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Managing a patient with acute colonic 
diverticulitis
Elizabeth Donovan, MPAS, PA-C; Denise Rizzolo, PhD, MPH, PA-C

Acute diverticulitis can be uncomplicated or complicated 
(characterized by presence of an abscess, fi stula, stricture, 
or free perforation).3 Changes to the treatment paradigm 
over the past 10 years focus on the selective use of antibiot-
ics for uncomplicated diverticulitis and a decline in the 
number of elective colon resections performed.4,5 However, 
no medical treatments exist to reduce the risk of recurrence 
and there are no clear guidelines for when elective colon 
resection is appropriate.4,6 Treatment goals for patients with 
acute diverticulitis should be to alleviate symptoms, prevent 
complications associated with recurrence, and perform 
elective surgery when appropriate to minimize morbidity 
and mortality associated with emergency surgery.7 A com-
prehensive review of diverticular disease pathogenesis and 
risk factors was published in the October 2018 issue of 
JAAPA.8 This article reviews current literature on operative 
and nonoperative treatment of acute diverticulitis.

EPIDEMIOLOGY
Diverticular disease encompasses a wide range of condi-
tions defi ned by clinically signifi cant and symptomatic 
diverticula. An estimated 60% of patients over age 60 years 
have diverticular disease, and population data show the 
incidence and number of diverticula increases with age.9,10

A 2019 report found that 208,015 hospital admissions 
each year were for acute diverticular disease of the colon, 
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Acute diverticulitis is a common gastrointestinal 
disease with rising incidence and burden on the 
healthcare system.1 Because of acute diverticulitis’ 

unpredictable presentation, ranging from mild abdominal 
pain to perforation and sepsis, clinicians in primary care 
and surgery need evidence-based guidance on the best 
nonsurgical and surgical treatment approaches.2

ABSTRACT
Acute diverticulitis is a common condition in Western 
society with the potential for substantial patient morbidity. 
Depending on the severity, the patient’s clinical presentation 
and treatment options vary considerably, leaving uncertainty 
about optimal management. Traditionally, surgery was rec-
ommended to prevent complications, persistent symptoms, 
and recurrent episodes. Improvements in the understanding 
of the disease’s natural history, diagnostic imaging, and long-
term outcomes have prompted changes to diagnosis and 
treatment guidelines.
Keywords: acute diverticulitis, colonic, colon, treatment, 
nonsurgical management, surgical management

Learning objectives

 Review the epidemiology, diagnosis, and treatment of 
acute diverticulitis.

 Discuss the nuances of acute uncomplicated 
diverticulitis and acute complicated diverticulitis.

 Describe the surgical and medical treatment 
considerations.

 Identify risks for recurrence, long-term morbidity, and 
when to refer patients for surgical consultation.
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and the aggregate cost associated with this care was esti-
mated at more than $2 billion.11

Much of the research on acute diverticulitis focuses on 
acute left-sided colonic disease, the most common presen-
tation in Western countries.2,12 Acute right colonic diver-
ticulitis is much less common and is more often seen in 
patients of Asian descent.

Eighty-fi ve percent of acute diverticulitis cases are uncom-
plicated, and the prevalence is increasing in patients under 
age 50 years.10,13,14 Ten to 25 percent of patients with diver-
ticulosis will experience a fi rst episode of acute diverticuli-
tis, known as the incident or index episode. However, the 
true prevalence may be lower, based on a recent population-
based study showing that the long-term risk of acute diver-
ticulitis in patients with incidental diverticular disease on 
screening colonoscopy was closer to 4.3%.2,10,14 Sex and 
age studies show the incidence is higher in men until age 60 
years; thereafter it becomes more common in women.4

RISK FACTORS
Factors linked to the development of diverticular disease 
include weakness of the bowel wall, increased intraluminal 
pressure, dysmotility, genetic predisposition, lack of dietary 

fi ber, constipation, and age.2 These changes can lead to 
colonic stasis and obstruction of diverticula (Figure 1). In 
patients with known diverticular disease, modifi able risk 
factors for acute diverticulitis include smoking, obesity, 
poor diet, and alcohol consumption.4 The regular use of 
nonsteroidal anti-infl ammatory drugs (NSAIDs) increases 
the risk of complicated diverticulitis and free perforation.3,4

