
Int J Clin Exp Med 2016;9(1):412-415
www.ijcem.com /ISSN:1940-5901/IJCEM0012406

Case Report
Unestimated disease: epiploic appendagitis 
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Abstract: Epiploic appendagitis (EA) is an unusual cause of focal abdominal pain in otherwise healthy patients with 
mild or absent secondary signs of abdominal disorders. It is most frequently confused with acute appendicitis and 
diverticulitis. EA is very infrequently diagnosed, in part due to a low or absent awareness of this condition among 
general surgeons. We aim to draw attention to EA by presenting 13 cases of this relatively rare disorder with dif-
ferential diagnoses of acute abdominal disease. A diagnosis of EA should be considered in patients with sharp, 
localised, acute abdominal pain unassociated with any other symptoms (such as vomiting, nausea, or fever) or 
unusual laboratory test results. Although infrequently diagnosed to date, EA may become more frequently detected 
in the future with the increasing use of abdominal computed tomography (CT) and ultrasound. Surgeons should be 
aware of this self-limiting disease because it mimics many other acute intra-abdominal diseases. When non-invasive 
techniques fail to diagnose EA, diagnostic laparoscopy or even laparotomy should be employed to rule out other 
acute abdominal disorders.
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Introduction 

Epiploic appendagitis (EA) presents a dilemma 
in establishing differential diagnoses and suit-
able treatment because of its non-specific 
signs and symptoms. The epiploic appendices 
are peritoneum-covered, pedunculated, fat-
filled pouches that are attached to the wall of 
the colon. These appendices are more fre-
quently encountered on the transverse and sig-
moid colon. Approximately 50 to 100 epiploic 
appendices are found throughout the colon, 
but they are not present in the rectum. Because 
of their inadequate arterial perfusion and 
pedunculated and mobile nature, torsion and 
infarction can result. Epiploic appendices 
reportedly assist in the peristalsis of the colon 
and provide mechanic protection in a manner 
similar to that of the major omentum [1]. They 
are a part of the intraperitoneal defence sys-
tem as well as the major omentum. Diseases 
involving the epiploic appendices may be pri-
mary or secondary. Primary EA (PEA) is an 
acute event resulting from torsion that leads to 
inflammation of the epiploic appendices and 
their surrounding tissues. When inflammation 
of the epiploic appendices occurs due to infec-

tion in other organs, the event is referred to as 
secondary EA (SEA). Depending on its location 
in the colon, PEA may mimic other surgical dis-
orders such as appendicitis, diverticulitis, and 
cholecystitis. Secondary disorders are frequent. 
For example, the epiploic appendices may 
adhere to any region of intra-abdominal inflam-
mation, limiting the spread of EA. Primary disor-
ders may be symptomatic or asymptomatic. 
Symptomatic primary disorders of the epiploic 
appendices are very rare. The most frequent of 
these disorders is acute EA secondary to tor-
sion, necrosis, and acute inflammation of the 
epiploic appendices [1-3]. We aim to draw atten-
tion to this rare disorder by presenting 13 cases 
of EA with differential diagnoses of acute 
abdominal disorders.

Patients and methods

Thirteen patients (10 male and 3 female) aged 
20 to 80 years old (average, 41 years old) who 
presented with EA to the emergency depart-
ment of Safa Hospital from November 2007 to 
October 2014 were included in this study. EA 
was diagnosed in patients presenting with 
abdominal pain. SPSS 16.0 for Windows (SPSS 
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Inc., Chicago, IL, USA) was used to analyse all 
data. In the definitive statistics, continuous 
variables are presented as mean ± standard 
deviation and categorical variables are present-
ed as percentage and number of cases.

Results

Physical examination revealed well-localised 
tenderness in all patients (n=13); rebound ten-
derness and distension were also observed. 

ised in a particular region. The disorder may be 
caused by torsion or spontaneous appendiceal 
venous thrombosis [3, 5]. The appendices of 
the sigmoid colon and caecum are more fre-
quently involved, possibly because of their 
large size and elongated nature [1, 5, 9]. In this 
study, torsion affected the appendices of the 
sigmoid region.

PEA can occur in patients of almost all age 
groups. However, those in their second to fifth 

Table 1. Clinical and demographic findings of 13 patients with epi-
ploic appendagitis

Variable Medical treatment 
(n=11)

Laparoscopic 
surgery (n=2)

Age in years (range) 43.3±10.0 (20-80) 33.5 (20-80)
Sex, male/female 10/1 1/1
Fever of >37.5°C 3 (23%) 2 (15%)
White blood cell count, ×109/L (range) 10±3 (5-15) 9±3 (5-17)
C-reactive protein level, mg/dL (range) 79±21 (55-151) 59±23 (42-110)

Figure 1. Photomicrograph of surgical specimen shows haemorrhage (H), fi-
brin (F), and fat necrosis (haematoxylin and eosin, ×10).

