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his document presents the ofﬁcial recommendations
of the American Gastroenterological Association
(AGA) Institute on the management of acute diverticulitis.
Acute diverticulitis, deﬁned as clinically evident macroscopic inﬂammation of a diverticulum or diverticula, occurs
in approximately 4% of patients with diverticulosis; roughly
15% of those patients will have complicated disease,
deﬁned as an abscess, perforation, ﬁstula, or colonic
obstruction, and 15% to 30% will experience recurrence.
Acute diverticulitis is the third most common inpatient
gastrointestinal diagnosis in the United States, costing more
than $2 billion annually, and is a common outpatient and
emergency department diagnosis as well. The most recent
US gastroenterology society practice guideline on diverticular disease was published in 1999;1 the literature on this
disorder has grown considerably since then, with data
challenging some prior traditional recommendations. Given
the signiﬁcant burden of disease and the evolving scientiﬁc
literature, the AGA has identiﬁed acute diverticulitis as a
priority for an updated guideline. This guideline does not
address other manifestations of diverticular disease, such as
symptomatic uncomplicated diverticular disease, diverticular bleeding, and segmental colitis associated with diverticulosis, and does not examine the prevention of incident
diverticulitis or the management of complicated disease.
Reference to surgical society and international guideline
recommendations is made when appropriate.
This guideline was developed by the AGA’s Clinical
Guidelines Committee and approved by the AGA Institute
Governing Board. It was developed using a process described
elsewhere.2 Brieﬂy, the AGA process for developing clinical
practice guidelines incorporates Grading of Recommendations Assessment, Development and Evaluation (GRADE)
methodology3 and best practices as outlined by the Institute
of Medicine.4 GRADE methodology was used to prepare the
accompanying technical review on focused questions and
their related speciﬁc populations, interventions, comparisons, and outcomes.5 Optimal understanding of this guideline
will be enhanced by reading applicable portions of the
technical review. The quality of available evidence on each

question was ﬁrst judged by the technical review panel of
content and methodological experts (Table 1). Reasons
justifying grading are detailed in the following text when
appropriate. The guideline authors, none of whom have any
potential ﬁnancial or professional conﬂict of interest on
the topic, met with the technical review panel to discuss
the evidence. The guideline authors subsequently met
privately and drafted recommendations, taking into account the quality of evidence as well as the balance between beneﬁts and harms, patient preferences, and
resource utilization. Such pertinent considerations are
also detailed in the following text when relevant. The
strength of the recommendations was categorized as
strong, conditional, or no recommendation according to
GRADE terminology (Table 2). The draft recommendations
were then opened to public comment, edited, and
approved by the Governing Board of the AGA (Table 3).

Recommendations
Question 1. Should Antibiotics Be Routinely
Used in Patients With Acute Uncomplicated
Diverticulitis?
The AGA suggests that antibiotics should be used
selectively, rather than routinely, in patients with
acute uncomplicated diverticulitis. (Conditional
recommendation, low quality of evidence).
Until recently, antibiotics have been the unquestioned
cornerstone of treatment of patients with acute diverticulitis,
consistently recommended in prior guidelines, textbooks, and
expert reviews. The emerging belief that acute diverticulitis
may be more inﬂammatory than infectious, as well as
increasing concerns about the overuse of antibiotics have led
to preliminary investigations into the necessity of antibiotics.

Abbreviations used in this paper: AGA, American Gastroenterological
Association; CT, computed tomography; GRADE, Grading of Recommendations Assessment, Development and Evaluation; NSAID, nonsteroidal anti-inﬂammatory drug.
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Table 1.GRADE Categories of Quality of Evidence
High
Moderate

Low

Very low

We are very conﬁdent that the true effect lies
close to that of the estimate of the effect.
We are moderately conﬁdent in the effect estimate.
The true effect is likely to be close to the estimate
of the effect, but there is a possibility that it is
substantially different.
Our conﬁdence in the effect estimate is limited. The
true effect may be substantially different from the
estimate of the effect.
We have very little conﬁdence in the effect estimate.
The true effect is likely to be substantially different
from the estimate of effect.

