
Introduction

ABDOMINAL PAIN COMPRISES 5-
10% of all emergency depart-

ment (ED) visits each year. 1

Diverticular disease is extremely
common, with incidences of 5-10% in
patients older than age 45 and approx-
imately 80% in those older than age
85.2,3 In those with diverticuli, 10-25%
will have at least one episode of diver-
ticulitis, with a risk of recurrence of 7-
35%.3,4 Diverticulitis ranges from
patients with small, confined peri-
colonic abscesses (Hinchey stage I), to
fecal peritonitis secondary to free rup-
ture of a diverticulum or peridiverticu-
lar abscess (Hinchey stage IV).3,5

Other complications of advanced
diverticulitis (often termed “compli-
cated diverticulitis”) include abscess,
fistula (colovesicular, colovaginal, and
colocutaneous), stricture, and obstruc-
tion. In fact, diverticulitis is the cause
for 10% of all bowel obstructions.4

Undifferentiated abdominal pain is
a diagnostic challenge for the acute

care physician. Diverticulitis can be a
particular challenge as it appears in
many forms. Atypical symptoms such
as changes in bowel habits, urinary
tract symptoms, or even right-sided
pain can occur. With the multiple
treatment and imaging modalities
available, questions arise about how
to best approach a patent with sus-
pected diverticulitis. This article
reviews the recent literature to discuss
varied clinical characteristics of diver-
ticulitis, outcomes after medical and
surgical treatment, and comparisons
of differing diagnostic methods to
assist the physician in diagnosing and
treating this common disease process. 

Epidemiology,
management, and
outcomes after 
treatment

Source: Bahadursingh AM, Virgo KS,
Kaminski DL, et al. Spectrum of disease

and outcome of complicated diverticular
disease. Am J Surg 2003;186:696-701.

THIS RETROSPECTIVE REVIEW ANA-
lyzes the clinical presentation,

extent of disease, management, and
outcome for all patients diagnosed
with diverticulitis over a 9-year
period. The authors studied 192
patients and found the mean age
was 61 years, with ages ranging
between 28 and 90; females com-
prised 59% of the patients. Most
patients reported symptoms lasting
a few days, with an average of 14
days; however, some reported as lit-
tle as 1 day of symptoms and others
as many as 270 days of ongoing
symptoms. The majority of patients
(61%) had a history of diverticulitis.
Two-thirds of patients had a CT
scan of the abdomen and pelvis,
approximately one-third had a
colonoscopy, and one-fifth had a
contrast enema. No patients in the
study had an ultrasound evaluation.
The abnormalities on CT scan
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included simple diverticulitis (37%
of patients), diverticulosis without
inflammation (15%), and compli-
cated diverticulitis (27% total, with
16% having an abscess, 10% free
air, and 1% a fistula). Of the
patients with abscesses, 24% under-
went percutaneous drainage and
16% had transrectal drainage. 

Fifty-six percent of patients who
attempted conservative treatment

did not require any further interven-
tion. Thirty-eight percent of patients
required surgery, and all received a
colon resection. Other than simple
diverticulitis, they found a localized
abscess in 22%, purulent/feculent
peritonitis in 17%, and a phlegmon
in 14%. Seven percent were in fact
found to have a carcinoma. Ninety-
two percent of patients had a pri-
mary anastomosis, with 56% of
patients also having a protective
stoma (ileostomy or colostomy)
formed. Post-surgical morbidity was
15%, with post-operative infections
being the most common cause; mor-
tality was 2%. (See Figure 1.)

Commentary
Diverticulitis is traditionally

thought of as a disease of those
older than age 60. However, it is
important to realize that while the
mean age in this large study was
just above 60, people younger than
age 30 also contracted the disease.
In addition, while patients tradition-
ally are thought to present early in
the disease course, 2% of their

patients had experienced symptoms
for more than 100 days. The physi-
cian provider should maintain a
high level of suspicion regardless of
the age of the patient or how long
the symptoms have been ongoing.
The study authors postulate that as
both colonoscopy and barium
enema are relatively contraindicated
in patients who are at risk for perfo-
ration, these imaging techniques
were used only in those suspected
of having an uncomplicated disease
process. Therefore, a CT scan is the
only technique utilized in those sus-
pected of having a complicated dis-
ease process. The study shows that
there was good concordance
between the CT scan results and
intraoperative findings, as well.

