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Case Presentation 
 
A 36-year-old male presented to the ambulatory clinic com-
plaining of abdominal pain. The pain had been present for the 
past 8-9 days and was becoming progressively more severe. 
When asked specifically, the pain localized to the left iliac 
fossa, was constant in duration and frequency, sharp in quality, 
7/10 in severity, without radiation, exacerbated by movement 
and touch, and somewhat alleviated by rest and lying supine. 
The patient denied any associated fever, chills, weight loss, 
night sweats, nausea, vomiting dysphagia, or bowel changes. 
 
His past medical history was largely unremarkable with the 
exception of several sleep parasomnias. Social history revealed 
moderate alcohol use, with the consumption of two beers per 
day with no tobacco or drug use. He had no prior history of 
surgery, with intact gallbladder and appendix. Family history 
was negative for gastrointestinal disease or malignancy. Vital 
signs included: T 98°F, BO 140/74, and pulse 75/m. Physical 
examination revealed a non-distended abdomen with normal 
bowel sounds that was exquisitely tender to palpation in the left 
lower quadrant. There was no hepatosplenomegaly but 
presence of guarding and rebound tenderness. 
 
An acute surgical abdomen was suspected and the patient was 
strongly advised to go to the emergency room for immediate 
workup. However, the patient adamantly refused but did agree 
to obtain STAT labs and ambulatory imaging. He agreed to go 
to the emergency room should his symptoms worsen. The 
patient did not obtain blood testing, but obtained computed 
tomography (CT) of the abdomen and pelvis with contrast 
which revealed focal inflammatory changes at the rectosigmoid 
junction and surrounding adjacent fat lobule, most consistent 
with epiploic appendagitis. No other areas of inflammatory 
change were noted and a normal appendix was identified with 
no free fluid or fluid collection. 
 
A diagnosis of epiploic appendagitis was started on ibuprofen 
600-800 mg every eight hours for four to six days. His 
symptoms improved over the next 72 hours with complete 
resolution. 
 
Discussion 
 
Epiploic appendixes are small (0.5–5.0 cm long) outpouchings 
of peritoneum filled with fat and small vessels that protrude 
from the serosal surface of the colon. They occur in the 
rectosigmoid junction (57%), ileocecal region (26%), ascend- 

 
 
ing colon (9%), transverse colon (6%) and descending colon 
(2%).1 Epiploic appendagitis is caused by torsion of an epiploic 
appendage or spontaneous venous thrombosis of a draining 
appendageal vein.2 Epiploic appendagitis may be primary or 
secondary. Secondary epiploic appendagitis is associated with 
inflammation of adjacent organs, and can present as diverticu-
litis, appendicitis, or cholecystitis. Epiploic appendagitis 
generally occurs in the second to fifth decades of life with a 
mean age of 40 years. The incidence has been reported to be up 
to four times higher in men as compared with women.3-5 

 
Patients with epiploic appendagitis most commonly present 
with acute or subacute lower abdominal pain. The pain is in the 
left abdomen in 60 to 80 percent of patients, but has also been 
reported in the right lower quadrant. The pain has been 
described as a constant, dull, localized pain that does not 
radiate.6 Other, less frequent symptoms include postprandial 
fullness, early satiety, vomiting, bloating, diarrhea, and low-
grade fever. 
 
The presenting clinical symptoms of epiploic appendagitis are 
non‐specific, often leading to misdiagnosis in most patients. 
The white blood count, erythrocyte sedimentation rate, and C-
reactive protein are usually normal, but may be mildly 
elevated.7,8 The pain may be exacerbated by coughing, deep 
breathing or stretching because the infarcted appendage is 
adherent to the parietal peritoneum. Signs and symptoms are 
generally self‐limited and rarely last more than 1 week.7,9 The 
non‐specific symptoms may mimic appendicitis, diverticulitis, 
omental infarction, pelvic inflammatory disease or a ruptured 
ovarian cyst.10 

