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ABSTRACT

Background 

One of today’s controversies remains the prevention of recurrent diverticulitis. Current 

guidelines advise a conservative approach, based on studies showing low recurrence 

rates and a high operative morbidity and mortality. Conservative measures in prevention 

recurrence are dietary advises and medical therapies, including probiotics and 

5-aminosalicylic acid. The aim of this systematic review was to assess whether medical 

or dietary therapies can prevent recurrent diverticulitis after a primary episode of acute 

diverticulitis. 

Methods

We searched different databases for papers published between January 1966 and 

January 2011. Clinical studies were eligible for inclusion if they assessed the prevention 

of recurrent diverticulitis with a medical or dietary therapy. Studies without a control 

group were excluded.

Results 

Three randomized controlled trials (RCT), all with a Jadad quality score of 2 out of 5, 

were included in this systematic review. Mesalazine results in significantly less disease 

recurrence and fewer symptoms after an acute episode. The use of probiotics decreases 

symptoms but does not reduce recurrence. No difference in effect is seen when 

Balsalazide is added to probiotics compared to probiotics only. No relevant studies on 

dietary therapy/advices or antibiotics for prevention of recurrent diverticulitis were found.

Conclusion 

The evidence that supports medical therapy to prevent recurrent diverticulitis is of poor 

quality. Treatment with 5-aminosalicylic acid seems promising. Based on current data, no 

recommendation of any non-operative relapse prevention therapy for diverticular disease 

can be made.
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INTRODUCTION

One of today’s controversies remains the management of recurrent diverticulitis. Until 

recently the guideline was based on the assumption that recurrent episodes (2 or more) 

of diverticulitis will lead to complicated diverticulitis and higher mortality.1 The data used 

to support this assumption were based on only a few small older studies that reported 

recurrence rates of more than 40 % after one episode of diverticulitis with complications 

occurring in 30–60% of patients.2,3 Nowadays, due to advances in accuracy of diagnostic 

modalities and modified surgical techniques, both management and outcome of 

diverticulitis have changed. Current guidelines advise a more conservative approach4, 

based on several more recent studies, showing lower recurrence rates.5,6 Moreover, 

multiple episodes of diverticulitis do not seem to be associated with increased mortality 

or an increased risk of complicated diverticulitis. The overall mortality rate for patients 

with a prior history of diverticulitis was 2.5%, comparing favorably with a mortality rate 

of 10% for patients with a first presentation of complicated diverticulitis.5 In addition, 

78% of patients with perforated diverticulitis had no prior history of diverticulitis.7 Elective 

sigmoid resection for diverticulitis is associated with risks of mortality and colostomy as 

high as 2.3% and 14.2%, respectively.8-10 Furthermore, the risk of recurrent diverticulitis 

is not eliminated after sigmoid resection with recurrence rates between 2.6% and 

10.4%.10 For all these reasons, conservative treatment has become the preferred choice 

after an episode of diverticulitis. Conservative measures in prevention of diverticulitis 

recurrence are dietary advises and medical therapies, including the use of probiotics 

and 5-aminosalicylic acid. However, the value of these conservative measures is unclear. 

A systematic review of these dietary and medical management to prevent recurrent 

diverticulitis is given.

METHODS

Systematic review

Literature search

Two authors (CU, LD) performed a literature search to identify studies investigating 

the effectiveness of a medical therapy in human subjects to prevent recurrence of 

diverticulitis. We searched MEDLINE databases for papers published between January 

1966 and January 2011, using the following keywords: “Diverticulitis, Colonic” [Mesh] 

and “Recurrence” [Mesh] and “Therapeutics” [Mesh]. EMBASE database was searched 

with the following terms: diverticulitis and recurrence and therapeutics. CINAHL database 

was also checked for relevant studies with the following keywords: (“Diverticulitis” and 

“Recurrence” and “Therapy”). The Cochrane database of Systematic Reviews was 

searched with the following words: Diverticular disease and recurrence.

6
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Validity assessment

After identifying relevant titles, all abstracts were read and eligible articles were retrieved. 

A manual cross-reference search of the bibliographies of relevant articles was performed 

to identify other studies not found in the search. Only clinical studies published in English 

were included. No unpublished data were included. A full search strategy is available at 

request. Two authors independently assessed the methodological quality of the articles 

using the Jadad score and the checklist of the Cochrane collaboration. The Jadad score 

is a well-known instrument assigning a numerical score between 0 and 5 to each study, 

reflecting its quality (0 indicating poor quality and 5 high quality).11

Definition

In order to be able to reliably compare the data, uncomplicated diverticular disease was 

defined as symptomatic disease associated with colonic diverticula. This is associated 

with mild symptoms, usually abdominal pain and/or change in bowel habit, but without 

clinical features of inflammation. Diverticulosis is asymptomatic colonic diverticula. 