The authors mention that only
56% of those treated conservatively
managed to avoid further interven-
tion. However, they do not report
how or why the conservative treat-
ment failed or about the success of
the percutaneous and transrectal
interventions. This would be helpful
information for both medical and
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DIVERTICULAR DISEASE
(N=192)

Surgery
73/192 (38%)

No Surgery
119/192 (62%)

Resection and Hartmann’s
6/73 (8%)

Primary Resection
67/73 (92%)

No Ostomy
29/67 (43%)

Died
3/16 (18%)

Died
1/22 (4.5%)

Protective Loop
Colostomy

16/67 (24%)

Protective Loop
Ileostomy

22/67 (32%)

Figure 1. Outcome for 192 Patients Who 
Presented with Diverticulitis
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surgical practitioners. One further
critique is that all data from patients
initially diagnosed with diverticuli-
tis who on further investigation had
an alternate diagnosis were includ-
ed. For example, included in the
study were: the data of the 15% of
patients with simple non-inflamma-
tory diverticulosis on CT scan, the
21% with no abnormalities seen on
CT scan, and the 7% with carcino-
mas. Therefore, the epidemiologic
information gathered can only be
used as a useful approximation. 

In the past, practitioners often
waited to refer patients to a surgeon
until after multiple episodes of
diverticulitis because of the high
mortality and morbidity rates
(approximately 10% around World
War II). However, advances in surgi-
cal devices currently allow more
people to avoid a permanent colosto-
my. This study confirms that the
majority of patients had a primary
anastomosis, and at the most, a pro-
tective ileostomy. The current low
morbidity and mortality of surgical
intervention is important to keep in
mind, so acute care providers should
not hesitate to refer patients for a
colorectal surgical evaluation after
their initial diverticulitis attack. 

Clinical factors 
in patients 
younger than age 40 

Source: Marinella M, Mustafa M.
Acute diverticulitis in patients 40 years
of age and younger. Am J Emerg Med
2000;18:140-142. 

WITH THE MAJORITY OF DIVERTI-
culitis patients older than age

60, most research focuses on that
age group. This study attempted to
determine clinical criteria that
increase the likelihood of a diagno-
sis of diverticulitis in the younger
population. They conducted a retro-

spective review of 21 patients
younger than age 40 who had been
diagnosed with acute diverticulitis.
The authors note that the admitting
diagnosis was diverticulitis in 83%
of patients with left lower quadrant
tenderness but was mistaken to be
appendicitis in 66% of patients with
right lower quadrant tenderness. 

The authors recommend that cli-
nicians have a high suspicion for
diverticulitis in young patients with
nausea, fever, tachycardia, and
leukocytosis, and that they consider
obtaining a CT scan for increased
diagnostic accuracy. 

Commentary
Diverticulitis is a relatively rare

diagnosis in the under-40 age group.
While studies done in the 1960s
showed that less than 5% of people
younger than age 40 had diverticula,
recent epidemiological studies have
shown the incidence to be between
12-30%.6 Therefore, we can expect a
larger number of young adults to
present with diverticulitis in the
future. It is crucial to avoid a delay in
diagnosis, which may lead to compli-
cations and unnecessary morbidity. 

While it is useful to remember
atypical causes of abdominal pain in
patients younger than age 40, the
common clinical characteristics used
as a guideline do not differentiate
diverticulitis from other intra-abdom-
inal inflammatory processes like
appendicitis. This is a retrospective
review, and data from only 21
patients was analyzed. As appendici-
tis was the most common alternate
diagnosis given and nausea, fever,
tachycardia, and leukocytosis are
very common findings in appendici-
tis, it is unclear how useful these
results will be. Moreover, another
similar study by Minardi et al in
which data from 22 young patients
with diverticulitis was analyzed,
found that only 45% had nausea and
only 36% had fever.6 A larger study

specifically comparing those with
diverticulitis and other common
intra-abdominal inflammatory
processes will be of use to clinicians
attempting to make the correct clini-
cal diagnosis. 