NSAID enteropathy and perforation are due to increased 
mucosal permeability, infl ammation, erosion, and ulcer-
ation.15 Regular use (two or more times per week) is 
associated with a 70% increased risk of diverticulitis, and 
non-aspirin NSAIDs are associated with a greater risk than 
aspirin.3 For this reason, the American Gastroenterology 
Association does not recommend discontinuing aspirin 
therapy in patients with a history of acute diverticulitis 
and coronary artery disease who may value the secondary 
prevention benefi ts of aspirin use.16

PATHOGENESIS
The pathophysiology of acute diverticulitis as a mechan-
ical alteration in the wall of the colon, trapping stool and 
bacteria with localized infl ammation and microperforation, 
has been challenged.9,13,16,17 A more recent theory of infl am-
mation as the basis for pathogenesis is derived from 
several areas of research. Multiple studies show associa-
tions between mucosal infl ammation and diverticulitis 
with states of chronic infl ammation (Western diet, physi-
cal inactivity, and obesity), variations in the gut microbi-
ome, and increased inflammatory biomarkers.2,4,18-21

Similarities are seen in mucosal biopsies of patients with 
infl ammatory bowel disease (IBD) and chronic diverticu-
lar disease.4 The prevalence of obesity in the United States 
is a signifi cant health determinant; not only is obesity 
associated with the chronic infl ammatory state implicated 
in the pathophysiology of acute diverticulitis, but the 
concomitant increased visceral-to-subcutaneous fat ratio 
and loss of skeletal muscle also increase the rate of severe
postoperative complications.2

PATIENT EVALUATION
The important fi ndings in a patient with acute diverticu-
litis are left lower quadrant abdominal pain (70%), fever, 
leukocytosis, sometimes diarrhea, and the absence of 
vomiting.2,5 Left lower quadrant tenderness, localized 
rebound or guarding, and sometimes a palpable mass or 
fullness are noted on physical examination. Although rarer, 
right-sided abdominal pain associated with right colonic 
diverticulitis should be considered (especially in patients 
of Asian descent) and needs to be distinguished from 
appendicitis on imaging. Order routine laboratory tests, 
including complete blood cell count, metabolic panel, and 
urinalysis, to evaluate for pyuria, which could be a sign of 
colovesical fi stula. Consider stool studies to rule out an 
infectious cause of diarrhea. Biomarkers such as C-reactive 
protein (CRP), procalcitonin, and fecal calprotectin are 

Key points

 The clinical presentation of acute diverticulitis varies 
widely.

 Medical and surgical treatment paradigms for acute 
diverticulitis have changed over the past 10 years based 
on quality research.

 Treatment goals should address alleviating symptoms, 
minimizing adverse reactions, and preventing 
recurrence and surgical morbidity.

 Elective surgical management should be decided on a 
case-by-case basis.

FIGURE 1. Colonic diverticula seen on laparoscopy. Image 
reprinted with permission from Mohammed Kalan, MD, FACS, FRCS.
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not routinely used in uncomplicated cases but can be used 
to monitor more complicated disease.5

Although acute left lower quadrant abdominal pain has 
a broad differential, this is addressed by the ubiquitous use 
of contrast-enhanced CT. As the gold standard, CT evalu-
ates for alternative diagnoses and disease severity, thereby 
aiding in identifying potential risks of failed nonoperative 
management and the need for future surgical intervention.5,12 
The selective use of CT to reduce the cost of care and 
radiation exposure in patients with suspected mild diver-
ticulitis has been proposed but remains under debate. This 
approach has consensus support in some but not all surgi-
cal societies.1,5 Point-of-care ultrasound (POCUS) in the 
ED is under study as an alternative to CT. Diverticulitis on 
ultrasonography is characterized by edema of the bowel 
wall greater than 5 mm and surrounding a diverticulum, 
enhancement of pericolic fat (indicating infl ammatory 
changes), and tenderness with probe palpation.22 The 
potential benefi ts of POCUS include lower costs, less patient 
time in the ED, and avoiding exposure to ionizing radiation. 
POCUS can have comparable sensitivity and specifi city to 
CT in the hands of a well-trained and experienced operator; 
however, its use is not standard of care because it is operator-
dependent.22 The importance of this skill set continues to 
gain traction with the implementation of more formal 
POCUS training in some PA programs.

