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PICTURES IN DIGESTIVE PATHOLOGY

INTRODUCTION

Omental infarction is a relatively uncommon and benign condition, which usually involves the right side omentum and,
as its name indicates, it results from an omental focal fat infarction (1,2). Frequently, the omental infarction occurs after
recent abdominal surgery. But, cases of idiopathic or primary omental infarction have also been described, and these are
more frequent in obese patients. The etiology and pathogenesis are uncertain. A redundant omentum or vascular anom-
alies have been postulated as possible causes that makes the omentum susceptible to torsion and infarction (1). Other hy-
pothesis indicates that the origin of this disorder is a vascular congestion associated with increased intra-abdominal pres-
sure or abundant foods (1,2).
The omental infarction represents a self-limiting and benign disorder, which does not require surgery but, its symptoms

may simulate a surgical acute abdomen. Imaging diagnose of omental infarction is determinant to guide the management
of patients and to avoid unnecessary surgery.
Ultrasonography only suggests the diagnosis (1-3). Although, computer tomography (CT) constitutes a essential diag-

nostic tool that may rule out other surgical acute abdomen causes and may provide a certain diagnosis of omental infarc-
tion (1-3). Its aspect on CT is characteristic and distinctive. CT images demonstrate a fat density lesion, located medial to
the ascending colon or just anterior to the transverse colon, with ill-defined borders and internal hyperattenuating streaks
(2,3). Lack of internal high density ring and the size (superior to 3 centimeters) may distinguish omental infarction from
epiploic appendicitis, which is also a benign and self limiting course disease (3,4).

Fig. 1. Axial not enhanced CT image after oral contrast demonstrates a
fatty oval ill-defined lesion that measures approximately 5 centimeters
in diameter (white arrows). Note alternant hyper and hypoechoic stre-
aks involving the lesion. The imaging is diagnostic of omental infarc-
tion.

Fig. 2. Axial not enhanced CT image after oral contrast shows the rela-
tionship between colon (black arrows) and the omental infarction (whi-
te arrows). The infarct is located medial to the ascendant colon and
slightly anterior to the transverse colon.

10. IPD 1789 FERNANDEZ ingles:Maquetación 1  19/7/10  14:14  Página 498



Vol. 102. N.° 8, 2010 PRIMARY OMENTAL INFARCTION AS CAUSE OF NON-SURGICAL ACUTE 499
ABDOMEN: IMAGING DIAGNOSE

REV ESP ENFERM DIG 2010; 102 (8): 498-499

CASE REPORT

The reported case corresponds to a 43-year-old man who is overweight and has not remarkable medical history. The pa-
tient presents with intense right flank pain within the previous 48 hours. The physical exploration reveals peritoneal irrita-
tion on the right flank. There is no fever, there is no leukocitosis. With a presumptive diagnose of acute diverticulitis, an
abdominal ultrasound is performed showing a hyperechoic oval painful lesion on the right that affects the largest omen-
tum. Next, abdominal CT demonstrates a fatty lesion involving the right side omentum that contains internal hyperattenu-
ating streaks and measures approximately five centimeters in diameter (Figs. 1 and 2). The findings are diagnostic of
omental infarction. Conservative management is decided, showing good clinical evolution and final resolution on follow-
up imaging studies.
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