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Abstract

Epiploic appendagitis (EA) is rare cause of acute or sub-
acute abdominal pain in patients on peritoneal dialysis
(PD), where the diagnosis can be challenging as the
clinical features, laboratory markers and imaging char-
acteristics have not been described previously in this
group of patients. Here, we present the management
of a case of EA in a patient on PD and review published
literature pertinent to the subject. The importance of
establishing the diagnosis early by laparoscopy is em-
phasised.
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Core tip: The diagnosis and management of a patient
with epiploic appendagitis (EA), who presents with
acute abdominal pain, can be challenging. A high in-
dex of suspicion, exclusion of other causes of acute
abdominal pain by computerised tomographic scan and
an a low threshold for an early diagnostic laparoscopy
is the way forward in establishing the diagnosis of EA
and preservation of peritoneal dialysis catheter.
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INTRODUCTION

Epiploic appendagitis (EA) is a rare cause of acute or
subacute abdominal pain, where the diagnosis can be
challenging, particularly in a patient on peritoneal dialy-
sis (PD)". Lack of pathognomonic clinical, laboratory
and radiological findings can pose significant difficulty
in diagnosis and differentiation of EA from common
acute abdominal pathologies. EA is a self-limiting condi-
tion with a benign clinical course, which can be managed
conservatively, if the diagnosis can be made through
exclusion. A Medline search on the management of EA
on PD patients showed no publications on this subject.
Here, we present the management of patient on PD pre-
senting with left iliac fossa pain (LIF), where the diagno-
sis of EA was confirmed by laparoscopy and review the
pertinent published literature.

CASE REPORT

A 61-year-old female, who was on peritoneal dialysis for
2 years for renal failure secondary to Escherichia coli sepsis
in the past, had presented with sudden onset of continu-
ous severe LIF in the eatly hours of the morning which
was exacerbated by movements. There was no associated
fever, vomiting, change in bowel habit or haemodynamic
instability. There was marked tenderness and guarding in
the LIF inferolateral to the exit site of the PD cathetet.
However, there was no clinical evidence of infection
involving the exit site, catheter tunnel or peritonitis. The
complete blood count was normal, but the C-reactive
protein (CRP) was raised to 16 mg/L (normal range, 0-5

August 6, 2014 | Volume 3 | Issue 3 |



Shrestha B et a/. Epiploic appendagitis and peritoneal dialysis

mg/L). The cytology of PD fluid showed a white blood
cell count of 251/mm’ with 94% polymorphonuclear
leucocytes with negative culture. An ultrasound (US)
scan and a non-contrast computerised tomographic (CT)
scan of abdomen were unremarkable. She was treated
with analgesics, intraperitoneal Vancomycin (2 gm) and
Gentamicin (32 mg) on a presumed diagnosis of low-
grade petitonitis. Five days later her abdominal pain had
subsided significantly, hence she was discharged home.
Two weeks later, she presented with recurrent pain in
the LIF, which on one occasion was very intense mim-
icking acute mesenteric ischaemia requiring repeated
administration of morphine. Abdominal examination
revealed tenderness and guarding in the LIF. The white
cell count was normal, but the CRP was elevated to 67
mg/L. The culture of the PD fluid was sterile. Arte-
rial blood gas and blood lactate were normal. A repeat
contrast enhanced CT scan of abdomen showed patent
coeliac axis, superior and inferior mesenteric arteries
with normal perfusion of the intestine. However there
was small amount of fluid in the pelvis and a fat density
arca with some surrounding inflammation anterior to
the descending colon in the left iliac fossa just below the
abdominal wall, which was suggestive of the possible
diagnosis of epiploic appendagitis (Figure 1). A flexible
sigmoidoscopy and transvaginal US scan were normal.
As the abdominal pain was intractable and persistent
after 6 wk of treatment, under general anaesthesia, the
PD catheter was removed and a laparoscopy was cat-
ried out using the PD catheter entry site. The greater
omentum was adherent in the LIF where a small area on
the anterior surface of the middle of the sigmoid colon
was adherent to anterior abdominal wall over the site of
maximum tenderness. There was evidence of inflamma-
tion on the anterior surface of the sigmoid colon where
appendix epiploicae were present at the site of fibrinous
adhesion, indicating epiploica appendagitis (Figure 2).
Rest of the sigmoid colon and the abdominal organs
were normal. The adhesion was released laparoscopically
after inserting a 5 mm port in the right iliac fossa and
a new PD catheter was replaced. This led to complete
resolution of symptoms and restoration of PD.

DISCUSSION

Epiploic appendages are peritoneal outpouching of adi-
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Figure 1 Computed tomography. A: Axial computed tomography (CT)
scan of the abdomen showing a fat density area with some surrounding
inflammation (large arrow) anterior to the descending colon (small arrow)
in the left iliac fossa just below the abdominal wall at the site of epiploic
appendagitis; B: A coronal oblique CT image showing the fat density area
with surrounding inflammation (arrow) adjacent to the descending colon.

pose tissue on the colonic surface, 50-100 in number,
measuring 0.5-5 cm in length. The majority of them are
situated on the sigmoid and descending colon, which
explains the preponderance of EA in the left side of the
abdomen, compatible with the finding in our case. Each
appendage is supplied with one or two arteries from the
colonic vasa recta and drained by a single vein. These
vascular structures are extremely mobile and susceptible
to ischaemia, inflammation and necrosis if torsion, kink
or stretching occurs”.