Two recent randomized trials and 2 systematic reviews have
reported no clear beneﬁt and questioned the routine use of
antibiotics, as does this guideline, suggesting selective and
individualized use. It is important to emphasize that the
current data are of low quality, and recommendations
could change as further studies are performed. Further, the
patients studied were inpatients with uncomplicated disease conﬁrmed by computed tomography (CT); therefore,
the results should not be generalized to complicated patients (ie, those with abscesses or ﬁstulas), those with
signs of severe infection or sepsis, immunosuppressed
patients, or patients with other signiﬁcant comorbidities.
This recommendation is conditional due to the low quality
of current evidence. Additionally, outpatient management
without antibiotics has not been studied, although we
would expect these patients to have generally milder disease and logically equal or better outcomes.
Table 2.GRADE Categories of Strength of Recommendation

Strong

Conditional

For the patient

For the clinician

Most individuals in this
situation would
want the
recommended
course of action and
only a small
proportion would
not.

Most individuals should
receive the
recommended course
of action. Formal
decision aids are not
likely to be needed to
help individuals make
decisions consistent
with their values and
preferences.
Different choices will be
appropriate for different
patients. Decision aids
may well be useful
helping individuals
making decisions
consistent with their
values and preferences.
Clinicians should
expect to spend more
time with patients when
working towards a
decision.

The majority of
individuals in this
situation would
want the suggested
course of action, but
many would not.

Question 2. Should a Colonoscopy Be Performed
After an Episode of Acute Diverticulitis Conﬁrmed
by CT Scan?
The AGA suggests that colonoscopy be performed
after resolution of acute diverticulitis in appropriate
candidates to exclude the misdiagnosis of a colonic
neoplasm if a high-quality examination of the colon
has not been recently performed. (Conditional
recommendation, low quality of evidence).
Observational studies of cohorts of patients with
imaging-proven diverticulitis who subsequently underwent colonoscopy detected a small number of colorectal
cancers (15 cases/1000 patients) and advanced adenomas (38 cases/1000 patients). Absence of a mass lesion
on CT scan does not exclude the possibility of an underlying colonic neoplasm. Evidence of alternative, nonneoplastic explanations for the index presentation, such
as inﬂammatory bowel disease or ischemic colitis, was
either infrequently identiﬁed or not reported in the systematic review. Although an increased risk of recurrent
diverticulitis or colonic perforation is a concern in patients undergoing colonoscopy after an episode of acute
diverticulitis, this was not reported as an adverse event in
the available literature. Although not directly addressed
in the existing studies, factors that may inﬂuence a decision to perform a colonoscopy after an episode of acute
diverticulitis include (1) timing and completeness of a
prior colonoscopy, (2) comorbidities, (3) persistent
symptoms of abdominal pain or diarrhea, and (4) patient
preferences. The risks of colonoscopy may be higher in
patients with chronic diverticulitis, acute recurrent
diverticulitis, or complicated diverticulitis. The optimal
timing of colonoscopy after an episode of acute diverticulitis is uncertain, but the severity and duration of the
episode are relevant considerations. Intervals of 6 to 8
weeks after resolution of acute diverticulitis are
commonly followed.

Question 3. Should Elective Colonic Resection
Be Performed After an Initial Episode of Acute
Uncomplicated Diverticulitis?
The AGA suggests against elective colonic resection
in patients with an initial episode of acute uncomplicated diverticulitis. The decision to perform
elective prophylactic colonic resection in this setting
should be individualized. (Conditional recommendation, very-low quality of evidence).
Approximately 20% of patients with acute uncomplicated diverticulitis experience a recurrent episode of
diverticulitis in the following 5 years. The risk of future
diverticular complications and need for emergency surgery
among patients treated medically without colonic resection
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Table 3.AGA Recommendations on the Management of Acute Diverticulitis
Recommendation
The AGA suggests that antibiotics should be used selectively, rather than
routinely, in patients with acute uncomplicated diverticulitis.
The AGA suggests that colonoscopy be performed after resolution of acute
diverticulitis in appropriate candidates to exclude the misdiagnosis of a colonic
neoplasm if a high-quality examination of the colon has not been recently
performed.
The AGA suggests against elective colonic resection in patients with an initial
episode of acute uncomplicated diverticulitis. The decision to perform elective
prophylactic colonic resection in this setting should be individualized.
The AGA suggests a ﬁber-rich diet or ﬁber supplementation in patients with a
history of acute diverticulitis.
The AGA suggests against routinely advising patients with a history of diverticulitis
to avoid consumption of seeds, nuts, and popcorn.
The AGA suggests against routinely advising patients with a history of diverticulitis
to avoid the use of aspirin.
The AGA suggests advising patients with a history of diverticulitis to avoid the use
of nonaspirin NSAIDs if possible.
The AGA recommends against the use of mesalamine after acute uncomplicated
diverticulitis.
The AGA suggests against the use of rifaximin after acute uncomplicated
diverticulitis.
The AGA suggests against the use of probiotics after acute uncomplicated
diverticulitis.
The AGA suggests advising patients with diverticular disease to consider vigorous
physical activity.
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is low (<5%). From a patient perspective, the potential
need for a colostomy for recurrent diverticulitis is of
particular concern. Importantly, approximately 10% of
patients managed with elective sigmoid resection after an
episode of acute diverticulitis experience short-term
complications of surgery, including wound infection,
anastomotic leak, and cardiovascular/thrombotic events.
Such postoperative risks are increased in patients older
than 65 years of age. Long-term complications of abdominal distention, cramping, altered defecation, and fecal incontinence are reported in 25% of patients after elective
surgery. A reduction in risk of recurrent diverticulitis after
elective surgery may exist, but the magnitude of this
beneﬁt is difﬁcult to ascertain based on limited data. The
rates of recurrent diverticulitis appear to be higher in
younger patients and the operative risks are lower, but the
data do not support elective surgery in this subgroup
when presenting with acute uncomplicated diverticulitis.
Similarly, recent retrospective data have challenged
existing recommendations for elective surgery in patients
with repeated episodes of acute diverticulitis.6,7 In addition to age, patient-speciﬁc factors such as access to
medical care for recurrent diverticulitis, immunosuppression, operative comorbidities, and patient preference
should be considered in decisions regarding elective surgical management of recurrent diverticulitis. Results of
ongoing randomized trials comparing surgical with conservative therapy for patients with recurrent diverticulitis
are awaited.

