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a b s t r a c t 

Epiploic appendagitis is a rare cause of acute to subacute lower quadrant abdominal pain. It 

has 2 subtypes: primary and secondary Epiploic appendagitis. Primary epiploic appendagitis 

is characterized by inflammation of the epiploic appendages caused by torsion or thrombo- 

sis of the draining vein of the appendage whereas secondary Epiploic appendagitis may 

occur in association with other inflammatory etiologies in the abdomen and pelvis. Due to 

its similarity to other causes of acute abdomen, patients with primary epiploic appendagitis 

often undergo unnecessary treatment with antibiotics and surgical intervention. We present 

a case of a middle-aged male who was diagnosed with primary epiploic appendagitis based 

on imaging studies and was successfully managed with conservative treatment. 

© 2021 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Appendices epiploicae extend from the cecum to the rectosig-
moid junction. A human adult colon has 50–100 appendages.
Epiploic appendagitis is a rare condition that refers to the
inflammation of the epiploic appendages. There are 2 types
of epiploic appendagitis: Primary and secondary. Primary
epiploic appendagitis results from vascular involvement due
to torsion or thrombosis of the central vein of the appendage.
Secondary epiploic appendagitis is characterized in associ-
ation with other abdomino-pelvic inflammatory processes,
for example, pancreatitis, cholecystitis, diverticulitis, and
appendicitis. 
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We present another case of a primary epiploic appendagi-
tis in a middle-aged man who presented to us with left side
lower abdominal pain. The patient was subsequently diag-
nosed with primary epiploic appendagitis based on imaging
and was managed conservatively. Practicing clinicians should
be aware of such an entity for its diagnosis and successful
management. 

Case summary 

A 29-year-old male presented to emergency department
(ED) with left-sided lower quadrant abdominal pain for 2
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Fig. 2 – Computed tomography scan of the abdomen and 

pelvis (coronal view) showing a 2.8 × 2.1 cm fat density 

ovoid structure adjacent to the anteroinferior margin of 
junction of descending and sigmoid colon, demonstrating a 
high-density ring with mild surrounding inflammatory fat 
stranding and thickening of the adjacent peritoneum. 
days. The pain was of stabbing nature with no radiation and
associated with nausea, nonbilious vomiting. The patient
had no fever, chills, night sweats, hematemesis, melena,
hematochezia, hematuria, flank pain, or radiating pain. 

Physical examination revealed an otherwise well-
appearing patient. Vital signs were normal. Physical ex-
amination demonstrated left lower quadrant tenderness.
Laboratory workup was normal. A computed tomography
(CT) scan of the abdomen and pelvis was obtained which was
read as 2.8 × 2.1 cm area of focal inflammation in the fat in
a region adjacent to the antero-inferior margin of junction of
descending and sigmoid colon, demonstrating a high-density
ring with mild surrounding inflammatory fat stranding and
thickening of the adjacent peritoneal lining suggestive of
epiploic appendagitis. The patient had a gradual resolution of
symptoms; surgical intervention was avoided and the patient
was discharged for home. 

Imaging findings and diagnosis 

Figures 1–3 . 
Fig. 1 – Computed tomography scan of the abdomen and 

pelvis (axial view) showing a 2.8 × 2.1 cm fat density ovoid 

structure adjacent to the anteroinferior margin of junction 

of descending and sigmoid colon, demonstrating a 
high-density ring with mild surrounding inflammatory fat 
stranding and thickening of the adjacent peritoneum. 

Fig. 3 – Ultrasonography scan of the lower abdomen shows 
a hyperechoic lesion with hypoechoic rim measuring 
2.8 × 2.1 cm in the left iliac fossa. 
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Discussion 

Epiploic appendagitis is a rare cause of localized, acute ab-
dominal pain. Dockerty et al in 1956 were the first to use the
terminology “Epiploic appendagitis.” [1] Epiploic appendagitis
mimics various other intra-abdominal pathologies which
include mesenteric panniculitis, omental infarction, appen-
dicitis, diverticulitis, and fat-containing tumor among others
[2 ,3] . Exact incidence and prevalence of epiploic appendagitis
is not reported. Some literatures report a male preponder-
ance, primarily affecting patients between the 4th and 5th
decade of life [2] . It is seen with increased frequency in obese
patients, patients with hernia, and those undergoing heavy
exercise [2 ,4] . 

