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CLINICAL VIGNETTE

Epiploic Appendagitis: An Uncommon Cause of Recurrent Abdominal Pain

Ahmad Jabaiah, MD

Case Presentation

A 71-year-old female with diabetes mellitus, fibromyalgia, and
remote history of clostridium difficile colitis presented for
evaluation of acute left lower quadrant abdominal pain. The
pain started four days prior and was progressively getting
worse. It was constant, dull, non-migratory, and radiated to her
left flank. She denied fevers, chills, nausea, vomiting, diarrhea,
constipation, blood in her stool, dysuria, and urinary frequency,
and denied a history of prior abdominal or pelvic surgeries. She
reported having had similar symptoms five years prior, when
imaging had shown epiploic appendigitis. The patient reported
multiple prior colonoscopies without awareness of diverticu-
losis.

On exam, she was hemodynamically stable. Her temperature
was 36.8°C, her pulse was 84 beats/min, her blood pressure was
158/78, and her respiratory rate was 17 breaths/min. Abdominal
exam showed a soft and non-distended abdomen, normoactive
bowel sounds, and tenderness in the left lower quadrant to deep
palpation. No rebound tenderness or guarding was noted. There
was no costovertebral angle tenderness and pulmonary and
cardiac exams were unremarkable.

Diagnostic Tests

Lipase: 23 (N: 9 - 63 U/L)

Procalcitonin: < 0.10 (N: < 0.10 ug/L)

WBC: 9.75 (N 4.16 — 9.05 x10E3/uL)

Hemoglobin: 14.1 (N: 11.6 — 15.2 g/dL)

Platelet count: 352 (N: 143 — 398 x10E3/uL)

Creatinine: 0.60 (N: 0.60 — 1.30 mg/dL)

AST 18 (N: 13-47 U/L)

ALT: 20 (N: 8-64 U/L)

Urine Blood: Negative

Urine Bilirubin: Negative

Urine Protein: Negative

Urine Nitrite: Negative

Urine Leukocyte: Negative

CT Abdomen and Pelvis Without 1V Contrast showed focal
inflammatory change in the left side of the abdomen, on the
antimesenteric side of the colon consistent with epiploic
appendagitis. No evidence of obstruction and normal appendix.

Discussion

Left lower quadrant pain is a common presenting complaint in
adults in both the outpatient and inpatient settings. The differen-

tials can range widely from gastrointestinal to genitourinary and
gynecological causes.

Epiploic appenditis is a less commonly known cause of left
lower quadrant pain. The epiploic appendages are pouches of
subserosal fat that line the entire length of the colon in adults.
The term, epiploic appendagitis, was introduced in 1956 by
Dockerty et al.l The term describes inflammation caused
mainly by torsion of the appendages or spontaneous thrombosis
of a draining appendageal vein causing fat necrosis. The
condition presents as lower abdominal pain and more
specifically left lower quadrant pain in about 80 percent of
cases. Incidence is reported as high as 1 to 7 percent of patients
initially suspected of having acute diverticulitis and 1 percent
of those initially suspected of having acute appendicitis, due to
similarities in presentations. The mean age of those affected is
40 to 45 years old.2* Males are affected at a slightly higher rate
than females.® Risk factors for developing epiploic appendagitis
may include obesity and strenuous exercise;®” however, these
could not be reproduced in subsequent studies.>®

Pain from epiploic appendagitis typically presents as constant,
dull, localized, non-migratory, non-radiating pain in the lower
quadrants. Physical exam reveals localized tenderness without
rebound or guarding. Routine laboratory testing is usually
within normal limits, with occasional mildly elevated C-
reactive protein and elevated neutrophil count. Due to the non-
specific nature of presentation, exam, and laboratory findings,
diagnosis is made through imaging, with computed tomography
being the preferred modality for diagnosis>® and for
differentiating it from acute diverticulitis, which is the most
common cause of acute left lower quadrant pain in adults.® The
ACR Appropriateness Criteria recommends CT as the most
appropriate imaging test for patients with acute, severe left
lower quadrant pain with or without fever; for patients with
chronic, intermittent, or low-grade left lower quadrant pain; and
for patients who are obese with left lower quadrant pain.
Although ultrasonography can be used to diagnose acute
diverticulitis and even epiploic appendagitis, it is not as
sensitive nor specific as CT is. Pelvic and transvaginal
ultrasound is, however, the preferred imaging technique in
females of childbearing age to evaluate for gynecologic
pathology, such as ectopic pregnhancy and pelvic inflammatory
disease.*?



Epiploic appendagitis is self-limiting, and most cases are
treated conservatively without need for surgery, hospitalization,
or antibiotic therapy.2 NSAIDs can be used for pain relief, and
symptom resolution with conservative treatment is achieved in
3 to 14 days with a mean of 4.7 days.*813

Case Treatment and Follow-up

The patient was initially started on emperic amoxicillin-
clavulanic acid for presumed acute diverticulitis until
laboratory studies and imaging could be performed. However,
the patient declined the medication due to her remote history of
clostridium difficile colitis. Her pain was treated conservatively
with NSAIDs. Her symptoms were completely resolved by day
7 after onset of pain.

Conclusion

When an adult patient presents with localized left lower
quadrant pain and tenderness without associated symptoms
such as fever and vomiting, or laboratory abnormalities
typically seen with acute diverticulitis, epiploic appendigitis
should be considered. In acute diverticulitis, the pain is more
evenly distributed throughout the lower abdomen, and findings
like nausea, vomiting, fever, and leukocytosis are more
frequently present. CT abdomen and pelvis with oral and IV
contrast is recommended to make the diagnosis and to evaluate
for other causes of acute left lower quadrant pain.®810
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