The management of diverticulitis: a review of the

guidelines
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tinal disorders and carries a significant health burden in

industrialised countries. The disease is characterised by
diverticulosis: the presence of mucosal and submucosal hernia-
tions or “pockets” known as diverticula." Although diverticulo-
sis is largely asymptomatic, 4% of individuals with diverticula
develop diverticulitis throughout their lifetime.” Recent evi-
dence concerning diverticular disease is changing methods of
practice. The aim of this review is to analyse the current liter-
ature and guidelines on the assessment and management of
diverticulitis.

D iverticular disease is one of the most common gastrointes-

Pathogenesis

Aetiology

The pathogenic aetiology of diverticulosis is poorly understood.
Diverticular development, however, is thought to involve three
principal contributors: colonic wall structural abnormalities, in-
creased intraluminal pressure, and dietary fibre deficiency.

It is thought that diverticula develop from age-related mucosal
wall degeneration and localised increases in colonic pressure, re-
sulting in herniations at points of weakness.” The sigmoid colon,
which has the highest intraluminal pressures and narrowest cali-
bre, is the most common site for diverticula formation. Some cases
involve the descending colon or, more rarely, the whole colon.

Unlike the small intestine and rectum, the colon is comprised
of only one complete inner circular muscular layer. Diverticula
typically form in rows parallel to the taeniae coli of the outer
longitudinal layer." This site is where the vasa recta blood ves-
sels penetrate the muscle to supply the mucosal and submuco-
sal bowel layers. Compared with normal controls, the colonic
characteristics involved include microscopic muscular atrophy;
abnormal elastin deposition in the taeniae coli, resulting in
shortening of the muscle layer; and increased collagen cross-
linking, which mimics natural ageing patterns.” These features
lead to loss of compliance of the bowel wall and muscular weak-
ness, predisposing to diverticula formation, particularly when
the intraluminal pressure is also increased. Chronic inflamma-
tion of the mucosa leads to muscular hypertrophy of the affected
area and enteric nerve remodelling resulting in altered motility.

Progression

Diverticulosis is largely asymptomatic, although it can be ac-
companied by changes in bowel habits such as constipation or
diarrhoea and may or may not progress to diverticulitis (Box 1).
The dominant theory explaining progression to diverticulitis is
that faecal stasis causes an obstructive faecolith to be trapped
in the neck of a diverticulum,' which may eventually lead to
localised inflammation.” Uncomplicated diverticulitis is diag-
nosed by evidence of inflammation without abscess, perfora-
tion or peritonitis. Complicated diverticulitis occurs when the
inflammation leads to abscess, perforation and/or peritonitis.
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» Radiological evidence of inflammation, using computed
tomography (CT), is needed to diagnose the first occurrence
of diverticulitis. CT is also warranted when the severity of
symptoms suggests that perforation or abscesses have occurred.

« Diverticulitis is classified as complicated or uncomplicated based
on CT scan, severity of symptoms and patient history; this
classification is used to direct management.

« Outpatient treatment is recommended in afebrile, clinically
stable patients with uncomplicated diverticulitis.

« For patients with uncomplicated diverticulitis, antibiotics have
no proven benefit in reducing the duration of the disease or
preventing recurrence, and should only be used selectively.

« For complicated diverticulitis, non-operative management,
including bowel rest and intravenous antibiotics, is indicated for
small abscesses; larger abscesses of 3-5 cm should be drained
percutaneously. Patients with peritonitis and sepsis should
receive fluid resuscitation, rapid antibiotic administration and
urgent surgery.

« Surgical intervention with either Hartmann procedure or
primary anastomosis, with or without diverting loop ileostomy,
is indicated for peritonitis or in failure of non-operative
management.

« Colonoscopy is recommended for all patients with complicated
diverticulitis 6 weeks after CT diagnosis of inflammation, and for
patients with uncomplicated diverticulitis who have suspicious
features on CT scan or who otherwise meet national bowel

\ cancer screening criteria.

Method

We undertook a systematic search for guidelines on assessment,
diagnosis, classification, imaging, management and prevention
of diverticulitis and diverticular disease. National Guideline
Clearinghouse, EMBASE, MEDLINE and PubMed were searched
initially in May 2017. Updates to the guidelines were sought in
September 2018.

