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Abstract
Epiploic appendagitis (EA) refers to primary or sec-
ondary infl ammatory disease of the epiploic append-
ages: peritoneal pouches of subserosal fat, which run in 
parallel rows beside the taenia coli of the colon. It is 
an uncommon but self-limiting condition, which often 
mimics acute appendicitis or diverticulitis. An accurate 
diagnosis of EA can be made by performing an abdomi-
nal computed tomography scan. Establishing a correct 
preoperative diagnosis is important to avoid unneces-
sary exploratory laparoscopy or laparotomy. We report 
two cases of EA, which to our knowledge represent the 
fi rst documented cases from India.
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Introduction

The epiploic appendages are peritoneal pouches of sub-
serosal fat running in parallel rows next to the taenia 
coli of the colon. Epiploic appendagitis (EA), which is 
any primary or secondary infl ammation of the epiploic 
appendages, commonly manifests as lower quadrant ab-
dominal pain mimicking acute appendicitis or diverticu-
litis. Exploratory laparoscopy or laparotomy can easily 
be avoided by diagnosing this self-limiting condition 
preoperatively. We report two cases of this uncommon 
condition.

Case Reports

Case 1

A 34-year-old, previously healthy man presented to our 
emergency department with a 5-day history of severe 
left lower abdominal pain. The pain was continuous 
and nonradiating, with no aggravating or relieving 
factors. He had no nausea or vomiting and no bowel 
or urinary complaints. His medical history was unre-
markable, his vital signs were all well within normal 
limits and he was afebrile. Abdominal examination 
revealed a soft non-distended abdomen without signs 
of peritonitis. There was a localized feeling of fullness 
with tenderness in the left iliac fossa. Bowel sounds 
were normal, as were the hernial sites and external 
genitalia. The rest of the systemic examination was 
normal. Laboratory data showed hemoglobin, 14.7 g/dl; 
total leukocyte count 7300/mm3, with 64% polymor-
phonuclear leukocytes, 32% lymphocytes, 3% mono-
cytes, and 1% eosinophils; erythrocyte sedimentation 
rate 32 mm after 1 h and platelet count, 1.47 × 105/mm3. 
Liver function tests, serum electrolytes, and creatinine 
were all within the normal range. An ultrasound 
(US) of the abdomen showed an ill-defi ned, echogenic, 
focal lesion just below the peritoneum. Sigmoidoscopic 
examination showed a normal colon. A contrast-
enhanced computed tomogram (CECT) of the abdo-
men showed a well-defi ned fat containing structure 
with central hyperdensity, arising from the serosal sur-
face of the descending colon (Fig. 1). It was adherent 
to the visceral peritoneum and there was stranding of 
the adjacent mesentery. Based on the CECT fi ndings 
and the absence of any pre-existing bowel disease, 
we made a diagnosis of primary EA. The patient 
was treated conservatively with non-steroidal anti-
infl ammatory drugs. He responded well and was dis-
charged after 6 days.
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Case 2

A 45-year-old man taking 5-aminosalicylic acid for 
Crohn’s disease that had been in remission for 10 years 
presented at our emergency department with a 2-day 
history of right upper abdominal pain. The pain was 
colicky, nonradiating, had no referral, and was associ-
ated with nonprojectile bilious vomiting. There were no 
aggravating or relieving factors. He had not passed 
stools for 24 h. His vital signs were well within normal 
limits. Abdominal examination revealed a soft, dis-
tended abdomen with maximum tenderness in the right 
hypochondrium. There was minimal guarding but no 
rigidity. No abdominal viscera were palpable and the 
bowel sounds were exaggerated. His hernial sites and 
external genitalia were normal, as was the rest of the 
systemic examination. Laboratory data showed hemo-
globin, 13.4 g/dl; total leukocyte count, 8400/mm3, with 
82% polymorphonuclear leukocytes, 15% lymphocytes, 
1% monocytes, and 2% eosinophils; erythrocyte sedi-
mentation rate 20 mm after 1 h and platelet count, 3.80 
× 105/mm3. Liver function tests, serum electrolytes, and 
creatinine were normal. An abdominal plain X-ray 
showed dilated small bowel loops with air fl uid levels. 
Abdominal US also showed dilated small bowel loops 
in the periumbilical region. A CECT scan of the abdo-
men showed a narrowing in the ileocecal region with 
dilatation of the distal ileal loops. There was a well-
defi ned fat containing structure with central hyperden-
sity arising from the transverse colon suggestive of EA, 
which was adherent to the visceral peritoneum (Fig. 2). 

Thus, we made a provisional diagnosis of subacute in-
testinal obstruction caused by distal ileal narrowing 
with EA. The patient was kept on nil orally and treated 
with antibiotics and nonsteroidal anti-infl ammatory 
medication. He soon became pain-free and the obstruc-
tion was relieved by conservative management. He is 
now being followed up to investigate the cause of his 
distal ileal narrowing.

