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Chronic symptoms range from mild
intermittent abdominal cramps to the
more severe picture of chronic
abdominal pain and occasional rectal
bleeding. In contrast, acute diverticulitis
refers to acute inflammation in the
diverticula. 

Patients typically present with severe
unremitting abdominal pain, pyrexia 
and signs of peritonitis. Potential
complications of diverticulitis include
perforation of the bowel or formation 
of abscesses or fistulae.3 

Between 50 and 70% of patients

How do patients
present in 
primary care?

Which patients
should 
be referred?

»

Diagnosing and treating
diverticular disease

What  are the
management
options?

COLONIC DIVERTICULA
ARE MUCOSAL
OUTPOUCHINGS THROUGH
WEAK POINTS IN THE 

colonic muscle, see figure 1, above. 
The pathophysiology is complex 

but is thought to be secondary to 
an interaction between multiple
factors including low dietary fibre, 
high intraluminal pressure, and 
genetic influences.1 

There is a substantial healthcare
burden inflicted by diverticular disease.
In England alone, it accounts for almost
56,000 hospital admissions per year.
The national admission rate increased
from 0.56 to 1.20 per 1,000 population
per year between 1996 and 2006.2

It is important to distinguish between
diverticulosis, the presence of
asymptomatic diverticula, and
diverticular disease which refers to
symptomatic cases which can present
with acute or chronic symptoms. 

» treated for a first episode of diverticulitis
will recover and have no further clinical
problems while 20% will develop
recurrent symptoms. Of these, only 
1-2% will require hospitalisation and 
0.5% will need surgery.4

RISK FACTORS
Low dietary fibre intake is reported to
increase the risk of diverticular disease.5
This could partially explain the
worldwide variability of the disease.
Diverticular disease is very rare in rural
Africa and Asia (prevalence < 0.2%).6
The highest incidence rates are reported
in the United States, Europe and Australia,
this is thought to be related to the
western diet which is typically low in fibre.5

Population studies show no apparent
sex predilection.7 However, the risk clearly
increases with age.8 In the UK, the
prevalence rises from around 5% 
of people in their 40sto almost 
50% of those above the age of 80.9

FIGURE 1
Endoscopic views of
colonic diverticula
(white arrows)

‘Complications
include bowel
perforation,
abscesses 
or fistulae’
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In western countries, diverticular
disease predominantly affects the
sigmoid colon. Whereas, there is an
increasing incidence of diverticular
disease affecting the right side of the
colon in patients of Asian origin, and this
is thought to be related to genetic
factors.9

PRESENTATION
As patients with diverticulosis are
asymptomatic, most of them remain
undiagnosed. It is estimated that 20% of
these patients will develop symptoms at
some point in their lifetime.4 Patients
with uncomplicated diverticular disease
usually present to primary care with
intermittent pain in the lower abdomen
particularly the left lower quadrant.
Approximately 15% of patients with
diverticula will develop bleeding from
the bowel wall at some point and
present with rectal bleeding.10

Other reported symptoms include
nausea, episodic diarrhoea, constipation
and bloating.11 Some of these symptoms
are, indeed, similar to those reported in
patients suffering from irritable bowel
syndrome which is also quite a common
condition in developed countries 

(6-17%).12 Therefore, there may be
diagnostic difficulty in distinguishing
symptoms directly related to diverticular
disease from those attributed to irritable
bowel syndrome although the latter
tends to affect a younger age group.13

In contrast, patients with acute
diverticulitis usually present with symptoms
of left lower abdominal pain and signs
including fever and localised guarding. 

Occasionally, the pain might present
on the right side or suprapubically, caused
either by right-side diverticulosis or a
redundant sigmoid loop lying towards
the right side, which may mimic
appendicitis.

DIAGNOSIS
Clinical suspicion of diverticular
disease can be confirmed either
radiologically (barium enema, CT
colonography) or endoscopically
(colonoscopy). Clearly, diverticular
disease symptoms are non-specific,
and thus alternative causes of these
symptoms need to be considered 
and excluded while carrying out
investigations.

Guidance produced by the Royal
College of Surgeons advises that
referral of patients with symptomatic
diverticular disease to secondary care
is not indicated unless:10
•The symptoms affect quality of life 
•The pain is not controlled by
paracetamol  
•New symptoms, such as a change in

bowel habit, develop which require
further investigation
•The patient or doctor is concerned
about the possibility of an alternative
diagnosis 
•The patient develops red flag symptoms

RED FLAG SYMPTOMS
Many patients with diverticular
disease first present with symptoms at
the age when colorectal cancer is
increasingly common. 

As symptoms of these two
conditions can overlap, caution needs
to be taken before diagnosing the
patient with diverticular disease.
Colonoscopy is often the preferred
method of investigating large bowel
symptoms as it allows direct
visualisation of the mucosa and
biopsies of any suspiciousareas. 