National and international guidelines published between
2007 and 2017 with full text English versions were in-
cluded.*™ Guideline recommendations were analysed and
summarised based on topic to find areas of consensus or
controversy. In areas of controversy, the references in guide-
line documents and journal articles that were systematic re-
views, meta-analyses or randomised controlled trials from the
past 10 years were reviewed for supplemental and up-to-date
evidence.

Clinical assessment

Diverticulitis is a severe episode of lower abdominal pain that is
usually left-sided, accompanied by a low grade fever, leucocyto-
sis and change in bowel movements.'? Guidelines classify diver-
ticulitis as complicated and uncomplicated based on computed
tomography (CT) images (Box 2).
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1 Diverticulosis and its manifestations

Diverticulosis

[

[ 1

and Danish Surgical Society (DSS) support using
a clinical scoring system to improve diagnostic ac-
curacy, foregoing the need for imaging for patients
with prior episodes of diverticulitis.”® Three presen-
tation characteristics: lower left quadrant abdominal
pain only, C-reactive protein (CRP) above 50 mg/L,

Diverticular
disease

Asymptomatic
diverticulosis

and absence of vomiting, when all present, are re-
ported to correctly diagnose diverticulitis for 97% of

T
[ 1

Symptomatic
uncomplicated
diverticular disease

Diverticulitis

[
[ 1

Uncomplicated Complicated
diverticulitis diverticulitis

cases.

Yet despite improved clinical scoring systems, misdi-
agnosis is common for patients presenting with the
first episode of diverticulitis, due to the plethora of
differentials, including irritable bowel syndrome,
appendicitis, urinary tract infections, kidney stones,

areas of the muscular wall of the colon.

Diverticulosis: asymptomatic presence of mucosal and submucosal herniations due to defects in weaker

neoplasia and bowel obstruction.” Because of this, all
guidelines recommend CT scanning to support the

Diverticular disease: a wide spectrum of disease including diverticular bleeding and diverticulitis.
Symptomatic uncomplicated diverticular disease (SUDD): subtype of diverticular disease in which there
are persistent, recurrent abdominal symptoms without signs of overt diverticulitis.

Diverticulitis: diverticula become acutely inflamed, most likely due to obstruction of the neck by faecal matter
leading to bacterial overgrowth.

Uncomplicated diverticulitis: diverticulitis without perforation, abscess, bleeding, fistula, peritonitis or
stenosis.

Complicated diverticulitis: diverticulitis with complicating features such as perforation, abscess, bleeding,
fistula, peritonitis or stenosis; it may be localised or lead to infection of the peritoneal cavity; stricture, obstruc-

first diverticulitis diagnosis and to evaluate the extent
of disease by detection of any complications.

In summary, clinical evaluation alone is often in-
sufficient in the first diagnosis of diverticulitis and
can lead to misdiagnosis. Radiological evidence of
inflammation is needed for definitive diagnosis of

tion or bleeding may be evident. Glossary adapted from Hong et al.' ®

diverticulitis.

Initial examination of suspected diverticulitis

The American Society of Colon and Rectal Surgeons (ASCRS)
strongly recommends an initial examination consisting of a
specific history of presenting complaint, physical examination,
complete blood count, and urinalysis.6

Commencing treatment without imaging is reasonable in
symptomatic patients with a previous history of diverticulitis,
after completing a detailed history and physical examination."*
The guidelines from the Netherlands Society of Surgery (NSS)

Imaging for acute diverticulitis

Imaging plays an essential role in both diagnosis and staging of
diverticulitis.

Computed tomography

CT is considered the best imaging choice for initial evaluation
of patients with suspected diverticulitis®”"* because of its high
sensitivity and specificity (94% and 99%, respectively) and its
ability to detect other causes of left lower quadrant pain."” CT

2 Computed tomography (CT) scans showing uncomplicated (A and B)*
and complicated diverticulitis (C and D)T

* Uncomplicated diverticulitis (A and B): two views of a CT scan of the colon showing fat stranding,
indicative of local inflammation, but no abscess or perforation. TComplicated diverticulitis (C and D): two
views of a CT scan of the colon showing a collection of pus or gas, suggesting an abscess.4

serves four major functions: it confirms the diagnosis
of diverticulitis, evaluates the severity and extent of
the disease, guides management plans for the treat-
ment of abscesses, and detects other causes of ab-
dominal pain. All major guidelines agree on its high
predictive accuracy in diagnosing diverticulitis.

