affects 
10% to 25% of patients with diverticular 
disease during their lifetime.4,5 Diverticuli-
tis can be classified as uncomplicated (char-
acterized by colonic wall thickening or 
pericolic inflammatory changes) or com-
plicated (characterized by abscesses, fistu-
lae, obstruction, or localized or free perfo-
rations).1,6 As many as 25% of diverticulitis 
cases are considered complicated.4,5 The se-
verity of diverticulitis is commonly graded 
using the Hinchey Classification (Table 1, 
page 38).1,7 

PATHOPHYSIOLOGY
Diverticula tend to occur in areas where 
the colonic wall is weak: namely, between 
the mesenteric and antimesenteric taeniae, 
where the vasa recta penetrate the muscle—
points of entry of blood vessels through the 
colonic wall.1,4 The exact pathogenesis of 
diverticular disease is not completely un-
derstood but is thought to be multifactorial. 
Microscopic studies have shown muscular 
atrophy at the sites of diverticula, making 
them more susceptible to mucosal hernia-
tion in the setting of increased intraluminal 
pressure.1 Additional potential contributing 
factors include alterations in colonic micro-
biota, muscular dysfunction or dysmotility, 
lifestyle, and genetics.

Diverticulitis is the result of microscopic 
and macroscopic perforation of diverticula. 
Historically, the perforations were thought 
to result from obstruction of a diverticulum 
by a fecalith, leading to increased pressure 
within the outpouching, followed by perfo-
ration.3 Such obstruction is now thought to 
be rare. A more recent theory suggests that 
increased intraluminal pressure is due to 
inspissated food particles that lead to ero-
sion of the diverticular wall, causing focal 
inflammation and necrosis and resulting 
in perforation.3 Microperforations can eas-
ily be contained by surrounding mesen-

teric fat; however, progression to abscess, 
fistulization, or intestinal obstruction can 
occur. Frank bowel wall perforation is not 
contained by mesenteric fat and can lead 
quickly to peritonitis and death if not treat-
ed emergently.

RISK FACTORS
Dietary fiber
In 1971, Burkitt was the first to posit that 
diverticular disease developed due to small 
quantities of fiber in the diet that led to in-
creased intracolonic pressures.8 His theory 
was based on the observation that residents 
of several African countries, who ate a high-
fiber diet, had a low incidence of diverticu-
lar disease. Burkitt hypothesized that this 
was due to shorter colonic transit time in-
duced by high dietary fiber. 

Several studies conducted since Burkitt 
made his observations have examined the 
association of dietary fiber and diverticu-
lar disease, with conflicting results. In 1998, 
Aldoori et al found that a low-fiber diet in-
creases the incidence of symptomatic diver-
ticular disease.9 However, in 2012, a large 
cohort study of patients undergoing colo-
noscopy found that those who reported the 
highest fiber intake were at highest risk for 
diverticulosis.10 In 2013, Peery et al exam-
ined the relationship among bowel habits, 
dietary fiber, and asymptomatic diverticu-
losis and found that less-frequent bowel 
movements and hard stools were associ-
ated with a decreased risk for diverticulo-
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sis.11 In 2017, a prospective cohort study of 
nearly 50,000 men without a known history 
of diverticulosis showed that diets high in 
red meat were associated with a higher in-
cidence of diverticulitis over nearly three 
decades of follow-up, whereas a diet high in 
fiber was associated with a decreased inci-
dence of diverticulitis.12 

Although no definitive association has 
been found between dietary fiber intake 
and risk for diverticulosis, some studies 
have demonstrated an association between 
dietary fiber and diverticular complica-
tions. In 2014, Crowe et al found that con-
sumption of a high-fiber diet was associated 
with a lower risk for hospital admission and 
death from diverticular disease.13 Recent 
guidelines from the American Gastroenter-
ological Association (AGA) on diverticulitis 
recommend high dietary fiber intake in pa-
tients with a history of acute diverticulitis.14 
However, no study has shown a reversal of 
the process or a reduction in the number of 
episodes of diverticulitis after adoption of a 
high-fiber diet.

