
Acute DIverticulitis 

Diverticulosis is common in the western population in those >50yr

Symptomatic Diverticulosis or Diverticular Disease has three presentations of which 
Diverticulitis is the most common

Diverticulitis presents as Acute Uncomplicated Diverticulitis (which maybe recurrent), Acute 
Complicated Diverticulitis (Abscess, Fistula, Obstruction, Free Perforation) or Chronic 
Diverticulitis

Clinical diagnosis alone inaccurate 34-68% of the time, use of validated nomogram improves 
accuracy to 84%….(age, prev. episodes, localized LLQ pain, aggravated with movement, no 
vomiting, CRP > 50mg/l)

Selective use of imaging ok if above met, otherwise CT abdo/pelvis with IV/PR contrast is 
imaging of choice 

In general uncomplicated acute diverticulitis is treated with antibiotics, early return to enteral 
nutrition as bowel function allows and close follow-up. In next guidelines may be reasonable to 
trial exclusion of antibiotics in mild cases.

Consider outpatient management if minimal symptoms, clinically stable, reliable and healthy 
patient tolerating PO intake and if early follow up can be arranged

Elective surgery for recurrent uncomplicated acute diverticulitis in immunocompetent patient…

“the decision to recommend elective sigmoid colectomy after recovery from 
uncomplicated acute diverticulitis should be individualized” (ASCRS 2014)

Recurrence following 1st episode 13-23%, 1st episode is worst episode in majority

Subsequent complicated disease or emergency surgery 6%

Risk of emergency surgery with stoma formation for recurrent episode1:2,000 patient yrs

Currently guidelines recommend after recovery from 1st episode referral for colonoscopy, may 
forgo if recent colon Ca screening complete
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American Society for Colon and Rectal Surgery (ASCRS) several 
factors weigh in to that decision including failure to tolerate 
oral intake, pain level, overall comorbidities, and social support 
at home.5

3. Symptomatic uncomplicated diverticular disease

In the recent years, there has been an evolution in the taxo-
nomic classification of symptomatic diverticular disease into 
several distinct types (Fig. 1). These include chronic recurrent 
diverticulitis, segmental colitis associated with diverticulosis 
(SCAD) and symptomatic uncomplicated diverticular disease 
(SUDD).6,7 SUDD is defined as chronic diverticulosis with associ-
ated chronic abdominal pain in the absence of acute symptoms 
of diverticulitis or overt colitis.7 There may be an overlap be-
tween SUDD and irritable bowel syndrome (IBS) due to similar 
pathophysiologic mechanisms underlying both disease process-
es, which includes visceral hypersensitivity.7 This was studied by 
Clemens et al.,8 where they found that SUDD patient had hyper-
algesia in the sigmoid colon with diverticula. SUDD is further 
compared to IBS in regards to altered colonic motility. Bassotti 
et al.9 demonstrated that patients with diverticulosis have a re-
duction in the number of colonic interstitial cells of Cajal (ICC) 
and enteric glial cells even though there was no abnormalities 
in the enteric neuronal population. They studied ICC due to their 
role in regulation of intestinal motor function and postulated 
that with reduction in ICC, there is a decrease in colonic electri-
cal slow wave activity which results in slowed transit. At this 
time, it is unclear whether SUDD and IBS are on a continuum 
in terms of their pathophysiology or whether patients with IBS 
are more likely to have diverticulosis and therefore with chronic 

abdominal pain be labeled as SUDD. 

4. Segmental colitis associated with diverticulosis

SCAD is now recognized as a distinct entity. It is character-
ized by nonspecific segmental inflammation in the sigmoid 
colon surrounded by multiple diverticula.10 It does not neces-
sarily involve the diverticular orifice.11 Risk factors include male 
sex and age over 50 years.10 Initial presentation is often rectal 
bleeding with some presenting with diarrhea and/or abdominal 
pain.10 Freeman12 studied the clinical behavior of SCAD in over 
a 20-year period and noted that all patients had complete clini-
cal and pathological remission of disease even those not treated 
with oral 5-aminosalicylate. Of importance, is the fact that this 
process appears to be benign and self-limited.10 

PATHOGENESIS

The pathogenesis of diverticular disease is multifactorial and 
not fully understood. However, several factor including colonic 
wall structure, colonic motility, genetics, fiber intake, vitamin 
D levels, obesity and physical activity have been studied and 
thought to influence the pathogenesis of the disease.

1. Colonic wall structure and motility

Diverticula of the colon are mucosal herniations in the colon 
wall muscle layer through (relatively weaker) points of entry 
of blood vessels through the colonic wall13 and are more com-
monly found in the sigmoid colon in the Western world. Al-
though its pathogenesis remains poorly elucidated, it is likely to 
be multifactorial. An early and popular theory as to the etiology 
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Fig. 1. Classification of diverticular 
disease.


