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IDENTIFYING BARRIERS AND FACILITATORS FOR DE-IMPLEMENTATION

OF ANTIBIOTICS IN ACUTE UNCOMPLICATED DIVERTICULITIS

Adam Fahey, Amanda S. Mixon, Michael J. Ward, Kemberlee Bonnet, David Schlundt,

Alan B. Storrow, Danish Ali, Alexander Hawkins

Background: Diverticulitis is a common gastroenterological condition that has significant

symptomatic burden for affected patients. Historically, uncomplicated diverticulitis was

treated with antibiotics. Recent Level 1 data suggests that antibiotics are no longer necessary

for all patients with acute uncomplicated diverticulitis, shifting US clinical guidelines towards

a non-antibiotic approach. Despite this evidence, there is a lack of adoption of these guidelines

by US healthcare providers. This qualitative study aims to identify the barriers and facilitators

for key stakeholders regarding the de-implementation of antibiotics in management of acute

uncomplicated diverticulitis. Methods: Semi-structured interviews were conducted with

both emergency medicine and primary care providers, who serve as the initial contact for

patients with acute uncomplicated diverticulitis. Providers were recruited through email with

snowball sampling. The conceptual model from Cuttler et al. (2005) two-stage medication

discontinuation framework informed the interview guide. Prior to interviews, demographic

data was collected. Interviews focused on personal experience treating patients with acute

uncomplicated diverticulitis and perceived barriers and facilitators for de-implementation

of antibiotics. Thematic saturation was reached within the sample size. Interviews were

transcribed through Microsoft Teams and qualitatively analyzed using a rapid assessment

process to identify barriers and facilitators. Results: Twenty-six providers were interviewed:

12 from primary care and 14 from emergency medicine. Twenty-four providers completed

the REDCap survey, with 14 responses from emergency medicine and 10 from primary care

(Table 1). Themes, subthemes, and supplemental quotes from the transcripts were tabulated

into Table 2. The rapid assessment process yielded numerous barriers and facilitators. Of

the barriers, the most prevalent were systemic factors such as lack of proper follow-up,

patient factors such as perceived expectation of antibiotics, and provider factors such as

unawareness of guidelines and studies. Of the facilitators, the most prevalent were provider

education through didactics, antibiotic stewardship, and avoidance of side effects. Conclu-

sion: This qualitative study identified actionable barriers and facilitators from the perspective

of providers regarding the de-implementation of antibiotics for acute uncomplicated diver-

ticulitis. Next steps include the development of de-implementation efforts addressing results

identified in this study. These include educational sessions for providers, public health

initiatives for patients, enhanced pathways for follow-up that prioritize outreach, and antibi-

otic stewardship feedback on prescription patterns.

X : 23449$CH1D

05-22-25 13:14:24

Page 1058
PDFd : 23449B : e

S-1058AGA Abstracts

Mo1229

GAPS IN GUIDELINE ADHERENCE FOR PRIMARY SCLEROSING

CHOLANGITIS IN THE US: A 5-YEAR ANALYSIS OF CALID DATABASE

Adrielly Martins, Anish Reddy, Richard J. Dean, Isha Patel, Stuart C. Gordon, Daniel

Pratt, Michael Li, Lisa Forman, Craig Lammert, Kidist K. Yimam, Juan F. Gallegos-

Orozco, Elizabeth Carey, Alan Bonder, Barry L. Schlansky, Aldo J. Montano-Loza, Ellina

Lytvyak, David Goldberg, Willscott Naugler, Lei Yu, David N. Assis, Christopher L.

Bowlus, Cynthia Levy

Background and Aims: Despite existing clinical guidelines for management of people living

with primary sclerosing cholangitis (PSC), real-world adherence to these standards has

not been fully assessed in the United States. This study evaluates the implementation of

recommended standards for PSC using data from the North American Consortium for

Autoimmune Liver Diseases (CALiD). Methods: A retrospective analysis was conducted

using 5-year follow-up data from the CALiD database, which includes PSC patients from

19 US sites. Key variables included demographics, PSC phenotype, inflammatory bowel

disease (IBD) diagnosis, use of ursodeoxycholic acid (UDCA), non-invasive fibrosis staging,

and colorectal cancer (CRC) surveillance. Logistic regression models evaluated predictors

of adherence to these standards, stratified by IBD diagnosis and follow-up duration. Results:

A cohort of 1,300 PSC patients was analyzed (63% male, 83% White, median age 39 years).