 
Abdominal CT is diagnostic for epiploic appendagitis, while 
excluding other causes of abdominal pain. On CT, the lesion 
appears as a fatty mass which is connected to the serosal surface 
of the colon and has slightly higher attenuation than peritoneal 
fat. All masses have periappendiceal fat stranding, and a few 
may have a central dot of high attenuation, possibly caused by 
a thrombosed vessel in the epiploic appendix or by the opposing 
surfaces of two adjacent appendixes.11  
 
Epiploic appendagitis is a benign and self-limiting condition 
disease and conservative treatment with analgesics is usually 
sufficient.12 Complete resolution without surgical intervention 
usually occurs between 3 to 14 days. Complications such as 
intussusception, bowel obstruction, and abscess are rare.  



  
 
REFERENCES 
 
1. Thomas JH, Rosato FE, Patterson LT. Epiploic 

appendagitis. Surg Gynecol Obstet. 1974 Jan;138(1):23-5. 
PubMed PMID: 4808999. 

2. Pines B, Rabinovitch J, Biller SB. Primary torsion and 
infarction of the appendices epiploicae. Arch Surg. 1941; 
42:775-87. 

3. Schnedl WJ, Krause R, Tafeit E, Tillich M, Lipp RW, 
Wallner-Liebmann SJ. Insights into epiploic 
appendagitis. Nat Rev Gastroenterol Hepatol. 2011 
Jan;8(1):45-9. doi: 10.1038/nrgastro.2010.189. Epub 2010 
Nov 23. Review. PubMed PMID: 21102533. 

4. Ozdemir S, Gulpinar K, Leventoglu S, Uslu HY, 
Turkoz E, Ozcay N, Korkmaz A. Torsion of the primary 
epiploic appendagitis: a case series and review of the 
literature. Am J Surg. 2010 Apr;199(4):453-8. doi: 
10.1016/j.amjsurg.2009.02.004. Epub 2009 Jun 11. 
Review. PubMed PMID: 19520357. 

5. Sand M, Gelos M, Bechara FG, Sand D, Wiese TH, 
Steinstraesser L, Mann B. Epiploic appendagitis--clinical 
characteristics of an uncommon surgical diagnosis. BMC 
Surg. 2007 Jul 1;7:11. PubMed PMID: 17603914; PubMed 
Central PMCID: PMC1925058. 

6. Sandrasegaran K, Maglinte DD, Rajesh A, Akisik FM. 
Primary epiploic appendagitis: CT diagnosis. Emerg 
Radiol. 2004 Aug;11(1):9-14. Epub 2004 Jul 6. PubMed 
PMID: 15278705. 

7. Rioux M, Langis P. Primary epiploic appendagitis: 
clinical, US, and CT findings in 14 cases. Radiology. 1994 
May;191(2):523-6. PubMed PMID: 8153333.  

8. Carmichael DH, Organ CH Jr. Epiploic disorders. 
Conditions of the epiploic appendages. Arch Surg. 1985 
Oct;120(10):1167-72. PubMed PMID: 4038060. 

9. Mollà E, Ripollés T, Martínez MJ, Morote V, Roselló-
Sastre E. Primary epiploic appendagitis: US and CT 
findings. Eur Radiol. 1998;8(3):435-8. PubMed PMID: 
9510579. 

10. Boardman J, Kaplan KJ, Hollcraft C, Bui-Mansfield 
LT. Radiologic-pathologic conference of Keller Army 
Community Hospital at West Point, the United States 
Military Academy: torsion of the epiploic appendage. AJR 
Am J Roentgenol. 2003 Mar;180(3):748. PubMed PMID: 
12591688. 

11. Rao PM, Wittenberg J, Lawrason JN. Primary epiploic 
appendagitis: evolutionary changes in CT appearance. 
Radiology. 1997 Sep;204(3):713-7. PubMed PMID: 
9280248. 

12. Rao PM, Rhea JT, Wittenberg J, Warshaw AL. 
Misdiagnosis of primary epiploic appendagitis. Am J Surg. 
1998 Jul;176(1):81-5. PubMed PMID: 9683140. 

 
 