Clinical differentiation
of right-sided 
diverticulitis

Source: Shin JH, Son BH, Kim H.
Clinically distinguishing between
appendicitis and right-sided colonic
diverticulitis at initial presentation. 
Yonsei Med J 2007;48:511-516.

RIGHT-SIDED COLONIC DIVERTIC-
ulitis is particularly difficult to

distinguish from other intra-abdomi-
nal inflammatory processes like
appendicitis. Although left-sided
diverticulitis is more common in the
western world, right-sided divertic-
ulitis is very common in the Asian
population. The majority of disease
caused by diverticulitis in Asians
occurs in the cecum and ascending
colon. It also presents at a younger
age, often in the 20-40 year age
group. As appendicitis also is com-
mon in this age group, it is very dif-
ficult to distinguish the two process-
es. Studies have found that a large
percentage of patients with right-
sided diverticulitis are misdiagnosed
with acute appendicitis.7 This Kore-
an retrospective study reviewed the
medical records of 450 patients. Of
these patients, 92 had right-sided
diverticulitis. Simple appendicitis
was diagnosed in 268 patients, and
90 patients had perforated appen-
dicitis. They found that 7% of
patients who were initially diag-
nosed with appendicitis were even-
tually found to have diverticulitis. 

They found that prodromal symp-
toms such as fever, chills, nausea,
and vomiting occurred less frequent-
ly in the diverticulitis group. The
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incidence of right-lower quadrant
pain without rebound tenderness was
significantly higher in those with
diverticulitis. The maximum point of
tenderness was lateral to McBur-
ney’s point in a much larger percent-
age of patients with diverticulitis
than in those with appendicitis. The
median white blood cell count was
significantly lower in those with
diverticulitis than in those with
appendicitis. 

Commentary
This study provides clinical crite-

ria favoring either a diagnosis of
appendicitis or right-sided divertic-
ulitis. This, however, was a retro-
spective trial, and it was conducted in
one hospital in Korea. Therefore, the
general applicability of the results is
debatable. A prospective trial that
confirms or validates these findings
would be ideal in forming clinical
decision rules on this topic. At this
point, our recommendation would be
to have a high index of suspicion for
right-sided diverticulitis, particularly
in the Asian population, to avoid a
significant delay in diagnosis or
frank misdiagnosis. If any of the fac-
tors above are present or the clinical
picture is at all suggestive of any-
thing but appendicitis, the clinician is
encouraged to obtain a CT scan for
confirmation. 

Diagnostic methods

Source: Liljegren G, Chabok A, Wick-
bom M. Acute colonic diverticulitis: a
systematic review of diagnostic accura-
cy. Colorectal Dis 2007;9:480-488. 

THIS RECENT META-ANALYSIS EXAM-
ined the literature on all diagnos-

tic techniques utilized for acute diver-
ticulitis including, ultrasound (US),
CT scanning, barium enema (BE),
and MRI. A search of the PubMed,
EMBASE, and Cochrane Library

databases found 49 articles on this
topic; of these, 29 studies were
excluded for irrelevant data. The
authors classified the level of evi-
dence based on criteria of the Centre
for Evidence-Based medicine in Eng-
land. The authors found that only one
study that evaluated CT scanning and
US reached the level of evidence 1b.
There were also two US studies and
one study on MRI that reached the
level 2b. All the remaining studies
were at the level 4. 

Commentary
There has been a lot of debate on

which diagnostic imaging tool is the
best for diagnosing colonic divertic-
ulitis. This article discusses the fact
that there have not been large, well-
designed studies evaluating all four
of the common methods of diagno-
sis. While that would certainly be
helpful, the overall consensus in the
literature appears to be that CT scan
is the gold standard for diagnosis of
diverticulitis. 

