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Case Presentation  
 
A 45-year-old male presented to the office with a four-day his-
tory of left lower quadrant abdominal pain. The pain was mild 
to moderate described as, achy and non-radiating. He denied 
nausea, vomiting, fever, chills, dysuria, heartburn, weight loss, 
postprandial fullness, early satiety, or changes in bowel habits. 
Past medical history includes hypertension, gastroesophageal 
reflux and dyslipidemia. He had no prior colonoscopy. Physical 
examination notable for a well appearing individual with mild 
left lower quadrant abdominal tenderness. He was afebrile and 
normotensive. Abdominal exam was without rebound or guard-
ing and negative for a palpable mass. Due to a concern for acute 
diverticulitis, he was started on a ten-day course of ciprofloxa-
cin and metronidazole. Complete blood count and comprehen-
sive metabolic panel returned unrevealing. Computed 
tomography (CT) of the abdomen and pelvis with intravenous 
contrast was ordered and performed eight days later. It revealed 
a fat lobule with hyperattenuating rim and a small amount of 
adjacent fat stranding anterior to the descending colon. 
Antibiotics were stopped and he continued ibuprofen and 
acetaminophen for pain control. The abdominal pain resolved 
within several days, but he developed non-bloody diarrhea 
about a month after stopping antimicrobial therapy. Stool 
studies subsequently detected Clostridium difficile via poly-
merase chain reaction testing; and a ten-day course of oral 
vancomycin was completed with resolution of diarrhea.  
 
Discussion 
 
Epiploic appendages are peritoneal outpouchings composed of 
adipose tissue and vasculature that extend and protrude from 
the serosal surface of the colon. These structures typically range 
from 0.5 to 5cm in length and 1-2 cm in thickness and 50-100 
in quantity.1 The function of epiploic appendages is unclear but 
may function in cushioning, absorption, and immunity.2 
Potential risk factors include obesity, strenuous exercise, and 
hernia. They most commonly occur in males in the fourth to 
fifth decades of life.3 
 
Epiploic appendagitis is detected in 2-7% of individuals pre-
sumed to have diverticulitis and in 0.2-1 percent of individuals 
who have symptoms suggesting appendicitis.4 The most com-
mon locations of acute epiploic appendagitis, are adjacent to the 
sigmoid colon, the descending colon, and the right hemicolon.3   
 
Epiploic appendagitis may be primary or secondary.  The 
primary form is usually caused by the torsion of an epiploic  

 
 
appendage, but it can also be caused by the spontaneous 
thrombosis of the central draining vein, which results in 
ischemic or hemorrhagic infarction and ensuing inflammation. 
In contrast, secondary epiploic appendagitis is due to the exten-
sion from adjacent inflamed organs, such as from diverticula, 
appendix, gallbladder, and pancreas.5  
 
Individuals with epiploic appendagitis most commonly present 
with lower abdominal pain, more commonly on the left and are 
commonly misdiagnosed as acute diverticulitis or acute ap-
pendicitis.  Most patients are afebrile and without leukocytosis, 
nausea and vomiting.  
 
Due to the lack of distinctive clinical features, diagnosing 
epiploic appendagitis is difficult. Epiploic appendagitis is 
typically diagnosed via CT of the abdomen. Before widespread 
CT use, it was only diagnosed accurately during surgery. CT 
findings include a fat-density ovoid structure adjacent to the 
colon, with thin high-density rim, surrounding inflammatory fat 
stranding and thickening of the adjacent peritoneum. A central 
hyperdense dot signifies the thrombosed vascular pedicle, an 
inflamed appendage located on the anterior aspect of the 
sigmoid or descending colon. If CT is unavailable, ultrasound 
and magnetic resonance imaging (MRI), may also be utilized 
especially in pediatric and obstetric populations.  Ultrasound 
findings reveal an ovoid, non-compressible, hyperechoic mass 
line at the point of maximal tenderness, without internal 
vascularity bordered by a faint hypoechoic line.6 MR imaging 
shows an oval mass with fat tissue signal intensity and ring 
enhancement with gadolinium.7  
 
In most patients, epiploic appendagitis is a benign and self-
limiting condition, which resolve in less than ten days.  Limited 
research has been published on treatment of epiploic appenda-
gitis. Pain control is generally the only treatment. This typically 
consists of non-steroidal anti-inflammatory drugs (NSAIDs) 
and if needed, opiates. Surgical therapy is indicated in patients 
that fail to improve with conservative management, new or 
worsening symptoms such as fever, severe pain, vomiting, or 
inability to tolerate oral intake, or for those that develop compli-
cations such as adhesions, bowel obstruction, intussusception, 
peritonitis, intraperitoneal loose body, or development of ab-
scess that cannot be managed nonoperatively. Surgical therapy 
involves ligation and resection of the inflamed appendage.8  
   
 



  
 
Conclusion  
 
In conclusion, epiploic appendagitis is an uncommon, self-
limited condition that is difficult to diagnosis by history and 
physical examination. Thus, CT imaging, is usually needed for 
definitive diagnosis. It is commonly misdiagnosed as acute 
diverticulitis or acute appendicitis due to overlapping features. 
It is important to be aware of this condition considering 
potential complications. Inaccurate diagnosis could lead to 
unnecessary hospitalization, antibiotic use, dietary restrictions, 
and unwarranted surgery.  
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