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Acute Abdominal Presentation in Emergency and a Prodigious Diagnosis 
of Acute Epiploic Appendagitis: A Rare Case Report
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Abstract 

Background: Appendices Epiploicae, also referred as Epiploic appendages, are 50-100 fat 
filled finger like projection from the serosal surface of large intestine. Epiploic Appendagitis is a 
self-limiting, benign disease process which results from the inflammation of these Appendices 
Epiplocae or thrombosis of the draining vein of Appendices Epiplocae.

Case Report: We report a case of 49 year old female, generally well, presented to the A & E 
with complaints of a painful lump in her left iliac fossa growing in size for last four weeks. She 
presented to us because of acute increase in size and pain, resulting in significant discomfort. 
Owing to her history of CIN-1 we arranged a CT abdomen and pelvis with contrast fearing 
some sinister underlying ongoing pathology causing her symptoms. But to our surprise Ct 
reported a underrated cause of her abdominal pain, Epiploic Appendagitis. We were surprised 
of her presentation as a hard abdominal lump which was quite unusual for EA to present as. 
We assume it was secondary to an extensive underlying local inflammatory reaction. Patient 
was reassured and treated with NSAID, antibiotics and follow up with surgery ambulatory 
care.

Conclusion: We authors are reporting this case of primary epiploic appendagitis because 
we think every emergency and primary care physicians should be aware of this very rare 
condition which might present to emergency as an acute abdominal presentation mimicking 
other common presentations like acute diverticulitis and acute appendicitis. Being aware 
of this condition is utmost important to diagnose it early and avoid more invasive surgical 
managements and unnecessary antibiotic usage.
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INTRODUCTION

Epiploic appendages, also referred to as 
Appendices epiploicae, are fat Þ lled Þ nger like 

projections originating from the serosal surface of 
large intestine, out pouching into the abdominal 
cavity. They are originating parallel to the outer 
layer of three longitudinal muscle bands of large 
intestine called taenia coli and in two rows, 
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anterior and posterior.1 There are 50-100 epiploic 
appendages in an adult human.2

Historically, Epiploic Appendages were Þ rst 
described in 1543 by Vesalius. Virchow gave it 
a surgical signiÞ cance in 1853, describing it as 
“loose bodies” or “peritoneal mice”, when it gets 
detactched from the serosal surface of intestine and 
wander inside the peritoneum.3,4 In rare occasions, 
it can get reattach to another organ surface and 
then it is then called as “parasitized appendages 
epiploica”.5

Epiploic Appendagitis, Þ rst described by Lynn et 
al. in 1956, a rare cause of acute abdominal pain/ 
presentation in Emergency Departments (ED). 
Primary appendagitis epiploica is a self-limiting 
disease process, resulting from inß ammation of one 
or more epiploic appendage/s or rarely thrombosis 
of draining vein of a epiploic appendages. 
Secondary appendagitis epiploica is a resulting 
secondary inß ammation of epiploic appendages 
which springs from a primary inß ammation 
of an adjacent peritoneal structure, examples: 
appendicitis or diverticulitis or cancerous process.

Clinically it is often mimics more common causes 
of acute abdominal presentations in emergency 
departments, acute diverticulitis or acute 
appendicitis. It is a very rare diagnosis, often missed 
at Þ rst, because of lack of knowledge regarding 
this condition among emergency physicians and 
primary care physicians.  Sometimes misdiagnosed 
as other common conditions, lead to unnecessary 
antibiotic usage, surgical interventions, and 
unwanted hospitalizations.

We will discuss this case of a minacious 
presentation of acute abdominal pain,which to 
our pleasant surprise, lead us to a very rare but 
amicable diagnosis of Epiploic Appendigitis.

CASE REPORT

49 year old female presented to the A&E with 
complaints of a painful lump in her left illiac 
fossa growing in size for last four weeks. She 
has consulted her GP already who arranged for 
an Ultrasound scan, still awaited. She presented 
to us in A&E as she noticed it increased in size 
signiÞ cantly in last few days and pain became 
much worse. She denied any fever, weight loss, 
nausea, vomiting, loss of appetite, dizziness. No 
dysuria/ diarrhoea. She further denied any vaginal 

discharge/ bleeding/ spotting/ dyspareunia. 
Only signiÞ cant past medical history was, she was 
diagnosed as cervical intra epithelial neoplasia 1 
and recent cervical smear 2 weeks back conÞ rmed 
no progression of the disease.

On presentation: 

She walked in ED. BP 136/76mmhg, PR-89/min, 
SpO2-98%on Room Air, RR-19/min, Temperature-
36.5°C. Chest: Bilateral (B/L) normal vesicular 
breath sounds (VBS). CVS= normal S1, S2 audible 
and no murmur. Abdomen: a hard, tender lump 
palpated in left lilac fossa, non-mobile and 
undeÞ ned lower edges, approx. 5x5cm size. Rest 
of the abdomen was soft and bowel sound was 
normal.We were surprised of her presentation as a 
hard abdominal lump which was quite unusual for 
EA to present as. We assume it was secondary to an 
extensive underlying local inß ammatory reaction.

