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An abdominal pain that looks like a ring 
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Question 

What is the most likely diagnosis? 
A. Diverticulitis 
B. Epiploic appendagitis 
C. Acute appendicitis 
D. Liposarcoma 
 

 

 

Answer 
The correct answer is Epiploic Appendagitis (EA). First 

described by Lynn et al. in 1956, EA is a rare cause of abdominal 
pain that can mimic other acute and subacute conditions, such as 
acute appendicitis, diverticulitis, mesenteric panniculitis, omental 
neoplasms, and omental infarction.1 EA accounts for approximate-
ly 1% of all cases of abdominal pain in adults, especially in the 2nd 
and 5th decades, with a higher prevalence among women and obese 
individuals.2 The pathogenesis is thought to be due to torsion of a 
large and pedunculated epiploic appendage, or spontaneous throm-
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A 53-year-old man presented with severe pain in the left iliac fossa 
for 2 days without nausea, vomiting, diarrhea, and fever. He was 
affected by type 2 diabetes mellitus and denied any previous 
episodes of diverticulitis. Physical examination revealed abdomi-
nal tenderness and guarding. Laboratory tests, including C reactive 
protein, were within the normal range. Point-of-care Ultrasound 
(US) showed a focal, non-compressible, oval (0.6 x 1 cm), hyper-
echoic mass with a hypoechoic rim, located directly under the 
abdominal wall at the point of maximum tenderness. Enhanced 
Computed Tomography (CT) of the abdomen was performed 
(Figure 1) and confirmed the diagnostic suspicion.

Figure 1. Abdomen CT scan with contrast medium showing a fat-
density ovoid structure (22 x 10 mm) adjacent to the sigmoid 
colon, surrounded by a thin high-density rim, known as the hyper-
attenuating ring sign.
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bosis of the venous outflow, resulting in ischemia and necrosis.  
Patients typically present with acute abdominal pain and 

rebound tenderness, with the left abdomen being the most common 
site of pain. EA is essentially indistinguishable 
from diverticulitis and acute appendicitis (depending on location) 
and, despite being uncommon, it accounts for up to 7% of cases of 
suspected diverticulitis.  

Diagnosis is easily made with CT or US (4). The CT features 
include an oval lesion 1.5-5 cm in diameter, with attenuation sim-

ilar to that of fat with a thin (1-3 mm) high-density rim (“ring 
sign”), a central hyperdense dot (representing the thrombosed vas-
cular pedicle), and surrounding inflammatory changes and thick-
ening of the adjacent peritoneum (Figure 2).5 US shows a rounded 
(diameter 2-4 cm), non-compressible hyperechoic mass, without 
internal vascularity and surrounded by a subtle hypoechoic line.4 

EA is a self-limiting inflammatory condition, and most patients 
recover within a few days with conservative management focused 
on pain control with NSAIDs, rest, and observation,2,3 as occurred 
in our case. 

In conclusion, emergency clinicians should be aware of this 
rare disease, as EA can sometimes be mistaken for an acute 
abdomen, leading to unnecessary surgeries. 
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Figure 2. Abdomen CT scan showing epiploic appendage in the 
sigmoid colon.
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