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Abstract 
While many recent cases of colonic epiploic appendage causing acute abdomen have 

been reported, such appendages of the small bowel are extremely rare. We present a 59-

year-old woman in whom a small bowel epiploic appendage caused volvulus. She 

presented with abdominal pain and vomiting in the absence of previous abdominal 

operations. A diagnosis of small bowel obstruction from strangulation was made. 

Laparotomy disclosed bloody peritoneal fluid and a closed loop of strangulated small 

intestine. An adherent band composed of an epiploic appendage and intestine had 

completely encircled a loop of jejunum, leading to obstruction. This band was released, 

and approximately 80 cm of gangrenous bowel was resected. Four epiploic appendages 

5–6 cm in length were attached to the ileum at the mesenteric border, beginning at a 

point 70 cm proximal to the terminal ileum. 
 

Introduction 

Many colonic epiploic appendages have been reported recently as a cause of acute 
abdomen. Such appendages of the small bowel are extremely rare. We present a patient in 
whom a small bowel epiploic appendage caused volvulus. 

Case Report 

A 59-year-old woman was admitted to our hospital in March 2004 because of a 1-day history of 
worsening vomiting and epigastric pain. Her medical history included angina pectoris but no previous 
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abdominal operations. On examination the patient was afebrile and in no acute distress. Pulse rate was 
61/min. Mild epigastric tenderness was elicited. Initially diagnosed with acute gastroenterocolitis, the 
patient was given intravenous fluid. Gradually worsening colicky pain was followed by abdominal 
distention. On the second hospital day physical examination disclosed tenderness and guarding in the 
lower abdominal area. Hemoglobin fell from 12.9 to 8.3 mg/dl. Abdominal computed tomography (CT) 
showed ascites and an abnormally dilated loop of small bowel, which was not enhanced upon 
administration of contrast material. The preoperative diagnosis was small bowel obstruction by 
strangulation. 

At laparotomy, bloody peritoneal fluid and a closed loop of strangulated intestine were found. An 
adherent band composed of an epiploic appendage and intestine had completely encircled a loop of 
jejunum, leading to obstruction (fig. 1). This band was released, and approximately 80 cm of 
gangrenous bowel was resected. A functional end-to-end anastomosis was performed. Four epiploic 
appendages 5–6 cm in length were attached to the ileum at the mesenteric border beginning at 70 cm 
proximal to the terminal ileum (fig. 2). We did not particularly pay attention to large bowel appendages. 
The postoperative course was uneventful. Histologically, the surgical specimen represented necrotic 
small bowel and four epiploic appendages composed of fat covered by serosa, showing congestion and 
hemorrhage (fig. 3). Infarction and necrosis were not revealed. Pathology was not found on the 
underlying small bowel mucosa. 

Discussion 

Epiploic appendages are fat-containing, visceral peritoneal herniations most often 
found along the two nonmesenteric teniae coli, occurring anywhere from the appendix to 
the peritoneal reflection [1]. They are more common along the transverse and sigmoid 
colon, with an average length of 3 cm. The most common complications of epiploic 
appendages are inflammation and torsion [2]. While preoperative diagnosis of an acute 
abdomen caused by epiploic appendages is very difficult, some recent reports emphasize 
that CT findings of a fatty pericolic lesion with surrounding mesenteric inflammation can 
be helpful [3]. 

Occurrences of epiploic appendages along the small bowel are very rare, initially 
described by Mittal et al. [4] in a 43-year-old woman presenting with acute abdomen. At 
laparotomy, multiple epiploic appendages along the small bowel, including one along the 
distal jejunum, were completely necrotic and infarcted, having become adherent to the 
peritoneum in the right flank. To our knowledge, our patient represents only the second 
reported case of acute abdomen resulting from small bowel epiploic appendages. In this 
case, we think that only one of the four appendages had caused obstruction due to the 
adhesion to the small bowel or mesentery and that the three other appendages had not 
been involved. 

Many colonic epiploic appendages causing acute abdomen have been reported [5]; in 
the colon, congenitally present appendages may enlarge in relation to normal structures, 
specifically the teniae. Small bowell appendages, on the other hand, are not known to 
occur congenitally. 
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Fig. 1. Small bowel strangulation caused an adherent band composed of an epiploic appendage and 
intestine. 

 

 

 

Fig. 2. Two epiploic appendages arose from the mesenteric border. 
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Fig. 3. Histologic examination showed that all epiploic appendages in the surgical specimen were 
composed mainly of fat and showed congestion and hemorrhage (hematoxylin and eosin, ×100). 
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