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Abstract: Epiploic appendages are normal pedunculated peritoneal fat containing outpouchings bordering

tenia coli on the anti-mesenteric surface of the colon, extending from caecum to the rectosigmoid. Functions

are currently unknown, though some postulate them a blood reservoir. The epiploic appendages can

become inflamed, with clinical presentations mimicking that of diverticulitis or acute appendicitis. However,

unlike acute diverticulitis or appendicitis, epiploic appendagitis are treated conservatively with antibiotics.

Currently, the estimated rate of correct preoperative diagnosis of epiploic appendagitis is 2.5%, but due to

benign nature of epiploic appendagitis, it is important to appropriately diagnose it preoperatively and thus

preventing unnecessary surgical interventions. Clinical features include focal area of pain, often with normal

white blood cell count, that often is common in other differential diagnoses. CT scan plays a crucial role in

diagnosis and shows an oval fatty density solid lesion along anterior colonic wall surface, surrounded by a rim

of fat stranding. Treatment is conservative and involves use of anti-inflammatory medication.
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Introduction

Acute epiploic appendagitis is a benign inflammatory
process involving the appendages epiploicae which are
found adjacent the tenia coli of the colon from caecum to
rectosigmoid. This condition can often be mistaken for
diverticulitis or acute appendicitis leading to unnecessary
laparoscopy or other surgical interventions; however, unlike
these other conditions, this is a disease process which
can be treated with anti-inflammatory medication. Due
to the elusive nature of the clinical presentation of acute
epiploic appendagitis, it has only been diagnosed correctly
preoperatively 2.5% of the time. We present two cases of
epiploic appendagitis with classic computed tomographic
(CT) findings with the educational objective of increasing
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awareness of this condition, with the hope of reducing
potentially harmful and unnecessary surgical interventions.

Case presentation
Case 1

A 23-year-old male presented to the emergency department
(ED) with acute right lower quadrant abdominal pain.
The pain was described as achy in nature, does not radiate,
and without aggravating or relieving factors. The patient
reported associated nausea, but without vomiting or fever. A
computed tomography (CT) scan was obtained in the ED,
which demonstrated a hyperattenuating lesion along the
right colon (Figure 1) compatible with epiploic appendagitis.
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Figure 1 An inflamed epiploic appendage, appearing as an oval structure with central fat density with a hyperattenuating rim, visualized

in the right paracolonic region can be a clinical mimicker of acute appendicitis. Coronal (A), axial (B) CT images of the abdomen and

pelvis reveals an oval fat density structure in the right paracolonic region, showing hyperattenuating center. Note a hyperattenuating rim

surrounding the lesion, along with subtle inflammatory changes highlighted by the white arrows, best appreciated on the enlarged views (C).

The lesion in this location can mimic acute appendicitis.

Case 2

A 35-year-old female presented with acute left lower
quadrant abdominal pain. The pain is described as
moderate in severity, achy in nature. The patient reported
associated nausea. The patient was found to have elevated
white blood cell count in the ED. The working differential
diagnosis at the time was diverticulitis or colitis. A CT
scan obtained demonstrated an oval fat density with subtle
hyperattenuating center (Figure 2).

Discussion

Appendage epiploicae are pedunculated peritoneal
outpouchings consisting of adipose tissue and blood vessels.
The appendages align themselves in anterior and posterior
rows bordering tenia coli on the anti-mesenteric surface
of the colon from cecum to the rectosigmoid colon (1-3).
Variable in size (0.5-5 c¢m in length), shape, and location,
their exact function remains unknown, although it has been
postulated that the appendages may function as a blood
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reservoir, assist in colon absorption, provide cushioning,
or protect against pathogens (1,4,5). However, there have
been documented case of appendages >15 cm (1,4). They
are found in groups of 50-100, the most substantial of
which protrude off the sigmoid colon. Normal epiploic
appendages remain indistinguishable from retroperitoneal
fat on CT unless surrounded by inflammation or fluid (1).

A mechanical manipulation resulting in torsion or
inflammation of these appendages can lead to venous
and arterial constriction and subsequent ischemia and
thrombosis (1). Therefore, torsion and inflammation are
the leading causes of acute epiploic appendagitis (6). Acute
epiploic appendagitis is often found in association with
obesity, hernia, and exercise injury (7,8). It is most prevalent
in patients in their 30-50 s with a higher frequency in males
versus females (9).

