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Diverticulitis is a common gastrointestinal condition characterized by the inammation or infection of 
diverticula, small pouches that can develop in the colon wall. This narrative review provides a 

comprehensive overview of the pathophysiology, clinical presentation, and management of diverticulitis. The review includes a 
detailed discussion of the epidemiology, risk factors, and pathogenesis of the disease, highlighting the role of the gut microbiota 
and potential therapeutic targets. Diagnostic approaches and differential diagnoses are also discussed, emphasizing the 
importance of clinical assessment, imaging studies, and laboratory tests. Medical management options, including antibiotic 
therapy, bowel rest, and pain control, are outlined, along with surgical interventions for complicated cases. Finally, the review 
concludes with a discussion on the future directions of research in diverticulitis, focusing on the need for further understanding of 
the disease mechanisms and the development of novel therapeutic strategies.
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INTRODUCTION
Diverticulitis is a common gastrointestinal condition 
characterized by the inammation of diverticula, small 
pouches that can form in the colon. 

This narrative review aims to provide a comprehensive 
overview of the pathophysiology, clinical presentation, and 
management of diverticulitis. The pathophysiology of 
diverticulitis involves the formation of diverticula due to 
increased colonic pressure and structural changes in the 
colonic wall. 

Clinical presentation varies widely, with symptoms ranging 
from mild abdominal pain to severe complications such as 
perforation and abscess formation. Management strategies 
for diverticulitis include dietary modications, antibiotic 
therapy, and surgical intervention in severe cases. 
Understanding the pathophysiology and clinical presentation 
of diverticulitis is crucial for accurate diagnosis and effective 
management. 

This review highlights the importance of a multidisciplinary 
approach involving gastroenterologists, surgeons, and other 
healthcare professionals in the management of diverticulitis. 
Further research is needed to explore new treatment 
modalities and improve outcomes for patients with this 
common gastrointestinal condition (1,2).

METHODS
This narrative review followed a systematic approach to 
gather and synthesize existing literature on diverticulitis. A 
comprehensive search was conducted in electronic 
databases, including PubMed, Embase, and Cochrane 
L ibrar y,  us ing keywords such as  "d iver t icul i t is , " 
"pathophysiology," "clinical presentation," and "management." 
Boolean operators "AND" and "OR" were used to combine 
these terms effectively.

Inclusion criteria encompassed English language studies 
focusing on human subjects and providing information on 
diverticulitis pathophysiology, clinical presentation, or 
management. 

Exclusion criteria included animal studies, case reports, and 
non-English language studies. A single reviewer screened 
titles and abstracts for relevance, with full-text articles 
retrieved for further assessment if they met inclusion criteria. 
Data extraction was performed using a standardized form to 
collect study design, patient characteristics, interventions, 
and outcomes.

Figure 1. PRISMA. 

Epidemiology, Risk Factors, and Pathogenesis
Diverticulitis is a common gastrointestinal disorder, 
particularly in Western countries, where it affects about 5-10% 
of the population over the age of 40 and up to 50-70% of those 
over 80 years old. The prevalence of diverticulitis has been 
increasing over the past few decades, possibly due to changes 
in diet and lifestyle (3).

Several risk factors have been associated with the 
development of diverticulitis. These include age, with the 
incidence increasing with age; a low-ber diet, which leads to 
increased intraluminal pressure and formation of diverticula; 
obesity, which is thought to increase the risk through 
mechanisms such as increased intra-abdominal pressure; 
and lack of physical activity (4).

Other factors that may contribute to the development of 
diverticulitis include smoking, which has been associated with 
an increased risk of complications; nonsteroidal anti-
inammatory drugs (NSAIDs), which may increase the risk of 
diverticular bleeding; and genetics, as there appears to be a 
familial predisposition to the disease. The pathogenesis of 
diverticulitis is multifactorial and not fully understood. The 
formation of diverticula is thought to occur due to a 
combination of factors, including increased intraluminal 
pressure, structural abnormalities in the colonic wall, and 
alterations in the gut microbiota. These diverticula can then 
become inamed or infected, leading to diverticulitis (4,5).

The role of the gut microbiota in the pathogenesis of 
diverticulitis is of particular interest. Changes in the gut 
microbiota composition, known as dysbiosis, have been 
observed in patients with diverticulitis. It is thought that 
alterations in the gut microbiota may lead to inammation 
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and damage to the colonic wall, predisposing to the 
development of diverticulitis (5,6).

Denitions and Clinical Characteristics
Diverticulitis refers to the inammation or infection of one or 
more diverticula, which are small, bulging pouches that can 
form in the lining of the digestive system, particularly in the 
colon. The condition typically arises from the trapping of fecal 
material in these pouches, leading to bacterial overgrowth 
and inammation (6,7).

Clinical presentation of diverticulitis can vary widely 
depending on the severity of the condition. Common 
symptoms include abdominal pain (often in the lower left 
side), fever, nausea, vomiting, and changes in bowel habits. In 
more severe cases, complications such as abscess formation, 
perforation, or stula formation may occur, leading to 
potentially life-threatening conditions (7,8).