In the authors’ clinical opinion, CT is not indicated
routinely as a means to assess resolution of a bout of
diverticulitis. However, when an outpatient’s symp-
toms are not improving or have worsened after 5
days, a repeat CT would be recommended to assure
that disease has not progressed.

There is generally a lack of consensus regarding the
use of contrast in CT.” Some guidelines and studies
classify CT using oral, intravenous or colonic contrast
as optimal.”'*!” Other guidelines do not offer dis-
cussion or recommend contrast-enhanced over unen-
hanced CT."" "

Barium enema

In the past, barium enema was the first-line imaging ex-
amination for diverticulitis. It is now surpassed by CT,
mostly due to evidence showing superior diagnostic ac-
curacy with CT.® Barium enema is now discouraged fol-
lowing case studies reporting diverticular perforations.
Nevertheless, water-soluble iodinated contrast enema is
still used in some centres to evaluate suspected perfo-
ration.” In any case, CT is now so specific that contrast
enema is rarely required to confirm perforation.



In summary, CT has replaced barium enema as the primary im-
aging choice.

Ultrasound

Transabdominal, high resolution ultrasound — generally used
in Europe — is considered an alternative imaging modality for
suspected diverticulitis. The reported summary sensitivity is
92% and specificity is 90%.'° The guidelines from the Association
of Coloproctology of Great Britain and Ireland (ACPGBI) recom-
mend that CT or ultrasound should be used depending on local
expertise.10 This was agreed upon by expert physicians from six
countries at the 2nd International Symposium of Diverticular
Disease of the Colon in 2016."”” Most other guidelines® " also
recognise that ultrasound may be useful in patients in whom
CT scanning is contraindicated (eg, pregnancy, contrast allergy,
renal insufficiency). Two European guidelines recommend a con-
ditional CT scan after a negative or inconclusive ultrasound.”"”

Ultrasound has acknowledged limitations compared with
CT.” ™ 1t is highly operator-dependant and requires sonogra-
pher expertise. It is also dependent on body habitus as it cannot
penetrate extensive soft tissue or air-filled structures, resulting
in poor image quality in patients with obesity or in those with
overlying gas. In addition, probing may cause discomfort in pa-
tients with abdominal tenderness.

In summary, ultrasound can be used to diagnose diverticulitis if
carried out by an expert sonographer and is preferred in select
patients where CT scanning is contraindicated.

Magnetic resonance imaging

The use of magnetic resonance imaging (MRI) in the diagnosis
of diverticulitis is an area of controversy. Preliminary data show
potential for MRI in assessing diverticulitis, with one of its major
advantages being its lack of ionising radiation. Moreover, it is less
operator-dependant than ultrasound. Two small studies”* also
suggest that MRI provides a better image to distinguish colonic
carcinoma from inflammation; however, these preliminary data
require confirmation by larger studies. The sensitivity and specific-
ity of MRI are reported to be as high as 94% and 92%, respectively.””

The ASCRS recommends MRI as a useful alternative to CT to
limit the patient’s radiation exposure.” The American College of
Radiology, ACPGBI, NSS and DSS acknowledge the potential of
MRI, but fall short of recommendation due to lack of system-
atic analysis and consensual data. The clinical applicability in
Australia is further questioned, as Medicare rebates do not apply
to MRI scans for this indication.

In summary, MRI use is not currently widely recommended for
diagnosis of diverticulitis.

Biochemical tests

All guidelines recommend that clinical diagnosis should con-
sider presenting complaint, physical examination and biochem-
istry. However, there is controversy in whether biochemical tests
can confirm diagnosis. All guidelines recognise that biochemis-
try alone is insufficient.

CRP is recognised as the most powerful independent factor in
the differentiation of diverticulitis from other abdominal condi-
tions,”® but it only has diagnostic power if considered in com-
bination with other factors, including white cell count. Other
guidelines do not discuss biochemical markers for diverticulitis.
The negative predictive value of CRP below 50 mg/L is 79% for
perforation in acute sigmoid diverticulitis.”!

In summary, biochemical markers are recommended in routine
evaluation. A high CRP and a high white cell count may help
determine severity of disease. Biochemical tests, however, do not
confirm diagnosis.

Colonoscopy

Perforated colon cancer mimics both clinical evaluation and
CT findings of diverticulitis. Because of this, in the past, all
major guidelines recommended a routine colonoscopy after
CT-diagnosed diverticulitis to avoid misdiagnosis of a colonic
neoplasm.