CT scanning is noninvasive, fast,
allows the visualization of the entire
abdomen and pelvis, and offers the
potential for percutaneous drainage
of abscesses, which could potential-
ly avoid surgical drainage.7 A large,
prospective trial by Rao et al exam-
ined the role of the CT scan in 150
patients with diverticulitis. A scan
of the abdomen and pelvis using
rectal contrast had a sensitivity of
97%, specificity of 100%, positive
predictive value of 100%, and nega-
tive predictive value of 98%.8 A
similar study by Kircher that includ-
ed 312 patients showed equally
good numbers, with the sensitivity
actually increasing to 99% in their
study.9

Therefore, it is our recommenda-
tion that CT scanning should con-
tinue to be the diagnostic method of
choice based on the high reliability
and accuracy in the detection of
diverticulitis and its complications. 

Ultrasound 
evaluation

Source: Zielke A, Hasse C, Nies C, et
al. Prospective evaluation of ultra-
sonography in acute colonic diverticuli-
tis. Br J Surg 1997;84:385-388.

THE VALIDITY OF ULTRASONOGRA-
phy to evaluate suspected diver-

ticulitis was investigated in this well-
designed prospective trial. The diag-
nostic accuracy and clinical value of
ultrasonography when performed by
surgical residents was assessed; 143
patients were included in the study.
There was a strong clinical suspicion
of acute colonic diverticulitis in all of
these patients. The surgical residents
involved had all received standard-
ized training in abdominal ultra-
sound, including supervised exami-
nations. They conducted ultrasound
examinations on all 143 patients, and
the results were compared to the
patient’s final diagnosis at the end of
their hospital stay. A hypoperistaltic
segment with hypoechogenic mural
thickness that was poorly compressi-
ble in transverse view was consid-
ered diagnostic of diverticulitis. 

The surgical residents’ results
were compared to the patients’ ulti-
mate discharge diagnosis. These
bedside ultrasound tests were able to
diagnose diverticulitis in 62 of the 74
patients who were ultimately diag-
nosed with diverticulitis. Ultrasound
had a sensitivity of 84% and a speci-
ficity of 93%. There was a false-pos-
itive result in 5 patients and a false-
negative result in 12 patients. All 5
false-positive patients had colonic
disease; two were diagnosed with
colitis, two with carcinoma, and
another with suppurative pyosalpin-
gitis with involvement of the sigmoid
colon. The accuracy of clinical eval-
uation alone on admission was worse
than the ultrasound, with a sensitivity
of 82% and a specificity of 55%. 



Commentary
Ultrasound is a non-invasive,

non-irradiating, cost-effective, and
quick diagnostic imaging technique
that can be done at the bedside by
any trained practitioner.7,10 The sen-
sitivity and specificity values shown
by the group here are quite high and
further suggest the potential value
of ultrasound as a preliminary diag-
nostic technique in these patients. 

It is of note that the authors uti-
lized surgical residents, not ultra-
sound technicians, to do this study.
While the technicians are clearly the
most experienced and well suited to
do the imaging study, they are not
available all the time at most hospi-
tals. Indeed, some small hospitals
and rural centers may not even have
an ultrasound department. Therefore,
it is an important finding that resi-
dent doctors with little formal ultra-
sound instruction were able to pro-
duce reliable and clinically helpful
results. Another recent article found
that emergency medicine practition-
ers also were able to recognize what
they called the pseudo-kidney sign
and correlate it with a diagnosis of
diverticulitis.11 This opens the door
for a quick imaging option in the
hands of all acute care practitioners
interested in another diagnostic tool
for diverticular abdominal pain.

Clinical and imaging
prognostic indicators

Source: Shen SH, Chen JD, Tiu CM, et
al. Colonic diverticulitis diagnosed by
computed tomography in the ED. Am J
Emerg Med 2002;20:551-557.

THIS PAPER RETROSPECTIVELY

reviewed the clinical informa-
tion and CT scan results from 38
patients who had been diagnosed
with colonic diverticulitis in the ED.
The authors found that 87% had
abdominal pain and 82% had leuko-

cytosis. However, only 34% had
fevers/chills, 16% had nausea/vom-
iting, and only 11% had diarrhea. 

The imaging data revealed that
63% of patients had left-sided diver-
ticulitis, and the remaining 37%
patients had right-sided diverticulitis.
There was evidence of abscess for-
mation in 34% of the patients, and
92% of those had left-sided divertic-
ulitis. Complications found included
26% with free air, 3% (1 patient)
with a colovesical fistula, and 5% (2
patients) with intestinal obstruction.  