Historically, patients with diverticuli-
tis were advised to avoid eating nuts, corn, 
popcorn, and seeds to reduce the risk for 
complications. But studies have found no 
support for this caution. In a 2008 large, 
prospective study of men without known 
diverticular disease, the researchers found 
no association between nut, corn, or pop-
corn ingestion and diverticulitis; in fact, in-
creased nut intake was specifically associ-
ated with a lower risk for diverticulitis.15

Smoking
Smoking has been linked to diverticulitis 
and has been associated with a threefold 
risk for complications, including severe di-
verticulitis.16,17 An increased risk for recur-
rent episodes has also been found in smok-
ers following surgical intervention.17

Medications
NSAIDs, corticosteroids, and opioids have 
been associated with an increased risk for 
perforated diverticulitis.18,19 A significant 
association has been found between NSAID 
use and severity of diverticulitis, including 
perforation; one study reported a relative 
risk of 1.25 (95% confidence interval, 10.5 
to 1.47) for diverticulitis with regular use of 
aspirin (> 2x/wk).20,21

More frequent steroid use has been found 
in patients with complicated diverticulitis, 
compared to patients with uncomplicated 
disease (7.3% vs 3.3%; P = .015).22 A system-
atic review of five studies comparing pa-
tients with and without steroid use showed 
significantly higher odds of diverticular per-
foration in patients taking a steroid.23 Pooled 
data showed significantly increased odds of 
perforation and abscess formation with use 
of an NSAID (odds ratio [OR], 2.49), steroid 
(OR, 9.08), or opioid (OR, 2.52).22

Vitamin D
In a 2013 retrospective cohort study of 9,116 
patients with uncomplicated diverticulosis 
and 922 patients who developed diverticuli-
tis that required hospitalization, Maguire et 
al examined the association of prediagnos-
tic serum levels of vitamin D and diverticu-
litis.24 Among patients with diverticulosis, 
higher prediagnostic levels of 25-hydroxyvi-
tamin D were significantly associated with a 
lower risk for diverticulitis—indicating that 
vitamin D deficiency could be involved in 
the pathogenesis of diverticulitis. 

The association between diverticulitis 
and vitamin D levels was supported by an 
additional study in 2015, in which the au-
thors investigated the association between 
ultraviolet (UV) light and diverticulitis.25 
They identified nonelective diverticulitis 
admissions in the Nationwide Inpatient 

TABLE 1

Hinchey Classification   
of Complicated Diverticulitis

Grade Description

1 Localized pericolic abscess

2 Distant (retroperitoneal or pelvic) abscess

3 Purulent peritonitis

4 Feculent peritonitis

Source: Adapted from Hinchey et al.7
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Sample database and linked hospital loca-
tions to geographic UV data. They examined 
UV exposure in relation to risk for admis-
sion for diverticulitis and found that, com-
pared with high-UV (UV4) areas, low-UV 
(UV1) areas had a higher rate of diverticu-
litis (751.8/100,000 admissions, compared 
with 668.1/100,000 admissions, respectively 
[P < .001]), diverticular abscess (12.0% com-
pared with 9.7% [P < .001]), and colectomy 
(13.5% compared with 11.5% [P < .001]). They 
also observed significant seasonal variation, 
with a lower rate of diverticulitis in winter 
(645/100,000 admissions) compared with 
summer (748/100,000 admissions [P < .001]). 
Because UV exposure largely determines vi-
tamin D status, these findings are thought to 
support a role for vitamin D in the pathogen-
esis of diverticulitis.

