
 

 

 

DIVERTICULITIS 

 

 

Above left: Bust of a grim young Emperor Gallienus in marble, Roman, 3rd century AD, 

Capitoline Museum. Below left: Bust of an older Emperor Gallienus, Roman, 3rd century 

AD. Right: Autumn Vintage Festival, oil on canvas, Lawrence Alma-Tadema, 1877. 

“The religious system of the Germans (if the wild opinions of savages can deserve that 

name) was dictated by their wants, their fears, and their ignorance. They adored the 

great visible objects and agents of nature, the Sun and the Moon, the Fire, and the Earth; 

together with those imaginary deities, who were supposed to preside over the most 

important occupations of human life. They were persuaded that, by some ridiculous arts 

of divination, they could discover the will of the superior beings, and that human 

sacrifices were the most precious and acceptable offering to their altars. Some applause 

has been hastily bestowed on the sublime notion, entertained by that people, of the Deity, 

whom they neither confined within the walls of a temple, nor represented by any human 

figure; but when we recollect that the Germans were unskilled in architecture, and totally 

unacquainted with the art of sculpture, we shall readily assign the true reason of a 

scruple which arose not so much from a superiority of reason as from a want of 

ingenuity. The only temples in Germany were dark and ancient groves, consecrated by 

the reverence of succeeding generations. Their secret gloom, the imagined residence of 

an invisible power, by presenting no distinct object of fear or worship, impressed the 

mind with a still deeper sense of religious horror, and the priests rude and illiterate as 

they were, had been taught by experience the use of every artifice that could preserve and 

fortify impressions so well suited to their own interest”.    

 

....It was by arms of a very different nature that Gallienus endeavoured to protect Italy 

from the fury of the Germans. He espoused Pipa, the daughter of a king of the 

Marcomanni, a Seuvic tribe, which was often confounded with the Alemanni in their wars 

and conquests. To the father, as the price of his alliance, he granted an ample settlement 

in Pannonia. The native charms of unpolished beauty seemed to have fixed the daughter 

in the affections of the inconstant emperor, and the bands of policy were more firmly 

connected by those of love. But the haughty prejudice of Rome still refused the name of 

marriage to the profane mixture of a citizen and a barbarian, and has stigmatised the 

German princess with the opprobrious title of concubine of Gallienus” 

  

Edward Gibbon, “The History of the Decline and Fall of the Roman Empire”,  

volume 1 1776. 

 

Looking at the surviving marble busts of the Roman emperors of the First Century, and 

early Second century A.D. one invariably sees a striking aspect of the imperial persona of 

these men. Many of the marble busts are awesomely life-like - as one gazes up to them, 

one almost feels in the very presence of a living emperor. They strike powerful, supremely 

confident outlooks, almost godlike - fitting rulers of the known civilized world. The busts 

of the late empire are very much more stylized and from these alone it is difficult if not 

impossible to gauge any feeling whatsoever of the personality of the emperor depicted. 



One very much gets the feeling that one is being shown the “spin-doctored” version of 

how the emperor wished to be perceived - you do not see the real man behind the marble 

image. This leaves a period in the mid-third century that seems to present a transition 

between the two genres. There are very few busts of Roman emperors from this period. 

Where they do exist they are more similar to the earlier depictions of emperors in their 

life-like quality, as opposed to the later stylized versions - before the spin-doctors of later 

centuries decided to censor the image of the emperor. So in these busts we do see the real 

emperor, but fascinatingly they seem to tell a very different story from those of the early 

emperors. 

