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Abstract 

Diverticular disease is a chronic and common condition, and yet the impact of diverticular 

disease in primary care is largely unknown.  

The diagnosis of diverticular disease relies on the demonstration of diverticula in the colon, 

and the necessary investigations are often not available in primary care. The specificity and 

sensitivity of symptoms, clinical signs and laboratory tests alone are generally low and 

consequently the diagnostic process will be characterized by uncertainty. Also, the criteria for 

symptomatic uncomplicated diverticular disease in the absence of macroscopic inflammation 

are not clearly defined. Therefore both the prevalence of diverticular disease and the 

incidence of diverticulitis in primary care are unknown. 

Current recommendations for treatment and follow-up of patients with acute diverticulitis are 

based on studies where the diagnosis has been verified by computerized tomography. The 

results cannot be directly transferred to primary care where the diagnosis has to rely on the 

interpretation of symptoms and signs. Therefore, one must allow for greater diagnostic 

uncertainty, and safety netting in the event of unexpected development of the condition is an 

important aspect of the management of diverticulitis in primary care. 

The highest prevalence of diverticular disease is found among older patients, where 

multimorbidity and polypharmacy is common. The challenge is to remember the possible 

contribution of diverticular disease to the patient’s overall condition and to foresee its 

implications in terms of advice and treatment in relation to other diseases.    
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Introduction 

Primary care is the first port of call for patients with any health problem unless it is an 

emergency and the patient may present to the hospital directly. Diverticular disease is a 

chronic and prevalent condition and therefore essentially a primary care problem. Yet, the 

impact of chronic diverticular disease in general practice is largely unknown. This is because 

we lack reliable data on the epidemiology of diverticular disease in primary care, and because 

similar symptoms and presentations cannot easily be separated from other conditions in the 

relevant age groups. 

In this paper we discuss the epidemiology, diagnosis, treatment and follow up of diverticular 

disease from a primary care perspective at the European level. 

 

The characteristics of primary care 

General practice is characterized by continuity where the general practitioners (GPs) provide 

personalized care and coordinated services and management for a range of conditions. The 

area of responsibility is comprehensive in many dimensions as patients present with varying 

symptoms at different stages of a disease, and with different conditions, both serious and 

benign.  

Primary care plays different roles in health care systems across Europe as their organization 

and resources available vary. This has implications when discussing the impact of diverticular 

disease in primary care. In some countries, like the Netherlands and the Scandinavian 

countries, GPs will be the first port of call for all kinds of health problems and they will act as 

gatekeepers to secondary care, referring patients based on their clinical assessment. With very 

few exceptions GPs in these countries will not perform endoscopies beyond anoscopy or rigid 

sigmoidscopy. In the UK some GPs with an interest in gastroenterology undergo special 

training and allocate part of their time to endoscopy. In some countries such as Italy some 
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GPs have formal specialization in gastroenterology and work as primary care 

gastroenterologists. Their role is similar to that of gastroenterologists in other countries 

working in secondary care.  

Here we discuss the management of diverticular disease in settings where the GP is not 

specialized in gastroenterology and does not have immediate access to colonoscopy or 

radiographic imaging. 

 

Epidemiology of diverticular disease 

Diverticular disease is the symptomatic condition related to the presence of diverticula in the 

colon. The prevalence of diverticula increases with age, with approximately 30% affected by 

the age of 50 years and 70% by 80 years [1]. The clinical manifestations of diverticular 

disease will range from symptomatic uncomplicated diverticular disease (SUDD) to 

diverticulitis that can be uncomplicated or complicated (with abscess, fistula or perforation).  

Traditionally it has been postulated that 25% of people with diverticula will develop 

diverticulitis, but these figures have been questioned. Population-based cohort studies indicate 

an annual incidence in adults between 1 and 2%. Assuming a 50% prevalence of 

diverticulosis in this population the annual risk of developing diverticulitis is 2-4%. In a 

recent study of more than 2,000 patients with diverticulosis the overall cumulative incidence 

of hospitalization due to diverticulitis over 11 years was <5% [2].  

Although diverticula are common isolated diverticular disease seems to be a rare condition in 

primary care. In Norway every consultation in general practice is coded according to the 

International Classification of Primary Care (ICPC-2). The diagnosis “Diverticular disease” is 

only reported in around 0.1% of GP consultations.  This corresponds to an average of 2 or 3 

consultations per GP a year, but these numbers should be considered a minimum. The 

diagnosis of diverticular disease is likely to be too specific for primary care and less specific 
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diagnoses like “abdominal pain” or “gastrointestinal symptoms” will include consultations 

due to diverticular disease.  

 

The impact of diverticular disease cannot be seen isolated from other conditions. Patients 

often suffer from more than one disease, and mulitmorbidity increases with age. In the age 

group 65 to 84 years 65% of the population are have multimorbidities [3]. The ensuing 

problem of polypharmacy is of special relevance since there is good evidence that certain 

drugs, like nonsteroidal anti-inflammatory drugs, steroids and opioids, increase the risk of 

complications in patients with diverticular disease [4]. 