Diverticulitis is complicated diverticular disease with clinical symptoms and evidence 

of inflammation. Recurrent disease is characterized by the reappearance of these 

symptoms. Complicated diverticulitis is perforation, abscess, fistula, bleeding or stricture/

obstruction, usually needing surgical or percutaneous intervention. Medical treatment 

is defined as any non-operative relapse prevention therapy. The following were found, 

dietary fibre therapy, antibiotics, probiotics and 5-aminosalicylic acid.

Inclusion and exclusion criteria

Types of studies

Clinical studies were eligible for inclusion if they assessed the medical prevention of 

recurrent diverticulitis. The following exclusion criteria were used for study selection: non-

English literature, studies without comparison with a control group and studies that (also) 

included patients who were operated because of an episode of complicated diverticulitis.

Types of participants

Patients of 18 years or older diagnosed with diverticulitis were included. The diagnosis 

of diverticular disease had to be confirmed by radiologic evidence (Barium enema or CT 

scan) or colonoscopy. A diagnosis of diverticulitis on clinical grounds was allowed.

Types of interventions

All studies (prospective, retrospective, case-controlled, cohort) that assessed medical 

treatment to prevent recurrence were searched.

Types of outcome measures

Primary endpoint parameters for inclusion were the occurrence of recurrent diverticulitis.
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RESULTS

Systematic review

The first search resulted in a combined total of 84 articles. After reviewing the abstracts, 

12 articles were retrieved for more detailed information. Only three articles met our 

inclusion criteria and were used for this systematic review (Figure 1).

Figure 1 | Potentially relevant articles identified and screened (n=84)

Dietary fibre

No dietary fibre study met the inclusion criteria of this systematic review.

5-Aminosalicylic acid and probiotics

In a study in 2002, a total of 218 consecutive patients (131 males, 87 females age 64.3 

years, range 51–79) with recurrent diverticulitis, after two attacks of diverticulitis in the 

same year, were monitored.12 Diagnosis of diverticulitis, defined as inflammation and/or 

infection associated with diverticula of the colon, was done by colonoscopy (123 patients) 

or by double contrast X-ray study of the colon (95 patients), by the presence of abdominal 

pain, bowel disorders and/or fever and leukocytosis. The intensity of the symptoms and 

bowel habits were quantified with a scale from 0 to 4. 

After assessment of the acute diverticulitis attacks, patients were randomly assigned 

to two different groups, after giving informed consent: Group A (109 patients): rifaximin 

400 mg bid plus mesalazine 800 mg tid for 7 days, followed by rifaximin 400 mg bid plus 

mesalazine 800 mg bid for 7 days every month; Group B (109 patients): rifaximin 400 mg 

bid for 7 days, followed by rifaximin 400 mg bid for 7 days every month. 

6
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Colonoscopy was performed after 3, 6 and 12 months of therapy. At end of follow-up, 

193 patients were fully compliant to therapy. Recurrence of diverticulitis was evaluated on 

the basis of clinical and endoscopic examination. Neither diagram to show enrolment and 

randomization process nor sample size calculation were given. Severity of symptoms and 

bowel habits improved significantly in group A compared to group B, and symptomatic 

recurrence of diverticulitis occurred significantly less in group A (Table 1).

Table 1 | Results of Tursi et al.12 

Significantly less recurrence in the mesalazine group after 12 months.

Group A  

(Mesalazine + Rifaximin)

(N=104)

Group B  

(only Rifaximin)

(N=89)

P-value

Regular bowel habits 82 (78.8%) 53 (59.5%) <0.0005

Symptom free 89 (85.6%) 44 (44.4%) <0.0001

Recurrence of diverticulitis 3 (2.7%) 16 (18.0%) <0.01

In 2004, the effect of probiotics on recurrent diverticulitis has been compared to no 

treatment after an acute attack.13 The study was carried out on 83 consecutive patients 

(31 males, 52 females; mean age 64.3, range 49–78) suffering from recurrent diverticulitis 

and with at least two attacks in the previous year. The diagnosis of diverticular disease 

was performed by colonoscopy or double contrast X-ray study, or both. The diagnosis 

of diverticulitis was based on clinical grounds. All patients were treated during the acute 

period of diverticulitis with oral rifaximin or with intravenous ciprofloxacin for 7–14 days, 

until the complete remission of laboratory findings and symptoms improvement. 

