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Epiploic appendagitis in a 27-year-old man
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Summary

Epiploic appendagitis is an ischemic infarction of an epiploic appendage caused by torsion or spon-
taneous thrombosis of the central draining vein. Epiploic appendagitis is self-limited without sur-
gery, and it is imperative for clinicians to be familiar with this entity.

A healthy 27-year-old man was admitted due to acute right lower quadrant abdominal pain. Physical
examination showed focal abdominal tenderness with slight rebound tenderness. Laboratory tests
showed leukocytosis and an increased serum C-reactive protein level. Computed tomography (CT)
showed a fatty ovoid pericolonic mass measuring 12 mm in diameter, with a circumferential hy-
perdense ring that abutted on the ascending colon and was surrounded by ill-defined fat strand-
ing with a hyperdense ring. These findings were diagnostic of primary epiploic appendagitis. The
patient was given high-dose antibiotics due to the secondary inflammation involving the parietal
peritoneum.

Epiploic appendagitis presents with an abrupt onset of focal abdominal pain and tenderness with-
out significant guarding or rigidity; it is an uncommon and difficult diagnosis. With awareness of
this condition, however, evaluation by CT can provide an accurate diagnosis of epiploic appendagi-
tis, distinguishing it from conditions with clinically overlapping manifestations.
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BACKGROUND

Epiploic appendagitis is an ischemic infarction of an epiplo-
ic appendage caused by torsion or spontaneous thrombo-
sis of the central draining vein [1-3]. Epiploic appendagitis
presents with an abrupt onset of focal abdominal pain and
tenderness without significant guarding or rigidity, and it is
difficult to diagnose because of the lack of pathognomonic
clinical features [1]. Right-sided epiploic appendagitis is of-
ten confused with acute appendicitis or diverticulitis, where-
as left-sided epiploic appendagitis can mimic sigmoid diver-
ticulitis [1,4]. In the past, diagnosis of epiploic appendagitis
was often the result of an unexpected finding during an ex-
ploratory laparotomy [4]. However, epiploic appendagitis is
self-limited and needs only conservative management with-
out excessive intervention [1,2]. Thus, it is imperative for
clinicians to be familiar with this entity.

CASE REPORT

A healthy 27-year-old man was admitted to our hospital due
to acute right lower quadrant abdominal pain. He denied
nausea, vomiting, or diarrhea. On physical examination,
the blood pressure was 111/64 mmHg, the heart rate was
75 beats per minute and regular, the respiratory rate was
16 breaths per minute, and the temperature was 37.9°C.
Abdominal examination showed focal abdominal tenderness
with slight rebound tenderness. Bowel sounds were normal,
and no tumor was palpable. Laboratory tests showed a white
blood cell count of 9000/mm?® (3900/mm? to 8900/mm?)
and a CRP of 8.7 mg/dL (<0.17 mg/dL). Otherwise, the
laboratory data were within normal limits. The patient was
treated with cefmetazole sodium (2 g/day) for 2 days, but
the symptoms became worse. The antimicrobial dose was
increased to 4 g/day for the subsequent 3 days. An abdom-
inal series and ultrasound of the upper abdomen were per-
formed and interpreted as normal. On the coronal section
of computed tomography (CT), a fatty oval lesion measur-
ing 12 mm in diameter with a circumferential hyperdense
ring (arrow, Figure 1) was seen in the right lower abdomen.
The transverse CT image showed that the ovoid, pericolonic
mass abutted on the ascending colon and was surrounded
by ill-defined fat stranding (arrow, Figure 2). Thickening of
the parietal peritoneum was seen (arrow heads, Figure 3).
There was neither free air nor ascites, and the appendix was
normal. These findings were diagnostic of primary epiploic
appendagitis. Antibiotics were discontinued. Oral loxopro-
fen sodium (60 mg) was prescribed twice before his symp-
toms and signs resolved with normalization of the laborato-
ry results. The patient was doing well at the last outpatient
follow-up visit.

