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CASE REPORT
A 64-year-old diabetic male presented to the Emergency Department 
with acute right upper quadrant pain that had been ongoing for 
one day and was exacerbated by movement. There was no history 
of associated trauma, fever, vomiting, jaundice, changes in bowel 
or bladder habits, chest pain, or similar complaints in the past. 
Additionally, there was no significant past medical history or history 
of previous abdominal surgery.

During the physical examination, he was conscious and oriented, with 
a pain score of 5 on the VAS rating scale. He had a body mass index 
of 30.7 kg/m2. His vital signs included being afebrile, with a heart rate 
of 90/min, blood pressure of 130/80 mmHg, respiratory rate of 14, 
and maintaining a saturation of 96% on room air. His abdomen was 
soft, tender in the right hypochondrium, with no signs of peritonitis. 
There was no palpable mass, and a negative Murphy’s sign was 
noted. Systemic examination revealed no obvious abnormalities.

Laboratory findings, including a complete blood count, liver function 
tests, amylase, lipase, albumin, electrolytes, cardiac enzymes, and 
urine analysis, were within normal limits. An electrocardiogram 
showed normal sinus rhythm.

An ultrasound of the abdomen [Table/Fig-1] suggested an 
ovoid, slightly lobulated hyperechoic, non compressible lesion 
of approximately 90×70×28 mm (volume of 93 cc) with no 
demonstrable vascularity noted in the right subhepatic region, 
immediately beneath the abdominal wall and abutting the hepatic 
flexure of the colon inferiorly and the liver superiorly, suggestive of 
omental infarction.

A CT scan of the abdomen and pelvis [Table/Fig-2] with intravenous 
contrast revealed a large, minimally enhancing hypodensity 
in the omentum in the right perihepatic and subhepatic region, 
measuring 9×9×3.2 cm, likely representing an omental infarct or 
inflammation. All other internal organs appeared normal, with no 
free fluid or air collection.

The patient was managed conservatively for 24 hours, but the pain 
did not subside despite intravenous antibiotics and tramadol. As 
a result, the patient was scheduled for an exploratory laparotomy. 
Intraoperative findings revealed congested and necrotic omental 
tissue attached to the abdominal wall, the inferior surface of the liver, 
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ABSTRACT
Omental infarction is a cause of acute abdominal pain. It is a challenging diagnosis to make due to its infrequent occurrence, low 
awareness, and non specific presentation. It is generally recommended to manage it conservatively because of its self-limited nature. 
However, some physicians opt for surgical management due to the potential risk of abscess formation with conservative treatment. 
Omental infarction commonly occurs following torsion. The anatomical features of the omental sheet, such as its increased length, 
freely mobile lateral edge, and a weak blood supply, make it more susceptible to twisting along its long axis, leading to congestion. 
If the twist is severe enough or if there is prolonged obstruction to venous flow, arterial inflow may be compromised, resulting in 
infarction and potential complications like necrosis. Here, the authors present a case of a 64-year-old diabetic male who presented 
to the Emergency Department with acute right upper quadrant pain. He was diagnosed with omental infarction through Computed 
Tomography (CT) of the abdomen. The authors attempted conservative management, but his pain persisted despite analgesics. 
Subsequently, the authors opted for surgical intervention and performed an omentectomy. In cases of acute abdominal pain, 
conditions like omental infarction are often overlooked and should be considered in the differential diagnosis.

[Table/Fig-1]: Ultrasound of the abdomen showing focal area of increased 
 echogenicity of omental fat. [Table/Fig-2]: Shows the axial view of Contrast-en-
hanced CT (CECT) abdomen and pelvis. The red arrow shows the area of omental 
inflammation. (Images from left to right)

[Table/Fig-3]: Shows the intraoperative image of the demarcated dark red 
coloured omental infarction (black arrow) compared to the yellow coloured healthy 
omentum (yellow arrow). [Table/Fig-4]: Shows the intraoperative image of the in-
farcted part of the omentum being dissected and excised. (Images from left to right)

The excised omental tissue measured 10.5×6.5×2 cm and appeared 
congested externally [Table/Fig-5]. The cut surface exhibited yellow 
and brown areas with evidence of haemorrhage. Microscopically, 

and the hepatic flexure of the colon [Table/Fig-3]. Dissection followed 
by omentectomy was performed [Table/Fig-4]. The abdomen was 
closed in layers, and the specimen was sent for histopathology. 
There were no intraoperative complications.
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[5]. In the majority of cases, the aetiology of primary omental torsion 
is unknown and can be a result of anatomical abnormalities such 
as tongue-like projections of the omentum, redundant or accessory 
omentum, bifid omentum, irregular omental fat accumulation, 
a narrowed omental pedicle, or anomalous vascular supply [6]. 
Secondary omental torsions are associated with intra-abdominal 
pathology and are linked to adhesions from previous intra-
abdominal surgery, increased intra-abdominal pressure, hernias, 
cysts, tumours, or foci of intra-abdominal inflammation [7].

It has been observed that omental infarcts more commonly occur 
on the right-side of the abdomen [8]. The anatomical pattern of 
the omental sheet, increased length, freely mobile lateral edge, 
and a weak blood supply contribute to making it more susceptible 
to twisting upon itself along its long axis and causing congestion 
[8]. If it twists tightly enough or the obstruction to venous flow is 
prolonged, arterial inflow could become compromised [6]. This could 
lead to an infarction and further complications such as necrosis with 
associated extravasation of serosanguinous ascites [5].