Strength of
recommendation

Quality of
evidence

Conditional

Low

Conditional

Low

Conditional

Very low

Conditional

Very low

Conditional

Very low

Conditional

Low

Conditional

Very low

Strong

Moderate

Conditional

Very low

Conditional

Very low

Conditional

Very low

Question 4. Should a High-Fiber Diet, Rather
Than a Regular Diet, Be Advised in Patients
With a History of Acute Diverticulitis?
The AGA suggests a ﬁber-rich diet or ﬁber supplementation in patients with a history of acute diverticulitis. (Conditional recommendation, very low
quality of evidence).
There are no studies that address whether dietary or
supplemental ﬁber intake reduces the risk of recurrent
acute diverticulitis. Risk reduction for recurrent diverticulitis is extrapolated from a study examining patients
without a prior history of diverticulitis (incident diverticulitis). Risk reductions for diverticular complications
and surgery are based on a single, small case-control
study. The beneﬁts of ﬁber for chronic abdominal pain
in patients with diverticulosis are inconsistent and do not
necessarily imply beneﬁt in terms of recurrent diverticulitis. Although both the certainty and the magnitude of
beneﬁt of ﬁber in patients with acute uncomplicated
diverticulitis are difﬁcult to ascertain based on very lowquality evidence, the intake of a high-ﬁber diet or ﬁber
supplementation is unlikely to pose a substantial risk to
patients. In light of the very low-quality evidence base,
patient preferences and side effects of ﬁber such as
abdominal bloating should be considered when counseling a patient. A differential beneﬁt of dietary ﬁber

intake compared with ﬁber supplementation is unknown,
as is the optimal daily dose of ﬁber necessary to achieve
beneﬁt. The beneﬁt of ﬁber in patients with recurrent or
complicated diverticulitis is also undeﬁned.

Question 5. Should Consumption of Nuts and
Popcorn Be Avoided in Patients With a History of
Acute Diverticulitis?
The AGA suggests against routinely advising patients
with a history of acute diverticulitis to avoid consumption of nuts and popcorn. (Conditional recommendation, very-low quality of evidence).
The relevant data on the consumption of nuts and
popcorn and subsequent diverticulitis outcomes are derived
from observational studies of incident episodes of diverticulitis. There are few data on consumption of these products
and subsequent recurrence of diverticular disease. The key
study reported modest estimates of relative risks (range,
0.55–1.13) and has a high degree of statistical uncertainty
(95% conﬁdence intervals that surround 1.0). In the
absence of more compelling evidence, it seems that advising
patients to avoid these items is not useful.