DiscussION

In the present case, CT images showed a fatty, ovoid, peri-
colonic mass with a circumferential hyperdense ring, sur-
rounded by ill-defined fat stranding. The thin hyperdense
rim is called the hyperattenuating ring sign, which repre-
sents the inflamed peritoneal covering of the epiploic ap-
pendages [1]. The typical findings were diagnostic of prima-
ry epiploic appendagitis [1,2], which is caused by epiploic
appendage torsion or spontaneous thrombosis of the drain-
ing vein resulting in vascular occlusion and focal inflamma-
tion [1]. Epiploic appendages are small, multiple, fat-filled,
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Figure 1. Computed tomography (CT), coronal section, shows a
fatty oval lesion measuring 12 mm in diameter with
a circumferential hyperdense ring in the right lower
abdomen.

Figure 2. The transverse (T image shows that the ovoid pericolonic
mass abuts on the ascending colon and is surrounded by
ill-defined fat stranding.

serosa-covered sacs, arranged in the tenia coli over the ex-
ternal surface. They number about 100, and their average
size is about 3 cm [3]. Their function is unknown but con-
sidered to be as follows: buffering the blood flow of the co-
lon, a defense mechanism like the epiploon, absorption of
body fluid, fat storage, and a protective cushion for the co-
lon. Their limited blood supply, together with their pedun-
culated shape, makes epiploic appendages prone to isch-
emic infarction [1-3].

Epiploic appendagitis presents with an abrupt onset of focal
abdominal pain and tenderness without significant guarding
or rigidity, and it is considered an uncommon and difficult
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Figure 3. Thickening of the parietal peritoneum is seen.

diagnosis [1]. With increased awareness of this condition,
however, evaluation by CT can provide an accurate diagno-
sis of epiploic appendagitis, distinguishing it from condi-
tions with clinically overlapping manifestations such as di-
verticulitis, acute appendicitis, and acute cholecystitis [1,2].
Ultrasound coupled with awareness of this condition and/or
performed by expertise can reveal epiploic appendagitis as
an ovoid, non-compressible fatty mass with normal aspect
of the adjacent colon which is adherent to the peritoneum
during respiration [5]. However, in this case the expertise
was not available and ultrasound was performed without
awareness of epiploic appendagitis, thus ultrasound could
not give the diagnosis in our patient.

Acute appendicitis occurs due to bacterial infections inside
the vermiform appendix and can lead to complications like
sepsis and perforation [6]. Acute appendicitis causes fever,
abdominal tenderness, and rebound tenderness, just like
epiploic appendagitis [1-3,6]. Some cases can be treated
conservatively with drug therapy alone, but in an emergen-
cy, appendectomy is the standard treatment. CT scans show
swelling of the appendix and an increase in surrounding fat
density [6]. Acute cholecystitis is most often caused by gall
stones, and the main symptoms are right upper abdominal
tenderness, fever, nausea, vomiting, and jaundice. The se-
rum transaminase, alkaline phosphatase, and bilirubin lev-
els are sometimes elevated [7]. CT scan or ultrasonogra-
phy shows gallbladder wall thickness, and Murphy’s sign is
the typical clinical finding [7,8]. It is said that diverticulitis
is caused by stagnation of stool in the diverticulum, and it
may rarely lead to abscess and fistula formation [9]. When

images are not typical, it is difficult to differentiate epiplo-
ic appendagitis from diverticulitis, and some cases of diver-
ticulitis develop epiploic appendagitis when inflammation
spreads to the epiploic appendages [1]. Less commonly,
mesenteric panniculitis, primary tumors, and metastases
to the peritoneum may be considered in the differential
diagnosis [2,10].

Epiploic appendagitis is self-limited and needs only conser-
vative management without excessive intervention [1-3].
Misdiagnosis may lead to unwarranted surgery, medical
treatment, and hospitalization. Thus, it is imperative for
clinicians to be familiar with this entity.

CONCLUSIONS

Epiploic appendagitis presents with an abrupt onset of focal
abdominal pain and tenderness without significant guard-
ing or rigidity, and it is considered an uncommon and dif-
ficult diagnosis. With awareness of this condition, however,
evaluation by CT can provide an accurate diagnosis of ep-
iploic appendagitis, distinguishing it from conditions with
clinically overlapping manifestations.
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