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Atypical Presentations of Epiploic Appendagitis: Early
Diagnosis and Non-Operative Management is the
Optimal Therapy
Zackariah Clement

Abstract
Epiploic appendagitis is a benign self-limiting inflammation of the
appendices epiplocae of the colon. It often presents as abdominal
pain rarely accompanied by fever, nausea, or vomiting or any other
abdominal symptoms. It can mimick acute diverticulitis or appendicitis on clinical exam. The diagnosis of epiploic appendagitis
primarily relies on imaging modalities such as CT. The treatment
is analgesia and non-steroidal anti-inflammatory drugs are usually
sufficient to control pain and no surgical intervention is needed.
This report illustrates two cases with epiploic appendagitis who
presented with atypical symptoms, clinical and radiological findings and management of this condition.
Keywords: Epiploic appendagitis; Abdominal pain; Flank pain;
Groin pain

Introduction
Epiploic appendagitis is an inflammation of the appendices
epiploicae of the colon. It is also known as appendicitis epiploicae, or appendagitis [1-4]. It is considered to be a benign
and self-limiting condition of the epiploic appendages that
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affects middle-aged men, although a wide range has been
reported [2, 3]. It often presents as abdominal pain rarely
accompanied by fever, nausea, or vomiting or any other abdominal symptoms. It is often misdiagnosed due to the lack
of pathognomonic clinical features and also because it is a
rare condition and the more common diagnoses of abdominal pain such as diverticulitis and appendicitis are considered
[2-5].
This report illustrates two cases with epiploic appendagitis who presented with atypical symptoms, clinical
and radiological findings and management of this condition.

Case Report
Case 1
A 58 years old male with a background of hypertension presented to the emergency department with 3 days history of
worsening low back and left flank pain. It came on suddenly
and was sharp stabbing, non-radiating, non-migratory pain
associated with nausea and decreased appetite. He had no
urinary symptoms and no change in bowel habits. On physical examination he was overweight with central obesity
(BMI of 26) and appeared uncomfortable and grimacing in
pain. He was afebrile and haemodynamically stable. His abdomen showed signs of localised peritonism in the left iliac
fossa with voluntary guarding and percussion tenderness. He
complained of dull ache around the left lower lumbar area
over the erector spinae, but no muscle or bony tenderness.
He was neurologically intact.
Blood tests showed mildly elevated neutrophil of 8 x
109/L and raised inflammatory markers with a C-reactive
protein (CRP) of 54 mg/L. Liver and renal function tests
were within normal limits. Chest and abdominal radiograph
were performed, which did not show any evidence of infection, pneumoperitoneum, or bowel obstruction.
He was initially diagnosed with acute diverticulitis in
the emergency department and treated with intravenous antibiotics. Further radiological investigation was performed
with a computed tomography (CT) scan of the abdomen
and pelvis with and without contrast showed inflammatory
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changes in the left iliac fossa anteriorly with mesenteric
stranding surrounding an area of fat density. These changes
were anterior to the distal descending colon. There was no
bowel wall thickening or features of obstruction. No significant diverticulosis was demonstrated. These changes in the
left iliac fossa were consistent with epiploic appendagitis.
He was admitted for overnight observation and treated nonoperatively with analgesia, intravenous fluids and bowel
rest. He was discharged home with an oral analgesia and
anti-inflammatory agent.
Case 2
A 43 year old male presented to the emergency department
with sudden onset of severe left groin pain, which was not associated with fever, nausea, vomiting, or diarrhoea. His past
medical history include depression and being treated with
Escitalopram. He had no bladder or bowel symptoms. On
physical examination, the patient was noted to be in distress,
diaphoretic, supporting his abdomen with a pillow. Haemodynamically he was in sinus tachycardia with a pulse rate of
112 beats per minute, but not febrile. The abdomen was tender in the left lower quadrant, particularly over the inguinal
ligament area, with voluntary guarding but no rebound or
percussion tenderness. No inguinal hernia was found.
Blood test showed elevated CRP of 88 mg/L. Full blood
count and liver function tests were within normal limits. Abdominal radiograph was reported normal. He was initially
diagnosed with acute diverticulitis in emergency department and treated with intravenous antibiotics. Further imaging with a computer tomography (CT) scan of abdomen
and pelvis showed ill-defined mesenteric fat stranding of the
mesenteric fat adjacent to the descending and sigmoid colon
surrounding an area of fat density, findings consistent with
epiploic appendagitis. Antibiotics were stopped and he was
treated non-operatively with analgesia, non-steroidal antiinflammatory and intravenous fluids. He was admitted and
observed overnight with good improvement and discharged
the following morning on oral analgesia.

