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CHAPTERR 6A 

Oldd and new infarction of an epiploic 

appendage:: ultrasound mimicry of 

appendicitis s 
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Abstract t 

Epiploicc appendagitis is a self-limiting disease. Depending on its location, it may simu-

latee nearly any acute abdominal condition. The ultrasound (US) and computed tomo-

graphicc (CT) features are characteristic, enabling ready diagnosis thus preventing an 

unnecessaryy laparotomy. We describe a patient with acute abdominal pain in the right 

lowerr quadrant, in whom the combination of an old and fresh infarction of an epiploic 

appendagee simulated appendicitis on US. Subsequent CT examination made the correct 

diagnosis. . 
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Introduction n 

Epiploicc appendages are fat-laden pouches of visceral peritoneum attached to the large 

bowel,, infarction of an epiploic appendage originating from the left hemicolon mimics 

thee clinical symptoms of diverticulitis. If epiploic appendagitis occurs at the right hemi-

colon,, it may clinically simulate appendicitis [1]. The characteristic ultrasound (US) and 

computedd tomographic (CT) features as described by Rioux [2] allow a reliable diagnosis, 

therebyy preventing an unnecessary appendectomy. After infarction, the epiploic appen-

dagee may calcify and eventually get detached from the mesentery, and remain in the peri-

toneall  cavity as a calcified loose body [1], On plain films these loose bodies, which often 

showw an eggshell calcification, may classically show up in different positions [3,4]. 

Wee present a patient with acute pain in the right lower quadrant in whom the combi-

nationn of a fresh epiploic appendagitis and an old calcified, infarcted epiploic appendage 

mimickedd the sonographic image of appendicitis. 

Case-report t 

AA 45-year-old man presented at the emergency ward with a 24hr history of right lower 

quadrantt pain. He denied other symptoms such as nausea, vomiting, diarrhea or fever. 

Theree was circumscribed pain on pressure without peritoneal irritation. There was mild 

leueocytosiss (1L7 x 1Ö9/L) and the erythrocyte sedimentation rate was 1 mrn/h. The 

clinicall  symptoms were suspect for appendicitis and the patient was referred for US. 

Sonographicallyy at the spot of maximum tenderness, a localized area of inflamed, 

hyperechoic,, noncorapressible fat was detected anteriorly to the ascending colon (Fig 

1A).. Directly adjacent to this area a round-ovoid calcified lesion was found. There was 

minimall  bowel wall thickening visible. The calcified lesion had a diameter of approxima-

telyy one cm (Fig IB). The image was interpreted as perforated appendicitis with the feeol-

ithh eroded into the surrounding inflamed fat, but the appendix in this obese patient could 

nott be well visualized. A second possibility was cecal diverticulitis. 

Becausee the diagnosis was uncertain, a subsequent CT scan was performed, which 

showedd the appearance characteristic of an infarcted epiploic appendage and a normal 

appendixx (Fig 2A). The calcified structure was visualized more caudally than expected 

fromfrom the US findings (Fig 2B). The next day, a plain film was made, now demonstrating 

thee calcification in a slightly left-sided position, suggestive for a calcified loose body (Fig 

3A).. A repeated CT scan confirmed the change in position (Fig3B). 
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Fig.. 1 A Transverse view of the right lower abdomen. US shows a hyperechoic, ovoid, noncompressible 

masss of 2 x 3.5cm (arrows). The mass lies between the abdominal wall and the right hemicolon. 

BB Transverse scan 2 cm caudally from A. Adjacent to the fatty mass, an ovoid calcification with an acoustic 

shadoww is visualized (arrow). The combined image was interpreted as perforated appendicitis with a fecol-

ithh eroded from the appendiceal base or as a cecal diverticulitis. 

Fig.. 2 A CT demonstrates the charac-

teristicc features of an infarcted epiploic 

appendagee (arrows): an ovoid area of 

fatt density with a hyperattenuating ring 

andd a hyperattenuating centre. Note the 

adjacentt bowel wall thickening of the 

colon,, and the normal appendix 

(arrow-heads).. B Surprisingly, the cal-

cifiedd structure (arrow) is found much 

moree caudally than would be expected 

fromm the US findings. 
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Fig.. 3 A Plain film of the abdomen, one day later. The lesion (arrow) demonstrates an 'eggshell-calcificati-

on',, and is now located in a left-sided position. The change in position is suggestive for a calcified loose 

body.. B CT scan confirms the new position of the calcified lesion. Aspect and mobility are pathognomon-

icc for an old, calcified, and detached epiploic appendagitis. 

Thee characteristics on plain film and CT are typical for an old calcified and detached epi-

ploicc appendage. 

Thee patient was treated conservatively, and symptoms gradually resolved within 5 

days.. He did not recall a similar previous episode. 

Discussion n 

Epiploicc appendagitis is a benign and self-limiting condition [2]. An infarcted epiploic 

appendagee is located mostly in the left lower quadrant but can occur in any location and 

mayy thus mimic diverticulitis, cholecystitis or appendicitis [1]. Ultrasound and CT are 

welll  capable of diagnosing epiploic appendagitis [2,5-10]. 

InIn our patient the presence of an old calcified epiploic appendage at the same location 

ass the freshly infarcted appendage contributed to sonographic confusion which could 

havee led to an unnecessary laparotomy. 

CT-scann demonstrated that the appendix was normal, made the correct diagnosis of 

epiploicc appendagitis, and showed the calcification to be a sequela of a previous infarcti-

onn of another appendage. 
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