UNCOMPLICATED OR COMPLICATED?
Distinguishing uncomplicated from complicated diver-
ticulitis helps to determine whether the patient needs 
antibiotics, avoids unnecessary hospital admission, lowers 
overall healthcare costs, and can predict whether conserva-
tive treatment will be successful.23 Eighty-fi ve percent of 
acute diverticulitis is uncomplicated with evidence of 
diverticula, thickening of the bowel wall, and increased 
density of the pericolic fat or stranding on CT.12,24 The 
infl ammation and possible microperforation localizes to 
the bowel wall and mesenteric fat.

Complicated diverticulitis is defi ned as the presence of 
an abscess, fi stula, stricture, or free perforation on CT. 
Although the incidence of complicated diverticulitis ranges 
from 12% to 40%, about 80% of patients can be success-
fully managed without surgery.4,12,25,26 Abscess is the most 
common complication seen on CT, accounting for 15% 
to 20% of complicated cases.2,12,27,28 Multiple grading 
systems can be used for complicated diverticulitis, but none 
are superior in predicting outcomes.12 The CT-based mod-
ifi ed Hinchey classifi cation (Table 1) is the most often used, 
with the primary goal of determining the extent of intra-
abdominal contamination.

CRP is the only biomarker with data to show an asso-
ciation with uncomplicated and complicated acute diver-
ticulitis. Studies have shown that CRP greater than 50 mg/L 
at the time of symptom onset strongly supports the diag-
nosis of acute diverticulitis, and CRP greater than 100 mg/L 

TABLE 1. Modified Hinchey Classification11,25

• Stage 0—mild clinical diverticulitis

• Stage Ia—confi ned pericolic infl ammation

• Stage Ib—confi ned pericolic abscess

• Stage II—pelvic or distant intra-abdominal abscess

• Stage III—generalized purulent peritonitis

• Stage IV—fecal peritonitis at presentation

in association with abdominal guarding and leukocytosis 
is a strong predictor of more severe or complicated diver-
ticulitis.20,21 CRP greater than 150 mg/L accurately dis-
criminated acute complicated diverticulitis from 
uncomplicated diverticulitis and was an independent risk 
factor for postoperative mortality.29 However, because of 
limited evidence, the American Society of Colon and Rec-
tal Surgeons (ASCRS) does not support the routine use of 
CRP levels to distinguish uncomplicated from complicated 
acute diverticulitis.5 Considering the patient’s entire clini-
cal picture is essential when determining severity, because 
objective fi ndings alone do not always predict a decline in 
the patient’s condition.

NONOPERATIVE MANAGEMENT: UNCOMPLICATED 
CASES
Treatment decisions for acute diverticulitis depend primar-
ily on CT fi ndings that delineate uncomplicated from 
complicated acute diverticulitis. Nonoperative management 
is appropriate for most patients with uncomplicated 
diverticulitis (modifi ed Hinchey stages 0 to Ia). The treat-
ment of CT-proven uncomplicated acute diverticulitis can 
be provided safely on an outpatient basis, which reduces 
the cost of care.23,30 A meta-analysis looking at the safety 
of outpatient management concluded that this approach 
was safe in selected patients (40%), and failure was 
more common in patients with previous diverticulitis and 
comorbidities.23,30