 

Gone are the imperial, godlike confident personas, and in their place are depictions of 

severe looking men, troubled, even melancholy - uncertain of their tenure over the world 

- the weight of empire weighs heavily on their shoulders. One still seems to be in their 

presence, but there seems to be an unease not evident in the earlier emperors. The 

explanation for all this lies in the fact that the empire had entered, for a period of around 

50 years, into what some historians have termed the Roman “Dark Age” - a period from 

which the historical record becomes very sparse, yet it was a period of great change, one 

of evolution from the golden age of the Antonines to the age of Diocletian and the 

division of the empire into West and East. This was a period of intense and remorseless 

invasion of barbarian hordes who regularly managed to swarm into the empire when the 

Rhine and the Danube froze in the bitter winter months of these decades. The empire was 

ravaged by these invasions - it was no longer the hunter, but had in a very real sense 

become the hunted.  

 

Under the remorseless strain of these years it fragmented into essentially three empires, 

each just as wary of the other as they were of the foreign invaders. This period was 

marked by a change from emperors of the senatorial class, to those exclusively of the 

military class. Very harsh men, who had cut their teeth, on desperately fought battles of 

the distant limits of the Empire. The emperors in these years were all powerful generals 

of the legions, and elevation to the purple was usually by brutal assassination of one’s 

predecessor. Tenure was almost invariably short. By rights history should have recorded 

the demise of the Roman Empire during these years, and yet remarkably and seemingly 

against almost overwhelming odds, it survived and triumphed to live on for centuries to 

come. The ultimate triumph over this crisis is often attributed by historians to two 

particularly, brilliant emperor-generals, Claudius Gothicus, (268-70 AD) and Aurelian 

(270-75 A.D). Among historians there is a general lack of recognition of the abilities of 

the emperor-generals during the darkest days of the crisis.  And yet one has only to look 

through the list of emperors who reigned during these dark years to see that there was 

one who seems to stand out from the rest for his shear anomalous longevity. At a time 

when about two years of rule was fairly noteworthy, the emperor Gallienus is seen to 

have ruled for no less than fifteen years - and this at the height of the crisis. To have 

survived for so long during this period, demands further attention from historians.  

 

A bust exists of Gallienus as a young man. It shows him as a troubled tense youth - 

although nominal ruler of the civilized world it shows none of the godlike confidence of 

the busts of the early emperors - eyes averted downward, lost in his thoughts - the weight 

of a terrible burden bestowed on his shoulders. A much later bust also exists towards the 

end of his reign, it shows a mature man, now more emperor-like, but nonetheless, it still 



seems to show the demeanor of a ruler worn down by the terrible burden of long years of 

brutal warfare and chaos. Although ancient sources are terribly biased against him, 

principally for his “toleration” over a divided empire ruled by rival emperors and his 

lack of respect for the Senatorial class (who happened to be the recorders of the history 

of this period), his most recent biographer the Australian historian and former Chief 

Justice of South Australia, John Bray, has done much to rehabilitate his reputation. 

 

Gallienus was proclaimed joint emperor with his father Valerian, (the first emperor to be 

captured by a barbarian army and to die at their hands), in 253 A.D. After the death of 

his father in 260 AD whilst in Persian captivity, Gallienus ruled over a third of the 

empire for a further 8 years. It seems that his ability to rule over the remnant of the 

empire during these times related directly to his formidable abilities as a pragmatist. He 

had a remarkable ability to adapt to the rapidly changing realties of relentless barbarian 

invasions and the fragmentation of the empire by rival rulers in Gaul (Postumus) and in 

the far Eastern provinces, (Odenathus and Zenobia). He seems to have survived not by 

directly challenging his rivals as any of his predecessors would have unhesitatingly done 

- but by tacitly accepting them and working with them to the common good of Rome. All 

of this compromise however may have been accepted by the senatorial class, who may 

have even recorded his name among the greatest of emperors where it not for one piece 

of pragmatism they could never bring themselves to condone in an emperor - his lust over 

a barbarian girl of the powerful Germanic tribe of the Marcomanni.  