Genetics
Two studies found an association between 
genetics and diverticular disease. A 2012 
study using The Swedish Twin Registry 
found that if one twin is affected with the 
disease, the odds that the other will be af-
fected was 7.15 in monozygotic (identi-
cal) twins and 3.20 in dizygotic (fraternal) 
twins.26 A 2013 Danish twin study found 
a relative risk of 2.92 in twin siblings com-
pared to the general population.27 Both 
studies estimated the genetic contribution 
to diverticular disease to be 40% to 50%.26,27 

Obesity
Several large prospective studies have 
shown a positive association between high 
BMI, waist circumference, and waist-to-hip 
ratio and risk for diverticulitis.4 A BMI > 30 
was found to increase the relative risk of 
acute diverticulitis by 1.78, compared with 
a normal BMI.17 In a large, prospective, pop-
ulation-based cohort study in 2016, Jamal 
Talabani et al found that obese persons had 
twice the risk for admission for acute colon-
ic diverticulitis than normal-weight persons 
did.28 Waist circumference and waist-to-hip 
ratio were also independently associated 
with risk for diverticulitis. The pathophysi-
ology of the associations is not clearly un-
derstood but may involve pro-inflammato-

ry changes of adipose tissue, which secrete 
cytokines that promote an inflammatory 
response, and changes in gut microbiota.4,12

Physical activity
Data on the association of physical activ-
ity and diverticulitis is inconsistent. Some 
studies have found as much as a 25% de-
crease in the risk for diverticulitis with in-
creased physical activity; more recent stud-
ies (2013 and 2016), on the other hand, 
found no association between diverticulo-
sis and physical activity.11,17,19,28

CLINICAL PRESENTATION
The clinical presentation of diverticulitis 
typically depends on the severity of inflam-
mation and the presence (or absence) of 
complications. The most common present-
ing symptom is left lower-quadrant abdom-
inal pain, which occurs in approximately 
70% of cases and lasts for longer than 24 
hours.29 Fever (usually < 102°F), leukocyto-
sis, nausea, vomiting, and changes in bowel 
function may also be present.1,30,31 Approxi-
mately 50% of patients report constipation 
in diverticular disease; 20% to 35% report 
diarrhea.5 

Patients may also report dysuria, sec-
ondary to irritation of the bladder by an 
inflamed segment of colon.3,17 Patients may 
report fecaluria, pneumaturia, or pyuria, 
which indicate a colovesical fistula.1 Pas-
sage of feces or flatus through the vagina 
indicates a colovaginal fistula.

 The differential diagnosis of diverticuli-
tis is listed in Table 2 (page 41).17

PHYSICAL EXAMINATION
Physical examination in diverticulitis will 
almost always elicit tenderness to palpa-
tion over the area of inflammation, typi-
cally in the left lower quadrant. This is due 
to irritation of the peritoneum.3 A palpable 
mass may be present in as many as 20% 
of patients if an abscess is present. Bowel 
sounds may be hypoactive or hyperactive 
if there is a bowel obstruction.17 In cases 
of frank bowel-wall perforation, patients 
can present with peritoneal signs of rigid-
ity, guarding, and rebound tenderness.3,31 

Diverticular 
disease is 
marked by 
sac-like 
outpouchings, 
or diverticula, 
that form at 
structurally 
weak points of 
the colon wall.
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Tachycardia, hypotension, and shock are 
rare but possible findings. Digital rectal ex-
amination may reveal tenderness or a mass 
if a pelvic abscess is present.17,31

DIAGNOSTICS
The diagnosis of acute diverticulitis can of-
ten be made clinically, based on the history 
and physical examination. Because clinical 
diagnosis can be inaccurate in as many as 
68% of cases, however, laboratory testing 
and imaging play an important role in diag-
nosis.3

Clinical laboratory studies
Because leukocytosis is present in approxi-
mately one-half of patients with diverticu-
litis, a complete blood count (CBC) should 
be obtained; that recommendation not-
withstanding, approximately one-half of 
patients with diverticulitis have a normal 
white blood cell count.29,30 A urine test of 
human chorionic gonadotropin should be 
ordered to exclude pregnancy in all pre-
menopausal and perimenopausal women, 
particularly if antibiotics, imaging, or sur-
gery are being considered.31 Urinalysis can 
assess for urinary tract infection. 