The mainstays of outpatient therapy are dietary modifi -
cation, pain control, and antibiotics. A clear liquid diet for 
2 to 3 days, advancing to a low-fi ber diet, achieves the 
needed bowel rest. Acetaminophen and antispasmodics 
can be used to treat pain. Oral antibiotics for 7 to 14 days 
covering Gram-negative and anaerobic organisms are 
routine.2 Common regimens used are amoxicillin/clavula-
nate, ciprofl oxacin/metronidazole, or monotherapy with 
moxifl oxacin.3 Follow-up is recommended in 3 to 5 days 
to evaluate for an appropriate treatment response, to 
provide further counseling, and to recommend specialty 
referral if needed. Observation without antibiotics in 
selected patients with mild acute diverticulitis accounts for 
the most recent change in the treatment paradigm, focus-
ing on antibiotic stewardship. There is robust evidence 
that most patients with mild CT-proven uncomplicated 
acute diverticulitis treated without antibiotics show no 
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signifi cant difference in rates of complications or time to 
recovery compared with those treated with antibiotics. 
This evidence comes from multiple studies, including two 
European randomized controlled trials.19,31 The long-term 
follow-up studies for both trials showed no signifi cant 
differences between the treatment groups in recurrence 
rates, complications, or surgery for diverticulitis.32,33

The defi nition of failed conservative treatment without 
antibiotics varies widely and may constitute requiring 
antibiotic treatment, hospital admission, recurrent symp-
toms after 1 month, or the need for intervention such as 
percutaneous abscess drainage or surgery.34 Rates of failed 
treatment without antibiotics across studies range from 
3% to 24%, depending on its defi nition.21 Risk factors for 
failed conservative treatment are female sex, older age, 
immunosuppression, free fl uid around the colon, comor-
bidities, American Society of Anesthesiologists (ASA) 
classifi cation greater than 2, and CRP level greater than 
170 mg/L.4,12,21 A 2019 meta-analysis comparing success-
ful and failed nonantibiotic treatment of uncomplicated 
acute diverticulitis found no statistical difference using the 
“need for additional intervention to settle the initial epi-
sode” as the defi ned endpoint.34 Examination of the current 
evidence has led to society guidelines recommending care-
ful consideration of conservative treatment without anti-
biotics, with the caveat that disease severity is variable.1,5,12 
Despite this strong evidence, the nonantibiotic approach 
is not widely accepted in the United States, possibly due 
to less concern for antibiotic stewardship, well-established 
practice patterns, and medicolegal concerns.35

NONOPERATIVE MANAGEMENT: COMPLICATED 
CASES
Acute complicated diverticulitis with abscess occurs in 
about 15% to 20% of all patients with acute diverticuli-
tis.12 The intermediate grades of CT-confi rmed Hinchey 
Ib and II defi ne this subgroup of patients who typically 
require inpatient treatment with IV antibiotics with or 
without abscess drainage.36 Inpatient treatment also 
includes bowel rest and IV fl uids.6,36,37 Monitoring for 
clinical deterioration is required, as classifi cation does not 
always predict severity or the need for surgery.6 This 
approach is successful in up to 80% of patients; however, 
some will not respond to nonoperative management and 
ultimately require surgery.24,26,36

In complicated cases, the mainstay of nonoperative 
inpatient treatment is empiric therapy with broad-spectrum 
IV antibiotics covering Gram-negative and anaerobic 
organisms, once source control is achieved.37,38 Source 
control is “the mechanical process that contains, restricts 
and eradicates from the peritoneal cavity microbial patho-
gens, infl ammatory exudates and necrotic tissue that drive 
the systemic septic response.”37 The source can be any 
degree of intra-abdominal contamination, from a localized 
abscess adjacent to the colon to feculent peritonitis.2 

Perforation of a diverticulum can present with a small 
amount of pericolic free air, which is not considered com-
plicated, to large amounts of free air or fl uid consistent 
with gross perforation and feculent contamination requir-
ing urgent surgery.27 In the absence of peritonitis with 
sepsis, the approach to nonoperative source control is 
determined by abscess size and location. All abscesses, 
regardless of size, require antibiotic therapy. Localized 
pericolonic abscesses 3 to 4 cm or smaller may not be 
amenable to percutaneous drainage. Larger abscesses 
(greater than 4 cm or distant from the site of infl amma-
tion) require percutaneous drainage for source control, 
because antibiotics alone may not achieve adequate tissue 
concentration.

