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Radiologic findings of epiploic appendagitis
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Abstract

The aim of this case report is to present typical US and CT features of epiploic appendagitis, characterized by the ischemia

and inflammation of the epiploic appendices of the colon.

A 44 year old man was admitted with a localized pain to umblical region. Physical examination revealed rebound tender-
ness. US examination showed a hyperechoic mass with a hypoechoic rim posterior to abdominal wall and CT features con-
firmed the diagnosis of epiploic appendagitis. The case was managed conservatively and had a self limited course.
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Introduction

Epiploic appendagitis is a rare, self limited condition
characterized by the ischemia and inflammation of the
epiploic appendages. It is mostly manifested as a local-
ized, severe pain, usually in the right or left lower quad-
rant and it can mimic acute diverticulitis or appendicitis
[1-4]. Knowledge of the radiologic features of this en-
tity is important for patient management and can avoid
unnecessary surgery. The aim of this report is to present
clinical and radiological findings of a case of epiploic ap-
pendagitis.

Case Report
A 44-year-old man presented to emergency depart-

ment with progressively increasing acute abdominal
pain and nausea. Physical examination revealed re-
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bound tenderness in the umblical region. The patient
was afebrile and had normal bowel movements. His
rectal examination and laboratory findings were unre-
markable. Abdominal ultrasonography (US) of the liver
and biliary tract was normal. Under the site of patient’s
maximum tenderness, there was a 2.5x1.5 cm hypere-
choic oval mass posterior to abdominal wall (fig 1). The
mass had a hypoechoic rim and there was no internal
flow with color Doppler imaging. With the suspicion
of epiploic appendagitis, a contrast enhanced abdomi-
nal computed tomography (CT) examination was per-
formed after an intravenous enjection of 100 ml noni-
onic contrast material with an iodine content of 300mg/
ml at a rate of 4 ml/s (Omnipaque 300, Nycomed Am-
ersham, New York, USA). A portal venous phase scan
was obtained after a total scan delay of 80 s, from dia-
phragm to the symphysis pubis. Scanning parameters
included 120 kVp, 250 mA and a slice thickness of 0.5
mm. CT demonstrated an oval lesion of fat density, ad-
jacent to the anterior wall of the right side of the trans-
verse colon (fig 2). Mesenteric fat planes surrounding
the lesion were increased in density. The lesion showed
peripheral contrast enhacement. A diagnosis of epiploic
appendagitis was made according to US and CT find-
ings. After a course of 5-day antibiotic therapy patient’s
clinical symptoms remitted.
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Fig 1. Hyperechoic oval mass posterior to abdomi-
nal wall seen on ultrasonography (arrows)
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Fig 2. Contrast enhanced axial abdomianl CT dem-
onstrates an oval lesion of fat density and increased
density in surrounding fat planes (arrows).

Discussion

Epiploic appendages are 0.5- 5 cm long and 1-2 cm
thick, serosa-covered, fatty pouchings originating from
the antimesenteric surface of the colon. They are ar-
ranged in two rows paralleling the tenia coli and their
number and size increase in the lower quadrants [1,3].
The function of these appendages remains unclear but a
cushioning function for the colon and a role in immune
response and absorbtion have been proposed [5]. Each
appendage is attached to the colon with a stalk contain-
ing one or two arterioles and a venule. Spontaneous
kinking or twisting of this vascular stalk or the throm-
bosis of the draining venule causes ischemia and inflam-
mation resulting in the primary form of these appendag-
es, known as primary epiploic appendagitis. Secondary
form of appendagitis is caused by any other inflamma-
tory process involving colon, such as diverticulitis or
appendicitis [2].

Epiploic appendagitis mostly manifests in the 4th
and 5th decades of life with a male predominance [3,5].

Clinically, patients usually have a localized, sharp pain
in the lower quadrants without any associated symptoms
such as vomiting or diarrhea. Laboratory findings are
unremarkable in most of the cases although a low grade
leukocytosis and an increase in C reactive protein lev-
els have been reported [1,6]. CT, US and MRI can aid
in the diagnosis of epiploic appendagitis. US typically
shows a non-compressible hyperechoic, oval mass with
a hypoechoic rim and no central flow on color Doppler
imaging under the point of maximum tenderness. CT de-
mostrates a fat-density lesion next to the colon with sur-
rounding mesenteric fat stranding and sometimes a con-
trast-enhanced rim. A hyperdense linear area can be seen
centrally, representing the thrombosed venule [2,3,7].
The differential diagnosis of a fatty lesion in a patient
with abdominal pain includes diverticulitis, appendicitis,
omental infarction and mesenteric panniculitis [2,3].

In conclusion, epiploic appendagitis is a rare cause of
acute abdomen and should be suspected in a patient with
localised pain and tenderness and no associated symp-
toms. Recognition of radiologic findings of this entity
is important because it is managed medically and has a
self- limited course. CT features of epiploic appendagitis
is well known and recognition of its typical US findings
can also be helpful in the diagnosis.
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