However, systematic reviews of the literature have now speci-
fied that the evidence base supports routine colonoscopy only
for cases of complicated diverticulitis.””** There are insufficient
data to support the recommendation of routine colonoscopy for
uncomplicated diverticulitis; its value has been further rebuked
by large studies showing that the incidence of colorectal cancers
after uncomplicated diverticulitis was not different to that ob-
served in the general population.”** A 2014 systematic review
and meta-analysis™ reported that routine colonoscopy in this
group of patients yielded the same cancer incidence (around
0.7%) as that of the general population undergoing asymptom-
atic screening.

Nonetheless, colonoscopy is still indicated for some uncompli-
cated diverticulitis cases, such as patients in whom CT scan has
identified short segments of disease with several diverticula
(suggesting a more malign pathology) and patients who would
otherwise fulfil the criteria for routine national screening.25

In Australia, the need for colonoscopy is based on the results
of faecal occult blood testing, age, and other risk factors, in-
cluding family history,” set out in the National Bowel Cancer
Screening Program.” Similar recommendations are shared by
the American Gastroenterological Association, which adds that
colonoscopy should only be performed if a high quality colo-
noscopy has not been done recently (within 12 months). This de-
cision is based on timing and quality of previous colonoscopy,
comorbidities, persistent symptoms, and patient preference.

For complicated cases of diverticulitis, a follow-up colonoscog)y
is still considered warranted to rule out a colonic neoplasm.®””"

When colonoscopy is indicated, the NSS does not recommend
colonoscopy in the acute phase, as air insufflation and scope ma-
nipulation may cause a full perforation.” A 6-week waiting pe-
riod after diagnosis is recommended by several gl.ndelines,(”z10
to allow time for resolution of inflammation.

In summary, colonoscopy is recommended for all cases of com-
plicated diverticulitis 6 weeks after CT-diagnosed inflammation,
and in uncomplicated diverticulitis where there are concerning
findings on CT or where the patient otherwise meets national
screening criteria.

Management of uncomplicated diverticulitis

Outpatient management

In the past 5-10 years, the management of diverticulitis has
changed depending on whether diverticulitis is complicated or
uncomplicated. Some major guidelines®”'* have been updated
and now recommend outpatient treatment for afebrile clinically
stable cases of uncomplicated diverticulitis with no other reason
for admission. Outpatient management is safe, with high success
rates.””
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A retrospective study found that among a cohort of 693 Eatients,
outpatient treatment was successful in 94% of patiem’csf0 In an-
other retrospective cohort study, 91.5% of patients with uncom-
plicated diverticulitis were successfully treated as outpatients
without developing complications or subsequent hospital ad-
mission for a period of 48 months.”

Uncomplicated diverticulitis has historically been managed with
antibiotic therapy,” but most international guidelines® """
now recommend a clear liquid diet, and antibiotic use on a se-
lective case-by-case basis only. Although the use of antibiotics
in outpatient management of diverticulitis remains the norm
in the United States, a recent review notes that there is insuffi-
cient evidence to defend routine antibiotic use in this settimg.33
Furthermore, antibiotics may cause adverse effects, such as aller-
gic reactions and pseudomembranous colitis. This, coupled with
the ever-present concern of antibiotic resistance, makes the deci-
sion to use antibiotics more difficult to defend. The revised rec-
ommendations are based on recent randomised controlled trials
and Cochrane systematic reviews finding that antibiotic therapy
has no clear benefit in reducing complications, shortening recov-
ery or preventing recurrence of episodes.’**” Selective antibiotic
use on an outpatient basis should be limited to patients who are
immunocompromised.

When outpatient antibiotics are warranted, oral antibiotics are
typically given for 7-10 days. Antibiotics should include com-
plete coverage against gram-positive, gram-negative and both
anaerobic and aerobic strains.”

A comprehensive outpatient management strategy for uncom-
plicated diverticulitis was set out in 2018:™

« clear liquid diet for 2-3 days;
« low fibre diet until pain improves;
« acetaminophen plus antispasmodics for pain; and

« use of antibiotics on a case-by-case basis.

Although we were unable to locate evidence in support of the
clear liquid diet, a clinical rationale supporting this type of
management is that resting the bowel will ease abdominal pain
through the prevention of hard stool formation. Furthermore, if
there is concern that an operative approach may become neces-
sary, clear liquid diets offer a shorter period of fasting before the
operation.