After clinical recovery, 43 patients were randomly assigned to receive (group A) an oral 

polybacterial lysate suspension containing 80×109 Escherichia coli (strains 01, 02, 055 and 

0111) and 1×109 Proteus vulgaris (Colifagina S). The study medication was administered 

as a twice-daily 5 ml oral medication for 2 weeks every month, within 3 months after an 

acute attack. The other patients were the control group. All patients received adequate 

dietary rules. The patients were to fill in a score-point schedule for abdominal symptoms 

and the intensity of symptoms was quantified on a scale from 0 to 3. The diagnostic 

criteria for recurrence were the same as for inclusion. 

Seven out of the total 83 patients (8.4%) had a recurrence within the 3 months of the 

study. Two patients belonged to group A (4.6%) and 5 to group B (12.5%). The authors 

state that the difference between the recurrence rates in the two groups was significant 

(P < 0.05), using a Student’s t test for paired data. However, in statistical comparison of 

proportions a chi-square test should be used. The chi-square test of the difference is not 

significant (P = 0.28). Complete results are summarized in Table 2.
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Table 2 | Results of Dughera et al.13 

Significant less symptoms in the probiotics group although no statistical difference in recurrent diverticulitis.

Group A (Probiotic group) 

after 3 months (N=43)

Group B (control group) 

after 3 months (N=40)

P-value

Recurrent abdominal pain score 64 113 <0.01 (ANOVA one way)

Intermittent diarrhea score 58 79

Abdominal bloating score 69 94

Fever 10 26

Recurrent diverticulitis 2 (5%) 5 (12%) 0.28 a

a Recalculation with chi square; published P value was P<0.05 with inappropriate use of paired t test

In a recent small study by Tursi et al., 30 consecutive patients (19 males, 11 females; mean 

age 60 years, range 47–75 years) affected by uncomplicated diverticulitis of the colon 

were monitored.14 The aim was to investigate whether a combination Balsalazide and/or 

VSL#3, a probiotic mixture containing several billions of different bacterial strains (mainly 

Lactobacillus and Bifidobacteria), is effective in preventing diverticulitis recurrence. 

After obtaining remission, the patients were randomly assigned to: group A, Balsalazide 

2.25 g daily for 10 days every month plus VSL#3 450 billions per day for 15 days every 

month and group B, VSL#3 alone 450 billions per day for 15 days every month. Primary 

end-point was remission throughout a 12-month follow-up. Diverticulitis recurrence 

was evaluated on the basis of clinical and/or endoscopic examination. Secondary end-

points were overall scores at the end of the follow-up and the effect on symptom score 

component. The intensity of the symptoms was quantified on a scale of 0–10 according 

to worsening of symptoms.

In Table 3, the results at the end of follow-up are summarized. No side effects were 

recorded throughout the follow-up in both groups. The authors have concluded that 

the combination of probiotic/Balsalazide is better than probiotic treatment alone in the 

prevention of recurrent diverticulitis. This conclusion is inappropriate since no significant 

difference was found.

6
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Table 3 | Results of Tursi et al.14 

No significant difference between the Balsalazide/VSL3# and the VSL3# group.

Group A  

(Balsalazide + VSL#3) after 

12 months N=15

Group B  

(VSL#3) after  

12 months N=15

P-value

Recurrent diverticulitis 1 (7%) 2 (13%) ns

Symptom-free 11 (73%) 8 (60%) ns

Antibiotics

No study evaluating the use of antibiotics meeting the inclusion criteria of this systematic 

review was found.

Quality assessment of the included studies

This assessment is shown in Table 4 and demonstrates the moderate quality of the 

available evidence (Jadad score 2 out of 5).

Table 4 | Quality assessment and study design of RCTs

Reference Tursi et al.12 Dughera et al.13 Tursi et al.14

Study design RCT RCT RCT

Intervention/comparison Mesalazine/Rifaximin vs 

Rifaximin

Polybacterial lysate 

suspension vs control 

group

Balsalazide/VSL#3 vs 

VSL#3

Number intervention/

number comparison

109/109 41/35 15/15

Randomization? Yes Yes Yes

Treatment allocation 

concealed?

No No No

Eligibility criteria specified? No No No

Patient blinded? No No No

Outcome assessor 

blinded?