 

Although the ancient sources appear to be deliberately evasive on the issue it appears 

that Gallienus whilst negotiating a truce with the King of the Marcomanni which would 

controversially grant their tribe lands within the Roman empire in return for their 

assistance in defending the borderlands, became entranced by the primitive charms of the 

King’s daughter - a Germanic princess by the name of Pipa. In an intoxicated state he 

could not keep his eyes off the barbarian girl, and to seal the peace with the 

Marcomanni, much to the delight of their king, Attalus, he demanded that Pipa should 

become his wife as part of the deal. The senatorial class of Rome was shocked to its very 

foundations that an emperor of Rome should take a barbarian girl, from a culture that 

worshiped wood spirits and knew nothing of the fine arts, as his wife. This was unheard 

of sacrilege, and the most that historians of the day could bring themselves to record 

(officially) was that Pipa was merely the “concubine”, one among many, of the emperor. 

Although this “pragmatism” greatly assisted Rome at a critical point in its history, there 

was little doubt in Gibbon’s mind that Gallienus’ motives were more than simply 

pragmatic - he had fallen hopelessly under the lustful spell of a barbarian princess!   

 

When we wish to image the abdomen of patients in whom we suspect may have 

diverticulitis, we do well to remember the pragmatism of the emperor Gallienus. 

Traditionally Radiologists insisted on giving oral contrast, however this was frequently 

not possible in unwell vomiting or confused elderly patients. Little, if anything, much 

however was gained by this, indeed aspiration could occur, but more importantly 

protracted hours of attempting to administer oral contrast resulted in dangerous, even 

life threatening delays in diagnosis in very unwell patients. Pragmatism has taught that 

oral contrast is simply not worth it. Similarly IV contrast was allegedly a cause of 

nephropathy however this risk was greatly overstated, (if indeed it exists at all). In any 

case pragmatism again dictates that the benefit of accurate diagnosis overrides any 



theoretical concerns over deterioration in renal function (which can in any case be 

treated if required). Finally we may face the ultimate dilemma of IV contrast induced 

anaphylaxis - a true contraindication. Again we need recall the pragmatism of the 

Emperor Gallienus. A plain CT without contrast, although not ideal, can still give much 

useful information, such as the presence of a serious complication like perforation, which 

is far better than no imaging at all. 

 

 

 

DIVERTICULITIS 

 

Introduction 

 

Diverticular disease is an extremely common presentation to the Emergency 

Department. 

 

Diverticulitis is one of the presentations of diverticular disease and is most often a 

complication of colonic diverticulosis. 

 

Disease severity can range from mild which can be managed on an outpatient basis with 

antibiotics, to severe disease, which may be life-threatening and requires IV antibiotics 

with or without surgery.  

 

Mild symptoms may result from symptoms relating to diverticulosis or mild diverticulitis. 

 

Moderate to severe disease will result from active infective diverticulitis 

 

The most serious complications include: 

 

● Perforation  

 

● Peritonitis / septicemia  

 

● Massive GIT hemorrhage. 

 

CT scan of the abdomen is the investigation of choice for suspected diverticulitis. Oral 

contrast is not necessary. IV contrast is desirable.  

 

There should not be concerns over so-called contrast nephropathy, with modern contrast 

agents, as the benefit of diagnosis of a potentially life threatening condition, overrides 

any theoretical concerns over nephropathy.      

 

If the patient has contrast allergy a plain CT can still be done and may give useful 

information, which is better than no information at all.   

 

Terminology: 

 

Diverticulum:  



 

● This is a sac-like protrusion of the colonic wall. 

 

Diverticulosis: 

 

● This is simply the presence of diverticula.  

 

 Diverticulosis may be asymptomatic or symptomatic. 

 

 

Diverticular disease: 

 

● This is defined as clinically significant and symptomatic diverticulosis due to 

 diverticular bleeding, diverticulitis, segmental colitis associated with diverticula, 

 or symptomatic uncomplicated diverticular disease. 

 

Diverticular bleeding: 

 

● This is characterized by painless hematochezia due to segmental weakness of the 

 vasa recta associated with a diverticulum.  

