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Omental Infarct: Rare Diagnosis for Severe Right Sided

Abdominal Pain

Anderson Cheong, James Lee
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ABSTRACT

A young gentleman presented with one day history of severe right sided abdominal pain
with no other relevant history and normal blood work. Diagnostic laparoscopy revealed an
omental infarct and resection was performed. He was well post operatively and discharged
the following day.
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BACKGROUND

Omental infarct is a rare cause of abdominal pain and usually has a similar
presentation to appendicitis, cholecystitis, or diverticulitis. The first diagnosis of
omental infarction was made by Bush in 1986 and since then, approximately
400 cases had been reported (1-3). This case report aims to discuss on the
importance of keeping this rare diagnosis in mind as one of the differentials for
patients presenting with severe right sided abdominal pain and normal bio-
chemical markers.

CASE PRESENTATION

A gentleman in his 20s presented to Emergency Department with 1 day
history of severe right iliac fossa pain with no other positive relevant history
suggestive of urinary tract infection, trauma, or diverticulitis. The patient was
otherwise fit and healthy prior to this presentation. Physical examination
elicited right iliac fossa tenderness, but Rovsing sign was negative. There were
no signs of an abdominal masses or hernia. Being a young and otherwise
healthy male with localised right iliac fossa tenderness, early operative manage-
ment was considered in the suspicion of acute appendicitis.

Clinical Features

Investigations

Full blood examination and C Reactive protein were within normal ranges.
Ultrasound abdomen was unable to identify the appendix, however, no
other source of abdominal pain was identified either.
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Differential diagnosis

1. Acute appendicitis;

2. Diverticulitis;

3. Right renal calculus;
4. Epiploic appendagitis.

Treatment

The patient was initially treated with fluid
resuscitation and analgesia. He was brought to the
operating theatre for a diagnostic laparoscopy due to
persistent right iliac fossa pain despite conservative
treatment. Intraoperatively, an omental infarct was
seen in the right upper quadrant region with the
anterior portion adhered to the anterior abdominal
wall, and appendix appeared healthy as shown in fig. 1
and fig. 2. The infarcted portion of the omentum was
dissected bluntly from the anterior abdominal wall and
sub-sequently resected with adequate haemostasis.
The cause of the omental infarct was unclear, as there
was no obvious torsion, and no other stigmata of
embolism.

Outcome and Follow-up

Patient recovered well post operatively and was
discharged on the following day. Histopathology
reported as omental infarction. Follow up was done 2
weeks post operatively, patient was pain free and able
to conduct daily activities with no issue.

DISCUSSION

Omental infarction is a rare cause of acute
abdominal pain. Regarding idiopathic omental infarc-
tion, the literature has reported only 400 known cases
(1). Patients usually present with abdominal pain that
mimics appendicitis and cholecystitis, making the
diagnosis more challenging. This case has highlighted
the diagnostic challenge of differentiating omental
infarct from appendicitis leading to unnecessary
surgical intervention (4). Bush was the first to
describe a case of omental infarction associated with a
traumatic event, whereas Eitel was the first to report
omental torsion as the primary cause of infarction (2,5).
The diagnosis of idiopathic omental infarction is made
when no identifiable primary cause is found, as in the
case being reported here.

The pathology of omental infarction remains
unclear. Some theories suggest that poor blood supply
leads to venous congestion, hemorrhage, and necrosis
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adherence to the anterior abdominal wall which was released during
laparoscopic procedure
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Figure 2 - Laparoscopic view demonstrating a macroscopically
normal appendix with no evidence of inflammation, perforation,
or surrounding exudate

of part of the omentum. Secondary causes of omental
infarction have been postulated to result from patho-
logical foci such as inflammation and neoplasm (7).
Over the past decade, a few case reports have high-
lighted the difficulty of diagnosing omental infarction
due to its rarity and its tendency to mimic other
abdominal pathologies, such as appendicitis and
cholecystitis (8-10).

There is no global consensus on the optimal
treatment for omental infarction. However, Medina-
Gallardo and colleagues conducted a systematic review
of case series, suggesting that the majority of surgeons
opt for conservative treatment, as it is a self-limiting
disease. However, conservative management has been
associated with longer hospital stays compared to
surgical intervention. There is strong support on both
surgical and conservative approach however they are
very diagnosis-dependent. Limitations still exist in the
conservative approach is due to diagnostic uncertainty
and persisting symptom despite conservative manage-
ment which eventually leads to explorative surgery (11).
In our present case, we have a patient presenting with an
appendicitis-like symptom with the absence of pre-

Surgery, Gastroenterology and Oncology, 30, 4 Suppl, 2025



operative imaging leading to surgical intervention.
Alternative management would be an imaging to
determine the actual abdominal pathology contributing
to patient’s presentation whereby diagnosis accuracy
can be improved and possibly facilitating non-operative
management instead.

The absence of CT imaging represents a limitation as
cross-sectional imaging would have been able to
delineate abdominal pathology and avoiding surgical
intervention. The decision to operate was decided solely
based on established surgical principles prioritising early
management of acute appendicitis to avoid complica-
tions such as perforation. This case report highlights the
underappreciation of omental infarct as a differential
diagnosis and value of early imaging which may improve
accuracy and possibly avoiding surgery.

CONCLUSION

In conclusion, neither surgical nor conservative
management holds a more superior benefit. Instead,
management should be individualised, incorporating
clinical assessment, imaging where appropriate, and
consideration of patient-specific factors. Further
studies are needed to establish clearer guidelines for the
diagnosis and management of omental infarction.

Learning Points

1. Keeping unusual diagnoses such as this in mind
when assessing patients presenting with atypical
but severe right sided abdominal pain.

2. Omental infarct is a rare cause for acute
abdominal pain.

3. Clinical assessment outweighs biochemical
markers.

Patient’s Perspective

The patient reported significant improvement in
symptoms following surgery and expressed gratitude
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for the intervention. He was surprised by the intra-
operative finding of omental infarction, having initially
believed his symptoms were due to appendicitis based
on discussions with peers.
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