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Torsion of epiploic appendages simulating acute appendicitis
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Abstract

Torsion of epiploic appendages is rare clinical condition which can mimic acute abdomen such as acute appendicitis, acute
cholecystitis, diverticulitis or other cause of acute abdomen depending upon the location of torsion of appendage and degree
of ischaemia. They pose a real clinical challenge to diagnose. We report three such cases who presented to us with acute pain
in abdomen. Epiploic appendagitis often eludes the diagnosis preoperatively.
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Introduction

Epiploic appendages also called as appendices
epiploicae, they are fatty appendages about 0.5-5cm in
length, arranged in two rows along the serosa of colon
from caecum to rectosigmoid junction. A normal adult
human being usually has about 50-100 appendices
epiploicae. They are attached to colonic surface by
vascular stalk which consists of one to two arterioles
and usually drained by single venule.! The cecum and
the sigmoid colon are the predominant physiological
sites of appendageal occurrence. The epiploic
appendages undergo torsion, the exact cause is
unknown. It may develop because of sudden rotation of
the body, or it may be due to a long pedicle, or the vein
may be longer, or it may be caused by excess fat in the
pedicles.

Case Report 1

A 28 years old female patient presented in the
emergency with acute onset severe pain in right iliac
fossa (RIF). She had no nausea or vomiting and no
genitourinary symptom. Appetite and bowel functions
were normal. On clinical examination temperature was
98.4°F, guarding and tenderness was present in RIF.
Total leucocyte counts (TLC) 7500/mm?, C-reactive
protein (CRP) 4.3 mg/dl. Ultrasonography (USG) and
Computed tomography (CT) scan were inconclusive.
Diagnostic laparoscopy was done, and a tortuous and
gangrenous appendage was found attached to the
caecum and was excised. Histopathological
examination (HPE) revealed infarcted adipose tissue
with fat necrosis (Fig. 1). Post-operatively after 6 hours
patient was started on orals and discharged next day. On
follow up there was no fresh complaint.

Case Report 2

A 45 years old female patient presented in the
emergency with acute onset pain in RIF, severe in
intensity and non-radiating. She had nausea but no
vomiting. Appetite and bowel functions were normal.
On clinical examination there was tenderness in the
RIF. Temperature 98.6F, TLC 9000/mm?® CRP 4.6
mg/dl. USG and CT-scan abdomen were in conclusive.
Patient was taken for diagnostic laparoscopy; small
gangrenous appendage was found attached to the
ascending colon and was excised. HPE revealed
peripheral fat necrosis (Fig. 2). Post-operatively period
was uneventful, and the patient was discharged on dayl
postoperatively. On follow up after there was no fresh
complaint.

Case Report 3

A 62 years male patient presented in the emergency
with pain right upper quadrant, mild to moderate in
intensity non radiating. He had no nausea or vomiting.
Appetite and bowel functions were normal. On clinical
examination there was guarding and tenderness present.
Temperature 99 F, TLC 8400 /mm?, CRP 5.2 mg/dl.
USG abdomen showed hyperechoic pericolic,
noncompressible mass. CT-scan of abdomen was
suggestive of appendagitis epiploicae in right
subhepatic location 4 cm from right lobe of liver (Fig.
3). Patient was taken for laparoscopic excision of the
appendage. Post-operative period was uneventful, and
the patient was discharged in day 1. On regular follow
up there was no fresh complaint.
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of involved appendage. It can occur at any age and there
is no sex predilection. Appetite and bowel functions are
not affected. Abdominal tenderness and sometimes
guarding is present. CRP is mildly elevated, and rest of
laboratory investigations are usually within normal
limits. USG shows hyperechoic noncompressible
pericolic mass,? with lack of blood flow on colour
doppler.® The definitive diagnosis can be made on CT-
scan of abdomen hyper-attenuated ring with adjacent fat
stranding or a lobulated fatty mass.* The preoperative
diagnosis of appendagitis remains difficult and needs
the high clinical suspicion. The differential diagnosis of
appendagitis includes acute appendicitis, diverticulitis,
torsion of ovarian cyst, haemorrhagic ovarian cyst,
mesenteric lymphadenitis acute cholecystitis, omental
infaraction,® depending upon the site of involved
appendage.®

The treatment of torsion of epiploicae appendages
remains excision that can be done laparoscopically or
open technique, but the laparoscopic procedure is
highly appealing to the patient and surgeon also.
Conservative management has also been proposed in
the literature but is associated with 40% recurrence of
symptoms’. If the diagnosis is missed the epiploicae
appendagitis can lead to the complications like
adhesions, abscess formation, bowel obstruction.

Conclusion

Epiploic appendagitis is an acute abdominal surgical
condition which often eludes the diagnosis
preoperatively. In patients with localized, sharp, acute
abdominal pain which is not associated with any other
severe symptom like vomiting, fever or typical
abdominal laboratory values, diagnosis of epiploicae
appendagitis should be considered. With the increase of
primary abdominal USG and CT scans, which have
become standard diagnostic tools for acute abdomen,
epiploicae appendagitis will be more frequently
diagnosed. Diagnostic laparoscopy should be done in
patients in which USG and CT- scan abdomen are
inconclusive.
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