 

Diverticulitis: 

 

● This is defined as inflammation of a diverticulum.  

 

Diverticulitis may be acute or chronic, uncomplicated or complicated by a 

diverticular abscess, fistula, bowel obstruction, or free perforation. 

 

Segmental colitis associated with diverticula or diverticular colitis: 

 

● This is characterized by inflammation in the inter-diverticular mucosa without 

 involvement of the diverticular orifices themselves.  

 

Symptomatic uncomplicated diverticular disease: 

 

● This is characterized by persistent abdominal pain attributed to diverticula in the 

 absence of macroscopically overt colitis or diverticulitis.  

 

This has also been described as “smoldering diverticulitis”, especially when wall 

thickening is present in the absence of inflammatory changes on CT scan. . 

 

Epidemiology  

 

The incidence of diverticula, and hence of diverticulitis, increases with age, affecting 

approximately one half of those over the age of 80 years.  

 

In people 40 years of age the incidence is less than 20%.  

 



Pathophysiology 

 

Diverticulosis 

 

Diverticulosis merely refers to the presence of diverticulae within the bowel wall.  

 

Diverticula are very common in people from Western countries. 

 

Diverticula are herniations of the colonic mucosa through the muscle layer of the large 

bowel.  

 

They are thought to be formed as a result of high intraluminal pressure, forcing the 

mucosa through the muscle layer where it is weakened by penetration of colonic arteries.  

 

This has been attributed to increased muscular contraction required to propel less bulky 

stools in those consuming low-fiber Western diets, and is consistent with the 

hypertrophied circular muscle layer and shortened taenia coli commonly found in these 

individuals. 1 

 

Locations include: 

 

● Most occur in the left sided regions of the sigmoid and descending colon, but any 

part of the large bowel can be affected. 

 

● Right-sided diverticular disease is more commonly seen in Asian and younger 

populations. 

 

Diverticulitis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

An impacted fecalith, arrowed, with surrounding edema and erythema seen on 

colonoscopy within the sigmoid colon. Studies have indicated that the most likely cause of 



diverticulitis is impacted faecal matter (rather than food) in diverticula,2 (from Robert S. 

Fisher and Siva P. Doma, Images in Clinical Medicine, NEJM, July 16, 2009) 

 

Diverticulitis occurs as a result of inflammation of one or more diverticula, and is 

usually associated with some degree of localized peritonitis. 

 

Its exact pathogenesis remains unclear.  

 

Fecal material or undigested food particles may collect in a diverticulum, causing 

obstruction, (see photograph below) followed by secondary sepsis. 

 

Organisms: 

 

The organisms involved in bacterial infection include: 

 

1. Anaerobes including:  

 

 ● Bacteroides 

 

 ● Peptostreptococcus 

 

 ● Clostridium 

 

 ● Fusobacterium 

 

2. Gram-negative aerobes, including:  

 

 ● Escherichia coli 

 

3. Facultative gram-positive bacteria, such as streptococci, are often cultured as 

 well. 

 

Complications of diverticulitis: 
 

Important complications include: 

 

1. Recurrent periodic inflammation: 

 

● In some patients these episodes may be clinically silent. 

 

2. Abscess formation: 

 

● Infected diverticula may undergo abscess formation.  

 

3. Perforation: 

 

● This may lead to general peritonitis or local pericolic abscess. 

 



4. Intestinal obstruction: 

 

● In acute episodes partial colonic obstruction may occur because of relative 

 luminal narrowing due to peri-colonic inflammation or compression from 

 a diverticular abscess.  

 

Acute diverticulitis may also cause a small bowel obstruction if a loop of 

small intestine becomes incorporated in a peri-colonic inflammatory mass, 

or due to localized irritation and the development of an ileus. 

 

● However, high-grade colonic obstruction is rare in the acute setting and 

 is usually associated with the subsequent development of a stricture or 

 local adhesions due to chronic diverticular inflammation. 