 

Diagnosis of diverticular disease in primary care 

The two basic criteria required to make a diagnosis of diverticular disease are abdominal 

symptoms and the presence of diverticula. Abdominal symptoms are common and not always 

a sign of disease [5], and when investigating the patient there is a wide range of potential 

diagnoses to consider. Diverticular disease is not easily separated from other conditions based 

on symptoms and signs alone. Previous investigations may have confirmed the presence of 

diverticula, but a negative investigation cannot rule out the development of new diverticula, 

especially if there is a period of time since the patients was investigated.  

The classic presentation of diverticular disease is pain, which is often intermittent, in the 

lower left abdomen. In symptomatic uncomplicated diverticular disease (SUDD) there is no 

clear abnormality of laboratory tests, although a slight increase in faecal calprotectin might be 

detected [6]. Patients often present with a range of gastrointestinal symptoms and there are no 

clear criteria defining the symptoms of diverticular disease from the symptoms of other 

conditions like irritable bowel syndrome. There are suggestions that SUDD and IBS differ in 

the characteristics of pain [7], but it could be argued that the clinical usefulness of a diagnosis 
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like SUDD is limited in primary care. Whether the symptoms will be diagnosed as SUDD, 

IBS or unspecific abdominal pain will often be arbitrary and based on the discretion of the 

clinician. This is also the case when a gastroenterologist has seen the patient. Some will 

diagnose diverticular disease in patients with IBS-like symptoms and the presence of 

diverticula, while others will simply consider the presence of diverticula a chance finding, 

make a diagnosis of IBS and report the presence of co-existing diverticula. These differences 

probably represent different trends between countries and regions, between research and 

clinical practice, and between primary and secondary care. 

 

The diagnosis of diverticulitis is based on the presence of macroscopic inflammation, and 

computerized tomography (CT) or ultrasound is the recommended method to diagnose both 

uncomplicated and complicated disease [8]. An evidence based assessment of the sensitivity 

and specificity of symptoms, findings and laboratory tests is warranted for management 

outside the hospital. A study from the Netherlands found that the following variables were 

associated with diverticulitis: tenderness in the lower left abdomen (both as a symptom and on 

physical examination), aggravation of pain on movement, CRP ≥ 50mg/L, and the absence of 

vomiting. However, the discriminating power of the different variables was generally low [9].  

Several potential predictors of diverticulitis severity have been assessed. In a systematic 

review Tan et al found that complicated disease was more common in patients without 

previous episodes of diverticulitis, who had other co-morbidities, used non-steroidal anti-

inflammatory drugs or corticosteroids, and presented with a CRP >200 mg/L [10]. They 

concluded that a CRP < 50 mg/L made perforation unlikely, but in a study of 200 patients 

with verified diverticulitis 12 out of 42 patients (29 %) with a CRP < 50mg/L had 

complicated disease [11]. 
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In clinical practice the management has to rely on the overall condition of the patient, co-

morbidities, and how the patient can be monitored at home. If the patient is managed outside 

the hospital clear instructions must be given on how to approach the health care services 

should the condition worsen.  

 

Treatment 

Complicated diverticulitis may require emergency surgery and patients should therefore be 

treated in hospital. Uncomplicated diverticulitis has traditionally been treated with antibiotics, 

and several studies have shown that treatment in an out-patient setting is safe [12]. Recent 

studies have suggested that uncomplicated diverticulitis can be managed without antibiotic 

treatment in a hospital setting [13]. It is unclear how this may be transferred to primary care, 

since a CT scan verified the diagnosis in all patients. We suggest that if uncomplicated 

diverticulitis is suspected and the overall health condition of the patient is good the preferred 

management should be watchful expectation in primary care with scheduled reassessment 

based on physical examination and laboratory testing. Both CRP and faecal calprotectin are 

useful in monitoring the disease trajectory in diverticulitis [6]. 

 

Follow-up in primary care 

There is no clear evidence on the effect of different drug treatments like antibiotics, probiotics 

or 5-aminosalicylates in preventing recurrent attacks of acute diverticulitis [14]. 

The risk of colorectal cancer in patients with acute diverticulitis is low, and there is good 

evidence in support of there being no need for routine colonoscopy following an episode of 

verified diverticulitis [15]. The assumptions that underlie these studies don’t apply if 

symptoms consistent with diverticular disease have been managed in primary care without 
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radiographic imaging or endoscopy. The need for further investigations must therefore be 

assessed independently in each patient.  

 

Conclusion 

The prevalence of gastrointestinal problems in patients where diverticular disease might 

explain symptoms is substantial, but diagnostics and specific follow-up of diverticular disease 

is not normally a large part of the GP’s workload. Diverticular disease is relevant in many 

settings, particularly as the highest prevalence is found in older patients, where 

multimorbidity, age related symptoms and reduced function is common. 

Consequently, the major impact of diverticular disease will be as a co-existing condition in 

multimorbid and older patients, who will often use a range of different drugs. The challenge is 

to remember the possible contribution of diverticular disease to the patient’s overall condition 

and to foresee its implications in terms of advice and treatment in relation to other diseases. 
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