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An unusual cause of acute abdomen–epiploic 
appendicitis: report of two cases
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ABSTRACT
Epiploic appendices, first described in 1543 by Vesalius, are fatty structures which are attached through the length 
of the colon and consisted of visceral peritoneum. Epiploic appendicitis is an uncommon and self-limiting disease. 
In this report, we aimed to present two patients with epiploic appendicitis.
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Primary epiploic appendicitis which is charac-
terized by inflammation of epiploic appendices 

because of torsion or spontaneous venous throm-
bosis was described firstly in 1956 by Lynn as right 
or left lower quadrant pain with a rapid onset [1]. 
This inflammatory process of peritoneal vesicles 
around colonic segments extending from caecum to 
rectosigmoid junction, and appendix vermiformis 
occurs frequently in the location of sigmoid colon, 
and caecum [2]. Since it can be confused with acute 
appendicitis, and acute diverticulitis, it is impor-
tant to detect this disease which requires conser-
vative treatment. Ultrasound (US), and especially 
computed-tomography (CT) yield us characteristic 
data resulting in correct diagnosis.

CASE REPORT

Case 1 – A 27-year-old male patient consulted to 
us with abdominal pain lasting nearly six hours. 
His medical history was unremarkable. On physi-
cal examination localized tenderness, and guarding 
were palpated on the left lower quadrant. His labo-
ratory findings were nonspecific (WBC 11.800/
mm3, hemoglobin 16 gr/dl, CRP 0.6 mg/dl). On 
US, a hyperechoic omental fatty tissue in the lower 
left quadrant measuring 43x17 mm was observed. 
On CT, an increase in density on the rim of the 
mesentery, and in the vicinity of sigmoid colon 
which suggested the presence of epiploic appendi-
citis (Figure 1). Medical treatment was applied. On 
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the fourth day of the treatment he was discharged, 
and in the fifth month of his follow-up period any 
disease recurrence was not detected.

Case 2 – A 72-year-old female patient presented 
to the outpatient clinic with abdominal pain lasting 
for 3 days. His medical history was unremarkable 
except for diabetes mellitus. On physical examina-
tion upper, and lower left quadrants were tender to 
palpation. His laboratory findings were nonspecific 
(WBC 10.500/mm3, hemoglobin 13 gr/dl, CRP 
1.2 mg/dl). On CT, pericolon fatty tissue was in-
flamed, edematous, and increased density on mes-
entery was seen which was in compliance with epi-
ploic appendicitis (Figure 2). The patient received 
medical treatment. Any disease recurrence was not 
detected in 3. month of the follow-up period.

DISCuSSIOn

Epiploic appendices are oval-shaped 1–2 cm thick 
small peritoneal processes measuring 0.5–5 cm in 
length which are found as arrays of two rows along 
taenia coli,and attached with a vascular pedicle to 
the serous coat of the large intestine [2]. Although 
they are more diffuse in sigmoid colon (57%), and 
ileocecal region (26%) only 50–100 epiploic ap-
pendages are seen in the whole colon [3, 4]. They 
are perfused by one or two small terminal branches 
of colonic vasa recta, and drained through a single 
vein. They have pedicles which gave them ability to 
move freely [5]. Their role in immunity as is seen 
with omentum, and their involvement in colonic 
absorption have been already indicated [5]. In our 
cases, inflammation was localized in the sigmoid co-
lon in compliance with the literature findings.

Epiploic appendicitis is primary or secondary 
inflammation of epiploic appendices. In intraab-
dominal inflammatory events as diverticulitis, ap-
pendicitis, and cholecystitis, epiploic appendicitis 
develops. Its treatment is symptomatic. Primary 
epiploic appendicitis (PEA) is ischemic or hemor-
rhagic infarct, and inflammation as a result of ap-
pendiceal torsion or spontaneous venous thrombo-
sis. It is a very rarely seen self-limiting disease with 
a benign course. Golash et al. detected PEA in only 
8 out of 13.200 patients with acute abdominal pain 
[6]. Right-sided PEA can be confused with acute 

appendicitis, right collonic diverticulas, however 
left-sided PEA is frequently mistaken for sigmoid 
colon diverticulitis. It is important to consider 
these disease groups with different treatment pro-
tocols in the differential diagnosis of epiploic ap-
pendicitis.

Primary epiploic appendicitis can be seen be-
tween 12, and 82 years of age which peaks in the 
4.–5. decades, and it is slightly more frequently seen 
in men [2]. Obesity is reported as a risk factor [6]. 
Body mass indices of our cases (BMIs) were within 
normal limits.
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Figure 1. Case 1 CT image.

Figure 2. Case 2 CT image.
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tissue implants on the peritoneal surface. Omental 
cake is seen as a thick soft tissue mass adjacent to 
the ventral aspect of the transverse colon [4]. CT 
is a noninvasive tool which enables us to make a 
differential diagnosis among all these diseases. We 
made a diagnosis using CT in our two cases. Char-
acteristic CT findings can persist up to 6 months 
[6]. During our controls, though regressed, we have 
seen persistence of CT signs.

Since its first description of PEA in the year 
1968, it is treated conservatively,and with analgesic, 
and antibiotic use, the patient is discharged within 
less than 10 days [5]. In suspect cases, laparoscopy 
is predominant in that it enables us to make a diag-
nosis, and apply treatment. In the past, the standard 
treatment of PEA was excision because it could be 
diagnosed only intraoperatively. However nowadays 
some authors still recommend surgical treatment. 
Sand et al reported recurrence rate of 40 percent 
[2]. Disease of the cases in their 3., and 5. months 
of the follow-up period are still coursing without 
any recurrence.

This very rarely disease which has a good prog-
nosis can lead to malpractice. It can be confused 
with acute appendicitis, acute diverticulitis, ovarian 
torsion, enteritis, typhlitis, mesenteric lymphad-
enitis, and colorectal cancer. It can cause prolonged 
hospital stay, unnecessary antibiotic use, and surgi-
cal intervention.

In conclusion, in cases with suspect lower ab-
dominal quadrant pains, CT is effective in mak-
ing a diagnosis of PEA with increased sensitivity, 
and specificity. When we detect a benign disease of 
PEA, we can prevent unnecessary invasive proce-
dures.
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