Multiple studies have demonstrated the 
utility of C-reactive protein (CRP) in the 
workup of acute diverticulitis. In general, 
patients with a complicated episode will 
present with a significantly higher CRP 
level than that of uncomplicated disease.32 
Kechagias et al found that the CRP level at 
initial evaluation may be helpful in predict-
ing the clinical severity of the attack. A CRP 
level > 170 mg/L has been found to have a 
greater probability of severe disease, war-
ranting CT and referral for hospitalization.33 
A low CRP level was more likely to herald a 
mild course of disease that is amenable to 
outpatient antibiotic management or sup-
portive care. This finding is consistent with 
previous reports of the association between 
CRP levels of 90 to 200 mg/L and the sever-
ity of diverticulitis.32,34

Imaging
Abdominopelvic CT with intravenous 
(IV) contrast. This imaging study is the 

gold standard diagnostic tool for diverticu-
litis, with sensitivity as high as 97%.3 CT can 
distinguish diverticulitis from other con-
ditions, such as irritable bowel syndrome 
(based on a history of symptoms and the 
absence of CT findings), gastroenteritis, and 
gynecologic disease. It can also distinguish 
between uncomplicated and complicated 
diverticulitis and therefore guide thera-
peutic interventions, such as percutaneous 
drainage of an intra-abdominal abscess. 
CT findings associated with uncomplicated 
diverticulitis include colonic wall thicken-
ing and pericolonic fluid and inflammatory 
changes, such as fat stranding. CT findings 
associated with complicated disease in-
clude abscess (paracolonic or pelvic), peri-
tonitis (purulent or feculent), phlegmon, 
perforation, fistula, and obstruction.1,3

Ultrasonography (US) can also be used 
in the assessment of diverticulitis, although 
it has lower sensitivity (approximately 61% 
to 84%) than CT and is inferior to CT for 
showing the extent of large abscesses or free 
air.3,18,30 A typical US finding in acute diver-
ticulitis is a thickened loop of bowel with a 
target-like appearance.17 Findings are high-
ly operator-dependent, however, and ac-
curacy is diminished in obese patients. US 
may be a good option for pregnant women 
to avoid ionizing radiation.

Magnetic resonance imaging (MRI) is 
another option for imaging in diverticulitis 
but is not routinely recommended. It pro-
vides excellent soft-tissue detail and does 
not deliver ionizing radiation, but it is not 
as sensitive as CT for identifying free air.18,31 
Furthermore, MRI requires prolonged ex-
amination time, which may not be tolerated 
by acutely ill patients, and is not an option 
for patients with certain types of surgical 
clips, metallic fragments, or a cardiac pace-
maker. 

Abdominal radiography is useful to 
show free air, which would indicate perfo-
ration, and to show nonspecific abnormali-
ties, such as bowel-gas patterns.31

MANAGEMENT
For decades, patients with diverticulitis 
were managed with antibiotics to cover 
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colonic flora; many underwent urgent or 
emergent surgery to remove the affected 
segment of colon. Over the years, however, 
the treatment paradigm has shifted from 
such invasive management toward a non-
surgical approach—often, with equivalent 
or superior outcomes. More and more, 
management of diverticulitis is dictated by 
disease presentation: namely, whether dis-
ease is uncomplicated or complicated.1 

Current guidelines recommend hospi-
talization, with possible surgical interven-
tion, in complicated disease (free perfora-
tion, large abscesses, fistula, obstruction, 
stricture) and in patients who cannot tol-
erate oral hydration, who have a relevant 
comorbidity, or who do not have adequate 
support at home.35 Uncomplicated cases 
may also require hospitalization if certain 
criteria for admission are met: immuno-
suppression, severe or persistent abdomi-
nal pain, inability to tolerate oral intake, 
and significant comorbidity.5 

Absent these criteria, outpatient man-
agement of uncomplicated diverticulitis 
is appropriate. After the treatment setting 
is determined, choice of intervention and 
length of treatment should be addressed.

Nonpharmacotherapeutic  
management
Dietary restrictions, from a full liquid diet 
to complete bowel rest, have been recom-
mended for the management of acute di-
verticulitis. This recommendation is not 
supported by the literature, however. At 
least two studies have shown no associa-
tion between an unrestricted diet and an 
increase in diverticular complications. In a 
2013 retrospective cohort study, no increase 
in diverticular perforation or abscess was 
found with a diet of solid food compared to 
a liquid diet, a clear liquid diet, or no food 
by mouth.36 In a more recent (2017) pro-
spective cohort study of 86 patients with 
uncomplicated diverticulitis, all of whom 
were on an unrestricted diet, only 8% devel-
oped complications.37 

There is no high-quality evidence for 
instituting dietary restrictions in acute un-
complicated diverticulitis. As such, permit-

ting oral intake as tolerated is a reasonable 
option.