Once source control is achieved, the length of antibiotic 
treatment need not be prolonged; the length of therapy 
varies with disease severity and practice patterns.39 Fol-
lowing the initiation of treatment with broad-spectrum 
antibiotics, clinicians should consider narrowing the 
therapy based on culture data (if available) and assess the 
appropriate length of therapy.40 A randomized controlled 
trial by Sawyer and colleagues comparing 4 days of anti-
biotic therapy with 8 days demonstrated similar outcomes 
for both groups after source control was achieved.39 The 
Agency for Healthcare Research and Quality recommends 
5 to 10 days of therapy (based on clinical response and 
reimaging) in cases without percutaneous abscess drainage 
or 4 days following surgical management or drainage.40 
Percutaneous drain management involves monitoring 
output and fl ushing daily with 0.9% sodium chloride 
solution to keep the catheter patent. Once the output is 
less than 10 mL/24 hours, the drain can be safely removed 
if fl uoroscopic sinogram confi rms resolution of the abscess.

Although colonoscopy has no role in the acute setting 
because of the risk of perforation, consider it 6 to 8 weeks 
following resolution of an acute episode of complicated 
diverticulitis to rule out malignancy. Routine colonoscopy 
following an acute episode of uncomplicated diverticulitis 
is controversial, based on study evidence showing the 
diagnostic yield is similar to the background rate in an 
age-matched reference population.41 However, more recent 
literature describes a signifi cantly higher incidence of occult 
malignancy in patients with complicated diverticulitis, and 
highly recommends colonoscopy.5

Extensive surgical literature looking at the failed non-
operative treatment of diverticular abscess stems from 
limited quality evidence to guide clinicians in treating 
this intermediate group.42 The definition of failure, 
although not always widely agreed upon, includes devel-
opment of sepsis, need for surgery, or recurrent abscess 
within 30 days.5 Multiple studies looking at patients with 
modifi ed Hinchey Ib and II disease found an overall 
recurrence rate of 28%.42 Rates of failed nonoperative 
management leading to additional treatment range from 
15% to 40% across studies.25 How to predict failure 
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remains unclear because some abscesses resolve without 
percutaneous drainage and heterogeneity across studies 
is a limiting factor.42 Multiple studies have identifi ed 
associations between failure of nonoperative management 
and the following factors: elevated CRP, age 60 years or 
older, previous episodes of acute diverticulitis, high-risk 
abscesses (pelvic, 5 cm or greater, needing percutaneous 
drainage), and extraluminal air.7,21,28,36,43 A retrospective 
multicenter study by Lambrichts and colleagues found 
higher failure rates of nonsurgical management in cases 
with abscesses greater than 5 cm, leading to surgery in 
the short term.36

OPERATIVE MANAGEMENT: COMPLICATED CASES
The indication for urgent surgery and the approach are 
dictated by the patient’s clinical condition and surgeon 
preference.2 Between 15% and 32% of all patients admit-
ted for acute diverticulitis will require emergency surgery.36 
Indications include cases of purulent or fecal peritonitis 
(modified Hinchey III and IV), sepsis, hemodynamic 
instability, extraluminal air, inability to rule out malignancy, 
and nonoperative treatment failure.1,2,5 A subgroup of 
patients with symptomatic fi stulae (colovesical or colo-
vaginal) or acute colonic obstruction due to stricture will 
require urgent or semielective resection.5

