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Case Report

Neither appendicitis nor sigmoiditis; it is an appendagitis
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ABSTRACT

Appendagitis is defined as the inflammation of an omental appendix; it is a rare and often unrecognized cause of
abdominal pain. Clinically, appendicitis simulates appendicitis or sigmoiditis; the evolution of radiology and in
particular CT scans has facilitated the diagnosis and thus avoided hospitalization or even more unnecessary surgery.
The treatment is conservative and relies on non-steroidal anti-inflammatory drugs and analgesics. The evolution is often
favorable within 5 days of treatment on average. In reporting this clinical case, we tried to elucidate the diagnostic
difficulty of this entity and to bring to light its different aspects through a brief review of the literature.

Keywords: Appendagitis, Epiploic appendix, Conservative treatment

INTRODUCTION the rectal examination was without abnormality and the

hernial orifices were free. Biologically, there was a
Epiploic appendagitis is defined by the inflammation of an hyperleukocytosis ~ of ~ 12300/mm?,  predominantly
epiploic appendix, it results in a painful abdominal table of neutrophilic, and an elevation of CRP to 25 mg/l. An
brutal installation, which manifests itself by a localized injected abdominal CT scan was performed and found: a
defense located mainly at the level of one of the 2 iliac fatty formation attached to the anterior peritoneum and
fossae; the diagnosis is often postponed after a radiological located at the left iliac fossa associated with an infiltration
examination and unfortunately sometimes after a surgical of the surrounding fat, suggesting a torsion of the epiploic
intervention which makes the knowledge of this pathology appendix: appendagitis (Figure 1). The patient was
essential before the approach of any patient presenting followed as an outpatient, put on analgesics and non-
with an acute abdominal pain.t steroidal anti-inflammatory drugs with a good clinical

evolution after 4 days of treatment marked by the total
CASE REPORT regression of the pain.

This is a 35-year-old young man, with no significant
pathological history; presenting to the surgical emergency
department complaining of abdominal pain developing for
18 hours without nausea, vomiting, transit disorder or
digestive hemorrhage all evolving in a context of fever and
conservation of the general state. The general examination
found a conscious patient, hemodynamically and
respiratory stable, slightly febrile at 37.8°C, normotensive
and normocardic, the patient was slightly overweight with
a BMI of 28.5 kg/m2 The abdominal examination showed Figure 1: CT images Showing a fatty formation in the
a left iliac fossa defense, the rest of the abdomen was free, left iliac fossa with infiltration of the surrounding fat.
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DISCUSSION

Anatomically, the omental appendages are pedunculated
fatty suspensions covered with peritoneum attached to the
different segments of the colon by a narrow implantation
base. There are about a hundred of them with a size
varying from 0.5 to 5 cm in length (up to 15 cm in some
cases), each appendage is centered by a vascular pedicle
emanating from the colonic vascularization and of
terminal type (Figure 2).%? Hypotheses on the role of
omental appendages have been reported in the literature (a)
role of mini-omentums: bacteriostatic and local anti-

inflammatory; (b) blood reservoir during colonic
vasoconstriction; (c) colonic absorption’and (d) fat reserve
zone.

Figure 2: Subtotal colectomy specimen with presence
of thickened omental appendages.

Pathophysiologically; 2 mechanisms are currently
accepted (a) twisted infarction of the epiploic appendix
facilitated by their high mobility in the peritoneal cavity
and pediculated character; (b) central venous spontaneous
thrombosis infarction.®

These two phenomena are responsible for a propagation of
the inflammation by contiguity to the neighbouring
peritoneal fat. In case of de novo venous thrombosis
torsion, the appendage is said to be primary. If the
inflammation occurs as a result of a diffusion of the
inflammation from a nearby organ the appendage is said to
be secondary.® Epidemiological reminder: Lynn et al was
the first to report an observation of this pathology in 1956.7
The sex ratio is 1; appendagitis is observed in young
subjects with a peak between 20 and 50 years of age, the
incidence of the pathology is estimated between 2 and 7%;
the prevalence of appendagitis is underestimated, because
of the number of under-diagnosed cases.®*°

Overweight is the only risk factor frequently associated
with appendagitis.® Clinical study was that the abdominal
pain is the mayor symptom, it is always focal and often

indicated by the patient's finger; it is exacerbated by
mobilization, coughing and deep breathing and
predominates mainly in one of the two iliac fossae
mimicking either acute appendicitis in the right
localization and diverticular sigmoiditis in the left.180 In
general, there are no defenses or transit disorders.® Rarely
the pain is associated with nausea, vomiting or fever.:

Exceptionally, an epiploic appendix becomes embedded in
an inguinal hernia, giving the picture of a painful mass.!
Biologically; appendicitis simulates the picture of
sigmoiditis or appendicitis without inflammatory
syndrome, a normal CRP and/or absence of
hyperleukocytosis is frequently found.? In the normal state,
epiploic appendages are invisible on imaging.? Ultrasound
is not the reference examination for the diagnosis of
epiploic appendagitis, it only shows non-specific signs.*?
CT with contrast injection is the reference examination,
the appendage presents itself as an ovoid formation of
paracolic fat density delimited by a thin band rehausing
after contrast injection, associated with infiltration of
nearby fat; the center may be hyperdense witness of
vascular thrombosis.»3