Only 40% had a recorded
impression of diverticulitis prior to
ordering the CT scan. Other impres-
sions given as the reason for obtain-
ing the CT scan included peritonitis,
appendicitis, colon cancer, intestinal
obstruction, and ischemic bowel
disease. Half the patients received
surgical treatment and the remain-
ing half were treated conservatively.
The authors do not compare these
groups and their clinical and imag-
ing factors or prognosis in the study. 

There was a 16% mortality rate in
this cohort. The clinical information
and imaging results from these
patients were directly compared
against the others to determine prog-
nostic factors. The authors found 3
parameters were associated with poor
prognosis: older age (P=0.016),
abscess formation (P=0.012), and the
presence of free air (P=0.003). All the
patients who expired had left-sided
diverticulitis, but this was not statisti-
cally significant. 

Comparisons between right-
sided and left-sided diverticulitis
showed that age, colonic length, and
the presence of free air were all sig-
nificantly different statistically
between the two groups. The left-
sided group was significantly older
(mean age 70 years vs. 53 years in
the right-sided group), had a much
longer average involved length (15
cm vs. 7 cm), and had all the scans
showing free air. 

Commentary
While this study was limited by

its small sample size, the paper high-
lights multiple useful facts about
diverticulitis. The overall percentage
of CT scans done was fairly low.
However, in examining the impres-
sion prior to ordering the scan, it
shows that in the majority of cases,
diverticulitis was not the leading
diagnosis at the time. This shows the
efficacy of CT scanning in correctly
diagnosing diverticulitis. 

The authors also reconfirm that
complicated diverticulitis, with
abscess formation and free air, has a
worse prognosis. They also show a
few pertinent facts about the differ-
ence in presentation between left-
and right-sided diverticulitis. Those
findings suggest that we should have
a high index of suspicion for and
attempt to expedite the treatment of
patients with left-sided diverticulitis
as that group had significantly more
advanced disease on presentation.  

It would have been of benefit if
the paper had included the treatment
modality in the analysis. While 50%
were treated surgically and the rest
underwent conservative manage-
ment, the authors do not reveal the
mortality of each group. They also
did not reveal how many of those
patients had complicated divertic-
ulitis (such as abscess formation,
free air, a fistula or obstruction) and
how many had simple diverticulitis. 

Non-operative 
management

Source: Kaiser AM, Jiang JK, Lake JP,
et al. The management of complicated
diverticulitis and the role of computed
tomography. Am J Gastroenterol
2005;100:910-917.

THE AUTHORS SOUGHT TO DEFINE

the optimal management for
intermediate stages of diverticulitis
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as well as to determine if CT evi-
dence of a diverticular abscess has a
prognostic impact. Patients with
evidence of diverticulitis complicat-
ed by localized abscesses, Hinchey
stages 1b and II, were included in
the study. 

A total of 511 patients who were
admitted for acute diverticulitis over
a 10-year period were retrospective-
ly reviewed. Of this group, 99
(19%) had CT scan evidence of an
abscess (74 of them had stage 1b
disease and 25 had stage II disease). 

Of those 99 patients, the findings
included:
• Sixteen percent of patients had

CT-guided drainage. The average
size of abscesses that were
drained was 7.1 cm. Drainage
was successful in 15/16 (94%) of
cases, with one patient requiring
an emergency two-stage Hart-
mann’s resection. 

• After CT-guided drainage, 16%
of patients had an elective resec-
tion a few months after the initial
attack. None had a recurrence in
the meantime. Of the others, 13%
of pericolic abscesses (Hinchey
stage 1b) had a recurrence, while
41% of those with a pelvic
abscess (Hinchey stage II) did.
Overall, 40% of those patients
developed another abscess, and
20% had a fistula. The mean
interval to the onset of the recur-
rence was 4.7 +/- 5.9 months. 

• The remaining 84% of patients
had abscesses that were not
amenable to CT-guided drainage.
They were treated with antibi-
otics, which was successful in
58% of those with stage Ib dis-
ease and 24% of those with stage
II disease. However, 19% of
those with stage I disease and
32% of those with stage II dis-
ease required an urgent resection. 

