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Introduction n 

Epiploicc appendices are pedunculated adipose protrusions from the serosal surface of the 

colon.. An epiploic appendix may incidentally undergo infarction followed by secondary 

inflammatoryy changes, a process which has been named epiploic appendagitis in order to 

avoidd confusion with vermiform appendicitis. Presenting symptoms are nonspecific, 

leadingg to a presumed clinical diagnosis of diverticulitis or appendicitis in most cases [ 1]. 

Misdiagnosiss may result in unwarranted surgical procedures and hospitalization, as 

epiploicc appendagitis is a self-limiting disease [2,3]. Ultrasound (US) and computed 

tomographyy (CT) are capable of a reliable diagnosis of epiploic appendagitis [2-4]. This 

iss the first report of the magnetic resonance imaging (MR) features of epiploic 

appendagitis,, in two patients. 

Casee reports 

CaseCase I 

AA 47-year-old man presented with a 2-day history of localized left lower quadrant pain. 

Hee denied any other symptoms, and there was no fever. The erythrocyte sedimentation 

ratee was mildly elevated (29 mm/h) and the leucocyte count was 9.3 X 109/L. The clini-

call  symptoms were suspect for sigmoid diverticulitis and the patient was referred for US. 

Sonographicallyy (Fig. 1A), at the spot of maximum tenderness, a hyperechoic non-

compressiblee mass was detected adjacent to the sigmoid colon. The mass also contained 

somee hypoechoic changes. The colonic wall appeared normal without any diverticula, 

andd no other abnormalities were found. 

Fig.. 1 A Axial sonogram of the left lower abdomen of case 1. At the spot of maximum tenderness, hyper-

echoicc noncompressible fat is found (arrowheads) adjacent to the sigmoid colon, B Axial CT scan (10 mm 

collimation)) depicts a small area of paracolic fat stranding (arrowhead), containing an ovoid dense ring. 

Theree are no nearby diverticula. C Axial Tl-weighted GRE fast low-angle shot (FLASH; TR/TE 133/5.5, 

fli pp angle 75°) image shows the lesion as being of fat intensity, surrounded by an ovoid hypointense rim 

(arrowhead).. D Axial T2-weighted turbo-SE (TR/TE 3300/108) image without fat-suppression barely 

depictss the lesion (arrowhead). E Axial T2-weighted fat-suppressed turbfr-SE (TR/TE 3360/108) image 

demonstratess the lesion as a hypointense mass (arrowhead) with intermediate intensity lining, outlined by 

hyperintensee oedematous changes. 



MRMR of epiploic appendagitis 81 



822 CHAPTER 6B 

Becausee the diagnosis was uncertain, a CT scan was made (Fig. IB) which depicted the US 

foundd mass as a small area of inflamed paracolic fat. The lesion contained a subtle ovoid 

densee ring corresponding to the hypoechóic changes. The adjacent sigmoid colon was nor-

mall  with no nearby diverticulum. The diagnosis of epiploic appendagitis was made. 

Forr research purposes, a MR {1.0 T Magnetom Harmony; Siemens) was performed 

withh informed consent On Tl-weighted imaging (Fig. 1C) the lesion was shown as an 

ovoidd mass of fat intensity, surrounded by a hypointense rim corresponding to the oval 

densee ring on CT. The lesion was barely depicted on T2-weighted images without fat-

suppressionn (Fig. ID), but was clearly shown on fat-suppressed T2-weighted images (Fig. 

IE)) as a dark mass outlined by hyperintensity suggesting oedematous changes. 

Receivingg some analgetics only, symptoms completely disappeared within 6 days. 

CaseCase 2 

AA 25-year-old man presented with clinical features of sigmoid diverticulitis. The labora-

toryy data were normal.. A CT scan was performed (Fig. 2A) revealing fat stranding in the 

leftt lower abdomen containing a paracolic ovoid ring, similar to findings in case 1 and 

characteristicc of epiploic appendagitis. 

Subsequentlyy MR was performed with informed consent. The lesion displayed the 

samee MR features as in case 1; shown as an ovoid mass defined by a hypointense rim on 

Tl-weightedd imaging (Fig. 2B), and depicted on fat-suppressed T2-weighted images (Fig. 

2C)) as low-intensity fat outlined by bright oedematous changes. 

Symptomss spontaneously resolved within 8 days. 

Discussion n 

Epiploicc appendagitis is an uncommon condition, due to either torsion of an epiploic 

appendixx along its narrow pedicle or spontaneous venous thrombosis of its draining vein 

[5,6].. It may occur at any age, and usually involves one of the lower quadrants because 

thee sigmoid colon and cecum harbor the largest number of epiploic appendices [6]. 