Pharmacotherapy
Antibiotics have long been the cornerstone 
of pharmacotherapy for acute diverticulitis, 
covering gram-negative rods and anaer-
obes. The rationale for such management 
is the long-held belief that diverticulitis is 
caused by an infectious process.38 Common 
outpatient regimens include

•	Ciprofloxacin (500 mg every 12 h) plus 
metronidazole (500 mg every 8 h)

•	Trimethoprim–sulfamethoxazole (1 
double-strength tablet every 12 h) plus 
metronidazole (500 mg every 8 h)

•	Amoxicillin (875 mg)–clavulanate (1 
tablet every 8 h) or extended-release 
amoxicillin–clavulanate (2 tablets every 
12 h)

TABLE 2

Differential Diagnosis  
of Diverticulitis

Gastrointestinal
Appendicitis 
Constipation
Infectious colitis
Inflammatory bowel disease
Ischemic bowel
Malignancy
Volvulus

Genitourinary
Prostatitis
Renal colic
Urinary tract infection

Gynecologic
Ectopic pregnancy
Ovarian cysts 
Salpingitis

Other
Hernia
Psoas abscess
Retroperitoneal hemorrhage

Source: Adapted from Humes et al.17
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•	Moxifloxacin (400 mg/d; for patients 
who cannot tolerate metronidazole or 
ß-lactam antibiotics).

Providers should always consult their local 
antibiogram to avoid prescribing antibiotics 
to which bacterial resistance exceeds 10%.

Despite widespread use of antibiotics 
for diverticulitis, multiple studies in recent 
years have shown no benefit to their use 
for uncomplicated cases. In 2012, Chabok 
et al investigated the need for antibiotic 
therapy to treat acute uncomplicated diver-
ticulitis and found no statistically signifi-
cant difference in outcome among patients 
treated with antibiotics and those managed 
conservatively.39 In 2014, Isacson et al per-
formed a retrospective population-based 
cohort study to assess the applicability of a 
selective “no antibiotic” policy and its con-
sequences in terms of complications and 
recurrence; the authors found that with-
holding antibiotics was safe and did not re-
sult in a higher complication or recurrence 
rate.40 Furthermore, in a 2017 multicenter 
study, Daniels et al conducted a random-
ized controlled trial comparing observation 
and antibiotic treatment for a first episode 
of uncomplicated acute diverticulitis in 528 
patients and found no prolongation of re-
covery time, no increased rate of complica-
tions, and no need for surgical intervention 
in patients who were not treated with anti-
biotics.41 

These studies are in agreement with the 
most recent AGA guidelines, which recom-
mend selective, rather than routine, use of 
antibiotics for acute diverticulitis.14 This 
shift in approach may be due, in part, to a 
change in understanding of the etiology of 
the disease—from an infectious process to 
more of an inflammatory process.38

For patients who require inpatient man-
agement of diverticulitis, treatment typical-
ly involves IV antibiotics, fluids, and analge-
sics. Surgical treatment may be appropriate 
(see “Surgical treatment,” next column).

Other agents used to manage diverticu-
litis include three that lack either strong or 
any data at all showing efficacy. The most 
recent AGA guidelines recommend against 
their use for this indication14:

Rifaximin. Two recent observational co-
hort studies, one from 2013 and the other 
from 2017, compared this poorly absorbed 
oral antibiotic with mesalamine to placebo 
or no treatment at all.42 Neither provided 
evidence that rifaximin treats or prevents 
diverticulitis.