• Patients requiring an urgent
resection generally did well, with
a mortality of 1.1%. However,

45% of these urgent surgeries
were two-stage procedures with
the patient receiving an ostomy.
Furthermore, the stoma closure
rate was only 64%, and the mean
closure time was 6.6 months
after the primary operation. 

• All of the elective resections
(scheduled after an episode of
complicated diverticulitis) were
one-stage procedures and many
were done laparoscopically. 

Commentary
This paper is extremely useful as

it targets two vital questions: 1) do
CT findings affect prognosis; and 2)
what is the best treatment protocol
for those with localized diverticular
abscesses? Traditionally, the treat-
ment modalities for the stage I and
stage IV patients are well laid out.
However, there has been controver-
sy regarding the best protocol for
those in the stage 1b and II groups.
These data are compelling as they
show a high recurrence rate, partic-
ularly for those with pelvic abscess-
es, even after CT-guided drainage.
The authors also show that a large
percentage of those undergoing an
urgent surgery are forced to have an
ostomy, and that 36% of the time it
ends up being a permanent ostomy. 

While this is one of the largest
series on diverticulitis in the litera-
ture, their numbers in the subcate-
gories are still small and they have
not been able to conduct statistical
analyses in all categories. A follow-
up randomized, controlled trial
should be conducted to further
define the best treatment modality
for those with stage Ib and II dis-
ease. However, until that is done,
this group has given us a basis for
defining a new protocol — pro-
ceeding with elective resection for
those with stage Ib and II disease
after initial treatment that includes
both CT-guided drainage (if possi-
ble) and antibiotic therapy (particu-

larly if CT-guided drainage is not
possible).

Conclusion 

DIVERTICULITIS IS AN EXTREMELY

common disorder that can
often present a challenge for the
acute care practitioner. Recent
research has given us a new per-
spective on the disease, including
updated epidemiologic data regard-
ing young patients with diverticuli-
tis and specific clinical factors that
should increase our index of suspi-
cion for diverticulitis (both left and
right-sided diverticulitis). There
also have been recent advances in
minimally invasive therapeutic
options, including CT-guided percu-
taneous drainage of abscesses. This
has resulted in a significant decrease
in overall morbidity and mortality
of advanced disease. 

The diagnosis of diverticulitis is
suggested in patients with left lower
quadrant abdominal pain, particularly
if they have a history of known diver-
ticuli or prior episodes of diverticuli-
tis. A change in bowel habits with
either diarrhea or constipation pre-
dominating also is common. Dysuria,
urinary frequency, and urgency may
occur if the colonic inflammation is
close to the bladder. Other symptoms
and signs of advanced disease
include pneumaturia, fecaluria, or
peritoneal signs on exam.7 One recent
prospective study12 on the clinical
presentation of diverticulitis and a
comparison to nonspecific abdominal
pain showed that patients with diver-
ticulitis had a longer duration of
symptoms, as well as laboratory evi-
dence of inflammation. Isolated left
abdominal tenderness also was more
common, while right-sided tender-
ness was more common in non-spe-
cific abdominal pain. 

Given the spectrum of disease, it is
important to have a high index of sus-
picion for diverticulitis, particularly
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in the elderly population. Even in the
under-40 age group, while a smaller
percentage of those patients have
diverticuli, diverticulitis is a known
entity. Marinella et al report that the
suspicion for diverticulitis should be
high in any young patient with a clin-
ical presentation consistent with an
intra-abdominal inflammatory
process.13 Nausea, fever, tachycardia,
and leukocytosis were the most com-
mon presenting findings in this study.
The authors encouraged acute care
practitioners to consider a CT scan to
confirm the diagnosis in patients with
such a constellation of symptoms. 

Diverticulitis occurs in the sig-
moid and descending colon (associ-
ated with left lower quadrant pain) in
85%.7 However, right-sided divertic-
ulitis also occurs, and it can often be
difficult to distinguish appendicitis
from right-sided diverticulitis. The
comparison of the clinical presenta-
tion and laboratory values of those
diagnosed with appendicitis and
diverticulitis found that  prodromal
factors like fever, chills, nausea, and
vomiting, as well as laboratory val-
ues denoting an inflammatory
process, were decreased and less fre-
quently seen in diverticulitis.14

Therefore, it is again important to
have a high clinical suspicion, espe-
cially in people of Asian descent, and
to consider a CT scan if necessary. 

