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Diverticular disease is a common disorder, and recent guidelines report on new treatment strategies 

such as non-antibiotic management. Patients with diverticular disease are increasingly being treated 

as outpatients. In addition, fewer patients are undergoing emergency surgery whereas there is an 

increase in the use of elective and laparoscopic surgery in the management of diverticulitis. However, 

several aspects are still controversial. Strong evidence still lacks for the therapeutic management of 

patients with recurrent episodes of acute diverticulitis or patients with persistent abdominal symptoms 

after acute attacks. The European Society of Coloproctology (ESCP) guideline committee reviewed the 

literature and developed the European guidelines for the management of diverticular disease of the 

colon in 2020. In spite of the existence of several different classifications for diverticulitis, the 

committee decided neither to create another classification nor to endorse any of the existing ones. 

Nevertheless, phlegmonous diverticulitis, considered as uncomplicated by most of the classifications, 

is a matter of concern since it includes about 70% of the patients with acute diverticulitis. This group 

of patients may be clinically heterogeneous in terms of characteristics or disease evolution, which in 

some cases might be complicated. Patients at risk that belong to initially uncomplicated stage need to 

be identified in order to prevent complications and receive the most appropriate medical/surgical 

treatment.  

 

Classically, colonic resection after the second episode of acute diverticulitis has been supported, since 

any following episodes will respond insufficiently to medical treatment and with higher morbidity and 

mortality2. Recently, it was reported that 6.8-27.7%3,4 of patients with acute diverticulitis treated 

conservatively may require surgical intervention due to complicated diverticulitis or persistent 

symptoms, most of them during the first year of follow-up. In addition, elective sigmoidectomy seems 

to be related with a better quality of life (QOL) compared with conservative management in patients 

with recurring diverticulitis and/or ongoing complaints5,6. Nowadays, the main reason to perform 

elective sigmoid colectomy (Figure 1) in patients with recurrent disease or with ongoing symptoms 

after an acute episode of diverticulitis is to improve their QOL. In fact, there are many patients in whom 

initial antibiotic treatment fails, leading to sub-acute / chronic diverticulitis. In these patients the 
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differentiation between sub-acute ongoing diverticulitis which never resolved, i.e.  persisting disease, 

and a true recurrence is very difficult7. 

 

Chronic diverticulitis (Fig 1), considered as a true condition for the first time by the ESCP group, occurs 

when there is colonic wall thickening or chronic inflammation of the mucosa1. It can appear when an 

acute diverticulitis does not resolve completely, and it can have an important impact on QOL of the 

patients, causing persistent abdominal symptoms (abdominal pain, bloating) and changes in bowel 

habit. However, the uncertainty of the evolution of the disease and the lack of clear signs to identify 

which patients will develop a chronic condition, make the selection of patients and the best moment 

to advise surgical resection difficult. Colonic resection has been shown to effectively reduce the 

number of recurrences, but it should be kept in mind that it is a major surgery with potential severe 

complications1. The distinction between Irritable Bowel Syndrome (IBS) and symptoms related to 

chronic diverticulitis after an episode of diverticulitis is of utmost importance, because IBS is a 

functional disorder and should not be treated surgically8. Endoscopy could help in those cases where 

differential diagnosis is difficult5. It should be noted that after sigmoidectomy, 25% of patients persist 

with functional symptoms and abdominal pain9.  

 

Immunosuppressed patients deserve special attention. In these patients, the onset of diverticulitis is 

more aggressive, and more often leads to perforation1. It has been observed that in post-transplant 

patients the incidence of acute diverticulitis is 1.7%, debuting as complicated acute diverticulitis in 40%, 

while the incidence of complicated acute diverticulitis in immunocompetent patients is 10%-15%10. 

Patients with chronic corticosteroid use are at increased risk of urgent surgery at the debut of 

diverticulitis. Moreover, they present a higher recurrence risk without need of emergent surgery 

especially in the first year after the index episode 1.  

 

Publications describing predictors of recurrence and/or chronic disease in diverticulitis are scarce11. 

Drawing a parallel between diverticular disease and inflammatory bowel disease (IBD), it seems that 

in both diseases, active intestinal inflammation is associated in the acute phase with migration of 

neutrophils and leukocytes into the bowel. Faecal markers are non-invasive, low-cost, highly sensitive 

and specific tests for detecting local gastrointestinal inflammation12. Calprotectin is a protein derived 

directly from the neutrophil, and its concentration allows measurement of inflammation. It is therefore 

very useful for differentiating between inflammatory and functional processes. An increase in faecal 

calprotectin has been observed in the follow-up of patients with an acute episode of diverticulitis11, 

but there is no evidence to support its use as a predictor of recurrence or its correlation with worsening 
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symptoms. Faecal calprotectin may also be useful in differentiating diverticular disease from IBS in 

patients with symptoms that are difficult to categorise.  

 

Due to the lack of consensus and a standardized algorithm on the therapeutic management of patients 

with recurrent episodes of acute diverticulitis or persistent symptoms our group has initiated a 

prospective, multicentre project to answer these questions. The main objective of the DICRO project 

(Prospective and multicentre study on clinical-biological predictors of chronic diverticulitis of the colon 

-ClinicalTrials.gov Identifier: NCT04407793-) is to detect a prognostic factor of acute episodes 

recurrence in patients with  chronic diverticulitis, with the aim of establishing a therapeutic algorithm 

to objectively determine which patients with chronic diverticulitis will need elective colonic resection 

in order to improve their QOL. We believe that the line of work we are proposing may have a great 

impact on chronic diverticular disease and will generate new projects in the future. The authors 

welcome other centres to join; please contact dr Climent or prof Biondo.  
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Fig 1. Chronic diverticulitis who underwent emergent colonic resection 

 
 
 
 

 
 