Even in patients with established
diverticulosis, a change in the clinical
picture with development of red flag
symptoms14 (see table 1, left) warrants
urgent referral to rule out lower
gastrointestinal malignancy. 

ACUTE DIVERTICULITIS
Patients with suspected
uncomplicated acute diverticulitis
should be assessed according to their
level of pain and associated systemic
features of sepsis. In those where pain
is controlled and there are no signs of
systemic sepsis or multiple comorbidities,
the patient may be treated in primary
care.15 A recent systematic review of
evidence showed that the vast
majority of these patients could be
managed in the outpatient setting
without the need for admission later in
the course and without complications.16
After 48 hours or sooner if needed,
patients should be reassessed. 

If symptoms persist or there is
suspicion of complicated disease,
arrangements should be made to
admit the patient to hospital.

COLONIC DIVERTICULA
An algorithm for the management of
colonic diverticula is shown in figure 2,
opposite. 

Table 1

NICE criteria for urgent referral of suspected lower gastrointestinal cancer14

Age (years)

≥40
≥50
≥60
Any

Any
< 50

≥50

< 60

≥60 

Presentation
Refer using a suspected cancer pathway referral for:
Unexplained weight loss and abdominal pain
Unexplained rectal bleeding
Iron-deficiency anaemia or changes in bowel habit
Test shows occult blood in faeces

Consider using a suspected cancer pathway referral for:
Rectal or abdominal mass
Rectal bleeding and any of the following unexplained symptoms:
•Abdominal pain
•Change in bowel habits
•Weight loss
• Iron-deficiency anaemia

Offer testing for occult blood in adults without rectal bleeding who have:
Unexplained abdominal pain 
Weight loss

Changes in bowel habit 
Iron-deficiency anaemia

Anaemia even if not iron deficient

‘Low dietary fibre
intake is reported to
increase the risk of
diverticular disease’

‘Acute diverticulitis
usually presents
with left lower
abdominal pain
and signs including
fever and guarding’
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Treatment
The following treatments have been
recommended by NICE. 17

Fibre: For asymptomatic and
symptomatic patients a high-fibre diet
is recommended, if tolerated. While
the average fibre intake in a western
diet is only 14-15 g/day, the generally
recommended intake is 25-38 g/day.18
The diet should be balanced and
contain whole grains and fruit.5

It is advisable to increase fibre
intake gradually to reduce the risk of
flatulence and bloating. Adequate
fluid intake is particularly important
with a high-fibre diet.17

Bulk-forming laxatives: NICE advises
using bulk-forming laxatives such as
methylcellulose, ispaghula husk or
sterculia in patients who cannot
tolerate a high-fibre diet, or if
constipation or diarrhoea are present.17
Osmotic laxatives, e.g. lactulose are
not recommended in diverticular
disease.17

Paracetamol: If required, paracetamol
is recommended for pain relief.17 There

Figure  2

Algorithm for the management of patients with colonic diverticula in the community

is evidence of increased diverticular
complications (perforation and
diverticular bleeding) with NSAIDs,
aspirin and opioids and therefore they
should be avoided.19

Other treatments
Below are some of the treatment
modalities which have shown some
benefit in patients with diverticular
disease. However, none of these
modalities is yet recommended by
NICE as the evidence is thought to be
still insufficient to support their wider
clinical use.17

Probiotics: Probiotics contain viable
‘friendly’ microorganisms aiming to 
re-establish the normal bacterial flora
which might be altered in diverticular
disease patients as a result of the slow
colonic transit time. Probiotics were
found to prolong remission and
provide symptomatic relief in patients
with uncomplicated diverticular
disease in comparison with controls.20

Mesalazine: Mesalazine is an anti-
inflammatory drug that is typically
used in patients with inflammatory

bowel disease. Its use in diverticular
disease is based on the hypothesis
that the symptoms might be caused
by chronic mucosal inflammation.
Tursi and colleagues reported that
cyclic mesalazine and probiotics are
better than placebo to maintain
remission of symptomatic
uncomplicated diverticular disease,
particularly if given together.21 

Rifaximin: Cyclic administration of
rifaximin, a poorly absorbed antibiotic,
was found to have a synergistic effect
when added to a high-fibre diet in
symptomatic treatment of patients
with uncomplicated diverticular
disease.22 It is suggested that rifaximin
reduces proliferation of gut microflora
with an expansion in faecal mass
through decreased bacterial
degradation of fibre, thus reducing
pain.23

In a meta-analysis by Bianchi and
colleagues, 64% of patients treated
with rifaximin plus standard
supplements of dietary fibre were
symptom-free at one year follow-up 
in comparison with 35% of those
treated with a fibre supplement,