Discussion
Epiploic appendages are small out-pouchings of fat-filled,
serosa-covered structures, situated along the entire colon and
are more abundant and larger in the transverse and sigmoid
colon [3]. Each appendage is supplied by one or two small
colonic end-arteries and a small draining vein. For reasons
not known, they are largest and most prominent in obese
persons and in those who have recently lost weight [4, 6,
7]. They are presumed to serve a protective and defensive
mechanism similar to that offered by the greater omentum.
They may represent a site of fat storage to be accessed in
prolonged periods of starvation and also act as a protective
80

cushion during peristalsis [2, 3].
Epiploic appendagitis is usually caused by torsion, but
the reason remains unclear [3-8]. The vein, which is longer
than the artery by virtue of its tortuous course, alters the
anatomy such that the pedicle is predisposed to twisting.
This can cause venous thrombosis of a draining vein and can
also predispose to twisting of the appendage pedicle and lead
to aseptic fat necrosis [3, 6, 7]. Epiploic appendagitis may
occur anywhere in the colon; however, the surgical literature
suggests that 57% of cases occur in the rectosigmoid junction, 26% in the ileocecal region, 9% in the ascending colon,
6% in the transverse colon and 2% in the descending colon
and usually occurs in males in the fourth and fifth decades
[8-10]. Depending on its location, it can mimic many disorders causing an acute abdomen such as colonic diverticulitis,
acute appendicitis, a gynaecological disorder or acute cholecystitis. The diagnosis is difficult to make clinically due
to the non-specific signs and symptoms exhibited by this
condition. Most patients describe the pain as dull, constant
and non-radiating, non-migrating, and physical examination
reveals localised tenderness [1, 11, 12]. The results of laboratory tests also seem to be non-specific. Abnormal laboratory parameters may include slightly elevated serum levels
of C-reactive protein and neutrophil leucocytes. However,
all routine laboratory parameters, such as erythrocyte sedimentation rate, liver and pancreatic enzymes, are usually
within normal limits [2, 3, 8, 12]. The diagnosis of epiploic
appendagitis primarily relies on imaging modalities and is
made most often on CT [6, 7, 9]. In normal conditions, epiploic appendages are not detectable on a CT scan unless surrounded by an intra-peritoneal fluid such as ascites or haemoperitoneum [12-14]. Generally, the epiploic appendages
have fat attenuation and resemble other adipose structures
unless they are inflamed. The most common findings on CT
are inflammatory changes with mesenteric stranding, fatdensity oval lesion with surrounding inflammation on the anterior aspect of the sigmoid colon [4, 6, 7, 9, 13]. A diagnosis of epiploic appendagitis should always be considered as
part of the differential diagnosis of abdominal pain due to its
self-limiting behaviour. The treatment is non-operative with
analgesia and non-steroidal anti-inflammatory drugs are usually sufficient to control pain and no surgical intervention is
needed [1-5, 12]. Non-operative management reduces complications from general anaesthetic and surgical intervention.
It also reduces the costs incurred and time spent managing
this condition [2-4].
With non-operative management, most patients’ symptoms are alleviated between a few days and 4 weeks. Careful
clinical examination and appropriate diagnosis of epiploic
appendagitis with imaging procedures, specifically CT, enables successful non-operative, outpatient treatment of patients with epiploic appendagitis. Such an approach avoids
unnecessary abdominal surgery and associated additional
health-care costs.