 

5 Haemorrhage: 

 

● This is usually dark red lower GIT type bleeding 

 

● Diverticular disease is the most common cause of massive lower 

gastrointestinal bleeding. Fewer than 15% of patients with diverticular 

disease however will experience bleeding.  

 

● It is more likely to occur in patients taking antiplatelet agents or NSAIDs. 

 

6 Fistula formation: 

 

This may be to any adjacent structure. 

 

 Examples include: 

 

 ● Bladder: colo-vesical fistula  

 

 ● Vagina: colo-vaginal fistula  

 

 ● Bowel: colo-enteric fistula or colo-colic fistula  

 

 ● Skin: colo-cutaneous fistula 

 

Clinical Features 

 

Diverticulosis: 

 

Uncomplicated diverticular disease (diverticulosis) is usually asymptomatic.  

 

A minority of patients may develop:  

 

1. Colicky lower abdominal pain  

 



2. An irregular bowel habit, commonly alternating constipation and diarrhoea. 

 

3. Distension /bloating.   

 

4. Flatulence.  

 

These symptoms cannot be distinguished from those of irritable bowel syndrome, and can 

be treated in the same way. 

 

Diverticulitis: 

 

Diverticulitis is usually seen in patients over the age of 40.   

 

Diverticulitis is the result of obstruction of the neck of the diverticulum, with subsequent 

inflammation, perforation, and infection.  

 

There is a spectrum of disease from a sub-clinical local inflammatory phlegmon to 

infection with abscess formation, bleeding and generalized peritonitis secondary to 

perforation. 

 

Clinical features include: 

 

1. Fever. 

 

2. Pain: 

 

● Typically constant, (as opposed to colicky)  

 

● Most commonly in the left iliac fossa, but may occur anywhere. 

 

3. GIT upset:  

 

● Nausea / vomiting  

 

● The stools may be loose or there may be constipation. 

 

4. There may be signs of peritonism. 

  

● Guarding, (voluntary or involuntary) 

 

 ● Rebound tenderness. 

 

● Rigidity, (suspect perforation) 

 

 

5. Rectal haemorrhage: 

 



● Diverticulitis is a common cause of rectal bleeding, especially in the 

elderly. 

 

● Despite diverticula being more common on the left side of the colon, the 

majority of diverticular bleeds arise from the right hemicolon. 

 

 

Staging of severity: 

 

The severity of diverticulitis may be graded with the use of Hinchey’s criteria (see 

appendix 1 below), although this classification system does not take into account the 

effects of coexisting conditions on disease severity or outcome.  

 

The risk of death is: 1 

 

● Less than 5% for most patients with stage 1 or 2 diverticulitis 

 

● Approximately 13% for those with stage 3 

 

● Approximately 43% for those with stage 4 

 

Natural history: 

 

In approximate terms: 

 

● Around 30% of patients will remain asymptomatic, following a first attack of 

 acute uncomplicated diverticulitis. 

 

● Around 50% of patients will have recurrences. 

 

● Around 20% of patients with a prior episode of acute diverticulitis will have 

 chronic abdominal pain.  
 

 In some patients this may be attributable to irritable bowel syndrome, 

 however, in approximately 5% of patients, chronic abdominal pain is due to 

 low-grade or smoldering diverticulitis with persistent chronic diverticular 

 inflammation. 

 

Recurrent attacks of acute diverticulitis or persistent inflammation may result in 

progressive fibrosis and scarring, resulting in the formation of a stricture. 

Patients with a colonic stricture may present with an acute colonic obstruction 

without diverticulitis or with more insidious symptoms of abdominal pain and 

constipation 

 

● In patients with acute diverticulitis, mortality rates vary depending on the 

 presence of complications and patient comorbidities.  

 



In patients with acute uncomplicated diverticulitis, conservative treatment is 

successful in 70 - 100% of patients and mortality is negligible.  

