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Cinica

Urgent Care Assessment of Patients
with Possible Diverticulitis

Urgent Message: Diverticulitis is a prevalent condition characterized by localized inflam-
mation most commonly of the sigmoid colon. It is often diagnosed with a computed
tomography scan with intravenous contrast. Uncomplicated cases are most common
and require only monitoring, however complicated cases can require hospitalization
and emergent surgical intervention. Urgent care clinicians should be comfortable
assessing patients with possible diverticulitis and recognizing features that suggest
the possibility of more complicated disease.
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Introduction

he most common presenting symptom of diverticu-
-‘rlitis is left lower quadrant abdominal pain, with as-

sociated symptoms of fever, nausea, and a change in
bowel habits.! About 20% of patients who experience
diverticulitis will have at least 1 recurrence.? The inci-
dence of diverticulitis increased over 60% from 1980-
2007,® and as management guidelines have become in-
creasingly conservative, the rate of emergent surgical
intervention has steeply declined.?

Diverticular Disease vs Diverticulosis vs Diverticulitis

Diverticulitis and diverticulosis are related conditions
involving diverticula, small herniations that can form
in areas of weakness in the muscular layer of the wall

of the bowel, most commonly the colon. Diverticulosis
refers to the presence of these pouches without inflam-
mation or infection. Diverticulosis is often asympto-
matic and may be discovered incidentally during dia-
gnostic tests for other conditions (eg, colonoscopy,
computed tomography [CT] scan). In contrast, diverti-

culitis occurs when these pouches become inflamed or
infected, leading to characteristic symptoms.! Diverti-
culosis alone does not require treatment unless com-
plications arise; diverticulitis, however, may necessitate
medical intervention, including antibiotics, dietary
modifications, and in severe cases, surgery.!
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Causes of Diverticular Disease
The pathophysiology of diverticular disease is complex,
multifactorial, and incompletely understood. Western
nations experience higher rates of diverticular disease,
which is hypothesized to be related to dietary factors pri-
marily, such as low fiber intake. This leads to higher intra-
colonic pressure, which predisposes to herniations of the
colonic mucosa through the muscular layer, resulting in
the formation of diverticula. Fecal stasis in the colon
increases the risk of diverticular inflammation, culmi-
nating in diverticulitis.? Patients with diets rich in fiber,
low in red meat (less than 51g/day), and higher levels of
physical activity have lower rates of diverticulitis.*®
While dietary choices influence the likelihood of de-
veloping diverticular disease, environmental, micro-
biome, and genetic factors are also believed to play sig-
nificant roles with a heightened prevalence of diverticular
disease among obese individuals? and smokers.® This as-
sociation may be attributed to the inflammatory effects
induced by smoking and obesity. Diverticular disease af-
fects men more often than women, and incidence peaks
in the 6th decade of life. In elderly populations, diverti-
culitis becomes more common among women.?

Uncomplicated vs Complicated Diverticulitis Disease

It is important to distinguish between complicated and
uncomplicated diverticulitis, as treatment differs con-
siderably. Uncomplicated diverticulitis involves localized
inflammation, whereas complicated diverticulitis—which
represents <15% of cases of acute diverticulitis—involves
progression to abscess, perforation, or phlegmon. Late
complications include peritonitis, bowel obstruction,
and fistulae formation.®

Clinical History and Physical Exam
In the urgent care (UC) setting, laboratory testing and
advanced imaging is often not available, therefore bedside
clinical assessment is important for assessing the likeli-
hood of diverticulitis. Acute diverticulitis often involves
a gradual onset of progressive lower abdominal pain.®
The presence of localized pain solely in the left lower
quadrant is the most common symptom of diverticulitis
with other possible symptoms including fever, change
in bowel habits, and nausea without vomiting.!
Additional history gathering should include history
of diverticulitis or diverticulosis, therapies attempted
prior to evaluation (eg, acetaminophen, non-steroidal
anti-inflammatory drugs [NSAIDs] etc.), exacerbating
and relieving symptoms, history of past colonoscopy
and any relevant findings, and unintentional weight
loss. Other potentially helpful information may include
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comorbid conditions such as immunocompromise,
known abdominal aortic aneurysm or history of kidney
stones. Dietary habits, history of smoking, and family
medical history may also be helpful to discuss.?