The historical gold standard approach to complicated 
acute diverticulitis with perforation and generalized peri-
tonitis is exploratory laparotomy, sigmoid colon resection, 
and the creation of a colostomy or Hartmann procedure.2,3 
Although this approach is safest for the most acutely ill 
patients, it carries higher 30-day operative mortality and 
permanent stoma rates, which has led to research on 
alternative approaches.5 Three small randomized controlled 
trials comparing Hartmann procedure to primary colonic 
anastomosis, with or without the creation of a diverting 
loop ileostomy, have shown no signifi cant difference in 
overall complication rates, morbidity, or mortality.44-46 
The benefi t of the latter approach was higher ileostomy 
reversal rates compared with the Hartmann colostomy.44-46 
The decision to create the diverting ileostomy is based on 
the degree of intra-abdominal contamination and tissue 
friability from acute infl ammation, both of which con-
tribute to the risk of a leak from the colonic anastomosis.5 
Postoperative primary anastomotic leak may lead to abscess 
formation, requiring percutaneous drainage or reoperation 
with diverting colostomy. A recent multivariable analysis 
of the National Surgical Quality Improvement Program 
(NSQIP) database found no difference in morbidity or 
mortality between the two approaches, concluding that 
primary anastomosis with diverting ileostomy for Hinchey 
III and IV diverticulitis is a safe alternative to Hartmann 
procedure in stable patients.47,48 In turn, the 2020 ASCRS 
guidelines have given a strong recommendation for primary 
anastomosis, with or without diverting loop ileostomy, 
instead of Hartmann procedure based on moderate-

quality evidence.5 However, other research shows that 
adoption of this approach remains low.5,49

Laparoscopic lavage for the treatment of Hinchey III 
diverticulitis has been studied as an alternative to urgent 
sigmoid resection with stoma formation. After three ran-
domized controlled trials comparing laparoscopic lavage 
with colectomy, controversy remains because of signifi cant 
variation in methods and endpoints, contradictory results, 
and increased rates of short-term adverse events with 
laparoscopic lavage (such as surgical site infection and 
unplanned reoperation).50-52 Advantages of laparoscopic 
lavage include shorter operative times, fewer surgical site 
infections, decreased need for stoma formation, and shorter 
length of hospital stay.5 Disadvantages include increased 
risks of intra-abdominal abscesses, peritonitis, future 
emergency operations, missed malignancy, and unresolved 
or recurrent diverticulitis.1,5,12,53 Some investigators consider 
this less invasive approach safe for emergent source control 
and a bridge to safer elective resection in selected cases of 
Hinchey III diverticulitis.53 Laparoscopic lavage is currently 
not recommended as fi rst-line therapy for Hinchey IV 
diverticulitis.1,5,12

ROLE OF ELECTIVE SURGERY
Deciding when to recommend elective surgery is a subject 
of great debate. Historically, elective surgery was intended 
to prevent recurrence, complications, and the need for 
emergency surgery with stoma formation.5 The criteria for 
elective colectomy formerly considered the number of 
previous episodes (two or more), chronic symptoms fol-
lowing treatment of acute diverticulitis, abscesses greater 
than 5 cm in size or pelvic in location, age under 40 years, 
and immunosuppression.5,54 The decline in the number of 
elective sigmoid resections over the past 10 years stems 
from extensive research looking at recurrent uncomplicated 
and complicated acute diverticulitis separately.1,5,12,43

 Recurrent uncomplicated acute diverticulitis. Recur-
rence rates following an episode of uncomplicated acute 
diverticulitis range widely in different studies, from 15% 
to 40%.5,10,49,55 Long-term retrospective data on patients 
following an episode of uncomplicated acute diverticulitis 
show a signifi cant increase in recurrence risk with each 
subsequent attack.56 Despite the risk of recurrence, com-
plicated presentation and need for emergency surgery were 
no more likely with each episode; three or more previous 
episodes was the only independent risk factor.26,57-59 Other 
risk factors with variable predictive value include age over 
55 years, previous complicated diverticulitis, smoking, 
obesity, and signifi cant comorbidities.56 Although data 
show elective colon resection has not decreased the num-
ber of emergency surgeries for acute diverticulitis, 25% to 
36% of patients will have chronic symptoms of smolder-
ing diverticulitis without infl ammation on CT and may 
obtain relief from elective resection.4,54,60,61 The DIRECT 
trial and other studies compared elective surgery versus 
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observation in patients with multiple previous episodes of 
acute diverticulitis, and surgically treated patients reported 
less chronic abdominal pain and better quality of life (QOL) 
scores.54,61 Improved outcomes in patients with recurrent 
uncomplicated acute diverticulitis without surgery are likely 
related to the effect of widespread use of high-resolution 
CT, percutaneous abscess drainage, and better antibiotics.62 
Treatments directed at altering the gut microbiome and 
minimizing chronic infl ammation (such as probiotics, 
rifamixin, and mesalamine) have not proven effective in 
preventing recurrent episodes, resolving chronic symptoms, 
or eliminating the need for surgery.4,5,16 In the absence of 
proven medical therapy to prevent recurrence or chronic 
symptoms, patients should discuss preferences and opera-
tive risk with a surgeon.5,13,43,56,62