Diagnosis and Differential Diagnosis
The diagnosis of diverticulitis is primarily clinical, supported 
by imaging and laboratory studies. A thorough history and 
physical examination are crucial, with attention to classic 
symptoms such as left lower quadrant abdominal pain, fever, 
and tenderness. However, these symptoms can overlap with 
other conditions, necessitating further evaluation. Imaging 
studies play a key role in conrming the diagnosis and 
assessing the severity of diverticulitis. Computed tomography 
(CT) scans are the most commonly used imaging modality 
due to their high sensitivity and specicity. CT ndings 
suggestive of diverticulitis include the presence of colonic 
diverticula, pericolic fat stranding, bowel wall thickening, and 
the presence of abscesses or phlegmon (9).

Laboratory tests are also important in the diagnostic workup 
of diverticulitis. Leukocytosis with a left shift is a common 
nding, indicating an inammatory response. Elevated 
inammatory markers such as C-reactive protein (CRP) and 
erythrocyte sedimentation rate (ESR) may also be present. 
The differential diagnosis of diverticulitis includes other 
causes of acute abdominal pain, such as acute appendicitis, 
inammatory bowel disease (IBD), and colorectal cancer. 
Clinical judgment and the combination of history, physical 
examination, and imaging studies are essential in 
distinguishing these conditions from diverticulitis (9,10).

Medical Management
The management of diverticulitis depends on the severity of 
the disease and can range from conservative measures to 
surgical intervention. For uncomplicated diverticulitis, which 
presents with mild symptoms and no signs of complications, 
initial treatment consists of bowel rest, oral antibiotics, and 
analgesics. Bowel rest is achieved by initiating a clear liquid 
diet and advancing to a low-ber diet as tolerated. Oral 
antibiotics, such as a combination of metronidazole and a 
uoroquinolone or amoxicillin-clavulanate, are prescribed to 
cover both anaerobic and aerobic bacteria commonly found 
in the colon(10,11).

Pain control is achieved with analgesics such as 
acetaminophen or nonsteroidal anti-inammatory drugs 
(NSAIDs), avoiding the use of opioids whenever possible due 
to their potential to cause constipation and increase the risk of 
diverticular complications. In cases of complicated 
diverticulitis, which may present with abscess formation, 
perforation, or stula formation, hospitalization and 
intravenous antibiotics are often required. Percutaneous 
drainage of abscesses may be performed under radiologic 
guidance to alleviate symptoms and facilitate resolution of the 
infection (11). Follow-up after an episode of diverticulitis is 
essential to monitor for resolution of symptoms and assess the 
need for further interventions. Patients should be advised to 

maintain a high-ber diet and adequate hydration to prevent 
future episodes of diverticulitis (12).

Surgical Management
Surgery for diverticulitis is indicated in cases of complicated 
disease or recurrent episodes that do not respond to 
conservative management. The goals of surgery are to 
remove the affected segment of the colon, address any 
complications such as abscesses or stulas, and alleviate 
symptoms. The most common surgical procedure for 
diverticulitis is segmental resection of the affected colon with 
primary anastomosis. This involves removing the segment of 
the colon containing the diverticula and reattaching the 
remaining healthy ends of the colon. This procedure is 
preferred when feasible, as it preserves bowel continuity and 
function (13).

In cases where the affected colon is too inamed or infected to 
perform a primary anastomosis safely, a Hartmann's 
procedure may be performed. This involves removing the 
affected segment of the colon and creating an end colostomy, 
or opening in the abdomen through which stool is passed into 
a collection bag. The remaining end of the colon is closed off 
and left in the abdomen. This procedure is considered more 
complex and is associated with a higher risk of complications 
and a longer recovery time. Laparoscopic surgery is 
increasingly being used for the surgical management of 
diverticulitis. This minimally invasive approach involves 
making several small incisions in the abdomen through which 
a laparoscope and surgical instruments are inserted. 
Laparoscopic surgery offers several advantages over 
traditional open surgery, including a shorter hospital stay, 
faster recovery time, and reduced risk of complications (14).

In cases where there are complications such as abscess 
formation or stula formation, surgical drainage may be 
necessary. This involves inserting a drainage tube into the 
abscess or stula under radiologic guidance to drain the uid 
and relieve symptoms. Surgical drainage is usually 
performed in conjunction with antibiotic therapy to treat the 
underlying infection. Postoperative care following surgery for 
diverticulitis is focused on pain management, prevention of 
complications such as infection or bowel obstruction, and 
early mobilization. Patients are typically started on a clear 
liquid diet and gradually advanced to a regular diet as 
tolerated. They are also encouraged to ambulate early to 
prevent postoperative complications such as deep vein 
thrombosis or pneumonia (15).

In conclusion, while signicant progress has been made in 
understanding the epidemiology, risk factors, and 
pathogenesis of diverticulitis, there is still much to learn. 
Future research should focus on elucidating the role of the gut 
microbiota and developing targeted therapies to prevent and 
treat this common gastrointestinal disorder.
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