As with all UC presentations, objective assessment
begins with reviewing the patient’s vital signs. The pres-
ence of fever, hypotension, and/or tachycardia in pa-
tients with lower abdominal pain significantly increase
the likelihood of complicated diverticulitis.” Examina-
tion of the abdomen should include inspection for dis-
tention, surgical scars, hernias etc. Palpation of the ab-
domen should assess for areas of focal tenderness. Focal
tenderness in the left lower quadrant is the most sug-
gestive physical exam finding with a positive likelihood
ratio of 10.4 when present. Presence of peritoneal signs
such as rebound tenderness, Rovsing’s sign, and/or
guarding should raise suspicion for other diagnoses or
complicated diverticulitis.” A screening genitourinary
(GU) examination is also prudent to ensure there are
no obvious hernias or other scrotal abnormalities.

Differential Diagnosis for Acute Lower Abdominal Pain
Gastrointestinal?
= Bowel obstruction
Colitis
Colon cancer
Appendicitis
Inflammatory bowel disease
Irritable bowel syndrome
Hollow viscus perforation
Pancreatitis
Gynecologic?
m Ectopic pregnancy
= Endometriosis
® Ovarian cyst
[
[

Pelvic inflammatory disease
Ovarian torsion
= Tubo-ovarian abscess
Vascular®
B Abdominal aortic aneurysm
Urinary?
= Ureterolithiasis
m Cystitis

Diagnostic Evaluation

The UC assessment focuses on clinical assessment (ie,
history and physical). Urinalysis can be helpful if con-
sidering GU diagnoses, such as urinary tract infection.
Laboratory testing and imaging are not required for the
diagnosis if history and exam are strongly suggestive of
acute diverticulitis but may occasionally be suggestive
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of alternate diagnoses. A complete blood count (CBC),
basic metabolic panel, liver function tests, lipase, and/or
inflammatory markers can be considered, but it’s im-
portant to note that these lab tests are neither sensitive
or specific for diverticulitis.® For example, approximately
45% of patients with diverticulitis will not have leuko-
cytosis®. A C-reactive protein (CRP) level can offer some
augmentation of clinical assessment. A level exceeding
20mg/dL is suggestive of perforation, and a combination
of CRP level above 5mg/dL with isolated left lower
quadrant tenderness and absence of vomiting has a
specificity of 93-98% for diverticulitis, albeit with a sen-
sitivity of only 37%.3

A qualitative urine -HCG for women of child-bearing
age is an easy test and relatively reliable for excluding
the possibility of pregnancy, including ectopic.® In cases
where uncertainty persists or complicated diverticulitis
is suspected, immediate imaging is warranted. Intrave-
nous (IV) contrast-enhanced CT is the study of choice
and has a sensitivity of 94% and specificity of 99%.% Ab-
dominal CT is not only helpful to “rule in” diverticulitis
but is also highly sensitive and specific for alternative
diagnoses that may require alternate management
strategies (eg, appendicitis, ureterolithiasis).” Abdominal
magnetic resonance imaging (MRI) is an alternative to
CT and has similar sensitivity, however, obtaining rapid
MRI is often more challenging in most clinical settings.!
Ultrasound (US) as diagnostic modality relies heavily on
the operator’s experience, and its ability to assess for free
air or the extent of large abscess is limited. Additionally,
US is unable to detect other pathologies as readily.! In
experienced hands, it may be reasonable to get an US if
it is the only advanced imaging immediately available,
as an emergency department (ED) study demonstrated
sensitivity similar to that of CT (90% vs 95%).° In cases
of inconclusive US, CT is often necessary for patients
with concerning signs and symptoms of complicated di-
verticulitis or other acute abdominal pathology that may
necessitate intervention.’