Clinically,, patients with epiploic appendagitis present with abrupt onset of focal abdom-

inall  pain, in the absence of other significant clinical findings. The white blood cell count 

andd the erytrpcyte sedimentation rate are normal or moderately elevated [5]. These find-

ingss are nonspecific and do not allow clinical differentiation of epiploic appendagitis 
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Fig.. 2 A Axial CT scan of case 2 of the lower abdomen demonstrates left-sided paracolic inflammatory 

changess containing a slightly hyperattenuating ring (arrowhead) characteristic of epiploic appendagitis. 

Thee sigmoid colon appears normal. Note quite extensive local reactive thickening of the parietal peri-

toneum.. On B axial Tl-weighted and C axial T2-weighted fat-suppressed images (same imaging parame-

terss as case 1) the lesion displays similar imaging characteristics as in case 1. 
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fromfrom diverticulitis, appendicitis or other more common acute abdominal conditions, 

leadingg to clinical misdiagnosis in nearly all cases [1]. 

Epiploicc appendagitis has a benign natural history, with only an exceptional report of 

aa complicated recovery [7], Spontaneous symptom resolution within 1 or 2 weeks is the 

rulee in patients with epiploic appendagitis [ 1 -3 ]. Treatment should consist of reassuring 

off  the patient and, if necessary, analgesics. Therefore, a correct diagnosis is essential to 

avoidd hospitalization, antibiotic therapy or unnecessary surgery. 

InIn contrast to the clinical diagnosis, the US and CT diagnosis óf epiploic appendagitis 

cann be made quite confidently [2-4]. US reveals a hyperechoic noncompressible mass 

suggestingg inflamed fat, fixed to the colon and located at the spot of maximum tender-

ness.. CT is usually required to make a definite diagnosis, displaying a paracolic fatty mass 

containingg soft tissue densities, in the absence of specific CT findings suggesting appen-

dicitis,, diverticulitis, or any alternative diagnosis. The lesion often contains a characteris-

ticc dense ring on CT, representing the thickened inflamed visceral peritoneum sur-

roundingg the infarcted epiploic appendix [2]. 

Pitfallss in the imaging diagnosis of epiploic appendagitis are inflamed fat secondary to 

appendicitis,, diverticulitis or other inflammatory diseases in which the underlying con-

ditionn is overlooked. Omental infarction may closely simulate epiploic appendagitis on 

USS and CT, although in omental infarction the inflamed fatty mass is usually larger and 

theree is no dense ring on CT surrounding the lesion. As both conditions have the same 

benignn natural history the distinction has no practical implications [8], Other potential 

errorss are peritoneal tumor depositions or a teratoma, but the clinical circumstances in 

thesee diseases are usually very different. 

Untill  recently epiploic appendagitis was considered to be rare, but due to increasing 

awarenesss óf its imaging features and liberal use of US and CT it is currently diagnosed 

moree often. Epiploic appendagitis has been reported in 2.3-7.1% of patients clinically 

suspectedd of having diverticulitis and in approximately 1 % of patients clinically suspect-

edd of having appendicitis [3,4,8]. 

USS and CT are the primary imaging techniques for the evaluation of patients with 

acutee abdominal pain. US is inexpensive, quick and easy to perform, but it is operator-

dependentt and limited in obese patients. The major disadvantage of CT is the use of ion-

izingg radiation. The radiation dose for an abdominal CT examination is high; a typical 

dosee is in the order of 10 mSv, an exposure that carries about the same radiation risk as 

5000 chest radiographs [9]. This gives rise to the question of possible alternative imaging 

modalitiess in patients with abdominal symptoms, especially in children and in women of 

child-bearingg age with equivocal US findings. 
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MRR has been described as a valuable nonionizing imaging technique for evaluation of 
patientss with suspected acute appendicitis [ 10»11 ]»and has recently also been reported as 
aa feasible diagnostic tool in patients with presumed acute diverticulitis [12]. As MR has 
becomee widely available, it is likely its use will increase for the evaluation of acute 
abdominall  conditions in a selected group of patients. In view of this prospect, the MR 
featuress of epiploic appendagitis may be useful, as the disease may simulate nearly any 
acutee abdominal condition depending on the location of the infarcted epiploic appendix. 
Inn our two patients, epiploic appendagitis was well demonstrated on Tl- and fat-sup-
pressedd T2-weighted sequences. The characteristic imaging feature of thickened visceral 
peritoneumm surrounding thé epiploic appendix was present on MR also. 

Thiss report is limited by the lack of surgical and histologic proof, as it concerns a self-
limitingg disorder. The diagnosis was made on the basis of CT findings which were con-
sistentt with pathologic proven, cases from the literature, combined with a follow-up peri-
odd in which symptoms spontaneously resolved and no alternative diagnosis emerged. 

Inn conclusion, epiploic appendagitis is an uncommon but underdiagnosed benign 
mimickerr of an abdominal surgical emergency, in which MR imaging appears capable of 
makingg a correct diagnosis. 
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