Table 2. Primary disorders of the epiploic appendices
1 Acute appendagitis (73%)
2 Incarceration in a hernia sac (18%)
3 Intestinal obstruction (18%)
4 Colonic invagination (>1%)
5 Diverticulum originating from an epiploic appendix (>1%)
6 Malignancy of an epiploic appendix (>1%)

Blood test results were nor-
mal excluding three patients 
with leucocytosis. Five pati- 
ents were fever of >37.5°C. 
Abdominal ultrasonography 
revealed oedema and possi-
ble necrosis on the colon wall 
in the pelvic region on two 
patients. Eleven patients 
were diagnosed with EA by 
abdominal computed tomog-
raphy (CT). Two patients re- 
quired laparoscopic surgical 
intervention, whereas the 
remaining patients did not. 
Clinical and demographic find-
ings show 13 patients wi- 
th epiploic appendagitis in 
(Table 1). Simple laparoscop-
ic excision was performed on 
two patients. The patients 
were discharged from the 
hospital on the first postoper-
ative day with an antibiotic 
prescription. A pathological 
view of the torsed epiploic 
appendix is shown in Figure 
1.

Discussion

Epiploic appendices are prone 
to torsion due to their pedun-
culated nature, which allows 
for their mobility. They are 
also prone to infarction upon 
torsion because of the im- 
paired perfusion they receive 
from the branches of the colic 
artery [4, 5]. PEA is a rare 
inflammatory disorder that 
may present with an abrupt 
onset of abdominal pain local-
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decades of life are more susceptible. Our 
patients aged 20 to 80 years (average, 41 
years), respectively. The patients presented to 
the hospital with localised, abrupt-onset 
abdominal pain. Physical examination of 
patients with EA may reveal fever, and the labo-
ratory results may include leucocytosis. For 
example, one of our patients was found to have 
frank leucocytosis and other tendencies toward 
leucocytosis. The actual incidence of PEA is 
unknown. Recently, however, increasing num-
bers of reports describing the diagnosis of PEA 
have been published due to the increasingly 
more widespread use of radiological imaging 
techniques for the diagnosis of patients pre-
senting with acute abdominal manifestations 
[6, 7, 9, 10]. Epiploic appendiceal disorders 
exhibit various presentations (Table 2).

No consensus on the optimal treatment 
approach to PEA has yet been established. 
Some studies have advocated a conservative 
approach that includes oral antibiotics and 
anti-inflammatory drugs for patients with local-
ised disease [11-14]. However, other authors 
advocate immediate surgery, and still others 
describe PEA as a disease that requires no sur-
gical intervention at all. The approach to treat-
ment may vary according to the patient’s signs 
and symptoms [1, 10].

Misdiagnoses lead to unnecessary surgical 
interventions, medical treatments, and hospi-
talisations. For this reason, an early and correct 
diagnosis is of utmost importance. Appropriate 
diagnosis requires keeping PEA in mind while 
formulating a list of differential diagnoses. In 
the diagnostic work-up of a patient presenting 
with an acute abdominal disorder, CT and ultra-
sonography should be employed to identify typi-
cal PEA findings. Obtaining the correct diagno-
sis within a short time allowed for shorter 
hospitalisation duration and a decreased risk 
of morbidity and loss of manpower. Other acute 
abdominal disorders were ruled out. If imaging 
techniques remain inadequate for such a diag-
nosis, minimally invasive laparoscopic explora-
tion, which allows for both diagnosis and treat-
ment, should be performed. When these 
approaches remain insufficient, laparotomy is 
imminent [15, 16].

Conclusion

Correct early diagnosis of PEA is of great impor-
tance and allows PEA to be differentiated from 

other acute abdominal disorders that may 
require more aggressive medical and surgical 
treatments. Incorrect diagnoses are thus 
reduced, leading to a reduction in unnecessary 
hospitalisations and medical/surgical treat-
ments. A diagnosis of PEA in patients present-
ing with lower abdominal pain should always be 
considered along with other abdominal disor-
ders. In cases that arouse suspicion for PEA, 
radiological techniques including CT should be 
employed. When non-invasive techniques pro-
vide unclear results, diagnostic laparoscopy or 
even laparotomy should be considered to rule 
out other acute abdominal disorders. Surgeons 
should be aware of this self-limiting disease, 
which mimics many other intra-abdominal 
acute diseases. Finally, we believe that there is 
a need for larger-scope studies to ascertain the 
diagnostic and treatment approaches for this 
disorder.
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