 

● In patients with complicated diverticulitis undergoing an operation, the 

 mortality rate is approximately 0.6 - 5%.  

 

Although mortality rates are up to 20% in patients with perforated diverticulitis 

with purulent or fecal peritonitis, these complications are rare in the absence of 

diffuse peritonitis. 

 

Investigations 

 

Blood tests: 

  

1. FBE:  

 

● Low Hb if bleeding has been significant 

 

● WCC, may be elevated, however a normal count cannot exclude 

 diverticulosis.   

  

2. CRP 

 

 ● An elevated level, suggests active inflammation/ infection  

 

3. U&Es / glucose 

  

4. LFTs 

 

5. BHG for all women of child bearing age.  

 

6. Lipase, (pancreatitis as a differential diagnosis in anyone with abdominal pain).  

 

7. VBGs/ lactate: 

 

 ● Degree of illness, in particular mesenteric ischaemia, in the elderly. 

 

8. Blood group and save or cross match as clinically indicated. 

 

ECG: 

 

As for any unwell patient. 

 

Document the presence of AF, which in the elderly may increase suspicion for mesenteric 

ischemia as a possible differential diagnosis. 

 

Plain radiography: 

 



This cannot make a diagnosis of diverticular disease, and so is not the investigation of 

choice for suspected diverticulitis, (or for virtually any other abdominal condition).    

 

It provide some useful information.  

 

1. CXR 

 

 ● Look for signs of perforation (gas under the diaphragm).  

  

2. AXR (erect/supine) 

 

 There may be some regions of localized ileus or partial obstruction. 

 

 ● Gas in the portal venous system, is a late and ominous sign 

 

Ultrasound: 

 

Although CT is the modality of choice for the diagnosis and staging of diverticulitis, 

ultrasound in skilled hands may give valuable bedside information: 
4
 

 

Findings may include:  

 

 1. Diverticula are characterized as bright bowel out-pouchings (also referred as 

 to bowel bright “ears”) showing some degree of acoustic shadowing due to the 

 presence of gas or inspissated faeces   

 

2. echogenic and non-compressible fat suggesting an inflammatory process of the 

 surrounding fat planes  

 

3. Thickened bowel wall (> 4 mm)   

 

4. The presence of organized collections implying abscesses and thus complicated 

 diverticulitis. 

 

CT scan: 

 

CT scan of the abdomen and pelvis is the investigation of choice for suspected 

diverticulitis. It is both highly sensitive and specific for diverticular disease. 

 

A diagnosis of diverticulitis made by clinical criteria alone will be incorrect in up to 

33% of cases. 2 

 

Oral contrast is not necessary unless there is a very specific indication for it, e.g. 

anastomotic leaks. Otherwise attempts to administer oral contrast to patients 

merely results in prolonged delays in imaging with consequent increased risk of 

adverse outcomes.     

 

It is inappropriate for unwell, confused, vomiting patients to take oral contrast    



 

Asking emergency patients to take oral contrast can lead to aspiration and to 

inordinate and sometimes life-threatening delays in diagnosis and definitive 

management.  

 

In nonvascular pathologies, IV contrast is still desirable (especially in thinner 

patients) but is not essential. 

 

There should not be concerns over so-called contrast nephropathy, with modern 

contrast agents, as the benefit of diagnosis of a potentially life threatening condition, 

overrides any theoretical concerns over nephropathy.      

 

If there is a genuine  contraindication to IV contrast, such as anaphylactic reaction, 

then a plain CT without contrast can be done and may give useful information, 

which is better than no information at all.   

 

Intravenous contrast material may help in revealing diverticular abscesses and fistulas 

and in demonstrating the enhancement pattern of the colonic wall. However, it is 

probably more helpful in the diagnosis of alternative diseases that may mimic 

diverticulitis. 

