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ABSTRACT 

Both epiploic appendagitis and femoral herniae are rare diagnoses 

individually. No radiological cases of a patient having epiploic appendagitis 

within a femoral hernia have been documented in the literature. We present a 

case of a 65-year-old patient who underwent clinical work-up for a tender 

left groin lump. When undergoing a CT scan for investigating possible 

lymphadenopathy, she was found to have epiploic appendagitis contained 

within an incarcerated left sided femoral hernia. In this case report, we 

review the relevant anatomy, aetiology, patient demographics, as well as 

clinical and imaging findings and management. 

 

 

 

 

 

CASE REPORT 
 

 

 

 

 

 

 

A 65-year-old female presented acutely to the surgical 

receiving unit with a short history of a tender left groin lump. 

She reported no nausea or vomiting, no alteration of bowel 

habit, weight loss or anorexia. There was no significant 

medical, surgical or medication history. On examination she 

had a tender, erythematous non-reducible mass in the left 

groin. Observations were stable and she was afebrile. Routine 

blood tests including inflammatory markers were normal. 

Erect chest x-ray was unremarkable with no evidence of free 

subdiaphragmatic gas and abdominal x-ray showed no bowel 

obstruction or radio-opacities.  

 

 

Given the concern for the possibility of lymphadenopathy, 

she underwent contrast enhanced CT (GE Optima CT660) of 

the abdomen and pelvis (Figure 1). This demonstrated a left 

sided incarcerated femoral hernia containing an inflamed 

appendix epiploica.  

 

Operative intervention was discussed and appropriate 

consent obtained. The patient proceeded to the operating 

theatre and underwent a high suprainguinal extraperitoneal 

(McEvedy) procedure and the incarcerated hernial sac was 

reduced. The sac was opened and an infarcted appendix 

epiploica was excised. Wounds were closed in the standard 

fashion and she made an uneventful post-operative recovery. 

 

 

 

 

 

Anatomy, Aetiology & Demographics: 

Both femoral hernia and epiploic appendagitis are 

individually relatively rare entities.  

 

Abdominal herniae have an incidence of around 5%, with 

approximately 5% of these being femoral herniae [1]. These 

occur when there is weakness in the femoral canal and arise 

inferior to the inguinal ligament, protruding through the 

femoral ring. They lie medial to the femoral nerve and vessels, 

often indenting or compressing the femoral vein, and lateral to 
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the lacunar ligament and inferior aspect of the inguinal canal 

[2]. Increased prevalence is noted in females and they are 

more commonly right sided [3]. Such a hernia can contain 

preperitoneal fat, omentum, peritoneum and bowel content. 

Very rarely they can contain an inflamed vermiform appendix 

(deGarengeot hernia) [4], bladder, ectopic testis or fallopian 

tube. 

 

Appendices epiploica are peduncles containing fat, 

covered in serosa, lying on the antimesenteric border of the 

colon [5] attached by a vascular pedicle and arising anywhere 

between the caecum and rectosigmoid junction, sparing the 

rectum. They are most commonly located in the large bowel, 

particularly at the rectosigmoid junction (57%). When arising 

from around the sigmoid colon, they tend to be larger in size 

and more numerous. The appendages are distributed 

longitudinally in rows of two: one lateral to the tenia 

omentalis, and the other medial to the tenia libera [6]. 

Appendices epiploica are supplied by two arteries and drained 

by a single tortuous vein. 

 

Epiploic appendagitis is very uncommon, with an 

incidence of 8.8 per million patients [7]. It predominantly 

occurs as a primary event due to torsion of the appendix 

epiploica with venous outflow obstruction and resulting 

ischaemia and infarction. Incarceration within a hernial sac can 

also result in venous obstruction [8]. Patients of any age group 

may be diagnosed however, the peak incidence occur in 

patients aged 30 to 50 years old with obesity and excessive 

exercise being the most common causes [7]. It can affect both 

genders although is slightly more prevalent in males [9]. 

 

 

Clinical & Imaging Findings: 

The clinical and CT findings of both epiploic appendagitis 

and femoral hernias individually are well documented.  

 

Epiploic appendagitis typically presents with localised 

sharp or stabbing abdominal pain and can mimic other causes 

of acute abdomen. It is more frequently left sided. The patient 

is normally afebrile with no leucocytosis.  

 

Appendices epiploica are only really demonstrable on CT 

when they are inflamed or surrounded by fluid and epiploic 

appendagitis is characterised by several key features on 

imaging. The most well-known appearance is a fat density 

centre adjoined to the colon with surrounding inflammatory 

changes. The fatty centre measures between 1.5 and 3.5 cm in 

the majority (86%) of patients [10] and is characteristically 

surrounded by a high attenuation rim [11]. Within the fatty 

centre there is frequently, a high density ‘dot’, which is present 

in around 50% of cases and not necessary for the diagnosis 

[10]. This occurs due to venous thrombosis.  

 

Epiploic appendagitis has been reported in inguinal 

[12,13,14], incisional [8] and Spigelian [15] hernias. 

Occurrence within a femoral hernia is extremely unusual 

although there is a recently published report of such a case in a 

patient who proceeded directly to theatre without imaging. 

[16]. 

