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Each epiploic is supplied by two end arteries branching from 
vasa recta longa of colon and drained by a single tortuous 
vein this along with the pedunculated shape, and excessive 
mobility makes the epiploicae rather prone to torsion and 
ischemia.[5]

The function of appendix epiploicae remains unknown, but 
they are thought to be a protective cushion during peristalsis, 
provide local defense against infection, and be a site for fat 
storage.

Pathophysiology and Diseases of Appendices 
Epiploicae

Diseases of appendices epiploicae are a rare cause of intra-
abdominal complications, and a diagnosis preoperatively is 
rare even in a general surgical unit. The condition is usually 
mistaken for acute appendicitis and diagnosis reached usually 
after laparotomy. In a 5-year review between 1993 and 1998[6] 
by Al-Jaberi et al., only five cases of torsion appendices 
epiploicae were reported and none of them were diagnosed 
before surgery. A pre-operative diagnosis on a female in an 
immediate delivery period becomes all the more challenging.

Diseases of the epiploic appendices are most common in the 
3rd and 4th decades of life, although they have been reported 
in a wide range of ages ranging from 12 to 82 years of age.[7] 
Men and women are equally affected.[7,8] The right iliac fossa 
remains the most common site for the pain and tenderness, 
even if the sigmoid colon is the affected site. Appetite and 
bowel functions are usually unchanged.[9,10] Nausea and 
vomiting were reported in 25–40% of the patients and a 
palpable RIF mass was reported in a similar percentage,[11-14] 
there was no palpable mass in our patient.

Radiological Diagnosis

Under normal circumstances, appendices epiploicae are 
not visible during plain abdominal radiography fluoroscopy 
or computerized tomography of abdomen unless they 
are surrounded by sufficient amount of intraperitoneal 
contrast material, for example, massive intraperitoneal fluid 
accumulation or after injection of intraperitoneal dyes, for 
example, in hysterosalpingography.[1]

Disorders of Appendices Epiploicae Include

•	 Torsion and necrosis
•	 Primary and secondary epiploic appendicitis[5]

•	 Herniation
•	 Lipoma of appendices epiploicae
•	 Involvement by metastatic disease.

Like any other structures with an end arterial blood supply 
and mobile pedicle appendices epiploicae are prone to risk of 
torsion and necrosis.[3-6] An enlarged peritoneal cavity due to 

of peritonitis. A provisional diagnosis of endometritis was 
kept, and the patient was investigated. Her hemoglobin was 
11.5, WCC – 15,200, neutrophils – 14,000, and C-reactive 
protein – 192. Other results were within normal limits.

She continued to be symptomatic. Mild tenderness over 
lower abdomen started appearing; she continued to have 
tachycardia. The patient was started on intravenous (IV) 
fluids and IV antibiotics in view of high WCC.

Later, the patient developed increased tenderness, with 
rising pulse rate. Surgical opinion was taken, X-ray abdomen 
revealed moderately distended loops of large and small bowel 
filled with gas, colon visible from cecum to descending 
colon, but no air was seen in the sigmoid colon or rectum. 
The patient was continued on IV antibiotics, IV fluids, 
and close observation. Surgical review was done again; the 
patient had developed marked rebound tenderness and had 
signs of peritonitis; the patient was shifted to operating 
theater; laparotomy was done which revealed torsion of tinea 
epiploicae, [Figure 1] which was necrosed no other anomaly 
was found. Abdomen was closed and the patient was sent 
for routine post-operative care.

Figure 1: Showing torsion of epiploic appendages

DISCUSSION

Appendices epiploicae were first reported by Payr, in 1902, 
covered by visceral peritoneum looks like pedunculated 
adipose structures protruding from external surface of 
colon into the peritoneal cavity. About 50–100 appendices 
epiploicae are normally present; half of them are located 
anteriorly along with the tinea alba and other adjacent to 
tenia omentalis on posterolateral border of ascending and 
descending, and sigmoid colon[1,2] and transverse colon have 
only single row of appendix epiploicae adjacent to tenia 
libera as greater omentum attaches to its antimesenteric 
border.

Usually, these structures are 1–2 cm thick and 2–5 cm long 
but can be up to 15 cm.[3,4]
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obesity, ascites, recent delivery, or recent abdominal surgery 
can be a contributing factor.[1]

Management of EA

•	 Self-limiting with an average of 10–12 days
•	 Can be managed surgically (excision of the infarcted 

epiploic appendix)/laparoscopic appendectomy. Can also 
be managed conservatively.

CONCLUSION

Diagnostic laparoscopy is a useful tool for surgeons in 
assessing abdominal pain where the cause is elusive. It may 
be used to diagnose and treat torsion of an epiploic appendix 
effectively. Torsion of appendices epiploicae is a rare entity 
but can complicate the postpartum period. The diagnosis 
can be tricky and the disease pathology is usually diagnosed 
only after laparotomy.

Key features (Imaging):
•	 Very commonly found on the left side (predominantly 

sigmoid colon)
•	 A fatty tag containing oval lesion with a hyperattenuating 

rim abutting the colonic wall and surrounded by 
inflammatory changes.

•	 Central high attenuating area reflecting thrombosed 
vein.
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