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CASE SUMMARY

A 56-year-old presented to our
emergency department complaining of
persistent epigastric pain of 48 hours’
duration. The patient had no fever, nau-
sea, vomiting, or diarrhea. The patient’s
personal and family medical history
were unremarkable. On physical exam-
ination epigastric rebound tenderness
was noted, indicating peritoneal irrita-
tion. Blood tests were significant for a
normal white blood cell count of 10440/
mm? (neutrophils 72.2%), a mildly ele-
vated C-reactive protein (CRP) level
of 15.42 mg/L, and a mildly elevated
serum lactate of 22mg/dl.

IMAGING FINDINGS

Contrast-enhanced CT with oral
water-soluble contrast was performed
to assess for gastrointestinal perfora-
tion and peptic ulcer disease. This was
combined with CT angiography (CTA)
of the mesenteric vessels to assess for
mesenteric ischemia. The CTA was
normal (Figure 1). No pneumoperi-
toneum, ascites, or extraluminal oral
contrast were noted. No other CT find-
ings indicative of peptic ulcer disease
or gastrointestinal perforation (eg,
mucosal discontinuity, hump, foreign
body) were observed. No enlarged
lymph nodes were evident.

However, a localized, slightly
edematous, ovoid, fatty lesion with
central radiating, hyperattenuating
streaks was detected between the gas-
tric body and the left hepatic lobe.
Multiplanar reconstructions confirmed

the presence of these fairly circum-
scribed inflammatory changes, at the
expected location of the gastrohepatic
ligament (Figure 2).

DIAGNOSIS
Intraperitoneal focal fat infarction
of the lesser omentum

DISCUSSION

Intraperitoneal focal fat infarc-
tion (IFFI) is a rare condition that may
present with acute or subacute abdom-
inal pain.! The term was introduced
to group numerous entities with focal
intraabdominal adipose tissue isch-
emia and/or necrosis as the common
pathogenetic mechanism---torsion of
epiploic appendages, infarction of the
greater omentum and, rarely, the lesser
omentum. They all share similar symp-
tomatology, laboratory findings, and
imaging features, and are all associated
with a benign prognosis.”

Clinical manifestations are often
nonspecific, consisting mainly of local-
ized abdominal pain with rebound ten-
derness, indicating peritoneal irritation.
Laboratory tests may reveal mildly
raised inflammatory markers (white
blood cell count and CRP).? In our case,
mildly elevated serum lactate was also
noted, a finding that prompted CTA.

Related to abdominal pain localiza-
tion, initial differential diagnoses to
consider in a clockwise distribution,
include: appendicitis and cholecysti-
tis (right-sided pain), peptic ulcer dis-
ease and gastrointestinal perforation

FIGURE 1. CT angiography of the mesen-
teric vessels shows no filling defects or sig-
nificant stenoses of the celiac and superior
mesenteric arteries.

or ischemia (midabdominal area and
epigastrium), splenic infarction (left-
sided pain), and diverticulitis and pel-
vic inflammatory disease (left-sided
and low abdominal pain).*>

In this setting, CT is the initial
modality of choice to exclude acute/
surgical pathology requiring urgent
treatment and to establish the presence
of omental disease.® Multiplanar recon-
structions are valuable to demonstrate
the extent of the process. The imaging
protocol may be adjusted to reflect the
differential diagnostic considerations,
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FIGURE 2. (A) Stranding of the perigastric fat is noted, with minimal mass effect resulting in peritoneal membrane forward bulging. (B) Sagit-
tal reconstruction shows an ovoid fatty lesion at the location of the gastrohepatic ligament.

including the addition of vascular imag-
ing, as in our case.’

The lesser omentum consists of the
gastrohepatic and hepatoduodenal lig-
aments.® The former extends from the
lesser curvature of the stomach to the
inferior surface of the liver, while the
latter extends from the proximal duode-
num to the porta hepatis. Blood vessels
and lymphatics are enveloped within
two sheets of peritoneal membrane in a
variable amount of adipose tissue.® IFFI
of the lesser omentum and adipose tis-
sue about the stomach has been referred
to as perigastric appendagitis.’

CT features indicative of IFFI of the
lesser omentum may range from mild
stranding of the adipose tissue, to edem-
atous, mass-like changes or swirling haz-
iness around a central vessel, the “whirl”
sign, a finding indicative of omental
torsion.®? Ultrasonographic changes
are usually subtle, mainly consisting of
nonspecific echogenic fatty changes and
therefore may miss the final diagnosis,
given the low awareness of this entity.

Therapeutic management is debat-
able, owing to the lack of comparative
studies and insufficient data. Some advo-
cate exploratory laparotomy and others
opt for conservative treatment with anal-
gesics, anti-inflammatory medication,
and fluid replacement unless there is a

clinical deterioration. Recent literature
questions the need for surgery in order to
avoid unnecessary cost and perioperative
morbidity. Deterioration of symptom-
atology or laboratory markers warrants
surgical exploration.'®

CONCLUSION

IFFI of the lesser omentum can
present with severe epigastric pain
mimicking an acute abdomen. Epip-
loic appendagitis, omental torsion, and
omental infarction represent the spec-
trum of IFFI, share similar pathophys-
iological etiology, and are rare causes
of acute abdominal pain. Watchful
waiting is generally considered safe and
appropriate. Imaging serves to exclude
surgical pathology, to suggest the diag-
nosis, and to guide management to
avoid unnecessary invasive treatment.
Radiologists should be aware of this
entity and the distinct imaging features
consistent with fat inflammation in the
distribution of the gastrohepatic and
hepatoduodenal ligaments.
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