Femoral herniae typically present as a groin lump often 

tender and non-reducible and may be difficult to differentiate 

clinically from other groin hernias and lymphadenopathy. On 

cross sectional imaging they are described as having a ‘funnel 

shaped’ neck, protruding through the femoral ring, and 

sometimes compressing the common femoral vein. The 

coronal plane is often better at assessing the degree of 

common femoral vein compression and the presence of 

congestion of the distal veins [17]. 

 

 

Differential Diagnosis: 

Epiploic appendagitis within an inguinal hernia 

The findings of epiploic appendagitis would be seen 

however the hernial sac is above the inguinal ligament. In an 

indirect inguinal hernia the sac arises lateral to the inferior 

epigastric vessels and often compresses the fat in the inguinal 

canal into a lateral crescent.  

 

Acute appendicitis within a femoral hernia 

A blind ending thickened tubular structure with 

attachment to the caecum representing the inflamed appendix, 

potentially containing an appendicolith at its base with 

periappendiceal fat stranding within a femoral hernial sac. 

 

Colonic diverticulitis within a femoral hernia 

Gas containing diverticulum with colonic wall thickening 

and pericolic fat stranding and often adjacent free fluid in a 

femoral hernial sac. 

 

 

Treatment & Prognosis: 

Epiploic appendagitis alone is a self-limiting benign 

condition and does not generally require any surgical 

intervention, with effective response to non-steroidal anti-

inflammatories being documented [6]. It is important to get the 

radiological diagnosis correct to prevent operating on a patient 

unnecessarily. 

 

The management of patients with epiploic appendagitis 

within a femoral hernia is dependent on whether the femoral 

hernia is complicated or uncomplicated. If complicated by 

bowel obstruction or strangulation, femoral hernias are treated 

urgently due to their higher mortality rate, often needing bowel 

resection. Strangulation reportedly occurs in 22% of cases by 

the 3-month period therefore, patients with a new diagnosis 

even if asymptomatic are preferably operated on electively to 

minimise this risk [18]. 

 

 

  

 

 

Epiploic appendagitis within a concomitant femoral hernia is 

rare but a consideration when a patient attends with a painful 

lump in the groin. CT appearances are diagnostic. 

 

 

 

 

 

TEACHING POINT 
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Figure 1: 65-year-old female with epiploic appendagitis within a left sided femoral hernia  

 

FINDINGS: Fat density ovoid appendage surrounded by a high attenuation rim (arrows) and inflammatory stranding within a 

groin hernia with a ‘funnel shaped’ neck, protruding through the femoral ring, a) axial; b) sagittal; c) coronal. On the sagittal and 

coronal images the attachment of the fat density structure to sigmoid colon is evident with the thrombosed central vein seen as a 

high density line on the coronal view. 

 

TECHNIQUE: Portal Venous phase IV contrast enhanced (100 ml Omnipaque) volume acquisition 128 detector CT (GE Optima 

CT660) of the abdomen and pelvis acquired at 1 mm slice thickness, 120 kVp 120, 50-200 mAs. 
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Differential Diagnoses Computed tomography (CT) findings 

Epiploic appendagitis 

within a femoral hernia 

High density ‘dot’ in a fat density centre, which is surrounded by a high attenuation rim and 

inflammatory changes. These changes are within a hernia with a ‘funnel shaped’ neck, protruding 

through the femoral ring, and sometimes compressing the common femoral vein. 

Epiploic appendagitis 

within an inguinal hernia 

 

High density ‘dot’ in a fat density centre, which is surrounded by a high attenuation rim and 

inflammatory changes. These changes are within a ‘lateral crescent’ shape and extend 

anteromedially and inferiorly to the inferior epigastric vessels. 

Appendicitis within a 

femoral hernia 

 

Dilated, inflamed appendix with a thick and enhancing periphery as well as thickening of the 

caecal apex.  

These changes are within a right sided hernia with a ‘funnel shaped’ neck, protruding through the 

femoral ring, and sometimes compressing the common right femoral vein. 

Colonic diverticulitis 

within a femoral hernia. 

 

Focal areas of pericolic inflammatory stranding adjacent to bowel diverticula.  

These changes are within a hernia with a ‘funnel shaped’ neck, protruding through the femoral 

ring, and sometimes compressing the common femoral vein. 

 

Table 2: Differential diagnosis table of Epiploic Appendagitis in a Femoral Hernia. 

Etiology Torsion or venous thrombosis  

Incidence One previous documented case found at surgery  

Gender ratio Epiploic appendagitis is more common in males. Femoral herniae more common in females.  

Age predilection Fourth and fifth decades of life  

Risk factors Obesity and excessive exercise  

Treatment Conservative or surgical  

Prognosis Emergency surgical repair has higher morbidity and mortality than elective surgical repair  

Findings on Imaging High density ‘dot’ in a fat density centre, which is surrounded by a high attenuation rim and 

inflammatory changes. These changes are within a hernia with a ‘funnel shaped’ neck, 

protruding through the femoral ring, and sometimes compressing the common femoral vein.  
 

Table 1: Summary table of Epiploic Appendagitis in a Femoral Hernia. 

 

 

 

 

 

 

 

 

 

 

CT = Computerised Tomography 

GE = General Electric 

NSAID = Non-Steroidal Anti Inflammatory 

IV = Intravenous 

 

 

 

 
 

Epiploic appendagitis; appendagitis epiploica; femoral hernia; 

incarcerated hernia 
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