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Epiploic appendagitis is natural fats at the anti-mesenchymal surface of the 
colon. EP is self- limited. Misdiagnosis can lead to unnecessary hospitalization, 
antibiotic therapy, and surgical intervention. The incidence reported 8.8 cases 
/ million / year. Here, we report on 36-year-old female patient who presented 
with acute abdominal pain that was getting worse with the change of position. 
Based on these symptoms and double contrast computed tomography, she was 
diagnosed with epiploic appendagitis in adjacent to the sigmoid. The patient was 
treated successfully with conservative management and antibiotics. Since the 
signs and symptoms of epiploic appendagitis are nonspecific, but considering 
of this disease as one of the differential diagnoses of acute abdominal pain can 
prevent the disease from misdiagnosing.
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Introduction
Epiploic appendagitis (EP) is one of the rare causes of the acute 

abdominal pain and therefore not included in the differential 
diagnosis of acute abdominal pain (1). The exact prevalence 
of the disease is unknown (2), although an incidence reported 
8.8 cases/million/year (3). Unfortunately, most cases are 
diagnosed with surgery (4). If diagnosed correctly, unnecessary 
medications such as antibiotics, hospital admission, laboratory 
testing, dietary restrictions, and unnecessary surgery will be 
avoided (5, 6). It usually simulates the pain of diseases such as 
diverticulitis and acute appendicitis. In rare cases, however, it 
can be confused with cholecystitis (5). The risk factors for this 
disease are obesity, strenuous exercise, male gender, and losing 
weight in the short term (2, 7, 8).

This disease can be primary or secondary to appendicitis 
or diverticulitis (6). The gold standard method of diagnosis is 
computed tomography (CT), however, if CT is not available 
ultrasound and magnetic resonance imaging can be used. The 
EP is visible on CT images only when they are inflamed and/

or surrounded by fluid. In the past, the main treatment for EP 
was surgery, as they were usually diagnosed after surgery (5, 
8, 9). Though some believe in laparoscopic surgery (10), but 
currently surgical procedures are only available in people 
who have symptoms or new symptoms despite taking the 
treatment or developed to abscesses or obstruction (11). The 
disease is self-limiting (12). Depending on the condition, with 
conservative treatment, pain is usually reduced within 1 to 4 
weeks (13-16). According to the study by Romaniuk et al., 
(17), colon bacteria may be transmitted to the area and cause 
peritonitis or abscess. The patient usually has a normal or 
slightly elevated white blood cell (WBC) count, Erythrocyte 
sedimentation rate (ESR), and C-reactive protein (CRP) (4). 
The differential diagnoses are appendicitis, diverticulitis, 
hernias, and cholecystitis (18).

Case presentation
A 36-year-old female patient with no history of specific 

disease who had dull pain in the left lower quadrant for three 



jpc.tums.ac.ir94 June 2020;8(2)

Pharmacotherapy Plays Main Role in Managing

weeks before being referred to the physician. During this 
time, the pain was progressively more severe and localized. 
The pain was worsening with coughing, activity, and sudden 
changing in position, getting better at rest and in supine 
position. On abdominal ultrasound scan uterus, ovaries 
and kidneys were normal. But due to rebound tenderness 
and suspicion of diverticulitis CT double contrast was 
performed and the diagnosis of EP was made. The patient 
was admitted with a diagnosis of acute abdomen. She 
denied any associated symptoms such as diarrhea, nausea, 
vomiting, and bloating. The body temperature was normal. 
She was hospitalized for 5 days and NPO for the first 48 
hours and received intravenous metronidazole 500mg 
three times daily, intravenous ceftriaxone 1 g twice daily, 
intramuscular ketorolac 30mg/mL daily. She also received 
intravenous Ranitidine and subcutaneous heparin for 
prevention of stress peptic ulcer and deep vein thrombosis, 
respectively. After discharge, she received ciprofloxacin 
500 twice daily, metronidazole 250 three times daily, and 
naproxen 250 twice daily, orally for a week.

Discussion and Conclusion
As mentioned, the disease mostly occurs in the fourth 

and fifth decades of life in men and its risk factor are 
obesity, sudden weight loss, and intensive physical 
activity. The case is presented in this study has been in the 
fourth decade of her life and has obesity as risk factors. 
 CRP is usually normal or slightly elevated in patients 
with EP4. The WBC count, CRP protein, and ESR of the 
patient were 8.6*103/ mm3 (normal range: 4-11*103/
mm3), 13 mg/L (normal range: most people without 
any underlying health problem have a CRP level less 
than 3 mg/L and nearly always less than 10 mg/L), and 
22 mm/hour (normal range: 0-29 mm/hour for women), 
respectively. Thus, as with other studies, according to 
laboratory data only CRP was slightly elevated.
 EP is typically 0.5 to 5-cm long and 1 cm to 2 cm thick and 
has no known function. The total number is approximately 
100 and generally located along the sigmoid colon (57%) 
and ileocecum (26%) (19, 20). As the previous studies 
in this case a hypodense lesion of 25 mm in diameter 
adjacent to the sigmoid was seen inside the peritoneal fats 
in the posterior abdominal rectus muscle. Stranding was 
evident in the fats surrounding the lesion. Thickness of 
sigmoid wall was normal (Figure 1).

Figure 1. A CT image showing Epiploic appendicitis 2.5 cm in diameter and adjacent to the sigmoid was seen inside the peritoneal fats in the posterior 
abdominal rectus muscle.
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Symptoms of this disease usually decrease within 
1-4 weeks with conservative treatment consist of oral 
nonsteroidal anti-inflammatory drugs (NSAID) and 
opiates for a short course if pain dose not relief just with 
NSAIDs (13-16).  Patients usually do not need antibiotics, 
hospitalization, and surgery. Surgery is used only in 
patients: i) not improved symptoms with conservative 
treatment ii) with worse previous symptoms iii) addition of 
new symptoms such as high fever, nausea, and vomiting, 
etc. iv) with complicated disease, such as abscesses or 
peritonitis (11).

As the previous cases, this case also experienced a 
reduction in pain after approximately one week of taking 
nonsteroidal anti-inflammatory drugs. According to 
Romaniuk et al., (17), Colonic bacteria enter the area and 
cause abscesses and peritonitis so antibiotic administration 
in the short term will have little benefit.  According to 
study of Romaniuk et al., this case was discharged with 
ciprofloxacin 500 twice daily and metronidazole 250 
three times daily orally for one week. Because of the early 
diagnose of EP in this case, unnecessary interventions 
such as surgery were avoided. After three months, the 
patient is symptomatic free.

Since the signs and symptoms of EP are nonspecific 
and like other causes of acute abdominal pain, the 
disease usually has not been diagnosed and unnecessary 
interventions and medications have been imposed on the 
patient, therefore, if radiologists be aware of this self-
limiting disease, can prevent misdiagnosis of this rare 
disease.
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