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Abstract
We present a surgical case of a necrotic epiploic appendage of a 37 yo man, that came to our Hospital
for a doubt abdominal pain.
Clinical and laboratory exam, such us ultrasonography can not orient to correct diagnosis.
Only on CT images it is possible to diagnose epiploic appendagitis, in differential diagnosis with
diverticulitis, especially when a pathognomonic sign is present, the “dot sign”.
The diagnosis allows a correct medical or surgical management and avoids complicances.
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Introduction
The epiploic appendage is a small pouch of sub
serosal fat and blood vessels that project into the
peritoneal cavity, parallel to the tenia coli of the
colon with a length between 0.5 and 5 cm.
The exact function remains unknown, probably is a
blood reservoir assist colon in absorption and
protect against pathogens; in normal circumstances,
epiploic appendage is not visualized on CT imaging
[1].
Epiploic appendagitis is a benign inflammatory
process, more frequent against sigmoid colon,
descending colon or right emicolon. During on this
event, torsion of the appendage can cause vascular
occlusion with consequent ischemia, thrombosis or
infarction.
It is a process that involves men more than women
in their 30-50 yo, is generally associated to colon
diverticula, exercise injury or hernias [2, 3].
The inflammation can heal after medical treatment,
even if surgery becomes necessary in case of
worsening or complications, such as adhesion,
abscess formation, peritonitis, bowel obstruction,
intussusception, intraperitoneal loose body [4-7].
We present a surgical case of a necrotic epiploic
appendage of a young man, that came to our
Hospital for a doubt abdominal pain.

Case Presentation
PR, male, 37 yo presented to our Emergency Section
for abdominal pain, expecially in left side.
The patient had previous good health, no history of
surgery; he denied trauma, nausea, vomiting, fever,
kidney stones, dysuria or hematuria.
Physical examination revealed distended abdomen
with tenderness in all quadrants.
The patient was placed on observation status;
laboratory exams and a noncontrast abdomen CT
were performed.
The patient had no fever (36.5 °), blood pressure of
115/90mm Hg, pulse 75 b/m, pulse oximetry of 97% in
air.
Laboratory results obtained showed an elevation
only of inflammatory indexes (C-reactive protein
(CRP) and erythrocyte sedimentation rate (ESR)).
The first abdomen CT with iv contrast media
revealed an infiltration in visceral abdominal fat in
left quadrant, on the antimesenteric margin of the
descending colon. No bowel obstruction,
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diverticulosis or abscesses were reported. No free
fluid
or
pneumoperitoneum
or
retro
pneumoperitoneum were present.
Anti-inflammatory and antibiotic drug were
administered.
However,
after
ten
hours,
symptomatology got worse and an abdominal
ultrasonography and non contrast CT were
performed. The evidence of the “dot sign”,
suggestive for necrosis and the pain increase
supported the decision of a laparoscopic excision of
the epiploic appendage.
The clinical appearance of the surgical piece and the
subsequent histological analysis confirmed the
necrosis of the epiploic appendage.
No complicance occurs after surgery; the patient
was discharged after a week in healthy conditions.

Discussion and Conclusion
Epiploic appendagitis is a rare benign cause of acute
abdomen (0.6%) with two critical issues: the
diagnosis and the treatment.
DIAGNOSIS
In the first case, in relation to the rarity of the
disease, there are many cases epiploic appendagitis
that
remain
undiagnosed;
abdominal
ultrasonography is not sufficient for the detection
and an abdominal CT is essential not only for the
diagnosis, but also for medical follow-up or surgical
timing [8,9].
A good anamnesis and a in-depht physical exam can
help to exclude some diagnosis, even if imaging
remains the first choice for the detection and to rule
out other causes of abdominal pain (Tab. 1). Sex,
age, pain location, other associated symptoms and
laboratory exams contribute to the correct
framework [10].
The most important differential diagnosis is with
diverticulitis, that occurs with fever, leukocytosis,
related gastrointestinal symptoms and a diffuse
abdominal pain, with a rapid onset and worsening
with abdominal stretching or cough.
The localized pain only in the affected area and the
evidence of a CT and/or ultrasonographic finding
can orient to an exact diagnosis.
On CT images there is the evidence of an oval lesion
with a central area of fat attenuation with
surrounding inflammation with fat stranding.
Corresponding to the pain area and the CT finding,
on ultrasonography there is a hyperecoic mass
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surrounded by hypoechoic peripheral ring with no
positivity at ColorDoppler.
TREATMENT
Once a correct diagnosis has been performed, an
adequate treatment should be give.
At first instance, an anti-inflammatory and antibiotic
therapy is administered, even if clinical and imaging
follow-up is necessary.
Sometimes recovery occurs in few weeks, in some
cases during months.
In our case, a progressive worsening of the
symptomatology occurs and an abdomen CT with
intravenous contrast media confirmed the diagnosis
and allowed to evaluate the evolution of the disease
with a possible necrosis of epiploic appendage.
The appearance of the dot sign raised to a
complication of the disease and, associated to the
clinical worsening inclined towards a laparoscopic
excision.
The surgical piece and the histological analysis
confirmed the hypothesis of a necrotic epiploic
appendage [11,12].
In conclusion the knowledge of the signs of an
epiploic appendagitis is essential to do a correct
diagnosis, even if It is a rare disease [13].
Then, the imaging follow-up, expecially in case of
clinical doubts is crucial to modify the treatment,
avoiding severe complications in patients, often
young men.
References
1. Patel H, Ahdelbaki A, Steenbergen P,
Chanana C, Li S Know the name: acute
epiploic appendagitis – CT findings and
review of literature AME Case Rep 2018; 2:8
2. Paola Crivelli, Marcello Carboni, Rino Aldo
Montella, Antonio Matteo Amadu, Stefano
Profili, Maurizio Conti, Giovanni Battista
Meloni. Gastroduodenal stenting: is still
useful in the treatment of malignant
obstruction? La radiologia medica 122 (8),
564-567
3. G. Di Grezia, G. Gatta, R. Rella, et al.,
“Abdominal
Hernias,
Giant
Colon
Diverticulum, GIST, Intestinal Pneumatosis,
Colon Ischemia, Cold Intussusception,
Gallstone Ileus, and Foreign Bodies: Our
Experience and Literature Review of
Incidental Gastrointestinal MDCT Findings,”