No No No

Care provider blinded? No No No

Groups similar at baseline? Yes Yes Not mentioned

Follow-up? Yes Yes Yes

Intention to treat? Yes Yes Yes

Jadad score? 2 2 2
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DISCUSSION

New medical treatment options have been introduced to lower recurrence rates after an 

episode of diverticulitis.5,6 In this systematic review, we present an overview of medical 

therapy options for the prevention of recurrence of diverticulitis. With 5-aminosalicylic 

acid (mesalazine) significant less disease recurrence and fewer symptoms were found.12 

Probiotics decreased symptoms without an effect on diverticulitis recurrence.13 No effect 

was seen when Balsalazide was added to probiotics compared to probiotics only.14

Dietary therapy for uncomplicated diverticular disease is based on the theory that 

decreased fibre intake may result in decreased intestinal contents and decreased size of 

the lumen. This results into increased pressure on the wall, which leads to the formation 

of diverticula at the weakest point in the wall, the so-called vasa recta being the site 

of penetration by blood vessels.15 Dietary therapy will increase stool transit time and 

decrease pressure and hypothetical therefore may prevent recurrence. In our literature 

search, no dietary fibre study was found enrolling patients with acute diverticulitis. A 

study of Hyland et al.16 enrolled 100 patients with acute diverticular disease of which 25 

patients had been operated. It is not clear from that publication whether patients had 

diverticulitis or symptomatic diverticular disease, suggesting a mixed study population. 

Patients were reviewed 5 to 7 years after admission and 91 % of the patients on high fibre 

diet had remained symptom-free during that period. It was concluded that high fibre diet 

may have a protective role and prevent further complications. 

The last few decades, the pathogenesis theory of diverticular disease has changed.17 It 

has been suggested that the type of inflammation is similar to that occurring in chronic 

idiopathic inflammatory bowel disease, suggesting that patients may benefit from anti-

inflammatory medication.18-20 Some studies have evaluated this theory.21-24 All studies 

included patients with symptomatic uncomplicated diverticular disease and excluded 

patients with diverticulitis. These studies reveal that mesalazine may improve symptoms 

and bowel habits significantly and maybe a new medical therapy for diverticular disease. 

Balsalazide is a pro-drug needing bacterial action to liberate the active 5-ASA molecules. 

Thus far, one low quality study has evaluated the effect of Balsalazide on recurrence after 

an episode of acute diverticulitis and showed no advantage.14 

The theory that inflammation is chronic in the formation of diverticulitis also raises the 

hypothesis that probiotics could be effective by stimulating immunologic processes that 

restore an altered microflora of the colon. This alteration of the microbial environment 

could result in a low grade colitis, which has then a potential to progress to acute 

diverticulitis.25-28 There is only one comparative study studying the effect of probiotics on 

recurrence of diverticulitis.13 This low quality study (Jadad <3) has shown no clear benefit 

of probiotics.

6
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Antibiotics are commonly used in the treatment of inflammatory complications of 

diverticular disease. Apart from recommendations in several guidelines there is no 

evidence mandating the routine use of antibiotics in mild diverticulitis. Antibiotics have 

also been studied for their effect on prevention of recurrent diverticulitis. Several clinical 

studies suggest a role of long-term cyclic administration of the non-absorbable antibiotic 

drug rifaximin in the management of symptomatic uncomplicated diverticular disease 

of the colon.29-32 Only one study was found that studied the cyclic administration of 

rifaximin to prevent recurrence of lower rate of operations of 73 % in the antibiotic group. 

The proportion of patients with primary or recurrent diverticulitis is not given, thereby 

prohibiting definitive conclusions on the effectiveness of rifaximin to prevent recurrence 

of diverticulitis. Another possible bias is that all studies included patients on mostly 

clinical grounds. It is known that the clinical diagnosis of acute diverticulitis is in only 

43–68% of the patients correct.33,34 This could be a reason for the difference in recurrence 

rates (12%, 13% vs 18%) in the three studies. An explanation for this variance can be the 

clinical inter-observer variation of the diagnosis diverticulitis. 

In conclusion, the evidence of medical treatment to prevent recurrence of diverticulitis is 

scarce. Studies are of poor quality. It is too early to promote the medical options such 

as mesalazine, probiotics or antibiotics. Future patients could benefit from the results 

of prospective trials.35 Until then, the treatment of choice after a first episode of acute 

diverticulitis remains a wait and see policy.