In summary, outpatient treatment is safe and is recommended
for afebrile patients with uncomplicated diverticulitis who
can tolerate oral hydration and have adequate family support.
Antibiotics are to be used selectively for patients presenting with
uncomplicated diverticulitis.

Management of complicated diverticulitis

All guidelines currently recommend the use of intravenous
broad spectrum antibiotics and bowel rest for patients with com-
plicated diverticulitis.®"

Non-operative treatment

Due to the lack of quality trials to provide evidence of the op-
timal treatment strategy, there is no universal practice for the
management of complicated diverticulitis.

It is generally agreed that bowel rest and intravenous antibiot-
ics are sufficient for small abscesses of less than 3 cm. Larger

abscesses of 3-5 cm should be percutaneously drained if ac-
cessible.'® Inpatient non-operative treatment, including broad
spectrum antibiotics, bowel rest and percutaneous drainage
(followed by oral antibiotics and liquid or low residue diet as
outpatient) are successful in 91% of all patients with complicated
diverticulitis and in 95% of patients deemed appropriate for non-
operative treatment (ie, with perforation with or without abscess
without peritonitis).38 There is no recommended method for
drainage.

In summary, smaller pericolic abscesses can be conservatively
managed with bowel rest and antibiotics; larger abscesses of
3-5 cm should be percutaneously drained.

Surgical intervention

Although most patients can be managed without surgical in-
tervention, diverticulitis that is not resolved by non-operative
management should be treated with surgery. In some patients,
recurrent bouts of inflammation may lead to luminal stenosis,
also warranting intervention. Stenosis not amenable to bal-
looning procedures will require surgery. When surgery is indi-
cated, a laparoscopic approach confers more favourable patient
outcomes.”

For recurrent cases of diverticulitis that could be managed with-
out surgery, elective surgery is offered on a case-by-case basis.
This depends on the patient’s wishes, anaesthetic risk, and con-
sideration of the toll recurrent disease is taking on the patient’s
activities of daily living and/or ability to work.”

Peritonitis is a life-threatening complication of acute divertic-
ulitis. Perforation due to inflammatory wall damage results in
either purulent or faecal peritonitis, in which the patient expe-
riences organ dysfunction from septicaemia. Major guidelines
currently recommend that patients with peritonitis and sepsis
receive fluid resuscitation, rapid antibiotic administration and
urgent surgery.

Even though all guidelines recommend urgent surgical inter-
vention in emergency settings, there is controversy over the
preferred methods. The options include simple colostomy for-
mation, colonic resection with construction of end colostomy
(Hartmann procedure), and colonic resection with primary
anastomosis with or without diverting loop ileostomy."**!

A systematic review published in 2014 demonstrates a minor
preference for primary colorectal anastomosis compared with
Hartmann procedure but only when performed by experienced
surgeons.”” Some randomised controlled trials demonstrate a
small improvement in the stoma reversal rate for patients under-
going anastomosis but only for those subsets in which operator
experience was high.*” American guidelines recommend a two-
stage procedure: Hartmann or colonic resection with primary
anastomosis and diverting protective ostomy,n’43 which is al-
most always accompanied by loop ileostomy.

In view of these findings, the ASCRS recommends that the de-
cision for anastomosis with or without an ileostomy following
resection of the colon should be decided on a case-by-case basis.
In general, primary anastomosis with proximal diversion is
recommended by ASCRS and NSS for patients with peritonitis;
however, it should be based on factors such as haemodynamic
instability, acidosis, acute organ failure and comorbidities, in
conjunction with surgeon expertise. It is generally accepted that
Hartmann procedure may be more appropriate and may have
clinical value in patients who are haemodynamically unstable,
high risk, older or have multiple comorbidities.®'>**