Urine dipstick and urine beta HCG both came 
back negative.

Her blood report showed raised WBC and CRP 
and normal renal and liver function tests.

Management:

At this point our main concern was a 
malignancy in background of the history of CIN-
1. Other differentials we wanted to rule out were 
Diverticulitis/ diverticular abscess, ruptured 
ovarian cyst or ovarian torsion. Hence we decided 
to go ahead for a CT abdomen and pelvis with 
contrast, weighing risk of radiation exposure vs. 
missing a more sinister pathology undergoing. 
We discussed with the radiologist and in the 
background of her history radiologist agreed for 
the CT abdomen & pelvis too.

CT took quite some time to be reported as we 
expected in this scenario but what was reported 
was not something we could ever thought of. To all 
of our pleasant surprise, CT reported that there was 
an acute left iliac fossa (LIF) epiploic appendagitis 
of the sigmoid colon with target sign on the 
coronal MPR causing signiÞ cant surrounding fat 
standing reaching the left inguinal canal with 
adjacent soft tissue swelling of the later and 
possible neighbouring collection of the left lateral 
rectus muscle measuring axillary 16 x 23 mm. No 
convincing hernia as shown in Figure 1.
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Fig. 1: Left Iliac Fossa Epiploic Appendagitis of Sigmoid Colon with Target Sign with significant 
surrounding soft tissue swelling suggestive of inflammation, extending to left inguinal canal.

Figure 1: Shows acute left iliac fossa (LIF) 
epiploic appendagitis of the sigmoid colon with 
target sign on the coronal MPR causing signiÞ cant 
surrounding fat standing reaching the left inguinal 
canal with adjacent soft tissue swelling of the later 
and possible neighboring collection of the left lateral 
rectus muscle measuring axillary 16 x 23 mm.

We referred the patient for emergency review 
by surgeons. Patient was initially discharged with 
Non-Steroidal Anti-inß ammatory Drug (NSAIDS) 
and Co-Amoxiclav with follow up in surgery 
ambulatory care unit. On follow up our patient’s 
inß ammatory markers were of rising trend. 
Hence, our patient was managed conservatively 
with escalated antibiotic coverage (covering gram 
positive, gram negative and anaerobes: to avoid 
complications and intra-abdominal sepsis) and oral 
non-steroidal anti-inß ammatory drugs. Although 
oral anti-inß ammatory drugs are recommended for 
four to seven days for pain, antibiotic is usually not 
recommended unless there is fear of complications.

DISCUSSION& LITERATURE REVIEW

Primary appendagitis epiploica is a rare, self-
limiting inß ammatory or ischaemic process 

involving the epiploic appendages, which are fat 
Þ lled Þ nger like projections originating from the 
serosal surface of large intestine into the peritoneal 
cavity. An adult human body they are usually 
50-100 in number, between 0.5 and 5 cm long, 
containing a vascular stalk (two arterioles and one 
venule) attaching it to the surface of the colon/ 
large intestine. Primary appendagitis epiploica 
is a disease presenting mostly between 2nd to 
5th decades of life.2 It is more common in obese 
women and one who recently lost weight, as these 
structures are larger in them, make them more 
prone to torsion.7

Common sites of epiploic appendages are: 
rectosigmoid junction: 57%, ileocaecal region: 
26%, ascending colon: 9%, transverse colon: 6%, 
descending colon: 2%.9

Types of epiploic appendages: can be primary 
or secondary. Primary appendagitis epiploica 
is a self-limiting disease process, resulting from 
inß ammation of one or more epiploic appendage/s 
or rarely thrombosis of draining vein of a epiploic 
appendages. Secondary appendagitis epiploica 
is a resulting secondary inß ammation of epiploic 
appendages which springs from a primary 
inß ammation of an adjacent peritoneal structure, 
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examples: appendicitis or diverticulitis or cancerous 
process.1,2

Pathophysiology: It is believed that epiploic 
appendages provide the protection to the large 
intestine, being its cushion support, during 
peristalsis. It also responsive for intra peritoneal 
& intestinal immunity, fat storage and colonic 
absorption.4 Each epiploic appendage attaches 
to the colon surface via a narrow vascular stalk, 
containing two arterioles and one venule and 
relies upon them entirely for vascular supply and 
drainage. Being pedunculated and mobile structure 
it is prone to twisting which lead to ischaemia and 
venous thrombosis, and ultimately inß ammation, 
infarction and necrosis of the draining epiploic 
appendage. It can sometime be associated with 
haemorrhage as well. Depending upon the degree 
and location of inß ammation/ infarction and 
necrosis varies the clinical presentation, degree 
of abdominal pain, mimicking other common 
conditions.