Classification of Diverticulitis Based on the Hinchey Scale

The Hinchey Scale has been the most widely utilized
severity classification system for acute diverticulitis over
the past 30 years.’ The modified Hinchey classification
(Table 1), which includes CT findings, such as signs of
inflammation, abscess, and perforation, may further
help to risk stratify diverticulitis presentations and en-
sure appropriate treatment.!! Recommendations for the
management of uncomplicated diverticulitis (ie, mod-
ified Hinchey stage 0/1a) are for conservative treatment
and discretionary use of oral antibiotics based on patient
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Table 1. Modified Hinchey Classification of

Diverticulitis®

Stage o:

e Patient has mid-clinical diverticulitis, uncomplicated

e CT finding shows diverticula with colonic wall
thickening

Stage 1A:

e Patient has confined pericolic inflammation or
phlegmon

e CT finding shows pericolic soft tissue changes

Stage 1B:

e Patient has a pericolic or mesocolic abscess

e CT finding shows changes that are consistent with 1a
and a pericolic or mesocolic abscess

Stage 2:

e Patient has a pelvic, distant intra-abdominal, or
retroperitoneal abscess

e CT finding shows 1a changes and distant abscess,
usually deep pelvic abscess

Stage 3:

e Patient has generalized purulent peritonitis

e CTfinding shows localized or generalized ascites,
pneumoperitoneum, and or peritoneal thickening

Stage 4:
e Patient has generalized fecal peritonitis
e CT finding will be similar to Stage 3

factors (eg, underlying health status, immunocompro-
mise). Importantly, the American Gastroenterological
Association (AGA) does not use the Hinchey Scale in
their clinical practice guidelines updated in 2021 and
favors grading severity from mild to severe. The AGA
similarly advocates for selective use of antibiotics in
mild, uncomplicated diverticulitis in immunocompe-
tent patients.! Complicated cases of diverticulitis, typi-
cally falling within modified Hinchey stage 1b-1V, re-
quire appropriate antibiotic therapy and often inpatient
admission. Procedural intervention depends on eval-
uation from a surgeon to determine if abscess drainage
or exploratory laparoscopic or open laparotomy may
be indicated depending on severity of illness, patient
factors, and the presence of peritonitis.!?

Red Flag Symptoms

Red flag symptoms of diverticulitis warranting surgical
intervention include but are not limited to peritoneal
signs indicative of perforation. Additional concerning
symptoms may involve fecaluria, pneumaturia, and
pyuria, which raise suspicion for a colo-vesical fistula.
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Similarly, the presence of stool in the vagina may sug-
gest a potential colo-vaginal fistula.!

Management

Uncomplicated Diverticulitis

Patients with uncomplicated acute diverticulitis who
can tolerate oral intake should be placed on a clear lig-
uid diet initially and then treated conservatively as out-
patients with follow-up arranged within 7 days of dia-
gnosis to ensure condition is improving.>?

Antibiotics have traditionally served as the corner-
stone of treatment for patients presenting with acute
diverticulitis, whether complicated or not. However, re-
cent research has cast doubt on their necessity, particu-
larly in cases of uncomplicated diverticulitis. Multiple
specialty societies, such as the American Society of Col-
orectal Surgery and AGA, have concluded that there is
no obvious improvement in outcomes between patients
treated with or without antibiotics.>!* In the DIABOLO
trial, the long-term effects of managing patients without
antibiotics in uncomplicated acute left-sided diverticu-
litis were assessed after 24 months, finding no difference
in rates of recurrent diverticulitis.’ Similar findings were
demonstrated in the Antibiotics Uncomplicated Diver-
ticulitis (AVOD) trial where no difference in long-term
outcomes were noted for patients treated with or with-
out antibiotics.!

If antibiotic therapy is deemed clinically appropriate
by the diagnosing clinician, it is also noteworthy that
IV antibiotics have not been shown to be more effective
than oral antibiotics, and oral antibiotics offer obvious
advantages of decreased cost and outpatient treatment.’
A small randomized controlled trial comparing oral vs
IV therapy with ciprofloxacin and metronidazole for
clinically diagnosed uncomplicated diverticulitis
showed no difference in resolution with all patients in
both groups recovering without complication.”

It’s important to note that the recommended anti-
biotic therapies are broad spectrum to cover for gram-
negative and anaerobic organisms. Either a fluoroqui-
nolone plus metronidazole or amoxicillin-clavulanate
at standard doses for as little as 4 days (or up to 7 days
in higher risk patients) is acceptable.! Given inherent
risks of broad-spectrum antibiotic therapy (eg, C. diffi-
cile colitis, antibiotic-associated diarrhea) and neuro-
logic toxicities associated with metronidazole and flu-
oroquinolones, as well as limited evidence of benefit
of antibiotic therapy in uncomplicated diverticulitis,
it is prudent to prescribe the shortest course of appro-
priate antibiotics to minimize risk of unnecessary
harms.!>16
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Complicated Diverticulitis

Intra-abdominal abscess formation occurs in 15-40%
of patients who present with acute sigmoid diverticuli-
tis.!® All patients in which there is concern for compli-
cated diverticulitis warrant immediate ED referral. Pa-
tients in whom complicated diverticulitis is confirmed
are placed on complete bowel rest (NPO) and hydrated
with IV fluids.® Treatment options differ based on the
size of the abscess. In cases where an abscess is >3cm,
then antibiotics with image-guided percutaneous drai-
nage is recommended.!?

