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Abdominal Pain in the Younger
Adult: Let’s Not Forget Acute

Diverticulitis

Urgent message: The differential diagnosis of abdominal pain is challenging because
many symptoms and signs are nonspecific and because patients might often have con-
comitant medical conditions that could cause abdominal pain. Although diverticulitis
is more common in older patients, failure to consider diverticulitis in the differential
diagnosis of abdominal pain in the younger adult could lead to delayed diagnosis and

undesirable complications.
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Introduction

iverticular disease of the colon is a significant cause
I]of hospitalization in industrialized societies and an

important contributor to healthcare costs. Several
lifestyle factors have been associated with diverticular
disease, including low dietary fiber intake, high red meat
intake, lack of physical activity, high BMI (=25 Kg/m?),
and smoking (=40 pack-years).! Diverticulitis usually
presents with left lower quadrant pain, low-grade fever,
nausea, and changes in bowel habits, but patients may
also have right lower quadrant or suprapubic pain, asso-
ciated with dysuria and urinary frequency.

The prevalence of diverticulosis increases with age,
from <20% at age 40 to 60% at age 60. Approximately
5% to 15% of patients with diverticulosis develop acute
diverticulitis.>® While the incidence of acute divertic-
ulitis is higher in older individuals, approximately 16%
of hospital admissions for acute diverticulitis are in
patients under 45 years of age.* Up to 50% of patients
will experience recurrent bouts of diverticulitis.®
Although increasing age is associated with a higher risk
of both local and systemic complication, the risk of
recurrence seems to be higher in the younger
individual.®
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Presentation
A 38-year-old male presented to our walk-in clinic with
a complaint of left lower abdominal pain, radiating to
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Figure 1.

the left groin, for 3 days. The patient also reported
abdominal bloating, nausea, reduced appetite, dysuria,
urinary frequency, and chills. He denied hematochezia,
diarrhea, and vomiting. The patient stated that he had
experienced severe constipation in the past and, as he
hadn’t had a bowel movement in over 4 days, he took
laxatives at home; however, the abdominal pain did not
improve. He also reported a history of kidney stones,
but stated that the pain he experienced at that time felt
“different” from the current episode.

On physical exam, the patient looked anxious and in
mild distress. In addition, we found:

= BP 120/70
HR 113
Temp 100.3° F
RR 18
SpO2 97%
BMI 28.99
Lungs: Clear to auscultation bilaterally
Heart: Tachycardic, regular rhythm, no rub/gal-
lop/murmur

= Abdomen: BS +; significant LLQ tenderness to pal-

pation; + rebound tenderness; LLQ + rigidity

The patient was taken via wheelchair to the emer-
gency department, located down the hallway from our
clinic, due to the concern for an intra-abdominal disease
process, abscess and/or perforation, with early signs of
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peritonitis, as indicated by the physical exam findings.
In the ED, a CT of the abdomen and pelvis with IV con-
trast was immediately requested for further evaluation.
The CT scan was read as:

1. Gastrointestinal tract with hyperenhancement and
focal colonic thickening of the sigmoid colon with
adjacent pericolonic fat stranding and trace of free
fluid.

2. Sigmoid colon diverticulitis with extraluminal foci
of air representing contained perforation.

Laboratory tests showed a WBC of 14.4 (ref. 4.5-12.0)
with 75% neutrophils (ref. 34-67.9%).

The patient was admitted to the hospital and was
medically managed with bowel rest, IV antibiotics
(metronidazole and ciprofloxacin), and serial abdominal
exams. He showed gradual improvement and was dis-
charged, 4 days after admission, on oral antibiotics with
a 3-week follow-up in the colorectal clinic and a 6-week
follow-up for colonoscopy.

One month after discharge, the patient presented
again with complaint of severe left lower quadrant pain
x 1 day and was found to have perforated diverticulitis.
The CT abdomen and pelvis was read as follows:

® Interval evolution of contained perforated diverti-
culitis within the left lower quadrant. Interval wors-
ening of pericolonic fat stranding and phlegmonous
change without frank abscess formation. No signif-
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icant change in the amount of extraluminal air.

The patient was admitted to the surgery service where
he was managed again conservatively with IV antibi-
otics and bowel rest. After 3 days of hospitalization, he
was discharged home on oral antibiotics for a total of 14
days’ course.

A colonoscopy was performed 2 months after dis-
charge and showed the presence of diverticulosis in the
sigmoid colon and a pedunculated polyp, which was
found to be benign.

Discussion

Diverticulitis, defined as inflammation of a diverticu-
lum, is triggered by the erosion of the diverticular wall,
caused by increased intraluminal pressure. This leads to
inflammation and necrosis, with resulting micro or
macro perforation of the diverticulum.

Lifestyle factors associated with diverticular disease
described previously—low dietary fiber intake, high red
meat intake, lack of physical activity, high BMI (=25)
and smoking (=40 pack-years)'—applied to our patient.

Abdominal pain is the most common symptom in
patients with acute diverticulitis. In the vast majority of
cases, the pain is located in the left lower quadrant due
to involvement of the sigmoid colon. However, patients
may report suprapubic pain due to irritation of the blad-
der from the inflamed sigmoid colon’ and right lower
quadrant pain due to more uncommon cecal divertic-
ulitis. Our patient reported suprapubic pain associated
with symptoms of dysuria and urinary frequency.