Since the first report of EA in 1959 by T Case, sev-
eral case series have been described in the normal popu-
lation'] but the clinical features and management of
EA in a PD patient has not been reported previously.
The primary EA is believed to occur spontaneously,
whereas secondary EA occurs as a result of adjacent
inflammatory diseases such as diverticulitis, appendicitis
and cholecystitis™,

The presenting symptom of EA is a localised non-
migratory pain on the LIF, in the absence of severe ill-
ness, which is exacerbated by movements. Localised and
rebound tenderness are usually present. There is lack
of significant inflammatory response, particularly at the
time of initial presentation. In PD patients, the nature
of pain may be different if the inflamed appendage is
adherent to the parietes and repeated distension of the
abdominal wall during PD fluid exchanges may lead to
stretching of the sensitive parietal peritoneum and severe
pain. A high index of suspicion of EA after exclusion
of acute diverticulitis, appendicitis, haemorrhagic ovar-
ian cyst, torsion of an ovarian cyst, pelvic inflammatory
diseases and mesenteric lymphadenitis, delayed perfora-
tion of bowel by the PD catheter or ischaemia of intra-
abdominal organs, is necessary. Epiploic appendagitis
adherent to the abdominal wall can lead to complica-
tions such as intestinal obstruction form torsion of the
small intestine, strangulation, ileus and catheter drainage
problems”".,

The patients on PD are more prone to serious intra-
abdominal pathology than patients on haemodialysis due
to an effect of PD to impair the normal physiological re-
sponse of the peritoneal membrane!. An early diagno-
sis of EA by excluding all causes of surgical peritonitis is
paramount in PD patients. An undiagnosed peritonitis in
PD patients caused by perforation of intestine or intesti-
nal ischaemia can prove fatal. The presence of pneumo-
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Figure 2 Laparoscopic appearance showing the omentum and anterior
surface of the sigmoid colon adherent to the peritoneum lining the ante-
rior abdominal wall in the left iliac fossa.

peritoneum visible in erect chest-X-ray and CT scan may
not be sensitive or specific for a perforated hollow viscus
since this may be present in 3.7% of healthy PD patients
and in 0%-11% in patients with bowel perforation!™”

Laboratory findings specific to EA could be insignifi-
cant according to several studies. Mild leucocytosis and
a low-grade increase in CRP is accepted as markers of
mild inflammation'. The diagnostic yield of radiologi-
cal investigations such as US, CT and magnetic reso-
nance (MR) scan is consideted to be high, although the
findings are not specific for EA. Epiploic appendages
cannot usually be seen during radiological imaging unless
inflamed or associated with gross ascites or haemoperi-
toneum. EA may be diagnosed with US scan, with find-
ings of solid, oval, non-compressible hyperechoic mass
under the site of maximal tenderness, and lack central
blood flow on Doppler US scan'™. The CT features of
EA are characteristic according to several studies, which
show a pericolonic ovoid mass with hyperattenuating
rim surrounded by fat strandingllS’l()!. The anterior lo-
calisation of EA in relationship to the colonic lumen is
mentioned as a usual finding in making a confident diag-
nosis. The other fatty lesions that can mimic US and CT
findings of acute EA are chronic calcified EA, omental
infarction, post-operative changes, and peritoneal car-
cinomatosis' "'”. The MR scan findings include an oval
shaped fat intensity mass with a central dot on T1- and
T2-weighted images, which possessed an enhancing
rim on post-gadolinium T1-weighted fat saturated im-
ages. The lesion is best visualized on post-contrast T'1-
weighted fat saturated images“g]. The only concern about
MR scan is the risk of nephrogenic systemic sclerosis
due to gadolinium.

The majority of patients with EA recover sponta-
neously within less than four weeks with conservative
management™’, Recurrence of symptoms have been re-
ported in up to 40% of cases, where surgery in the form
of laparoscopic or conventional open excision of the
inflamed epiploic appendix may be needed"”. Establish-
ment of an eatly and definitive diagnosis of EA may not
be straightforward, in PD patients, as it happened in our
case. There was a delay of 6 wk before a diagnostic lapa-
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roscopy was performed. We believe that a low threshold
for diagnostic laparoscopy should be maintained if the
symptoms fail to resolve within a week or the diagno-
P12 We did remove the original
catheter and used the catheter entry site to introduce a
port and telescope. In retrospect, laparoscopy without
removal of catheter could have been performed, thereby

sis remains uncertain

avoiding the need of removal and replacement of PD
catheter.

In a conclusion, establishment of the diagnosis of
EA in patients on PD can be challenging, hence a diag-
nostic laparoscopy should be undertaken eatly to estab-
lish the diagnosis, exclude any other abdominal condi-
tions and retain the PD catheter.

COMMENTS

Case characteristics

A 67-year-old female, on peritoneal dialysis (PD), presented with recurrent at-
tacks severe left iliac fossa pain.

Clinical diagnosis

There was marked tenderness and guarding in the left iliac fossa.
Differential diagnosis

Consideration of acute diverticulitis, appendicitis, haemorrhagic ovarian cyst,
torsion of an ovarian cyst, pelvic inflammatory diseases and mesenteric lymph-
adenitis, delayed perforation of bowel by the PD catheter or ischaemia of intra-
abdominal organs, in the differential diagnosis is necessary.

Laboratory diagnosis

An elevated C-reactive protein was present.

Imaging diagnosis

Computed tomography scan of the abdomen showed inflammatory changes in
the left iliac fossa (LIF) suggesting the possibility of epiploic appendagitis (EA).
Pathological diagnosis

Laparoscopy revealed adhesion of the sigmoid colon to the anterior abdominal
wall with an appendix Epiploica was present.

Treatment

Laparoscopy and adhesiolysis led to complete resolution of symptoms.
Experiences and lessons

Recurrent pain over the LIF is patient on PD in the absence of classical clinical
and radiological features should prompt a clinician to consider the diagnosis of
EA and perform a diagnostic laparoscopy to establish the diagnosis.

Peer review

This case report is suitable for publication.
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