149

Chapter 6 | Prevention of recurrence:  a systematic review

1. Stollman NH, Raskin JB. Diagnosis 

and management of diverticular 

disease of the colon in adults. Ad Hoc 

Practice Parameters Committee of the 

American College of Gastroenterology. 

Am J Gastroenterol 1999;94(11):3110-21.

2. Colcock BP. Surgical management of 

complicated diverticulitis. N Engl J 

Med 1958;259(12):570–3.

3. Parks TG. Natural history of 

diverticular disease of the colon: 

a review of 521 cases. BMJ 

1969;4(5684):639-42.

4. Rafferty J, Shellito P, Hyman NH, Buie 

WD; Standard committee of American 

Society of Colon and Rectal Surgeons. 

Practice parameters for sigmoid 

diverticulitis. Dis Colon Rectum 

2006;49(7):939-44.

5. Chautems RC, Ambrosetti P, Ludwig 

A, Mermillod B, Morel P, Soravia C. 

Long term follow-up after first acute 

episode of sigmoid diverticulitis: is 

surgery mandatory?: a prospective 

study of 118 patients. Dis Colon 

Rectum 2002;45(7):962-6. 

6. Hjern F, Josephson T, Altman D, 

Holmström B, Johansson C. Outcome 

of younger patients with acute 

diverticulitis. Br J Surg 2008;95(6):758-

64.

7. Chapman JR, Dozois EJ, Wolff BG, 

Gullerud RE, Larson DR. Diverticulitis: 

a progressive disease? Do multiple 

recurrences predict less favorable 

outcomes? Ann Surg 2006;243(6):876-

830.

8. Hart AR, Kennedy JH, Stebbings WS, 

Day NE. How frequently do large bowel 

diverticula perforate? An incidence 

and crosssectional study. Eur J 

Gastroenterol Hepatol 2000;12(6):661-5.

9. Richards RJ, Hammitt JK. Timing of 

prophylactic surgery in prevention 

of diverticulitis recurrence: a cost-

effectiveness analysis. Dig Dis Sci 

2002;47:1903-8.

10. Salem L, Veenstra DL, Sullivan SD, Flum 

DR. The timing of elective colectomy 

in diverticulitis: a decision analysis. J 

Am Coll Surg 2004;199(6):904-12.

11. Jadad AR, Moore RA, Carroll D, 

Jenkinson C, Reynolds DJ, Gavaghan 

DJ, McQuay HJ. Assessing the quality 

of reports of randomized clinical trials: 

is blinding necessary? Control Clin 

Trials 1996;17(1):1-12.

12. Tursi A, Brandimarte G, Daffinà R. Long-

term treatment with mesalazine and 

rifaximin versus rifaximin alone for 

patients with recurrent attacks of 

acute diverticulitis of colon. Dig Liver 

Dis 2002;34(7):510-5.

13. Dughera L, Serra AM, Battaglia E, 

Tibaudi D, Navino M, Emanuelli G. Acute 

recurrent diverticulitis is prevented by 

administration of a polybacterial lysate 

suspension. Minerva Gastroenterol 

Dietol 2004;50(2):149-53.

14. Tursi A, Brandimarte G, Giorgetti GM, 

Elisei W, Aiello F. Balsalazide and/

or high-potency probiotic mixture 

(VSL#3) in maintaining remission 

after attack of acute, uncomplicated 

diverticulitis of the colon. Int J 

Colorectal Dis 2007;22:1103-8.

15. Burkitt DP, Walker AR, Painter NS. 

Effect of dietary fibre on stools 

and the transit-times, and its role 

in the causation of disease. Lancet 

1972;2(7792):1408-12.

16. Hyland JM, Taylor I. Does a high 

fibre diet prevent the complications 

of diverticular disease? Br J Surg 

1980;67(2):77-9.

REFERENCES

6



150

Part 2 | Follow-up

17. Kohler L, Sauerland S, Neugebauer 

E. Diagnosis and treatment of 

diverticular disease: results of a 

consensus development conference. 

The Scientific Committee of the 

European Association for Endoscopic 

Surgery. Surg Endosc 1999;13(4):430-6.

18. Ludeman L, Warren BF, Shepherd N. 

The pathology of diverticular disease. 

Best Pract Res Clin Gastroenterol 

2002;16(4):543-62.

19. Sheperd NA. Diverticular disease 

and chronic idiopathic inflammatory 

bowel disease: associations and 

masquerades. Gut 1996;38(6):801-2.