Recurrent complicated acute diverticulitis. Patients with 
CT-proven modifi ed Hinchey Ib–II abscesses are the most 
controversial group regarding whether to recommend 
elective surgery after nonoperative management. Recom-
mendations for elective colon resection in this group have 
been based on data showing higher recurrence rates (up 
to 40%) and more complications such as stricture and 
fi stulae.4,24,27,59 Over the past 10 years, multiple investiga-
tors have studied this treatment question with mixed results. 
A meta-analysis of small retrospective studies found no 
direct evidence that elective surgery prevented recurrence, 
although the rate of elective surgery was higher in this 
subgroup of patients and choosing conservative manage-
ment may result in chronic diverticular symptoms.42 On 
the other hand, a retrospective review of a large population 
database found signifi cant harm with increased morbidity 
and mortality without resective surgery.24 Predicting risk 
for future complicated recurrence is challenging. Associated 
risk factors include elevated CRP, history of diverticulitis, 
family history of diverticulitis, corticosteroid use, length 
of colon segment involved, and retroperitoneal or pelvic 
abscesses.4,57 Although younger patients may have a higher 
recurrence rate, they do not have a statistically signifi cant 
increased risk of requiring emergency surgery or worse 
outcomes.63 A 2020 retrospective review of a US National 
Readmissions Database, including 201,384 patients man-
aged nonoperatively, found a twofold higher risk of failure 
within 90 days of discharge in patients with a complicated 
index episode.7

Despite the high recurrence rates, data show that recur-
rent episodes of complicated acute diverticulitis are not 
associated with increased severity, risk of mortality, or 
poor outcomes, and usually resolve with conservative 
treatment.26,43,58,59,62 Most complicated cases with abscess 
occur with the incident episode, and the risk of free per-
foration does not increase with repeated episodes.4,10,27,62 
Based on evidence from these datasets and others show-
ing that recurrence of complicated acute diverticulitis can 
be successfully managed conservatively, the ASCRS 
changed its guidelines in 2020. ASCRS previously recom-

mended elective resection based on the presence of 
abscesses greater than 5 cm or pelvic in location, but has 
downgraded to “should typically be considered” after 
successful nonoperative management of a diverticular 
abscess.5

In summary, recommendations for elective sigmoid resec-
tion should be based on individual patient-related factors 
and not the number of episodes, abscess size, or to prevent 
recurrence. These guidelines are based on long-term follow-
up data showing lower recurrence rates and more success-
ful nonoperative treatments.5

CONCLUSION
Over the past 10 years, there have been changes to the 
treatment paradigm for acute diverticulitis. These have 
been based on extensive research challenging the routine 
use of antibiotics in uncomplicated cases, determining the 
best surgical approach for complicated disease, and evalu-
ating the indications for elective colon resection following 
successful nonoperative management. A lack of clarity 
remains regarding prevention of recurrence, benefi ts of 
elective colon resection, and long-term management of 
intermediate cases of complicated diverticulitis with abscess. 
Treatment goals should address alleviating symptoms while 
minimizing adverse reactions, improving quality of life, 
and preventing recurrence and surgical morbidity. Practice 
patterns regarding elective colon resection are now focused 
on individualized treatment. JAAPA
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