Question 6. Should Aspirin Be Avoided in
Patients With a History of Acute Diverticulitis?
The AGA suggests against routinely advising patients
with a history of acute diverticulitis to avoid the use
of aspirin. (Conditional recommendation, very-low
quality of evidence).
The relevant data on the use of aspirin and subsequent
diverticulitis outcomes are derived from observational
studies of incident episodes of diverticulitis. There are
few data on use of aspirin and the subsequent recurrence
of diverticular disease. The observational studies indicate
a slightly increased risk of occurrence of any episode of
diverticulitis (relative risk, 1.25; 95% conﬁdence interval,
1.05–1.47); however, the estimate of risk of complicated
diverticulitis is less certain (relative risk, 1.13; 95%
conﬁdence interval, 0.61–2.10). Among those with a history of diverticulitis, the effect of aspirin on nondiverticular diseases may be more relevant. There are
modest protective effects of use of aspirin on overall
mortality and nonfatal myocardial infarction that are in
part tempered by a modest increase in gastrointestinal
bleeding.
The value of aspirin as secondary prevention in established coronary artery disease is well established and in this
setting would outweigh any increased risk of recurrent
diverticular disease. The value of aspirin as a primary preventive measure is less certain and would require more
individualized decision making.
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Question 7. Should Nonaspirin Nonsteroidal
Anti-Inﬂammatory Drugs (NSAIDs) Be Avoided in
Patients With a History of Acute Diverticulitis?
The AGA suggests advising patients with a history of
diverticulitis to avoid the use of nonaspirin NSAIDs if
possible. (Conditional recommendation, very-low
quality of evidence).
The relevant data on the use of nonaspirin NSAIDs and
subsequent diverticulitis outcomes are derived from
observational studies of incident episodes of diverticulitis.
There are few data on use of nonaspirin NSAIDs and the
subsequent recurrence of diverticular disease. The observational studies indicate a moderately increased risk of
occurrence of any episode of diverticulitis and complicated
diverticulitis.

Question 8. Should Mesalamine Rather Than
Placebo Be Used in Patients With a History
of Acute Uncomplicated Diverticulitis?
The AGA recommends against the use of mesalamine
after acute uncomplicated diverticulitis. (Strong
recommendation, moderate quality of evidence).
Given the inﬂammatory changes present histologically
in acute diverticulitis, mesalamine, an anti-inﬂammatory
agent that is effective in patients with ulcerative colitis,
has been fairly well investigated in patients with acute
diverticulitis; 6 studies have evaluated more than 1800
patients. The currently available evidence, moderate in
quality and more robust than for most of the other agents
evaluated in this guideline, does not suggest efﬁcacy in
reducing the risk of recurrence, resolution of pain, or need
for surgery in this speciﬁc population. The role of this
agent in patients with multiple recurrent/relapsing diseases or patients with symptomatic uncomplicated diverticular disease has not been addressed in this guideline,
and this recommendation does not apply to those
populations.

Question 9. Should Rifaximin Rather Than
Placebo Be Used in Patients With a History
of Acute Uncomplicated Diverticulitis?
The AGA suggests against the use of rifaximin after
acute uncomplicated diverticulitis. (Conditional
recommendation, very-low quality of evidence).
Rifaximin, a nonabsorbable oral antibiotic, has been
studied in this population in one unblinded study that
was terminated early. Although this trial reported a
numerical reduction in recurrence rates, the results were
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not statistically signiﬁcant and its effect is still uncertain
(in addition to its costs and potential adverse events).
Therefore, we suggest conditionally (due to the very low
quality of evidence) against its routine use in this population to reduce recurrence rates, pending further
study. Similar to the (potential) role of mesalamine, the
efﬁcacy of rifaximin in patients with chronic recurrent
symptoms and symptomatic uncomplicated diverticular
disease has not been addressed in this guideline,
and this recommendation does not apply to those
populations.
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most of our recommendations are therefore conditional.
Areas that should be priorities for future research include
the following:
 Identifying patients who will beneﬁt from antibiotics
and those in whom it can safely be withheld.
 Evaluating medical therapies, such as anti-inﬂammatory
drugs, antibiotics, or probiotics, and dietary interventions that may decrease symptoms and complications and/or reduce recurrence rates after an episode
of acute diverticulitis.
 Identifying risk factors for recurrent diverticulitis to
better target potential medical interventions to populations most likely to beneﬁt.

Question 10. Should Probiotics Rather Than
Placebo Be Used in Patients With a History of
Acute Uncomplicated Diverticulitis?

 Quantifying the yield, risks, and timing of colonoscopy
after an episode of acute diverticulitis.

The AGA suggests against the use of probiotics after
acute uncomplicated diverticulitis. (Conditional
recommendation, very low quality of evidence).
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