The clinical presentation of acute epiploic appendagitis
is strikingly similar to acute diverticulitis, with the hallmark
manifestation of acute lower quadrant abdominal pain.
However, acute epiploic appendagitis abdominal pain and
tenderness is often localized to the affected area, unlike
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Figure 2 An inflamed epiploic appendage in the left iliac fossa region can clinically mimic acute episode colonic diverticulitis. Coronal (A),

axial (B) CT images of the abdomen and pelvis reveals an oval fat density structure in the left iliac fossa region, showing hyperattenuating

center. Note a hyperattenuating rim surrounding the lesion, along with subtle inflammatory changes, best appreciated on the enlarged views

and highlighted by the white arrows (C). The lesion in this location can mimic acute diverticulitis.

acute diverticulitis pain which is often diffuse (7,10).
Due to the high frequency of sigmoid colon appendage
involvement, the pain is often localized to the left lower
side (11). Most frequently the pain has a rapid onset, is
sharp and non-radiating, and may worsen with stretching of
the abdomen or cough (12-14). Uncommonly, patients will
experience changes in bowel movements, constipation, or
diarrhea (6). Nausea, vomiting, appetite changes, and other
associated symptoms are rare (15,16). Physical examination
may be positive for rebound (10). Less than 30% of acute
epiploic appendagitis cases may have an abdominal mass
identifiable with palpation (6). Unlike acute diverticulitis,
acute epiploic appendagitis will usually not cause changes
in white blood cell count and body temperature (17). These
patients will typically have normal vital signs and appear
mildly ill (8). Lab work-up is generally unremarkable there
may be a slight increase in inflammatory markers (9).

This benign condition is self-limited and most patients
will see resolution of symptoms within two weeks (10).
Conservative therapy without antibiotics is indicated with
oral anti-inflammatories for pain management. In rare cases,
acute epiploic appendagitis may lead to adhesion, bowel
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obstruction, intussusception, intraperitoneal loose body,
peritonitis, and/or abscess formation (18). Patients should
be closely monitored and encouraged to seek medical
attention if symptoms worsen (15,16). In rare occurrence,
patients who have recurrent acute epiploic appendagitis,
surgery, preferably laparoscopic, may be necessary (9,19).

Due to the elusive nature of the clinical presentation
of acute epiploic appendagitis, it has only been diagnosed
correctly pre-operatively 2.5% of the time (6,7). Historically,
acute epiploic appendagitis was encountered during surgery
while searching for another cause of acute abdomen, such
as appendicitis or diverticulitis. Imaging studies, used in
conjunction with clinical judgment in the face of a germane
patient presentation, are of critical importance to properly
diagnose acute epiploic appendagitis in order to avoid
unnecessary surgery or treatment. Most frequently acute
epiploic appendagitis has been characterized using CT, but
US and MRI have also been utilized.

On CT study, acute epiploic appendagitis consists of an
oval lesion with fatty tissue attenuation that is commonly
1.5-3.5 cm in diameter, but no larger than 5 cm, lying
adjacent to the anterior surface of the colon wall (7). The
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lesion is surrounded by a hyperattenuating ring, reflective
of inflammatory changes. A central high attenuation region
indicating venous thrombosis is frequently visualized (7).
Occasionally, inflammation will cause parietal peritoneum
thickening (1,7). Acute epiploic appendagitis rarely causes
colonic wall thickening or occurs in hernia sacs, although
Singh e al. documented the first case within an incisional
hernia sac in 2004. Although symptoms should subside
within weeks, CT changes are slower to occur, but will
resolve by 6 months (20-22). Ultrasound imaging at the
point of maximum tenderness will demonstrate an oval
non-compressible hyperechoic mass, circumscribed with
a hypoechoic rim, abutting the colon wall (22-24). The
color Doppler will indicate no central blood flow (24,25).
Although acute epiploic appendagitis can be distinguished
on ultrasound, Danse et al. recommend that ultrasounds
be used only in thin patients at experienced centers. MRI
shows a focal lesion with fat attenuation (26).

Mimics of acute epiploic appendagitis include acute
diverticulitis, acute omental infarction, mesenteric
panniculitis, sclerosing mesenteritis, tumor or metastasis
to the mesocolon, or other inflammatory changes affecting
the colon (7). For females, the differential diagnosis
may also include ovarian torsion, ovarian cyst rupture,
and ectopic pregnancy (27). Acute epiploic appendagitis
can be distinguished from acute diverticulitis with the
recognition of diverticula, inflammation, and colonic wall
thickening on CT imaging. Additionally, patients with acute
diverticulitis are more likely to present with fever, nausea,
vomiting, elevated white blood cell count, and rebound
tenderness (20,28).

A non-enhancing mass with non-uniform attenuation
and fat stranding is likely to indicate acute omental
infarction. Typically, patients present with right sided
abdominal pain lasting a few days, causing it to be mistaken
for acute appendicitis, and the masses are located anterior
to the ascending or transverse colon (7,29). Compared to
acute epiploic appendagitis, acute omental infarctions have
a higher incidence in pediatric patients and can lead to the
development of acute appendicitis due to the anatomical
location involved (7,30,31). Both acute omental infarction
and acute diverticulitis are likely to affect areas larger
than 5 cm (7). Sclerosing mesenteritis, a condition
affecting persons in the 6th—7th decade of life, has a
clinical presentation involving abdominal pain, weight
loss, fever, nausea, vomiting, and diarrhea. Similar to
acute epiploic appendagitis, it is a usually a benign and
self-limited.
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Conclusions

Acute epiploic appendagitis can be diagnosed more precisely
with careful characterization on imaging studies. Although
a rare occurrence, it is critical to add the recognition of
acute epiploic appendagitis to the repertoire of abdominal
pathologies that clinicians have grown accustomed to
detecting. The combination of clinical judgment and
supporting imaging study can help prevent unnecessary
surgery or treatments.
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