3 Summary of current evidence on diagnosis, management and prevention of diverticular disease

NHMRC level
Topic Conclusion of recommendations Evidence of evidence*
Clinical assessment
Definition A uniform clinical definition is lacking na na
Initial examination Clinical evaluation alone is insufficient for initial diagnosis. Studies suggest that clinical scoring systems have -3
of suspected Require radiological imaging for diagnostic support potential in diagnosis, but still require imaging for
diverticulitis diagnostic support®'
Imaging
Barium No longer indicated: CT is superior CT has better diagnostic accuracy'*'® Il
Evidence of increased perforation risks with barium
are based on case studies and expert opinion
cT Recommended as primary imaging choice (highly sensitive CTis the gold standard for diagnosis and staging of |
and specific) acute diverticulitis®™"
Ultrasound Use is recommended as an alternative to CT for Ultrasound and CT are comparable; however, CT is |
contraindicated patients or pregnant or fertile women superior due to its higher specificity and advantage
in identifying alternative diagnoses'>"®
MRI Not widely used Lack of data, but preliminary evidence shows vV
potential®?°
Other
Biochemical tests Recommended in routine evaluation but not for diagnosis Lack of evidence to show high diagnostic power of na
biochemical examination in isolation®'
Colonoscopy Colonoscopy after resolution of CT-diagnosed complicated Insufficient data to support recommendation 1]
diverticulitis is recommended in appropriate patients of routine colonoscopy for uncomplicated
diverticulitis?* >
Management of uncomplicated diverticulitis
Uncomplicated Outpatient management is safe and recommended in High level of support for mild cases of uncomplicated |
diverticulitis patients without complications, comorbidities, fever and diverticulitis?”~'
adequate family support
Antibiotic therapy Guidelines are yet to implement antibiotic-free strategies Growing body of evidence demonstrating no benefit |
but recommend selective use of antibiotic therapy in patients with uncomplicated
diverticulitis®*~°
Management of complicated diverticulitis
Non-operative Smaller abscesses (< 5 cm) can be conservatively Increasing evidence in success of non-operative |
treatment managed with antibiotics, while larger ones also require therapy for management of abscesses™*®
percutaneous drainage
Urgent operative Recommended in emergency cases of purulent or faecal Supported without substantial clinical trials“%“! 1]
therapy peritonitis, or when non-operative management fails
Preferred surgical Both Hartmann procedure and primary anastomosis with Lack of significant clinical evidence; however, RCTs -1
procedure or without diversion is indicated. Physician is to determine lean towards primary anastomosis®*“*
procedure on case-by-case basis
Laparoscopiclavage  Not recommended as an alternative surgical procedure due Some RCTs concluded that laparoscopic lavage |
to conflicting evidence was feasible and safe in patients with perforated
diverticulitis; however, others do not recommend it
over colectomy® ™
Prevention
Vigorous exercise Vigorous physical activity is recommended to reduce the Systematic review and meta-analyses have shown |
risk of diverticulitis an inverse relationship between vigorous physical
activity and incidence of diverticulitis*
BMI <30 Obesity increases the risk of diverticular disease Systematic reviews and meta-analyses show small |
increases in BMI result in a higher risk of diverticular
disease and complications*®
Avoiding smoking Avoiding smoking reduces the risk of diverticulitis Systematic reviews and meta-analyses show that |
tobacco smoking is associated with increased
incidence of diverticulitis and complications“®
Limiting red meat Limited intake of red meat is recommended to reduce the Large cohort study suggests that red meat, -1
consumption development of diverticular disease especially processed red meat, was associated with
increased incidence of diverticular disease”
High fibre diet High fibre diet is recommended in combination with Systematic reviews are inconclusive®° na

healthy lifestyle factors as above

BMI = body mass index; CT = computed tomography; MRI = magnetic resonance imaging; na = not applicable; NHMRC = National Health and Medical Research Council; RCT = randomised
controlled trial. *If applicable.”'®
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Laparoscopic Iavage

There is lack of clinical evidence to support the safety and effi-
cacy of laparoscopic lavage as an alternative to colonic resection.
All guidelines discourage the use of lavage in purulent or faecal
peritonitis.(”l3

When surgical intervention is required, Hartmann procedure
or primary anastomosis with our without diversion, such as di-
verting loop ileostomy, is indicated, with the latter only recom-
mended in experienced surgeons’” hands.

Prevention

Several reviews make conditional recommendations for a range
of protective factors”**** that may prevent the development of
diverticular disease and some of its sequelae. However, only
some general lifestyle recommendations (eg, body mass index
< 30, vigorous exercise, avoiding smoking, and limiting red meat

Conclusion

In conclusion, the most recent evidence available and interna-
tional guidelines recommend changing some age-old practices
in the diagnosis and management of diverticulitis. The most
significant changes pertain to patients with uncomplicated di-
verticulitis: clinical diagnosis for patients with a history of di-
verticulitis and mild symptoms, the increased use of outpatient
management, use of antibiotics on a selective case-by-case basis,
and avoidance of routine colonoscopy unless another clear indi-
cation exists.
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