Discussion

First described by Vesalias in 1543,1 epiploic append-
ages are peritoneal pouches of subserosal fat, which run 
in parallel rows next to the anterior and posterior taenia 
coli of the colon. These fi nger-like projections are en-
veloped by a serosal layer and are supplied by one or 
two small end arteries from the colonic vasa recta and 
drained by a tortuous vein through a narrow pedicle.2,3 
The embryologic development of epiploic appendages 
begins in the second trimester of fetal life4 and they at-
tain an average length of 3 cm (0.5–5.0 cm) and a thick-
ness of 1–2 cm by adulthood, although they occasionally 
grow to as long as 15 cm.5 Over 100 epiploic appendages 
span the entire colon, most of which are in the cecum 
and sigmoid colon. It is speculated that these structures 
may have a local bacteriostatic or anti-infl ammatory 
function like a “miniature omentum,” they may cushion 
the colon during peristalsis, and they may act as a res-

Fig. 1. Case 1. Contrast-enhanced computed tomography of 
the abdomen showing a well-defi ned fat-containing structure 
with central hyperdensity (arrowhead). The lesion is seen aris-
ing from the serosal surface of the descending colon adherent 
to the visceral peritoneum. There is also mesenteric 
stranding

Fig. 2. Case 2. Contrast-enhanced computed tomography of 
the abdomen showing a well-defi ned fat-containing structure 
with central hyperdensity (arrowhead) arising from the trans-
verse colon



152 R. Talukdar et al.: Epiploic Appendagitis

ervoir for blood when the colon and its blood vessels 
contract.3,6 Some investigators have also suggested that 
epiploic appendages play a role in colonic absorption or 
serve as a fat-storing device.1

In 1853, Virchow suggested that the detachment of 
epiploic appendages was a source of intraperitoneal 
loose bodies.7 The term “EA” was coined by Lynn et 
al. in 1956 to describe the primary infl ammatory disease 
of these appendages.8 The anatomy of the epiploic ap-
pendages makes torsion the most common cause of in-
fl ammation of these structures.5 Torsion occurs along 
the long axis and is followed by edema, vascular com-
promise, thrombosis, and ischemia, fi nally culminating 
in gangrenous necrosis, which may give rise to focal 
peritoneal signs. Other causes of EA include spontane-
ous thrombosis of the draining vein, lymphoid hyper-
plasia, and bacterial invasion, occurring directly or 
secondary to diverticulitis.9 Epiploic appendagitis may 
also develop secondary to Crohn’s disease, appendicitis, 
cholecystitis, pancreatitis, or salpingitis.10 Occasionally, 
EA results in peritoneal adhesions, leading to bowel 
obstruction.6 Epiploic appendages may be involved in 
lipomatosis and metastatic disease and are sometimes 
incarcerated in a hernia.4–6

Epiploic appendagitis usually affects adults aged be-
tween 20 and 50 years, with an equal sex distribution,10,13 
although a few authors report a slight male preponder-
ance.7 Early studies projected a higher incidence in 
obese patients, but this was refuted in a subsequent 
larger series of 208 patients.14 The most common presen-
tation of EA is localized, nonradiating abdominal pain 
in the absence of severe illness. The pain usually in-
volves the right lower quadrant (55%) despite the fact 
that 53% of infarcted appendages are found in the sig-
moid colon.15 Interestingly, Legome et al.16 and Levret et 
al.17 reported series in which 73% and 83% of patients, 
respectively, presented with left lower quadrant pain. 
Local peritonitis is uncommon and only 10%–30% pa-
tients have a palpable mass.14 As the pain does not have 
any characteristic feature, it commonly mimics acute 
appendicitis or diverticulitis. However, the absence of 
migration and altered bowel habits clinically differenti-
ates it from acute appendicitis and diverticulitis, respec-
tively. Pain usually resolves within 1–2 weeks.

Before the description of US and CT criteria for EA, 
diagnosis was largely made by exclusion, or at laparot-
omy for acute abdomen. Currently, CT gives an accu-
rate picture of EA, whereby unnecessary exploratory 
laparotomy can be avoided. A normal appendage is not 
visible unless there is free fl uid in the abdomen. On US, 
an infl amed epiploic appendage appears as a noncom-
pressible, solid, hyperechoic ovoid mass with a subtly 
hypoechoic rim located at the point of maximum ten-
derness.18 The CT features are characteristic and in-
clude the following: a paracolonic oval fatty mass, 

representing the infl amed or infarcted appendage; a 
well-circumscribed hyperattenuated rim surrounding 
the mass, representing the infl amed visceral peritoneal 
lining; and occasionally, a high-attenuated central dot, 
representing a thrombosed or engorged central vessel 
or a central area of hemorrhage. Other fi ndings include 
periappendageal fat stranding, parietal peritoneal thick-
ening, and adjacent bowel compression.19–23 The appear-
ance of a lobulated mass signifi es the presence of two 
or more contiguous infarcted appendages.24 The CT fea-
tures of omental infarction and AE are often similar, so 
they may be diffi cult to differentiate. The absence of a 
hyperattenuated rim and a central area of high attenu-
ation increases the probability of omental infarction.22 
Moreover, omental infarction appears heterogeneous 
with a whorled pattern of fat stranding between the 
anterior abdominal wall and the transverse or ascending 
colon.25 The anatomic location of pain in EA is adjacent 
to the colon, whereas that in omental infarction is cen-
tered in the omentum.

Epiploic appendagitis is a self-limiting illness which 
follows an uneventful clinical and radiological recovery 
with only analgesics.19,20,26 Our fi rst patient had clear 
primary EA, whereas our second patient had Crohn’s 
disease in remission and a narrowed ileocecal region 
with features of small bowel obstruction. Since the site 
of obstruction was the ileocecal region, the infl amed 
appendage in the transverse colon was unlikely to have 
caused the obstructive symptoms.

In conclusion, EA is a self-limiting condition that re-
solves with symptomatic treatment and analgesia. Be-
fore the description of CT criteria, it was diagnosed at 
exploratory laparotomy. We presented these two cases 
to highlight the existence of this entity, emphasize its 
consideration in the differential diagnosis of acute, non-
specifi c abdominal pain, and to stress that it does not 
require surgery, but responds to conservative manage-
ment. Diagnosing EA in the emergency department in 
a patient with acute abdomen will prevent unnecessary 
surgical intervention.
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