Immunocompromised Patients With Acute Diverticulitis

In immunocompromised patients, diverticulitis can be-
come complicated rapidly as these patients are more
likely to fail nonoperative treatment.” Immunocom-
promised patients may present with more subtle find-
ings even in complicated cases because of blunted re-
sponses to infection and inflammation (eg, fever, signs
of peritoneal irritation).!

One study examined 5 types of immunocompro-
mised patient populations: chronic corticosteroid users;
transplant patients; patients undergoing cancer treat-
ment; patients with chronic kidney disease; and other
immunosuppressant treatments. The results demon-
strated that immunosuppressed patients had higher
rates of emergency surgery and postoperative mortality.?
Since immunocompromised patients are at higher risk
of more subtle and delayed presentation, antibiotic
treatment is recommended for these patients, even in
apparently mild cases.® Caution should be exercised in
relying on clinical assessment alone for such patients,
and it is appropriate to have a lower threshold to refer
these patients to an ED if CT imaging is not immediately
available.! Additionally, even in cases of mild or un-
complicated diverticulitis, the duration of antibiotic
therapy recommended is longer (10-14 days), albeit
similar agents can be used to ensure gram-negative and
anaerobic coverage.!

Evaluation After Recovery From Acute Diverticulitis

The AGA best practice guidelines from 2021 reiterate
the critical nature of colonoscopy after many cases of
diverticulitis.! Specifically, colonoscopy is recommended
following the resolution of any episode of complicated
diverticulitis or a first episode of uncomplicated diver-
ticulitis, unless a full, high-quality colonoscopy was
done in the prior year.! The basis for this recommenda-
tion is that occult colonic neoplasms can be mistakenly
diagnosed on CT as diverticulitis with relatively high
frequency.'* To minimize the risk of procedure-related
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perforation, this evaluation is typically scheduled after
6-8 weeks from the acute episode.!

Elective Surgery for Recurrent Diverticulitis

In the landscape of diverticulitis management, elective
segmental colectomy emerges as a strategy to temper
rather than eliminate the risk of recurrence. Though
surgical intervention has its merits, and some guidelines
do recommend interval elective surgery, there is an
emerging sentiment that a more conservative and per-
sonal approach may be safer.! Insight from longitudinal
studies underscores this point, revealing that at the 5-
year follow-up interval, recurrent diverticulitis was doc-
umented in only 15% of patients who underwent elec-
tive surgery, in stark contrast to the 61% recurrence rate
observed in those managed nonoperatively.! However,
despite the intervention, lingering symptoms following
recovery from acute diverticulitis persist as a notable
concern. Intriguingly, colectomy often falls short in ad-
dressing these symptoms, as indicated by findings from
2 separate studies where 22% to 25% of patients con-
tinued to grapple with ongoing abdominal discomfort
post-surgery.! From a UC perspective, clinicians should
avoid any specific suggestion that surgery may or may
not be appropriate and instead focus on ensuring timely
referral to a colorectal surgeon who can outline the risks
and benefits for the individual patient.

Diagnostic Case Scenarios
Case1

= History and Physical Exam: A 40-year-old woman
presented to UC with 3 days of dull, progressive,
crampy left lower quadrant abdominal pain with
intermittent episodes of nausea but no vomiting.
She denied fever, dysuria or frequency, vaginal
bleeding or discharge, blood in the urine or stool.
Her past medical history was noncontributory. Her
temperature was 37.5°C and heart rate (HR) was
95 beats per minute (bpm). Exam shows localized
tenderness in the left lower quadrant with no re-
bound or guarding.

m UC Testing: Her dip urinalysis and urine human
chorionic gonadotropin were negative.

m Diagnosis and Management: She was diagnosed
clinically with uncomplicated acute diverticulitis
and was managed with recommendations for a
clear liquid diet until pain resolved. Through
shared decision making, it was decided to defer
antibiotics given the mild nature of her symptoms.
She was discharged from the UC with recommen-
dations to follow-up with primary care in a week
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to monitor for progression and discuss referral for
colonoscopy as well as going to the ED for wor-
sening pain or fever.