Large duct PSC was observed in 77%, small duct in 10%, and 13% were unclassified. IBD

was present in 70%, with ulcerative colitis comprising 76%. UDCA therapy was used by

51%, with a median dose of 12.5 mg/kg/day (Table 1). Non-invasive fibrosis evaluation was

performed in 45% of patients, and 72% of those without IBD had a screening colonoscopy

at baseline. Longitudinal analysis of IBD patients showed declining adherence to CRC

surveillance over time, with only 30% undergoing yearly colonoscopies by year 4. Significant

predictors for these outcomes, including univariate and multivariate analyses for non-invasive

fibrosis evaluation, screening colonoscopy, and CRC surveillance, are summarized in Table 2.

Conclusion: This study highlights significant gaps in real-world adherence to PSC guidelines,

particularly in UDCA use, fibrosis assessment, and IBD surveillance. Socioeconomic factors,

demographics, and sex play a key role in determining adherence, emphasizing the need for

targeted interventions to bridge these gaps and improve patient outcomes.



Mo1230

CHARACTERIZATION OF THE DIAGNOSIS AND MANAGEMENT OF

SUSPECTED IMMUNE CHECKPOINT INHIBITOR (ICI) COLITIS: IMPACT

OF EXPERT GUIDELINE PUBLICATION ON CLINICAL PRACTICE

Kanika Malani, Jacqueline J. Chu, Sapana R. Gupta, Curtis J. Petruzzelli, William Park,

MacKenzie Adams, Charmi Trivedi, Rebecca Steuer, Maria Constantinou, Galina Lagos,

Megan Begnoche, Sandeep Jain, Matthew Hadfield, May Min

Background: Immune checkpoint inhibitors (ICIs) have revolutionized cancer treatment

but are commonly associated with immune-related adverse effects like colitis. Our study

characterizes management of suspected ICI colitis within our medical center and evaluates

how guideline publication influenced adherence to recommended practice. Methods: We

retrospectively reviewed all ICI-treated patients from 2015 to 2024 at a large tertiary care

medical center (n=2723). We identified 130 patients with suspected ICI colitis, defined as

any patient receiving an ICI who developed new-onset diarrhea. Patients were categorized

into 2 groups based on the March 2021 AGA Clinical Practice Update on ICI Colitis: those

suspected of having ICI colitis before guideline publication (3/1/2015 to 3/1/2021) vs those

after (3/2/2021 to 7/31/2024). Data was collected on diagnostic testing and management

and analyzed using descriptive statistics and Fisher’s exact t-test in STATA 18. Results:

Supportive care for Grade 1 colitis was provided in 40.0% (n=8) of pre-guideline and 37.0%

(n=10) post-guideline cases. Continuation of ICI therapy occurred in 25.0% (n=5) pre-

guideline vs 33.3% (n=9) post-guideline cases. Anti-diarrheal agents were used in 55.0%

(n=11) pre-guideline vs 48.2% (n=13) post-guideline cases. Infectious diarrhea evaluation

was done in 79.0% (n=49) pre-guideline vs 76.5% (n=52) post-guideline cases. Stool inflam-

matory markers for ≥Grade 2 colitis were obtained in 33.3% (n=14) pre-guideline vs 39.0%

