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Case report
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ABSTRACT
Epiploic appendagitis is a rare cause of focal abdominal pain which, depending on its localisation, can mimic a variety of abdominal diseases. We report a case of 36-year-old woman who presented with a classic signs of acute appendicitis. On examination, the obese, afebrile, and had very strong right iliac fossa tenderness and guarding. The white cell
count was 12.82´109/L, and C reactive protein count was 15.13MG/DL. She underwent emergency laparoscopic procedure after the acute appendicitis diagnosis has been established. Laparoscopic exploration of the abdominal cavity showed vermiform, no inflamed, appendix and necrotic appendix epiploica of the caecum. The treatment consisted of typical
laparoscopic appendectomy and laparoscopic resection of the necrotic appendix epiploica. The patient made rapid recovery and was discharged from the hospital on second day after the operation. Histological investigation of the appendix
epiploica revealed gangrenous epiploic appendage.
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Introduction
Appendices epiploicae, also referred as epiploic appendages are fatty appendages, originating in two rows
parallel to the external surface of the three longitudinal
muscle bands of the large intestine known as tenia coli. A
normal adult human being usually has about 50–100 appendices epiploicae1,2.
Epiploic appendages are between 0.5 and 5 cm long,
each accompanied by one or two arterioles and venule
which is present in its vascular stalks attached to the
colon1.
The epiploic appendages vary considerably in size,
shape, and contour. For unclear reasons, they are largest
and most prominent in obese persons and in those who
have recently lost weight3. They are presumed to serve a
protective and defensive mechanism similar to that offered by the greater omentum. They may also act as a
protective cushion during peristalsis4.
Torsion of epiploic appendage is rare, but can result in
ischemia presenting as an acute clinical condition which
can mimic acute appendicitis, cholecystitis, diverticulitis
or other more serious causes of acute abdominal pain.

The vein, which is longer than the artery by virtue of its
tortuous course, alters the anatomy such that the pedicle
is predisposed to twisting. Besides torsion, which is the
most likely pathophysiologycal mechanism, spontaneous
venous thrombosis of en appendage vein is another uncommon cause of primary epiploic appendagitis5,6.
The sigmoid colon and the caecum are the predominant physiological sites of appendage occurrence. However, the sigmoid colon is more frequently affected than
the caecum7. Anatomically, the pain is therefore usually
located in the left or right lower abdominal quadrant.
Due to the lack of pathognomic clinical features the diagnosis of epiploic appendagitis is difficult. It is also very
infrequent, causing awareness among general surgeons
for this clinical condition to be missing sometimes8.

Case Report
A 36-year-old woman presented with a 24 hours history of right iliac fossa pain with very strong right iliac
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fossa tenderness and guarding. She had no nausea or
vomiting and no urinary or bowel complications. On examination, the obese, afebrile and her vital sings were all
well within normal limits. Grassman, Bloomberg I and
II, Kruger, Perman, Rowsing, Mc Burney, Owing and
Hedry clinical tests for acute appendicitis were positive.
The white cell count was 12.82´109/L (normal range;
4–10´109/L), and C reactive protein was 15.13MG/DL
(normal range; 0–5MG/DL). All other laboratory studies
showed normal values. After physical and laboratory examination, the patient underwent plain abdominal radiographic evaluation that showed no pathological changes.
The patient underwent laparoscopy with diagnosis of
acute appendicitis. A pneumoperitoneum was installed
through Veress needle and three trocars were inserted.
The first 10mm trocar was inserted supraumbillicaly and
other two 5mm trocars were inserted in left lower and
right upper quadrant. Laparoscopic exploration of abdominal cavity revealed vermiform, no inflamed, appendix and necrotic, twisted, appendix epiploica of 5cm size
of the caecum in the anterior surface (Figure 1). There
was no mesenteric lymphadenopathy and Meckel’s diverticulum was not detected. We preformed typical laparoscopic appendectomy using harmonic scalpel (UltraCision®, Ethicon Endo Surgery, J&J, USA). The base of
appendix was ligated with endo-loop. Finally we performed laparoscopic resection of the necrotic appendix
epiploica using harmonic scalpel.

Fig. 2. Pathologic finding – Necrotic adipose tissue with surrounding hemorrhage and infiltration of mononuclear cells. (Hematoxylin and eosin staining, conventional light microscopy, mag-

Discussion
The epiploic appendices are located on the antimesenteric border of the colon, mainly the sigmoid colon
and the cecum1,9. Fifty to hundred epiploic appendages
span the entire colon. It is speculated that these structures may have a local bacteriostatic or anti-inflammatory function. They may cushion the colon during peristalsis, and they may act as a reservoir for blood when
the colon and its blood vessels contract8.
Diseases of the epiploic appendices are most common
in the 3rd and 4th decades of life, although they have
been reported in a wide range of ages, ranging from 8 to
82 years of age9–11. Men and women are equally affected10. The right iliac fossa remains the most common site
for the pain and tenderness, even if the sigmoid colon is
the affected site.