 

In some cases a water soluble contrast enema may be an option  

 

Typical findings of diverticulitis on CT scan include: 

 

1. The presence of diverticulae 

 

Together with one or more of: 

 

2. Segmental thickening of bowel wall 

 

3. Enhancement of the colonic wall: 

 

● Usually has inner and outer high-attenuation layers, with a thick middle 

 layer of low attenuation 

 

4. Peri-colic stranding of the adjacent mesenteric fat 

 

In more severe complicated disease the following may also be seen: 

 

5. Abscess formation: 

 

 ● Seen in up to 30% of cases. These may contain fluid, gas or both 

 

6. Signs of perforation 

 

 ● Extravasation of gas and fluid into pelvis and peritoneal cavity 

 



7. Fistula formation (usually a chronic complication as opposed to an acute one).  

 

 ● Gas in the bladder 

 

 ● Direct visualisation of a fistulous tract 

 

8. Obstruction 

 

Colonoscopy: 

 

Endoscopic evaluation of the colon should be avoided in the acute setting due to the risk 

of perforation or exacerbation of the existing inflammation. 

 

This examination is usually reserved for patients who have recovered fully from a first 

episode to exclude an underlying colonic cancer, unless the patient has had a 

colonoscopy within the previous year. 

 

Management  

 

Prevention: 2 

 

Patients with diverticular disease are often encouraged to consume a high-fiber diet and 

increase their fluid intake.  

 

This may reduce symptoms, but there is no evidence that it reduces the formation of 

further diverticula.  

 

In some patients, a high-fiber diet may increase abdominal pain and bloating; it should 

not be continued if symptoms worsen.  

 

No evidence supports avoiding pips, nuts and seeds in the diet. 

 

Studies have indicated that the most likely cause of diverticulitis is impacted faecal 

matter (rather than food) in diverticula. Therefore the main strategy to prevent 

diverticulitis is to maintain a soft stool.  

 

Treatment: 

 

1. ABC issues, as indicated.  

 

 ● IV fluid resuscitation as required. 

 

2. Correct electrolyte disturbances:  

 

● In particular, hypokalemia. 

 

3. Nil orally  

  



4. Analgesia: 

 

 ● Oral or opioid analgesia, as required. 

 

5. Nasogastric tube: 

 

● This may be considered if there is significant vomiting or abdominal 

 distension. 

 

6. Antibiotics: 

 

For milder localized disease (stage I and II) conservative management with IV 

antibiotics and rehydration usually suffices.  

 

If the first attack of diverticulitis is treated successfully without surgery, most 

patients do not go on to have further episodes (66 - 75%). But some have multiple 

repeated attacks and go on to require surgery. 4 

 

Mild infections in well patients may be treated with oral antibiotics: 

 

● Amoxycillin and clavulanate  

 

OR 

 

● Metronidazole plus cephalexin  

  

See latest edition of Therapeutic Guidelines for alternatives and full 

prescribing details. 

 

If there is no improvement in 48 - 72 hours, consider CT scan of the abdomen 

to look for evidence of complicated diverticulitis (eg intra-abdominal 

collection). 

 

For more severe cases, IV antibiotics will be required: 

 

Options include: 

 

● Ceftriaxone + Metronidazole 

 

OR 

 

● Amoxycillin/ Ampicillin + gentamicin + metronidazole. 

 

OR 

 

● Tazocin, (piperacillin + tazobactam)  

 

OR 



 

● Ticarcillin + clavulanate. 

 

For patients with immediate hypersensitivity to penicillins use: 

 

● Gentamicin  

 

PLUS 

 

● Clindamycin (or lincomycin)  

 

In general terms, change to oral therapy once the patient has been afebrile 

for 24 - 48 hours.  

 

The total treatment duration is 7 days (IV + oral). 

 

See also latest edition of Antibiotic or Gastrointestinal Therapeutic 

Guidelines for full prescribing details. 
 

7. Surgery: 

 

Symptoms usually settle with conservative management, but occasionally 

surgery will be needed for severe or complicated cases. 