Clinical Presentation: Primary appendigitis 
epiploica presents with non-speciÞ c, localized 
abdominal pain, non-radiating, sharp in nature, 
mostly in the lower abdomen, left lower abdomen 
greater than right lower abdomen, usually pain does 
not get aggravated by movements, without any 
guarding or rigidity or palpable mass.14,15 Nausea, 
vomiting, abdominal bloating etc. are non-speciÞ c 
symptoms associated.16,17,18 Inß ammatory marker, 
whole blood count (WBC), neutrophil count and 
C-reactive protein (CRP) are seldom raised, when 
epiploic appendagitis is also related to fat necrosis 
and ischaemia.14,15,16,17,18

Our patient although presented with a hard lump 
in the left lower abdomen, which not a common 
presentation of epiploic appendagitis. We were 
surprised of her presentation as a hard abdominal 
lump which was quite unusual for EA to present 
as. We assume it was secondary to an extensive 
underlying local inß ammatory reaction. Over four 
weeks the lump was increased in size and became 
more painful, harder. Recently pain aggravated 
during movements, like walking, for last 2 days 
before her presentation to us in A&E, which is 
also unusual presenting symptoms of pain related 
to epiploic appendagitis. These feature related 
to underlying ischemia and necrosis, possibly 
intra-peritoneal fat necrosis and more advancing 
inß ammatory process. Our though denied any 
fever, lethargy, loss of appetite, diarrhoea or 
vomiting etc. to us, which possibly rule out any 
ongoing intra-peritoneal infection or peritonitis.

Complications: local adhesions leading bowel 

obstruction, secondary infection leading to local 
abscess formation, peritonitis, detachment lead to intra-
peritoneal loose body formation.

Differential Diagnosis: Diverticulitis: if left 
sided, Acute appendicitis: if right-sided, Ovarian 
cyst, ectopic pregnancy: in female, Mesenteric 
panniculitis, Omental neoplasms, Omental 
infarction.19,20 We suspected am underlying 
cancerous intra-abdominal metastatic mass should 
be ruled out without any delay. Acute diverticulitis 
or a haemorrhagic ovarian cyst or ovarian torsion 
might be possible other diagnosis we thought 
to rule out in emergency in this case. During 
follow up visits, we suspected intra-abdominal 
localised peritonitis as her WBC & CRP were 
persistently raised, CRP almost doubled in initial 
follow up, in spite of treatment with non-steroidal 
anti-inß ammatory drugs (NSAIDS) and oral 
prophylactic antibiotics, for which she had to be 
hospitalized  antibiotic and analgesia. As her WBC 
& CRP gradually normalized she was discharged 
on oral antibiotic, NSAIDs and follow up in surgery 
outpatient.

Diagnosis: Epiploic appendagitis is primarily a 
CT/ Radiology diagnosis as this condition is rare 
and lacks any speciÞ c clinical feature to diagnose 
this condition. In CT, inß ammation is mostly 
around the epiploic appendages and sparing the 
colonic wall and colonic diverticula, excluding acute 
diverticulitis or colitis.15,16 “Hyper attenuation ring 
sign” in CT scan is highly pathognomic of epiploic 
appendagitis. In non-enhanced CT an solitary fat 
density which originates from the large bowel 
wall signiÞ es the inß amed or ischaemic epiploic 
appendages. A hyper-attenuation rim surrounding 
this solitary fat density is the inß amed visceral 
peritoneum, giving rise to “Hyper attenuation 
ring sign”.19,20,23 “Fat stranding sign” is a more 
severe CT sign when inß ammation spreads to the 
adjacent mesentry.2,6 “Central dot sign” signiÞ es 
the thrombosis of the venule draining the inß amed 
epiploic appendage.1,15,19,20,23,24

MANAGEMENT

Epiploic Appendagitis is a self limiting disease 
and conservative treatment with analgesics and 
NSAIDS is usually sufÞ cient.

CONCLUSION

Epiploic Appendagitis is often a rare cause of 
acute abdominal pain presenting in emergency 
department or primary care. Presentation is 
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ambiguous. To diagnose epiploic appendagitis 
CT is the gold standard. Besides diagnosing this 
condition, CT abdomen also helps to rule out 
other possible differential diagnoses which may 
need more aggressive management. Treatment 
of epiploic appendagitis is simple, with NSAIDS 
only and hardly require any antibiotic for its 
management. We authors are reporting this case 
of primary epiploic appendagitis because we think 
every emergency and primary care physicians 
should be aware of this very rare condition 
which might present to emergency as an acute 
abdominal presentation mimicking other common 
presentations like acute diverticulitis and acute 
appendicitis. Being aware of this condition is utmost 
important to diagnose it early and avoid more 
invasive surgical managements and unnecessary 
antibiotic usage.
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