The differential diagnosis of omental infarction can include other 
intra-abdominal pathologies such as cholecystitis, ruptured ovarian 
cyst, appendicitis, diverticulitis, peptic ulcer disease, pancreatitis, 
mesenteric panniculitis, or epiploic appendagitis [9,10]. In the 
present case report, the diagnosis was confirmed on CT abdomen 
and pelvis with intravenous contrast.

There is a male to female ratio of 2:1, and the majority of cases 
occur in the fourth to fifth decade of life [4]. Contributing factors 
could include heavy exertion or sudden and forceful movements [4]. 
Obesity is also considered a precipitating factor due to the increased 
density and thickening of the omentum, which acts as a lead point 
[5]. Other factors include heavy food intake, hyperperistalsis, 
coughing, deep breathing, and local trauma [11].

Omental infarction typically presents with localised pain on the right-
side of the abdomen, with no associated gastrointestinal symptoms 
such as nausea, vomiting, or changes in bowel habits [1]. On physical 
examination, there is abdominal tenderness with or without guarding 
[2]. Often, there is a tender palpable mass if the involved omentum is 
large, along with associated fever and mild leukocytosis [6].

Ultrasonography findings may include a hyperechoic, ovoid, non 
compressible, intra-abdominal mass attached to the abdominal 
wall, but it is not a sensitive investigation [4]. Therefore, radiographic 
evaluation is performed using a CT scan of the abdomen and pelvis, 
which is considered the gold standard for diagnosing omental 
infarction [6]. If the causative factor is omental torsion, characteristic 
CT findings may include a concentric distribution of fatty and 
fibrous linear strands converging toward the infarct, known as the 
‘whirl sign’ [4]. This sign indicates rotation of the mesentery [9]. Fat 
stranding in this area will be disproportionate to any adjacent bowel 
wall thickening, indicating a pathological process centered within 
the omentum [9].

As the clinical presentation is non specific, preoperative diagnosis 
is often challenging [6]. The treatment depends on the severity of 
the patient’s pain, certainty of diagnosis, and response to initial 
conservative measures [6].

Omental infarction can resolve spontaneously and is often managed 
non surgically [6]. However, one should be vigilant for the progression 
of infarcted omental tissue to necrosis with progressive fibrosis, 
which can lead to prolonged pain, fever, and an extended hospital 
stay [7]. It could also potentially result in abdominal abscess or 
adhesion formation [7]. Therefore, the appropriate initial treatment for 
the first 24 to 48 hours involves clinical observation and monitoring 
for persistent or worsening symptoms of abdominal pain, along with 
conservative management [12].

Surgical treatment of omental infarction involves diagnostic 
laparoscopy or exploratory laparotomy with excision of the infarcted 
omental tissue and should be reserved for those with failure of 

sheets of adipose tissue were separated by septa containing 
congested blood vessels. Necrotic areas and fibrinous exudates 
surrounded by inflammatory infiltrate were observed [Table/Fig-6].

[Table/Fig-5]: Shows the excised specimen of the omental tissue sent for histo-
pathological examination.

[Table/Fig-6]: Shows the histopathological slide photo under microscopy 
(Haematoxylin and Eosin (H&E) Stain, 40x) demonstrating sheets of adipose tissue 
separated by septa containing congested blood vessels.

The postoperative recovery was uneventful, and the patient was 
discharged within three days. There was complete resolution of 
symptoms at follow-up, and over the last six months, the patient 
has been asymptomatic with no complaints.

DISCUSSION
Anatomically, the omentum is divided into two parts, the greater 
omentum and the lesser omentum [1]. The greater omentum 
consists of two layers of peritoneum that extend down from the 
greater curvature of the stomach [1]. The lesser omentum extends 
from the liver to the lesser curvature of the stomach [1]. The 
omentum contains a high concentration of tissue factor, which 
aids in the activation of coagulation and fibrosis at sites of trauma, 
inflammation, infection, and ischaemia, effectively working to limit 
the spread and promote tissue repair [2]. This is why the British 
Surgeon Rutherford Morison referred to it as the ‘policeman of the 
abdomen’ [2].

Omental infarction was first described by Eithel in 1899 [3]. A little over 
250 cases of omental infarction have been identified in the literature 
[1]. Omental infarction has been reported in both adult and paediatric 
populations [4]. In most cases, there is no identifiable cause, and they 
are known as idiopathic primary omental infarcts [4].

Omental infarction can occur with a preceding torsion or may be 
due to a systemic disease such as vasculitis of omental vessels, 
hypercoagulability, or a thrombus causing venous outflow obstruction 
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conservative management or complications such as omental 
abscess, bowel obstruction, adhesion formation, or in cases of an 
uncertain diagnosis [2].

Currently, there are no established recommendations indicating 
the optimal treatment approach for omental infarction. Additionally, 
debates arise regarding whether to pursue conservative or surgical 
intervention. The available literature primarily consists of case 
reports and series, emphasising the need for additional research 
to enhance understanding [11,12]. This case underscores the 
significance of recognising spontaneous omental infarction as a 
potential diagnosis, particularly in cases of acute abdominal pain 
on the right-side.

CONCLUSION(S)
For the presentation of acute abdominal pain, a cause like omental 
infarction is often missed and should be considered as a differential 
diagnosis. The diagnosis is challenging clinically and generally 
requires CT abdomen imaging to confirm the diagnosis. The 
management remains controversial and should be individualised, 
with conservative management being the first line. Exploration 
and excision of the infarcted omentum are needed in patients with 
severe pain, uncertain diagnosis, and failure to respond to initial 
conservative measures.
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