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Abstract : 32 year old gentleman presented with abdominal 
pain and mass in left iliac fossa and was diagnosed as             
diverticulitis of sigmoid colon.On further evaluation it was 
found as epiploic appendagitis of descendosigmoid                   
junction. Laproscopic excision of the inflamed appendices 
epiploicae was done. 
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32 year old gentleman admitted with complaints of abdominal 
pain in left iliac fossa - 1 week, sudden onset ,progressive 
nature, dull aching pain, not radiating, no aggravating or  
relieving factors. No h/o abdominal distension/nausea/
vomiting/fever/bladder and bowel disturbances/ loss of 
weight/ appetite .General examination was normal. Abdomen 
examination revealed single oval well defined, smooth,            
tender, firm mass of size 3 * 2 cm palpable in left iliac fossa in 
midclavicular line with dull note over mass. P/R examination 
wasnormal. Provisionaldiagnosis was Diverticulitis of sigmoid 
colon. 
INVESTIGATIONS : 
Hemogram, Total count, Differentialcount, ESR, Platelet 
count , Blood sugar ,Renal function tests was normal. USG 
abdomen showed 3 * 2 cm fat stranding noted in left iliac 
fossa. No free fluid. No bowel wall thickening. CECT                    
abdomen showed 3 * 2 cm pericolonic fatty lesion surrounded 
by hyperattenuatingring in region of descending                       

colon- sigmoid colon junction. Impression was                           
Epiploicappendagitis. Colonoscopyand Double contrast barium 
enema was normal. We made a final diagnosisof EPIPLOIC 
APPENDAGITIS OF DESCENDO SIGMOID JUNCTION and 
was managed conservatively with antibiotics and analgesics. He 
had no symptomatic improvement. Decided for surgical            
management and planned for laproscopicexcision. Operative 
findings:3 port technique ,3* 2 cm inflamed appendices                 
epiploicae in descending colon sigmoid colon junction. Excision 
done using bipolar diathermy. Postoperative period was               
uneventful. Suture removal was done 10 th day. HPE report 
Macroscopic: Fatty tissue measuring 2 *2 *1 cm . external and 
cut surface yellowish ,greesy .Microscopic :Fibrofatty tissue   
enclosing chronic inflammatory cells only. 
DISCUSSION : 
Epiploic appendagitis is an uncommon, benign self limiting         
inflammatory process of epiploicappendices. Epilploic               
appendices are 1- 2 cm thick and 0.5-5cm long each supplied by 
one or two small colonic end arteries and a small draining vein
(1). They are small ,physiologic peritoneal fat pouches attached 
to the external surface of colon by vascular stalks. They become 
acutely inflammed as a result of torsion or venous thrombosis
(7,8 ).Very rarely they present as intraperitoneal loose bodies
( 2 ). Pain is usually in right or left lower quadrant. In right side it 
may mimic appendicitis , left side it may mimic diverticulitis. Lab 
investigations will be normal. CRP will be elevated in few cases 
due to ischemic fat necrosis (3).Normal epiploic appendagitis are 
not seen on CT scan(17,18 ) .They typically have fat attenuation 
and cannot be disinguished from other adipose structures unless 
they are surrounded by intraperitoneal fluid or inflammation. 
Epiploic appendagitis is a surgical diagnosis with clinical features 
that may guide the surgeon to right preopdiagnosis. In patients 
with localised , sharp, acute abdominal pain which is not                
associated with other symptoms like nausea ,vomiting, fever or 
typical laboratory values ,the diagnosis of epiploicappendagitis 
should be considered as a rare differential diagnosis to sigmoid 
diverticulitis or appendicitis. It is a self limiting condition with 
patients recovering in less than 10 days with oral anti                   
inflammatorymedication. There is a tendency of recurrence in  
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conservatively treated patients. Laproscopic interventions(11) are 
highly appealing to both patient and surgeon. 
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