Case 2

= History and Physical Exam: A 55-year-old man
with history of prior episodes of diverticulitis pre-
sented to UC with 2-3 days of generalized abdom-
inal pain, which had started in the left lower quad-
rant. He reported nausea without vomiting. His
temperature was 38.1°C with a HR of 103 bpm. He
appeared uncomfortable, and his abdominal exam
revealed moderate to severe generalized tenderness
with associated guarding and rebound.

® Diagnosis and Management: Due to concern of
perforation or abscess, he was referred to the ED,
where a CT of the abdomen/pelvis with contrast
revealed a 2 cm abscess around the sigmoid colon.
He was diagnosed with complicated diverticulitis
and started on IV antibiotics. Drainage was not re-
quired due to the size of the abscess (<3cm). The
patient’s pain improved over the next 2 days, and
he was discharged on oral antibiotics, plus rec-
ommendations to follow up with primary care in
1 week. He had a normal colonoscopy 9 months
earlier, and therefore he was not referred to gastro-
enterology.

Counseling For Patients With Acute Diverticulitis

Constipation and increased colonic intramural pressure
contribute significantly to the risk of diverticular forma-
tion and diverticulitis.! Contrary to prior dogmatic teach-
ing, it does not appear that nuts, seeds, corn, or other
forms of fibrous dietary intake contribute to the risk of
diverticulitis. Patients should be encouraged that a diet
high in natural sources of fiber from fruits, vegetables,
and legumes is helpful for reducing recurrence risk."”
Physical activity, similarly, significantly reduces the risk
of diverticulitis recurrence.'® Patients should be counseled
to quit smoking, reduce meat consumption, and attempt
to lose weight if these risk factors are present.!

Both opioids and NSAIDs increase the risk of diverti-
culitis recurrence, and as such, acetaminophen is the
recommended first line analgesic option for pain man-
agement."” For patients with pain severe enough that
acetaminophen offers insufficient analgesia, consider
ED referral to ensure that the patient is not suffering
from a more complicated episode of diverticulitis or
other serious intraabdominal pathology.
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“CTimaging with contrast is the
study of choice in cases where
there is diagnostic uncertainty or

concern for complicated disease.”

Takeaway Points

m Diverticulitis is a common condition marked by
inflammation or infection of small, herniated
pouches of mucosa, diverticula, in the colon with
incidence increasing with age, low-fiber diet, and
microbiome/genetic predispositions.

= Management of diverticulitis centers around iden-
tification and risk stratification of acute episodes,
identifying patients with signs and symptoms of
complicated cases, and appropriate ED referral.

m Patients should be encouraged to adhere to a clear-
liquid diet during the acute episode and monitor
symptoms closely; counseling to seek immediate
ED evaluation for increasing pain and/or fever is
important for patients discharged from UC.

m Antibiotics are recommended selectively in patients
with immunosuppression or more significant dis-
ease. In patients with mild, uncomplicated diver-
ticulitis, antibiotics may be used selectively for a
short duration (4-7 days), and risks vs benefits
should be discussed with patients, ensuring that
the shortest and lowest risk therapies are used when
prescribing antibiotics for mild cases.

B Improving long-term outcomes and reducing risk
of recurrence relies on counseling to increase di-
etary fiber intake and physical activity. NSAIDs,
opioids, red meat consumption, and obesity all in-
crease the risk of recurrence.

® In more severe/complicated cases, abscess forma-
tion, fistulae, or peritonitis may occur requiring
surgical intervention.

m CT imaging with contrast is the study of choice in
cases where there is diagnostic uncertainty or con-
cern for complicated disease.

u Colonic neoplasms can be misdiagnosed as diver-
ticulitis. Patients with diverticulitis who have not
had a colonoscopy in the last year should be re-
ferred to a colorectal specialist to determine if co-
lonoscopy and/or elective partial colectomy is in-
dicated after the resolution of the acute episode. B
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