(n=16) post-guideline cases. Abdominal imaging was done in 77.4% (n=48) pre-guideline

vs 70.6% (n=48) post-guideline cases. Lower endoscopy before systemic steroid use occurred

as follows: 27.4% (n=17) pre-guideline vs 27.9% (n=19) post-guideline. ICI therapy was

withheld in 97.6% of ≥Grade 2 colitis cases both before (n=41) and after (n=40) guideline

publication. Mesalamine was not used before oral steroids in either time period. Oral steroid

use preceded IV steroid use in 50.0% of mild inflammation cases (both n=2) during both

periods. Biologics were only used in mild inflammation unresponsive to IV steroids before

guideline publication (n=1, 100.0%). For moderate/severe inflammation, IV steroids and

biologics were used in 10.0% (n=1) pre-guideline vs 12.5% (n=1) post-guideline cases.
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Repeat endoscopy after 3 doses of add-on therapy was not done before or after guideline

publication. Adherence to guidelines showed no significant differences between the periods

before and after their publication (all p > 0.05). Conclusion: Appropriate management of

suspected ICI colitis remains suboptimal, with no significant improvement after guideline

publication. This suggests guidelines may not fully align with clinical practice or that they

need more support to be integrated into routine care. Future studies should assess the

impact of guideline adherence on clinical outcomes.
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COMPARING ACG AND ASGE GUIDELINES FOR BARRETT'S ESOPHAGUS

SCREENING: IMPACT ON ELIGIBILITY AND DIAGNOSTIC OUTCOMES

Fariha Hasan, Rabih Ghazi, Tanay-Veer Gandhi, Ryan Wilde, Oasima Muner, Tabitha

Jaison, Alexander Garcia, Avneet Singh, Krysta Contino, Joshua DeSipio, Christina J.

Tofani, Anthony Infantolino

Introduction: Barrett’s esophagus (BE) is a known precursor to esophageal adenocarcinoma

(EAC), and early detection through screening can improve outcomes. However, variability

in clinical practice arises from differing screening guidelines provided by the American

College of Gastroenterology (ACG) and the American Society for Gastrointestinal Endoscopy

(ASGE). The ACG guidelines recommend screening for individuals with chronic gastroesoph-

ageal reflux disease (GERD) and at least two additional risk factors, such as male sex, age

over 50, white race, BMI >30, smoking, and a family history of BE or EAC. In contrast, the

ASGE guidelines use broader criteria, recommending screening for patients with GERD or

anti-reflux medication use and at least one risk factor (e.g., male gender, obesity, smoking,

age >50, or a family history of BE or esophageal cancer). Alternatively, patients qualify if

they have a family history of BE or esophageal cancer, even without GERD. These differing

criteria may lead to discrepancies in identifying at-risk patients. This study aims to compare

the impact of ACG and ASGE guidelines on BE screening practices, focusing on patient

characteristics, screening eligibility, and outcomes. Methods: A retrospective chart review

included patients with chronic GERD for ≥5 years evaluated between October 1, 2022, and

October 1, 2024. Patients under 18 were excluded. The population was divided into groups

based on ACG and ASGE guidelines. Primary outcomes included referral rates to GI for

EGD, EGD completion rates, and BE findings. Results: A total of 451 patients were included

in the study. Baseline characteristics and study outcomes are detailed in Table 1. Of these,

416 patients (92.2%) met the ACG guideline criteria, while 446 patients (98.9%) met the

ASGE guideline criteria. Thirty-five patients met the ASGE guideline criteria without meeting

the ACG criteria. Among this subgroup, 20 of 35 patients (57.1%) were referred for gastroen-

terology evaluation or EGD, and 14 of 35 patients (40.0%) completed an EGD. No cases

of Barrett’s esophagus were identified in this subgroup. EGD findings included one case of

LA grade esophagitis, one case of gastric intestinal metaplasia, seven cases of gastritis with

chronic inflammation on biopsy, one case of hiatal hernia, and four cases with completely

normal findings. Conclusion: This study demonstrates that a greater proportion of patients

qualified for Barrett’s esophagus screening based on the ASGE guideline criteria compared

to the ACG criteria. While EGD findings in this group included esophagitis and gastritis,

no cases of Barrett’s esophagus were detected. Further studies with larger sample sizes are

needed to evaluate whether using the ASGE guideline criteria results in a higher diagnostic

yield for Barrett’s esophagus compared to the ACG criteria.
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