Diverticuli can be demonstrated
by both colonoscopy and contrast
enema, but their presence alone does
not confirm or rule out diverticulitis.
The same ambiguity is seen in the
presence of a stricture or extralumi-
nal compression, which also may
raise the possibility of malignancy.3

Ultrasound can correlate findings
(such as a hypoechoic, thickened
colonic segment, diverticula, and
increased echogenicity surrounding
the diseased colon) with patient fac-
tors such as pain on compression of
the affected region. It also is non-
invasive, relatively inexpensive, and

widely available. Critiques of ultra-
sonography include operator-
dependency and that intraabdominal
contents may be inadequately visu-
alized due to patient’s intolerance of
external pressure or body habitus.3

Multiple studies have shown that
ultrasound can play an important
role in the initial evaluation of a
patient with undifferentiated abdom-
inal pain, and Zielke et al present a
well-designed prospective trial that
found an ultrasound evaluation has a
high sensitivity and specificity and
could be utilized by doctors other
than radiologists.15

The imaging modality of choice
is CT scanning, as it is non-invasive,
and allows the visualization of diver-
ticula, inflammation of the pericolic
fat, thickening of the bowel wall, or
an intraabdominal abscess while rul-
ing out alternative intraabdominal
diagnoses.3,7

Patients with simple diverticulitis
should be given 7-10 days of antibi-
otics, traditionally covering both
gram-negative and anaerobic bacte-
ria.3,7 Patients with abscesses can be
percutaneously drained (with radio-
logic guidance) or drained surgical-
ly. The data on percutaneous
drainage is very favorable, and CT-
guided drainage is the standard treat-
ment for abscesses of more than 5
cm in diameter (smaller abscesses
should resolve with antibiotic treat-
ment alone).3 Early surgical inter-
vention is essential in those with
frank peritonitis secondary to perfo-
ration and fecal contamination of the
peritoneal cavity.7 The mortality and
morbidity has decreased consider-
ably over the last few decades and
the percentage of patients who
require an ostomy also is decreasing
due to early intervention and the
success of less-invasive or percuta-
neous intervention.16 Therefore, all
patients should be referred to a col-
orectal surgeon after their first
episode of diverticulitis. 

Given the rapid aging of the pop-
ulation and the prevalence of diver-
ticulitis, it is promising that recent
trials have given us a new perspec-
tive on alternative imaging modali-
ties and therapeutic options to assist
in the diagnosis and treatment of
this disease. 
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CME QUESTIONS

11. All the following about the demographic distribution of diverticulitis are true except:
a. It is more common in men than women.
b. It is more common in people older than age 61.
c. About 25% of patients present with complicated disease.
d. The most common surgery is colon resection.
e. More than 50% of people have successful conservative management.

12. What characteristics are more likely to be present in those with right-sided diverticulitis?
a. It is usually present in adults between ages 60 and 80. 
b. The maximum point of tenderness is typically at McBurney’s point.
c. Patients typically have severe constitutional symptoms like fever and nausea.
d. It is most common in the Asian population.
e. It is easy to distinguish right-sided diverticulitis from appendicitis.

13. All of the following about ultrasound evaluation of diverticulitis are advantages except?
a. It is non-invasive.
b. It is not limited by body habitus.
c. It is extremely cost-effective.
d. Findings can be directly correlated with patient factors like discomfort or pain.

14. Which imaging technique is the diagnostic test of choice for diverticulitis? 
a. Abdominal X-ray
b. Barium enema
c. Colonoscopy
d. Ultrasound
e. Computed tomography (CT) scan

15. The recent development that has reduced the mortality and morbidity of diverticular
abscesses is: 
a. advances in antibiotic therapy.
b. early detection of abscesses using colonoscopy.
c. CT-guided percutaneous drainage.
d. exploratory laparotomy.
e. expectant management.

Answers: 11. a; 12. d; 13. b; 14. e; 15. c
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