Diverticulosis

High-fibre diet

If red flag symptoms develop
refer urgently 
to secondary care

High-fibre diet
Bulk-forming laxatives
Paracetamol

Antibiotics (oral or iv*)
Clear fluids only 48-72h
Paracetamol

Uncontrolled pain 
Multiple comorbidities
Immunocompromised 
Sepsis

Re-assess after 48h

Improving

Not improving Admit to
hospital

Re-introduce diet
Finish 7-day antibiotic course 

Diverticular
disease

Uncomplicated
diverticulitis

*If adequate support is available (e.g. outpatient parenteral antimicrobial
therapy team)

»
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FOLLOW-UP
Asymptomatic diverticulosis that is
identified incidentally does not require
further diagnostic evaluation or any
further follow-up. Repeating
colonoscopy for patients diagnosed
with diverticular disease is not
indicated unless there is a change in
the clinical picture or development of
red flag symptoms. 

Patients with recurrent diverticulitis
may benefit from an elective
colectomy. There is, however, a lack of
data from randomised controlled trials
on the optimal timing for colectomy.
While some studies recommend
elective sigmoid resection after two
episodes of diverticulitis, others favour
a more conservative approach. 

This topic remains controversial in
the absence of clear evidence, and the
decision to recommend elective
colectomy for recurrent diverticulitis
should be made on a case by case
basis.26 
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risk reduction 29%, number needed to
treat = 3.22 Despite the encouraging
symptomatic relief of adding rifaximin,
further research is needed 
to determine whether it can prevent
complications or modify the clinical
course of the disease.

UNCOMPLICATED
DIVERTICULAR DISEASE
For patients who can be treated in the
community, figure 2, p31, summarises
the management plan recommended
by NICE.10 

Although NICE still recommends
using antibiotics for uncomplicated
diverticulitis treated in the community,
administration of antibiotics for
uncomplicated diverticulitis is losing
its momentum after decades of
routine use. The role of antibiotics was
originally based on the assumption
that diverticulitis has an infectious
aetiology. 

More recent reports have proposed
that the aetiology may be
inflammatory rather than infectious
and new evidence supporting use of
an antibiotic-free strategy is mounting.
In a recent Cochrane review of three
randomised controlled trials, no
differences were found between the
antibiotic and control groups for
uncomplicated diverticulitis.24

A European multicentre randomised
control trial (the DIABOLO study) is
currently underway to clarify the role
of antibiotics.25 

‘Patients with
recurrent
diverticulitis 
may benefit 
from an elective
colectomy’

key points
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It is important to distinguish between diverticulosis, the
presence of asymptomatic diverticula, and diverticular
disease which refers to symptomatic cases which can
present with acute or chronic symptoms. Chronic
symptoms range from mild intermittent abdominal
cramps to the more severe picture of chronic abdominal
pain and occasional rectal bleeding. In contrast, acute
diverticulitis refers to acute inflammation in the diverticula.

Low dietary fibre intake is reported to increase the risk 
of diverticular disease. The highest incidence rates are in
the United States, Europe and Australia. In the UK, the
prevalence rises from approximately 5% of people in their
40s to almost 50% of those above the age of 80.

It is estimated that 20% of patients with diverticulosis 
will develop symptoms at some point in their lifetime.
There may be diagnostic difficulty in distinguishing
symptoms directly related to diverticular disease from
those attributed to irritable bowel syndrome although
the latter tends to affect a younger age group.

Diverticular disease can be confirmed radiologically
or endoscopically. Referral of patients with symptomatic
diverticular disease to secondary care is not indicated
unless: the symptoms affect their quality of life; the pain
is not controlled by paracetamol; new symptoms
develop which require further investigation; there are
concerns about the possibility of an alternative
diagnosis or patients develop red flag symptoms. 
Even in patients with established diverticulosis, a change in
the clinical picture with development of red flag
symptoms warrants urgent referral to rule out lower
gastrointestinal malignancy. New evidence supporting
use of an antibiotic-free strategy in uncomplicated
diverticulitis is mounting.

Patients with suspected uncomplicated acute  
diverticulitis should be assessed according to their level
of pain and associated systemic features of sepsis. 
In those where pain is controlled and there are no signs
of systemic sepsis or multiple comorbidities, the patient
may be treated in primary care.

For both asymptomatic and symptomatic patients
a high-fibre diet is recommended. Bulk-forming
laxatives are suggested but not osmotic laxatives such
as lactulose. Probiotics, mesalazine and rifaximin have
shown some benefit in patients with diverticular
disease, however none of these modalities is yet
recommended by NICE. 

Patients with recurrent diverticulitis may benefit from
an elective colectomy. The decision to recommend
elective colectomy for recurrent diverticulitis should be
made on a case by case basis.

‘New evidence
supporting use of
an antibiotic-free
strategy in
uncomplicated
diverticulitis 
is mounting’ 
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