Articles © The authors | Journal compilation © Gastroenterol Res and Elmer Press™ | www.gastrores.org

Atypical Presentations of Epiploic Appendagitis

Gastroenterology Research • 2012;5(2):79-81

Conflict of Interest
The author(s) declare that they have no competing interests.

5.

Funding
This research received no specific grant from any funding
agency in the public, commercial, or not-for-profit organisations.

6.

7.

Consent
The authors declare that: 1) Informed consent was obtained
from the patient for the publication of the details relating to
the patient in this report. 2) There are no patient identifiable
details in this report. All possible steps have been taken to
safeguard the identity of the patient. 3) This submission is
compliant with the requirements of local research ethics
committee.

8.
9.
10.
11.

References
1. Sangha S, Soto JA, Becker JM, Farraye FA. Primary
epiploic appendagitis: an underappreciated diagnosis.
A case series and review of the literature. Dig Dis Sci.
2004;49(2):347-350.
2. Choi YU, Choi PW, Park YH, Kim JI, Heo TG, Park
JH, Lee MS, et al. Clinical characteristics of primary epiploic appendagitis. J Korean Soc Coloproctol.
2011;27(3):114-121.
3. Schnedl WJ, Krause R, Tafeit E, Tillich M, Lipp RW,
Wallner-Liebmann SJ. Insights into epiploic appendagitis. Nat Rev Gastroenterol Hepatol. 2011;8(1):45-49.
4. Ozdemir S, Gulpinar K, Leventoglu S, Uslu HY, Turkoz

12.

13.

14.

E, Ozcay N, Korkmaz A. Torsion of the primary epiploic
appendagitis: a case series and review of the literature.
Am J Surg. 2010;199(4):453-458.
Sand M, Gelos M, Bechara FG, Sand D, Wiese TH,
Steinstraesser L, Mann B. Epiploic appendagitis--clinical characteristics of an uncommon surgical diagnosis.
BMC Surg. 2007;7:11.
Ghahremani GG, White EM, Hoff FL, Gore RM, Miller JW, Christ ML. Appendices epiploicae of the colon:
radiologic and pathologic features. Radiographics.
1992;12(1):59-77.
Sandrasegaran K, Maglinte DD, Rajesh A, Akisik FM.
Primary epiploic appendagitis: CT diagnosis. Emerg Radiol. 2004;11(1):9-14.
Desai HP, Tripodi J, Gold BM, Burakoff R. Infarction of
an epiploic appendage. Review of the literature. J Clin
Gastroenterol. 1993;16(4):323-325.
Macari M, Laks S, Hajdu C, Babb J. Caecal epiploic
appendagitis: an unlikely occurrence. Clin Radiol.
2008;63(8):895-900.
Fraser, J. D. et al. Infarction of an epiploic appengage in
a pediatric patient. J. Pediatr. Surg. 2009;44, 1659-1661.
Rao PM, Rhea JT, Wittenberg J, Warshaw AL. Misdiagnosis of primary epiploic appendagitis. Am J Surg.
1998;176(1):81-85.
Son HJ, Lee SJ, Lee JH, Kim JS, Kim YH, Rhee PL,
Kim JJ, et al. Clinical diagnosis of primary epiploic appendagitis: differentiation from acute diverticulitis. J
Clin Gastroenterol. 2002;34(4):435-438.
Bunni J, Corrigan A, Jacob K, Schuijtvlot M. Epiploic
appendagitis: a case report highlighting correlation between clinical features, computed tomography images
and laparoscopic findings. Int J Surg. 2010;8(5):401403.
Patel VG, Rao A, Williams R, Srinivasan R, Fortson JK,
Weaver WL. Cecal epiploic appendagitis: a diagnostic
and therapeutic dilemma. Am Surg. 2007;73(8):828-830.

Articles © The authors | Journal compilation © Gastroenterol Res and Elmer Press™ | www.gastrores.org

81