These symptoms, along with the previous history of
kidney stones, could have been deceiving and could
have led to the wrong clinical diagnosis. Changes in
bowel habits are commonly associated with acute diver-
ticulitis, with constipation affecting about 50% of
patients and diarrhea 25% to 35% of patients.”

Our patient reported constipation, although that
seemed to be a chronic issue for him, another confound-
ing factor. Nausea and vomiting can develop due to
ileus, caused by peritoneal irritation or bowel obstruc-
tion. Our patient reported nausea, no vomiting. On
physical exam, patients may have localized peritoneal
signs with guarding, rigidity, and rebound tenderness,
which were all found in our case.

The vast majority of patients with acute diverticulitis
have no associated complications.

Our patient’s CT scan showed focal colonic thicken-
ing of the sigmoid colon with adjacent pericolonic fat
stranding and extraluminal foci of air representing con-
tained perforation—common findings in acute uncom-
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plicated diverticulitis. Computed tomography of the
abdomen has very high sensitivity and specificity (94%
and 99%, respectively) for the diagnosis of acute diver-
ticulitis and can exclude other causes of abdominal
pain.® About 15% of patients with acute diverticulitis
have an associated complication, such as an abscess,
frank perforation (free air under the diaphragm), fistula
formation, or colonic obstruction.?

Advanced age, male sex, and several drugs, such as
NSAIDs, opioids, and corticosteroids have been associ-
ated with an increased risk for perforation.!%11

Indications for inpatient treatment include:!?

m CT showing complicated diverticulitis

“Following conservative
management of a first attack
[of diverticulitis|, approximately
one-third of patients will have
a second attack; this is exactly
what happened to our patient.”

® Acute uncomplicated diverticulitis associated with:
high fever (=102.5° F), sepsis, micro perforation (a
few air bubbles just outside the colon or confined
to the pelvis), significant leukocytosis, severe
abdominal pain and diffuse peritonitis, advanced
age, comorbidities, intolerance of oral intake, non-
compliance/lack of social support/difficult access
to healthcare, and failed outpatient treatment.

Our patient was admitted to the hospital due to the
presence of micro perforation, tachycardia, leukocytosis,
fever, and signs of peritonitis (although localized). He
was treated with IV ciprofloxacin and metronidazole,
which provide coverage for the gastrointestinal flora of
gram-negative rods and anaerobes, particularly Esche-
richia coli and Bacteroides fragilis.

Following conservative management of a first attack,
approximately one-third of patients will have a second
attack; this is exactly what happened to our patient 1
month after the first hospitalization. Overall, between
16% and 42% of patients have one or more recurrent
attacks after nonoperative management.!314

Although some studies have reported more severe
recurrences of diverticulitis in patients younger than 40
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“Prompt evaluation, with imaging
studies, is required in patients with
signs of peritonitis and suspicion
for complicated diverticulitis
(diverticular inflammation
associated with an abscess,
phlegmon, fistula, obstruction,
bleeding, or perforation).”

years of age, other studies have not confirmed these
findings.!>1°

Overall, approximately 20% of patients with acute
diverticulitis will require surgical intervention at a point
in time, due to a complicated episode or multiple
uncomplicated episodes of diverticulitis.

At around 6 weeks, after resolution of the symptoms
of acute diverticulitis, patients should undergo a colon-
oscopy to rule out colon cancer and other underlying
pathology. In our particular case, the patient was found
to have diverticulosis, as expected, and a benign colon

polyp. ®
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« Diverticular disease of the colon is a significant cause of hos-
pitalization in industrialized societies and an important con-
tributor to healthcare costs.

« Although acute diverticulitis is more common in the older
patient, it should definitely be kept on the differential diag-
nosis of abdominal pain in the younger adult.

« Patients with uncomplicated diverticulitis, ie, localized diver-
ticular inflammation, with no signs of peritonitis, can be
treated on an outpatient basis with broad-spectrum oral
antibiotics against gram-negative rods and anaerobic bacte-
ria, clear liquid diet, and follow-up in 2—3 days. Recent trials
seem to suggest that in mild uncomplicated diverticulitis, the
use of antibiotics does not improve outcomes. Therefore, in
these cases, taking no antibiotics could be an option with
appropriate follow-up; however this remains controversial.”'

« Patients with signs of peritonitis and suspicion for compli-
cated diverticulitis (diverticular inflammation associated with
an abscess, phlegmon, fistula, obstruction, bleeding, or per-
foration) require prompt evaluation with imaging studies.

» Computed tomography is the imaging test of choice and is
useful to establish the diagnosis and the extent and severity
of disease.

« Inpatient treatment is indicated in the following cases:
- CT shows complicated diverticulitis

- Acute uncomplicated diverticulitis associated with high
fever (=102.5° F), sepsis, micro perforation (a few air bub-
bles just outside the colon or confined to the pelvis), sig-
nificant leukocytosis, severe abdominal pain and diffuse
peritonitis, advanced age, comorbidities, intolerance of
oral intake, noncompliance/lack of social support/difficult
access to healthcare, failed outpatient treatment.

» Follow-up colonoscopy at about 6 weeks is indicated, after
resolutions of the symptoms, to rule out colon cancer or
other pathology.
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