The most common clinical presentation includes sudden
onset of lower quadrant abdominal pain, most often on the
left side. Other symptoms that may accompany include fever,
nausea, vomiting, bloating or fullness, distension, and diar-
rhea [5 ,6] . Laboratory workup is usually normal, but in some
cases, neutrophilic leukocytosis, elevation of erythrocyte sed-
imentation rate, and elevation of C-reactive protein has been
reported [7 ,8] . 

Before the development of advanced diagnostic imaging
techniques, Epiploic appendagitis was a surgical diagnosis.
Danielson et al described characteristic findings of epiploic
appendagitis by CT scan in 1986 for the first time [9] . EA is
now primarily diagnosed based on these CT scan findings.
The presence of intraperitoneal fluid or inflammation around
the appendages distinguishes epiploic appendagitis on CT
imaging. Usually an oval-shaped, fat density paracolic lesion
about 2-4 cm in size, surrounded by fat stranding as seen
in our patient. Furthermore, with increasing use of CT scan,
incidental diagnosis of epiploic appendagitis is also being
reported. Ultrasound of abdomen and pelvis can also help in
the diagnosis, where the typical findings include a noncom-
pressible hyperechoic mass with a surrounding hypoechoic
rim no color flow on Doppler studies [2 ,9] . Most common sites
of the bowel affected in descending order of frequency include
sigmoid colon, descending colon, and the right hemi colon [2] .
Differential diagnosis of epiploic appendagitis should include
acute cholecystitis, acute diverticulitis, acute appendicitis,
and dropped appendicoliths (especially for calcified epiploic
appendages). 

Epiploic appendagitis is a benign inflammatory condi-
tion with a self-limited course. Management may not require
hospitalization, antibiotics, or surgical intervention. Oral non-
steroidal anti-inflammatory medications or opioid analgesics
can be used depending on the severity. Typically, symptoms
resolve spontaneously within 2 weeks [5] . The CT findings
may take longer to resolve, usually up to 6 months [2] . Sur-
gical management may be indicated in patients who develop
bowel obstruction or intussusception. Unresolved epiploic
appendagitis may result in complications like intestinal
obstruction, intussusception, and abscess formation. 

Our study showed the location of epiploic appendagitis in
the left iliac fossa region adjacent to the anteroinferior margin
of junction of descending and sigmoid colon whereas the case
studies done by Chu E A et al and Aljilly S et al showed the
location to be on the right involving the ascending colon and
appendix respectively [10,11] . 

In summary, we present a case of a middle-aged male who
presented with acute left lower quadrant abdominal pain. The
patient was evaluated with a CT scan of the abdomen and
pelvis which confirmed the diagnosis of epiploic appendagi-
tis due to the characteristic findings. We were able to avoid
surgical intervention in this particular case. 

Conclusion 

An inability to appropriately differentiate epiploic appendagi-
tis from other acute inflammatory abdominal pathologies
such as acute diverticulitis and appendicitis leads to surgical
intervention, increased length of hospitalization, as well as in-
creased postoperative morbidity. Clinicians should be aware
of epipolic appendagitis as a differential of lower quadrant
abdominal pain. Our case highlights the role of an astute ra-
diologist in outlining the characteristic radiologic features of
epiploic appendagitis. 

Patient consent 

I have seen a version of the manuscript to be submit-
ted/published (including any pictures) and I hereby give my
consent for my image or other information relating to me to
be reported in the above named manuscript for consideration
of publication in the journal of radiology case reports of Else-
vier publications . I understand that this signed form will be
submitted to the journal with the manuscript as evidence of
my consent. 

I understand that protected health information such as
my identification number, billing information, address, will
not be published and that efforts will be made to conceal my
identity, however, the journal cannot guarantee confidential-
ity once the case is published. Images, including distinctive
body markings and/or diagnostic images, may be published. 