20. Rogler G, Andus T. Cytokines in 

inflammatory bowel disease. World J 

Surg 1998;22(4):382-9.

21. Tursi A, Brandimarte G, Giorgetti GM, 

Elisei W. Continuous versus cyclic 

mesalazine therapy for patients 

affected by recurrent symptomatic 

uncomplicated diverticular disease of 

the colon. Dig Dis Sci 2007;52(3):671-4.

22. Di Mario F, Aragona G, Leandro G, 

Comparato G, Fanigliulo L, Cavallaro 

LG, Cavestro GM, Iori V, Maino M, 

Moussa AM, Gnocchi A, Mazzocchi G, 

Franzé A. Efficacy of mesalazine in the 

treatment of symptomatic diverticular 

disease. Dig Dis Sci 2005;50(3):581-6.

23. Tursi A, Brandimarte G, Giorgetti 

GM, Elisei W. Mesalazine and/or 

Lactobacillus casei in preventing 

recurrence of symptomatic 

uncomplicated diverticular disease of 

the colon: a prospective, randomized, 

open-label study. J Clin Gastroenterol 

2006;40(4):312-6.

24. Comparato G, Fanigliulo L, Cavallaro 

LG, Aragona G, Cavestro GM, Iori V, 

Maino M, Mazzocchi G, Muzzetto P, 

Colla G, Sianesi M, Franzé A, Mario 

FD. Prevention of complications 

and symptomatic recurrences in 

diverticular disease with mesalazine: 

a 12-month follow-up. Dig Dis Sci 

2007;52(11):2934-41.

25. Tursi A. Diverticular disease of the 

colon. Lancet 2004;363(9418):1397-8.

26. Floch MH, Bina I. The natural history 

of diverticulitis: fact and theory. J Clin 

Gastroenterol 2004;38(5 Suppl 1):S2-7.

27. Frič P, Zavoral M. The effect of 

non-pathogenic Escherichia coli 

in symptomatic uncomplicated 

diverticular disease of the colon. Eur J 

Gastroenterol Hepatol 2003;15(3):313-5.

28. Lamiki P, Tsuchiya J, Pathak S, Okura R, 

Solimene U, Jain S, Kawakita S, Marotta 

F. Probiotics in diverticular disease 

of the colon: an open label study. J 

Gastrointest Liver Dis 2010;19(1):31-6.

29. Papi C, Ciaco A, Koch M, Capurso L. 

Efficacy of rifaximin on symptoms of 

uncomplicated diverticular disease 

of the colon. A pilot multicentre open 

trial. Diverticular Disease Study Group. 

Ital J Gastroenterol 1992;24(8):452-6.

30. Latella G, Pimpo MT, Sottili S, Zippi 

M, Viscido A, Chiaramonte M, Frieri 

G. Rifaximin improves symptoms of 

acquired uncomplicated diverticular 

disease of the colon. Int J Colorectal 

Dis 2003;18(1):55-62.

31. Papi C, Ciaco A, Koch M, Capurso L. 

Efficacy of rifaximin in the treatment 

of symptomatic diverticular disease 

of the colon. A multicentre double-

blind placebo-controlled trial. Aliment 

Pharmacol Ther 1995;9(1):33.



151

Chapter 6 | Prevention of recurrence:  a systematic review

32. Porta E, Germano A, Ferrieri A, 

Koch M. The natural history of 

diverticular disease of the colon: 

a role for antibiotics in preventing 

complications? A retrospective study. 

Riv Eur Med Farmacol 1994;16(1-2):33-9.

33. Andeweg CS, Knobben L, Hendriks 

JC, Bleichrodt RP, van Goor H. 

How to diagnose acute left-sided 

colonic diverticulitis: proposal for 

a clinical scoring system. Ann Surg 

2011;253(5):940-6.

34. Laméris W, van Randen A, van Gulik 

TM, Busch OR, Winkelhagen J, Bossuyt 

PM, Stoker J, Boermeester MA. A 

clinical decision rule to establish the 

diagnosis of acute diverticulitis at the 

emergency department. Dis Colon 

Rectum 2010;53(6):896–904.

35. Phase III, randomized, double-

blind, dose–response, stratified, 

placebo-controlled study evaluating 

the safety and efficacy of SPD476 

versus placebo over 104 weeks 

in the prevention of recurrence 

of diverticulitis (PREVENT 

2). ClinicalTrials.gov Identifier: 

NCT00545103. Available at: http://www.

clinicaltrials.gov.

6