4.

5.

6.

7.

8.

9.

10.

11.

12.

15 (pag 13-19)

BioMed Research International, vol. 2017,
Article ID 5716835
Reginelli A, Iacobellis F, Del Vecchio L,
Monaco L, Berritto D, Di Grezia G, Genovese
EA, Giganti M, Cappabianca S “VFMSS
findings in elderly dysphagic patients: our
experience” BMC Surgery 2013; 138 (Suppl2):
554
Dali N, Ali A, Marzouk I et al. Acute epiploic
appendagitis: Radiologic and clinical
features of 12 patients – International
Journal of Surgery Case Reports 28 (2016)
219-222
Chu BA E.A., Kaminer E. Epiploic
appendagitis: a rare case of acute abdomen
Radiology case report 13 (2018) 599-601
Faggian A, Alabiso ME, Serra N, Pizza NL,
Iasiello F, Tecame M, Somma F, Rossi C, Di
Grezia G, Feragalli B, Iacomino A, Grassi R,
“Entero-colpo-cysto-defecography vs supine
entero-MRI: which one is the best tool in the
differentiation of enterocele, elytrocele and
edrocele?” Journal Biological Regulators and
Homeostatic agents 2013 Jul-Sep; 27(3):8618
Reginelli A, Di Grezia G, Gatta G, Iacobellis F,
Rossi C, Giganti M, Coppolino F, Brunese L
“Role of conventional radiology and MRI
defecography of pelvic floor hernias” BMC
Surgery 2013; 138 (Suppl 2): 553
Gourgiotis S, Oikonomou C, Veloudis G The
Diagnostic Dilemma of Primary Epiploic
Appendagitis and How to Establish a
Diagnosis Oman Medical Journal [2016], Vol.
31, No. 3: 235-237
Reginelli A, Capasso R, Ciccone V, Croce MR,
Di Grezia G, Carbone M, Maggialetti N,
Barile A, Fonio P, Scialpi M, Brunese L
Usefulness
of
triphasic
CT
aortic
angiography in acute and surveillance: Our
experience in the assessment of acute aortic
dissection and endoleak, International
Journal of Surgery 2016 Sep;33 Suppl 1:S7684.
Romano S, Scaglione M, Gatta G et al.
Association of splenic and renal infarctions
in acute abdominal emergencies Eur J Radiol
2004 Apr; 50(1):48-58
Ergelen R, Asadov R, Ozdemir B Computed

http://pharmacologyonline.silae.it
ISSN: 1827-8620

PhOL

Di Grezia, et al.

tomography findings of primary epiploic
appendagitis as an easily misdiagnosed
entity: Case series and review of literature
Ulus Travma Acil Cerrahi Derg, November
2017, Vol. 23, No. 6
13. Cuccurullo V, Cioce F, Sica A et al
Gastroenteric diseases in the third
millennium: A rational approach to optimal
imaging technique and patient selection
Recenti Progressi in Medicina 103(11):426-30

http://pharmacologyonline.silae.it
ISSN: 1827-8620

16 (pag 13-19)

PhOL

Di Grezia, et al.

17 (pag 13-19)

Table 1. Causes of abdominal pain in differential diagnosis with epiploic appendagitis

MOST FREQUENT

FEMALE PATIENTS

RIGHT SIDE PAIN

Diverticulitis
Omental infarction
Mesenteric Panniculitis
Sclerosing Mesenteritis
Tumor or Metastasis of Mesocolon
Nephrolithiasis
Pyelonephritis
Ovarian torsion
Ovarian cyst rupture
Ectopic pregnancy
Appendicitis
Cholecystitis

Table 2. Differential diagnosis between diverticulitis and epiploic appendagitis

Lower quadrant pain
Tenderness
Nausea
Vomiting
Appetite changing
Fever
Leukocytosis
Inflammatory markers
Worsening with
Valsalva or cough

DIVERTICULITIS
Yes
Diffuse

EPIPLOIC APPENDAGITIS
Yes
Affected area

Yes

No

Yes
Yes
Yes

No
No
Yes

No

Yes
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Figure 1. Axial (A) and coronal reconstruction (B) contrast CT images in arterial phase showing an oval fat
density mass on left side on the anti-mesenteric side of the descendent colon associated to fat stranding

Figure 2. Axial (A) and magnification (B) non contrast CT images after ten hours.
The images show a worsening of the disease with colonic and peritoneal involvement and the “dot sign”,
indicative of necrosis of the epiploic appendage.
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Figure 3. Coronal reconstruction (A) of the Fig. 2 axial images and (B) surgical piece that confirm the necrotic
appearance of the appendage.
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