Mesalamine. This anti-inflammatory 
has also been studied to prevent recurrence 
of diverticulitis. In a randomized, double-
blind, placebo-controlled multicenter trial 
of 1,182 patients, Raskin et al found that 
mesalamine did not reduce the rate of re-
currence of diverticulitis, time to recur-
rence, or the number of patients requiring 
surgery.43 This conclusion was reiterated 
by a 2016 meta-analysis that found no evi-
dence to support use of mesalamine in the 
prevention of diverticulitis recurrence.44 

Probiotics. Despite multiple studies un-
dertaken to assess the efficacy of probiotics 
in the prevention and treatment of diver-
ticular disease, strong data supporting their 
use are sparse. In 2016, Lahner et al exam-
ined 11 studies in which various probiotics 
were used to treat diverticular disease and 
found that, although there was a weak posi-
tive trend in the reduction and remission of 
abdominal symptoms, the evidence was not 
strong enough to recommend their routine 
use in managing the disease.45

Surgical treatment
Acute uncomplicated diverticulitis can be 
treated nonsurgically in nearly all patients, 
regardless of whether treatment occurs in 
the inpatient or outpatient setting. For com-
plicated disease, however, approximately 
15% to 25% of patients require surgery. The 
main indication for emergent or urgent sur-
gical intervention is colonic perforation, 
which can lead to acute peritonitis, sepsis, 
and associated morbidity and mortality.29 

The decision to perform elective surgery 
should be made case by case, not routine-
ly—such as after a recurrent episode of di-
verticulitis, when there has been a compli-
cation, or in young patients (< 50 years).1,11 
Immunocompromised patients (transplant 
recipients, patients taking steroids chroni-
cally, and patients with HIV infection who 
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have a CD4 count < 200 cells/μL) can pre
sent with more virulent episodes of diver-
ticulitis, have a higher incidence of perfora-
tion and fecal peritonitis, and have a greater 
likelihood of failure of nonsurgical manage-
ment.1 Surgical intervention after the first 
episode of diverticulitis in these patients 
should therefore be considered. 

In 2014, the American Society of Colon 
and Rectal Surgeons (ASCRS) recommend-
ed the laparoscopic Hartmann procedure 
(primary resection of the affected segment 
of colon, with end colostomy, followed by 
colostomy closure) as the gold standard for 
the treatment of acute perforated diverticu-
lar disease when surgery is required.46

COLONOSCOPY AFTER  
DIVERTICULITIS
Although endoscopy is to be avoided during 
acute diverticulitis because of the risk for 
perforation, it is recommended six to eight 
weeks after the acute episode has resolved 
to rule out malignancy, inflammatory bowel 
disease, and colitis.1,3 Interestingly, in 2015, 
Daniels et al compared the colonoscopic 
detection rate of advanced colonic neopla-
sia in patients with a first episode of acute 
diverticulitis and in patients undergoing 
initial screening for colorectal cancer, and 
found no significant difference in the detec-
tion rate between the two groups.47 The au-
thors concluded that routine colonoscopic 
follow-up after an episode of acute uncom-
plicated diverticulitis could be eliminated 
and that those patients could be screened 
according to routine guidelines. 

Lau et al found a number of cancers and 
other significant lesions on colonoscopy 
performed after an episode of acute diver-
ticulitis, with a 2.1% prevalence of colorec-
tal cancer within one year after CT-proven 
diverticulitis, and an increase in the preva-
lence of abscess, local perforation, and fis-
tula.48 Their study excluded patients who 
had had a colonoscopy within one year, 
however. They therefore recommended per-
forming colonoscopy only for patients who 
have not had a recent colonoscopic exam. 
This recommendation is in accord with the 
most recent AGA and ASCRS guidelines. If a 

patient has had a recent colonoscopy prior 
to an acute episode of diverticulitis, the val-
ue of repeating the study after the episode 
resolves is unclear.

CONCLUSION
As this article shows, the spectrum of clinical 
presentations for diverticulitis is broad, and 
management most often requires a case-
by-case approach. Treatment is dictated 
by whether disease presentation is uncom-
plicated or complicated; outpatient man-
agement is appropriate for uncomplicated 
cases in the absence of specific criteria for 
hospitalization. Recent evidence supports a 
paradigm shift away from mandatory dietary 
restriction and routine antibiotic use.        CR
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