 

Some localized larger abscesses may be suitable for percutaneous drainage 

procedures. 

 

If the abscess is large, then percutaneous drainage under CT or US is an option, 

(successful in 70 - 90% of cases) 4 

 

 In general terms indications for surgery with resection of diseased segments of 

 bowel will include: 

 

● Peritonitis associated with perforation 

  

● Abscess, not amenable to percutaneous drainage  

 

● Bowel obstruction.  

 

● If a fistula has formed between a diverticulum and an adjacent organ, 

elective repair is indicated. 

 

● Elective surgery should also be considered, if there are more than 2 

episodes of severe diverticulitis (i.e. requiring hospitalisation). 

 

Surgical options depend on whether surgery is elective or emergent and on the 

quality of bowel preparation.  

 



In general terms: 

 

● For elective surgery, the aim is to perform a single-stage segmental 

 colectomy (usually sigmoid colectomy) with a primary end to end 

 anastomosis.  

 

● In emergent cases, either on-table lavage with primary anastomosis or a 

 two-stage procedure is performed. The two-stage procedure consists of a 

 Hartmann colectomy with end colostomy and rectal stump closure, which 

 is subsequently closed by a second operation. 

 

8. Diverticular bleeding:  

 

These cases will settle spontaneously in around 75 % of cases.  

 

Diverticular disease is the most common cause of massive lower gastrointestinal 

bleeding, though less than 15% of patients with diverticular disease will 

experience a diverticular bleed.  

 

Despite diverticula being more common on the left side of the colon, most 

diverticular bleeds arise from the right hemi-colon.  

 

Bleeding is more likely in patients taking anticoagulant, antiplatelet or 

nonsteroidal anti-inflammatory drugs. 

 

Diverticular bleeding is characterized by sudden passage of a large volume of 

bright red blood, though it may be preceded by a smaller herald bleed.  

 

Given the possibility of massive bleeding, patients with diverticular bleeding 

should be admitted to hospital for observation, fasted and given intravenous 

fluids.  

 

If bleeding does not settle then the site of bleeding should be localized with CT 

angiography. 

 

Therapeutic options include: 

 

● Urgent colonoscopy with direct treatment of the bleeding vessel with 

 using endoscopic techniques. 

 

● Selective angiography with embolization of the bleeding vessel. 

 

● Surgery, colectomy: 

 

 Indications for surgery - in general terms - include:  

 

♥ Haemodynamically unstable despite resuscitation 

 



♥ Require > 6 units of blood 

 

♥ Failed endoscopic or radiological attempts at haemostasis. 

 

Approximately one-third of patients who have a significant diverticular bleed 

have a subsequent episode. 

 

Disposition 

 

Mild cases may be treated as an outpatient 

 

Indications for admission to hospital include: 

 

● Unable to tolerate oral fluids 

 

● Intractable pain 

 

● Milder disease that is not responding to standard treatment 

 

● Moderate to severe cases requiring IV antibiotics and in some cases surgery. 

 

Including severe complication such as peritonitis from perforation, septicemia or 

major hemorrhage 

 

● Considerations of comorbidities 

 

● Diagnostic uncertainty 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 1: Staging of Severity of Diverticular Disease 

 

 

The Hinchey Scheme for the grading of severity of diverticular disease. 1 

 

 



 

STAGE  

 

 

PATHOLOGY  

 

STAGE 1a: 

 

STAGE 1b: 

 

 

Small, confined pericolic or mesenteric phlegmon 

 

Diverticulitis with pericolic or mesenteric abscess 

 

 

STAGE 2: 

 

 

Diverticulitis with a walled off pelvic abscess 

 

 

STAGE 3: 

 

 

Peri-diverticular abscess rupture with  purulent peritonitis. 

 

 

STAGE 4: 

 

 

Diverticular rupture with generalised faecal peritonitis 
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