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Abstract

Disorders of epiploic appendages are rare and
not usually diagnosed preoperatively. They are
usually confused with other causes of acute
abdomen like appendicitis or diverticulitis. We
report the case of an adult male with torsion of
epiploic appendix of sigmoid colon being
diagnosed preoperatively as acute appendicitis
and review the literature.Keywords: Torsion,
Epiploic appendix, appendicitis, sigmoid

Introduction

Torsion of epiploic appendix is an unusual
surgical entity that presents with acute
abdominal pain. The majority of epiploic
appendix torsion cases occur in the sigmoid
colon of middle aged men. The site of pain may
vary according to the position of the inflammed
appendage. Hence, it may mimic acute
appendicitis, acute cholecystitis or acute
diverticulitis

Case Report

30 yr old male presented to Emergency
department with abdominal pain, vomiting and
low grade fever of 2 days duration. There was
no history of constipation, bleeding per rectum
or dysuria. His past history was insignificant
except for Post polio paralysis of both lower
limbs in childhood. On examination, there was
guarding over the right iliac fossa and
tenderness over the Mcburney's point. Rebound
tenderness was elicited. Pelvic and lower
abdominal Ultrasonogram was unremarkable

and laboratory parameters were normal, except
for mild leucocytosis and neutrophilia. With a
provisional diagnosis of Acute appendicitis, he
was initially managed conservatively. As there
was no improvement in symptoms we
proceeded with Exploratory laparotomy through
infraumbilical right paramedian incision. The
vermiform appendix was found to be normal.
The ileocaecal junction and ileum was healthy.
There was no Mesenteric lymphadenopathy or
Meckel's diverticulum. An inflamed, torted and
gangrenous epiploic appendix (figure : 1) with
adjacent serosal inflammation was identified
over the redundant sigmoid colon.
Appendicectomy and excision of the appendix
epiploica was performed. Post operative period
was uneventful. The histological examination
revealed an ischemic infarct of the appendix
epiploica adipose tissue, (fig 2) while the
vermiform appendix was normal.

Fig 1 Torted gangrenous epiploic appendix
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Figure 2 Histopathology of resected specimen

Discussion

Appendices epiploicae are pedunculated
adipose structures protruding from the serosal
surface of the colon. They are arranged in two
separate longitudinal rows from the caecum to
the distal sigmoid colon. A normal adult human
being usually has about 50-100 appendices
epipoloicae. Each one of them is supplied by
one or two small end arteries and is drained by a
tortuous vein passing through its narrow pedicle.
Their limited blood supply, together with their
pedunculated shape and excessive mobility,
make them prone to spontaneous torsion and
ischemic or hemorrhagic infarction [1]. Primary
epiploic appendagits is a rare condition, in which
torsion and inflammation of an epiploic appendix
may cause localized abdominal pain with or
without peritoneal signs.

The commonest site of epiploic appendagits is in
the sigmoid colon followed by the caecum. The
site of pain may vary depending on the location
of the appendage involved [2].
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Torsion of an epiploic appendix is seldom
diagnosed preoperatively. Patients usually
present with sudden onset of sharp localised
pain either in the left or right iliac fossa with
minimal  gastrointestinal ~ symptoms.  The
temperature and White blood cell count can be
normal or slightly elevated. Both Ultrasound and
CT scan can be used for diagnosis. It appears
as a hyperechoic non compressible ovoid
structure near the colonic wall [3]. Colour
Doppler demonstrates absence of blood flow in
these lesions [4]. Computed tomography usually
reveal a circumscribed oval fatty mass
representing the infarcted or inflamed epiploic
appendix, with hyper attenuating streaks
surrounding the mass that represents the
inflamed visceral peritoneal lining, all of which
are usually adherent to the serosal colonic
surface [5]. CT scan is also useful in the follow
up of patients treated conservatively.

Laparoscopy is now considered a good
diagnostic modality which provides simultaneous
therapeutic  options at no increased
expenditure[6]. The symptoms usually resolve
within 1 week without surgical treatment.
Although there are many author's who support
that definitive treatment of in adults is surgical
excision; conservative treatment with antibiotics
and analgesics seems also to be safe.

Conclusion: Torsion of an epiploic appendix is
a rare disease entity that may present with a
confusing clinical spectrum and hence is difficult
to diagnose. Diagnostic laparoscopy is a good
diagnostic and treatment modality in such
patients with abdominal pain but with an elusive
diagnosis.
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