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Primary Omental Infarction Presenting As a Parietal Wall Swelling: A Rare 

Case Report 
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ABSTRACT 

Primary omental infarction, acute or subacute, may present as acute abdomen or as sub-acute abdominal pain 

which frequently mimics other surgical emergencies. Primary omental infarction is idiopathic
[1]

 in contrast to 

secondary which is associated with other intra abdominal pathologies. We present here a case of primary 

omental infarction with abscess formation infiltrating into the anterior abdominal wall muscle layers, 

presenting as abdominal pain with parietal wall swelling (in contrast to intra abdominal lump which is the 

common presentation) eventually managed with surgical intervention. 
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INTRODUCTION 

Omental infarction is a rare but important cause of 

acute or subacute abdomen. Omental infarction 

has been reported in the literature over 100 years 

ago, first reported by Bush in 1896
[2,3]

. It has been 

reported at a rate of 0.1% of all laparotomies 

performed for acute or subacute abdomen
[4]

 with 

an incidence of 0.0016-0.37%
[5]

. Clinically, 

majority of patients present with acute or subacute 

abdominal pain as with our patient, which may be 

to the left or right side of the midline based on the 

side of omental involvement. Pain may mimic 

acute appendicitis (66%) or cholecystitis
[6]

. In 

female patients it may mimic gynecologic 

problems. 

The physical findings are variable but tenderness 

is usually in the right side of the abdomen, 

predominantly at the right lower quadrant as seen 

with our patient. Physical examination usually 

elicits localized tenderness with or without a 

palpable intra abdominal "mass" indicating 

abscess formation. Our patient though had 

palpable mass, but clinically was appearing to 

arise from abdominal wall as a result of 

abdominal wall infiltration, which is a unique 

finding in such cases. 
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CASE REPORT 

A 40 year-old male patient presented with pain in 

the right lower quadrant of abdomen since 2-3 

months which was dull aching, vague, non 

radiating, non migrating, partially relieved by 

medications. This was not associated with any 

history of vomiting or fever. It was not associated 

with any bowel or urinary complaints. 

On examination, he was hemodynamically stable, 

afebrile. Per abdomen examination showed no 

tenderness or guarding or rigidity, but an ill 

defined lump was palpable in lower right 

umbilical region  of approximately  (4 x 4) cm 

size with Carnett’s test suggestive of intra parietal 

swelling, with smooth surface and firm 

consistency. 

His abdominal CT (fig. 1,2) was suggestive of 

confluent areas of fat stranding in right iliac fossa 

indicating omental infarction. No other intra 

abdominal pathology detected. 

Patient was initially given a trial of conservative 

management but the pain did not settle down. 

Hence he was operated electively with diagnostic 

laparoscopy done which confirmed right omental 

infarction with abscess formation infiltrating into 

the abdominal wall muscle layers and adherent to 

it (fig. 3). Hence a midline laparotomy incision 

was taken & partial omentectomy was performed 

with removal of the diseased omentum and 

abscess. The cavity extending into abdominal wall 

was scooped off thoroughly with betadine washes. 

On histopathology (fig. 4), omental infarction was 

confirmed with extensive areas of necrosis, ill 

formed granulomas, with dense mixed 

inflammatory infiltrate composed of polymorphs 

and lymphocytes. No evidence of caseous necrosis 

or fungi or atypia or malignancy found. A lymph 

node was also isolated showing reactive sinus 

histiocytosis. 

 

    
Fig. 1: Axial CT plate showing omental infarction 

with fat stranding extending into parietal wall   

        

 
Fig. 2: Coronal CT plate showing the omental 

infarction with abscess formation 

 

 
Fig. 3: Intra operative photograph of omental 

abscess extending into parietal wall 
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Fig, 4: Post operative photograph of resected 

omentum with abscess 

 

 
Fig. 5: Histopathology slide showing granuloma 

(bigger arrow) and inflammatory infiltrate 

(smaller arrow)  s/o abscess formation 

 

DISCUSSION 

Omental infarction is classified as primary when 

there is no identifiable etiology, or secondary 

when it is associated with other intra-abdominal 

pathologies such as adhesions, malignancy, 

hernias, cysts or other inflammatory diseases. The 

exact pathogenesis of this condition is unknown. 

It has been postulated that congenitally anomalous 

fragile blood supply to the right greater omentum 

makes this region prone to infarction
[6]

. Others 

have suggested a different embryonic origin of 

right greater omentum with more fragile blood 

vessels which are more susceptible to elongation 

and secondary occlusions. This explains the high 

incidence (90%) of this disease in the right side of 

greater omentum
[7]

. Other predisposing factors 

include obesity or trauma, overeating, 

hypercoagulability, coughing or a sudden change 

in position
[6, 8, 9, 10, 11]

. Temperature is usually 

normal or slightly raised associated with 

leucocytosis. Therefore omental infarction is 

extremely difficult to diagnose clinically and 

radiological investigations are required to confirm 

the diagnosis. Ultrasonography findings include a 

hyperechoic, noncompressible, ovoid mass. 

Typical Computed Tomography findings include a 

streaking or “whirling” pattern of inflammatory 

fatty tissue with a fluid cavity
[7]

. 

Conservative management may be tried for 

patients who are clinically stable
[12,13]

. But in 

cases of inconclusive radiological findings, or non 

resolution with medical management, or unstable 

patients, or those with complications such as 

omental abscess, bowel obstruction or adhesion 

formation, laparoscopy is often necessary to 

establish a definitive diagnosis and management. 

Our patient was given conservative trial for about 

1 month but due to abscess formation and non-

resolution of disease with conservative 

management was the reason for operative 

management. 

Surgical management usually involves 

omentectomy, laparoscopic approach being 

preferred which allows visualization of other 

intra-abdominal organs for associated pathology. 

Our patient was initially operated with 

laparoscopy but due to the presence of parietal 

wall infiltration the procedure was converted to 

laparotomy with partial omentectomy. 

 

CONCLUSION 

Omental infarction should be kept in mind while 

dealing with acute/subacute abdominal pain. The 

exact aetio-pathogenesis of primary omental 

infarction is still unknown. Increased awareness of 

this condition, combined with the use of 

Ultrasonography or Computed Tomography has 

increased the diagnostic accuracy and hence 

prompt effective management of these cases. Also 

a parietal wall ill defined swelling in the setting of 

omental infarction can be due to the abscess 
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cavity infiltrating into abdominal wall should also 

be kept in mind while managing such cases. 
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