Fig. 1. Intraoperative finding – A gangrenous epiploic appendage.

After the operation, the patient was treated on a general surgical ward. All the postoperative time the patient
was afebrile and completely tolerated per oral diet. The
patient made rapid recovery and was discharged from
the hospital on second day after the operation. Histological investigation of the appendix epiploica revealed infarct of the appendix epiploica, necrotic adipose tissue
with surrounding hemorrhage and infiltration of mononuclear cells (Figure 2).
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Complications related to the epiploic appendices include diverticulitis, intestinal obstruction secondary to
adherence to small bowel, and torsion and infarction.
Torsion and infarction are more common in obese patients where the epiploicae are bulky, and are usually
found in the sigmoid colon where the epiploicae are
longest9.
Pathophysiologically a twisting, kinking or stretching
of epiploic appendages along their long axis with impairment of vascular supply, subsequent venous thrombosis
and necrosis is the pathophysiological sequence which,
depending on localization and severity, can mimic a variety of underlying causes of abdominal conditions1,12.
The site of pain may vary depending on the location of
the appendage involved and may mimic acute appendicitis, cholecystitis or diverticulitis. In contrast to large
bowel diverticulitis which shows mild smooth bowel thickening without lympadenopathy, epiploic appendagitis shoes
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up as central areas of high attenuation and a hipper attenuated rim in proximity to the colon13,14.
Four deaths relating to the disease have also been reported in literature15. However torsion of an epiploic appendix is rarely diagnosed preoperatively, except abdominal computed tomography or ultra sound has been performed before operation. At the present time, a laparoscopic exploration of abdominal cavity will establish the
correct diagnosis, and the treatment can be provided
during the same procedure. Diagnostic laparoscopy is
now considers an excellent diagnostic modality that offers an accurate assessment of this obscure pathology
with the benefits of minimal risk and rapid recovery. Recently laparoscopic excision has been reported as method
of choice from several centers1,5,8,14.
The Harmonic scalpel (Ultracision) is a very useful
tool in laparoscopic surgery16–19, in this case for laparoscopic excision of the gangrenous epiploic apendix. With
interrupted usage we have been able to prevent lateral
thermal damage of tissue and thermal injuries of other
organs below. Coagulation necrosis, at a standard output
power, is greater following a longer application time. Tissue necrosis is also more extensive if the cutting time is

continuous compared with interrupted usage with equal
duration of application. The minimization of lateral thermal injury is very important especially when operating
near vital areas20,21.

Conclusion
In conclusion, epiploic appendagitis is a surgical diagnosis with clinical features that may guide the surgeon to
the right preoperative diagnosis. In patients with localized, sharp, acute abdominal pain which is not associated
with other symptoms like nausea, vomiting, fever or typical abdominal laboratory values, the diagnosis of epiploic
appendagitis should be considered as a rare differential
diagnosis to sigmoid diverticulitis and appendicitis. Although infrequent until now, with the increase of primary abdominal CT scans and ultrasound, which have
become standard diagnostic imaging tools, epiploic appendagitis will be diagnosed more frequently in the future.
We suggest that it if the appendix is find normal during
appendectomy surgeon should looked for epiploic appendagitis which may closely mimic acute appendicitis.
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TORZIJA APENDICES EPIPLOIKE OPONA[ALA JE KLINI^KU SLIKU AKUTNOG APENDICITISA

SA@ETAK
Pacijentica starosti 36 godina upu}ena je na Hitan kirur{ki prijam zbog bolova u desnoj ilija~noj regiji, koji traju 24
sata, bez ostalih pridru`enih gastrointestinalnih simptoma. Na fizikalnom pregledu pretila, afebrilna, sa vrlo sna`nim
bolovima i peritonejskim nadra`ajem u desnoj ilija~noj regiji. Vrijednost leukocita bila je 12,82´109/L, a vrijednost C –
reaktivnog proteina 15,13MG/DL. Indicirana je `urna laparoskopska operacija zbog klini~ke sumnje na akutni apendicitis. Laparoskopska eksploracija trbu{ne {upljine pokazala je normalan crvuljak bez upalnih promjena i neroti~nu
apendices epiploiku na cekumu. U~injena je tipi~na laparoskopska apendektomija i laparoskopska resekcija nekroti~ne
apendices epiploike. Pacijentica se vrlo brzo oporavila, te je otpu{tena iz bolnice drugog poslijeoperacijskog dana. Patohistolo{ki pregled resecirane apendices epiploike pokazao je gangrenu iste.
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