Magnetic resonance imaging gives a similar appearance to
the CT image, with a peripheral ring infiltration
corresponding to the inflammatory component of the
serosa and which is enhanced after injection of
gadolinium.* The main negative signs on CT and MRI are
the absence of colonic diverticulosis and the absence of
intraperitoneal effusion.®

Laparoscopy is a recognized diagnostic method in case of
contraindication or absence of CT scan and MRI or in case
of persistent diagnostic doubt.'® The treatment is strictly
conservative and outpatient based on the administration of
analgesic and non-steroidal anti-inflammatory drugs for an
average of 10 days; pain regresses in less than a week and
normalization of the CT scan occurs over 6 months.?

CONCLUSION

Epiploic appendagitis is a rare pathology but should be
known by all physicians, the diagnosis is often difficult
contrasting with a simple management. The occurrence of
complications such as abscess or occlusion is exceptional.

Funding: No funding sources
Conflict of interest: None declared
Ethical approval: Not required

REFERENCES

1. Jobé J, Ghuysen A, Meunier P, D'Orio V. Epiploic
appendagitis, an ignored diagnosis. Rev Med Liege.
2009;64(7-8):382-5.

2. Kras E, Brun A, Bertrand B, Luigi S. Epiploic
appendagitis: a differential diagnosis of acute
abdominal pain needing surgery. Presse Med.
2013;42(3):357-60.

International Surgery Journal | July 2022 | Vol 9 | Issue 7 Page 1356



10.

Abbas R. Int Surg J. 2022 Jul;9(7):1355-1357

Fieber SS, Forman J. Appendices epiploicae: clinical
and pathological considerations; report of three cases
and statistical analysis on one hundred five cases.
AMA Arch Surg. 1953;66(3):329-38.

Ross JA. Vascular loops in the appendices
epiploicae; their anatomy and surgical significance,
with a review of the surgical pathology of appendices
epiploicae. Br J Surg. 1950;37(148):464-6.

Rachidi SA. A rare and unrecognized cause of
abdominal pain: epiploic appendagitis: about a case.
Pan Afr Med J. 2018;31:87.

Subramaniam R. Acute appendagitis: emergency
presentation and computed tomographic
appearances. Emerg Med J. 2006;23(10):e53.
Dockerty MB, Lynn TE, Waugh JM. A
clinicopathologic study of the epiploic appendages.
Surg Gynecol Obstet. 1956;103(4):423-33.

Oriot P, Danse E, Thys F. Appendagite, une entité a
connaitre avant d’aborder un patient souffrant d’un
abdomen aigu. Louvain médical. 2007;126(4):91-4.
Ozdemir S, Gulpinar K, Leventoglu S, Uslu HY,
Turkoz E, Ozcay N, et al. Torsion of the primary
epiploic appendagitis: a case series and review of the
literature. Am J Surg. 2010;199(4):453-8.

Sivova N, Brachet D, Lebigot J, Fressinaud P, Berrut
G, Hamy A. A rare cause of acute abdominal pain.
Rev Med Interne. 2006;27(12):964-5.

11.

12.

13.

14.

15.

16.

Kulacoglu H, Tumer H, Aktimur R, Kusdemir A.
Epiploic appendicitis in inguinal hernia sac
presenting an inguinal mass. Hernia.
2005;9(3):288-90.

Brito P, Gomez MA, Besson M, Scotto B, Huten N,
Alison D. Frequency and epidemiology of primary
epiploic appendagitis on CT in adults with abdominal
pain. J Radiol. 2008;89(2):235-43.

Molla E, Ripollés T, Martinez MJ, Morote V,
Rosell6-Sastre E. Primary epiploic appendagitis: US
and CT findings. Eur Radiol. 1998;8(3):435-8.
Sirvanci M, Balci NC, Karaman K, Duran C, Karakag
E. Primary epiploic appendagitis: MRI findings.
Magn Reson Imaging. 2002;20(1):137-9.

Son HJ, Lee SJ, Lee JH, Kim JS, Kim YH, Rhee PL,
et al. Clinical diagnosis of primary epiploic
appendagitis: differentiation from acute
diverticulitis. J Clin Gastroenterol.

2002;34(4):435-8.

Sangha S, Soto JA, Becker JM, Farraye FA. Primary
epiploic  appendagitis: an  underappreciated
diagnosis. A case series and review of the literature.
Dig Dis Sci. 2004;49(2):347-50.

Cite this article as: Abbas R. Neither appendicitis
nor sigmoiditis; it is an appendagitis. Int Surg J
2022;9:1355-7.

International Surgery Journal | July 2022 | Vol 9 | Issue 7 Page 1357