I understand that the material may be published (both in
print and electronically) and in products derived from the
journals. As a result, I understand that the material may be
seen by the general public. I understand that I may revoke con-
sent at any time before publication, but once the information
has been published revocation of the consent is no longer pos-
sible. I understand that I will derive no financial benefit from
publication of this paper. 

R E F E R E N C E S  

[1] Dockerty MB , Lynn TE , Waugh JM . A clinicopathologic study 
of the epiploic appendages. Surg Gynecol Obstet 
1956;103:423–33 .

[2] Singh AK , Gervais DA , Hahn PF , Sagar P , Mueller PR ,
Novelline RA . Acute epiploic appendagitis and its mimics. 
Radiographics 2005;25:1521–34 .

http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0001
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0001
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0001
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0001
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0002
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0002
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0002
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0002
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0002
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0002
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0002


R a d i o l o g y  C a s e  R e p o r t s  1 6  ( 2 0 2 1 )  1 1 4 4 – 1 1 4 7  1147 
[3] Almeida AT , Melão L , Viamonte B , Cunha R , Pereira JM . 
Epiploic appendagitis: an entity frequently unknown to 
clinicians – diagnostic imaging, pitfalls, and look-alikes. AJR 

Am J Roentgenol 2009;193:1243–51 .
[4] Ozkurt H , Karata ̆g O , Karaarslan E , Ba ̧s ak M . Clinical and CT 

findings of epiploic appendagitis within an inguinal hernia. 
Diagn Interv Radiol 2007;13:23–5 .

[5] Sand M , Gelos M , Bechara FG , Sand D , Wiese TH ,
Steinstraesser L , et al. Epiploic appendagitis – clinical 
characteristics of an uncommon surgical diagnosis. BMC 

Surg 2007;7:11 .
[6] Son HJ , Lee SJ , Lee JH , Kim JS , Kim YH , Rhee PL , et al. Clinical 

diagnosis of primary epiploic appendagitis: differentiation 

from acute diverticulitis. J Clin Gastroenterol 2002;34:435–8 .
[7] Schnedl WJ , Krause R , Tafeit E , Tillich M , Lipp RW ,

Wallner-Liebmann SJ . Insights into epiploic appendagitis. 
Nat Rev Gastroenterol Hepatol 2011;8:45–9 .
[8] Hwang JA , Kim SM , Song HJ , Lee YM , Moon KM , Moon CG ,
et al. Differential diagnosis of left-sided abdominal pain: 
primary epiploic appendagitis vs. colonic diverticulitis. 
World J Gastroenterol 2013;19:68428 .

[9] Danielson K , Chernin MM , Amberg JR , Goff S , Durham JR . 
Epiploic appendicitis: CT characteristics. J Comput Assist 
Tomogr 1986;10:142–3 .

[10] Chu EA, Kaminer E. Epiploic appendagitis: a rare cause of 
acute abdomen. Radiol Case Rep 2018 Mar 23;13(3):599–601 
PMID: 30073043; PMCID: PMC6069682. 
doi: 10.1016/j.radcr.2018.02.022 .

[11] Aljilly S, Ahmed Z. Epiploic appendagitis of the vermiform 

appendix–an unusual mimic of acute appendicitis. Radiol 
Case Rep 2020;16(3):511–15 PMID: 33363693; PMCID: 
PMC7753226. doi: 10.1016/j.radcr.2020.12.005 .

http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0003
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0003
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0003
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0003
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0003
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0003
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0004
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0004
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0004
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0004
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0004
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0005
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0006
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0007
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0007
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0007
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0007
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0007
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0007
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0007
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0008
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0009
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0009
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0009
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0009
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0009
http://refhub.elsevier.com/S1930-0433(21)00090-X/sbref0009
https://doi.org/10.1016/j.radcr.2018.02.022
https://doi.org/10.1016/j.radcr.2020.12.005

	Epiploic appendagitis - a rare cause of acute lower abdominal pain
	 Introduction
	 Case summary
	 Imaging findings and diagnosis
	 Discussion
	 Conclusion
	 Patient consent
	 References


