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negative. Ultrasound of abdomen showed a mild increased
in liver echotexture with prominent hepatic veins. CECT
Chest and abdomen revealed smooth inter and intralobular
septal thickening in bilateral lungs with pericardial
effusion and pulmonary hypertension and congestive
hepatomegaly. Patient was further evaluated for causes
of anaemia and pericardial effusion. Thyroid disorder,
Tuberculosis, malignancy and autoimmune causes were
scrupulously ruled out. In view of iron deficiencyanaemia
and altered liver echotexture an upper GI endoscopy was
undertaken which revealed normal oesophagus, stomach,
and first part of duodenum. Biopsy was taken from D2
segment of small intestine which showed scalloping
of folds during the upper GI endoscopy. Biopsy from
D2 segment of small intestine showed moderate to
severe villous blunting with preservation of overlying
mucosal epithelium, along with increased Intraepithelial
lymphocyte count and crypt hyperplasia. Lamina propria
showed mild lymphoplasmacytic infiltrate. The findings
were consistent with celiac disease which was further
corroborated by increased tissue transglutaminase levels
(>800 IU/ml)

The clinical spectrum of celiac disease is extensive and
atypical presentation is commonly seen in paediatric age
group, however atypical extra intestinal manifestation
are a rarity in adult patients. Pericardial effusion is
commonly found in children with celiac disease and
often presentswith asymptomatic and limited pericardial
effusion on echocardiography.5

Better diagnostic facilities have lead to increase
in diagnosis of latent and atypical celiac disease. This case
further enhances our knowledge regarding the myriad and
varied presentation of celiac disease.
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An Unusual Cause of Abdominal
Lump: Omental Torsion with
Infarction

Discussion

The coexistence of pericardial effusion could
be attributed to molecular mimicry by which gliadin
or tissue transglutaminase activates T cells that crossreacts with various self-antigens. Tranglutaminase can
modify external or self antigens by cross-linking or by
deamidation, thusgenerating neoantigens.5
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T

he greater omentum is a long peritoneal foldwhich
is in continuity with the visceral fold of peritoneum
of stomach as well as transverse colon. It plays a
pivotal role in containing the spread of intraperitoneal
inflammation. Infarction of the omentum is a rare etiology
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of acute abdomen with an incidence of approximately
0.3%. Among patients who underwent laparotomies for
acute abdomen 0.1% cases were found to have omental
infarction.1 It is reported most commonly in the third to
fifth decades with male predominance, although person of
any age group can be affected by this disorder.1

was felt on abdominal examination involving the right
lumbar, right hypochondrium and right side of umbilical
region, and was non tender on palpation. CECT abdomen
showed a large mass with predominant fat in the right
anterolateral omentum adjacent to the ascending colon
with evidence of swirling of a vessel and fat within the
mass as (Figure 1). The imaging findings were suggestive
of omental infarction resulting from torsion. Esophagogastro-duodenoscopy and colonoscopy with ileoscopy
was normal.

Case Report
A 52 years old obese male patient without any comorbidity presented with four months history of
heaviness in right lumbar and umbilical region it was
insidious in onset and gradually progressive but not
associated with abdominal pain. He denied any history
of vomiting, diarrhea, constipation, obstipation during
his course of illness. Subsequently, patient also noticed
a lump in right lower quadrant of abdomen which was
progressively increasing. There was no history of trauma
to abdomen, fever, jaundice, altered bowel habit, blood
in stool, dysuria, hematuria or loss of weight appetite.
He had underwent a mesh repair of right sided inguinal
hernia two months prior to his admission at our centre.
On clinical examination, a lump of 15x15 cm size with
distinct borders, smooth surface and firm in consistency

The patient underwent a CT guided FNAC from
the abdominal lump that revealed omental fat necrosis
with minimal inflammation without any evidence of
malignancy or organism which was consistent with the
diagnosis of omental infarction (Figure 2). Our patient
underwent surgical resection in view of progressive
increase in size on follow up CT scan (Figure 3).
Histopathology was also consistent with omental
infarction without any evidence of malignancy (Figure 4).
On follow-up after three month patient was doing well
without any fresh complaints.

Figure 3: Repeat CT scan showing increase in size of
lesion.
Figure 1: CT abdomen showing swirling of vessel and
fat within omentum.

Figure 2: Omental fat necrosis with minimal
inflammation as seen on CT guided fine needle
aspiration cytology.
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Figure 4: Resected specimen showing extensive fat
necrosis.
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Discussion

history of abdominal pain which was quite unusual for
omental infarction.

Omental infarction occurs due to compromise of the
vasculature mainly involving the greater omentum.
Torsion of the omentum has been postulated as the
primary mechanism which leads to omental infarction.
The basic pathogenesis of omental infarction is due to
venous stasis which leads to venous thrombosis, followed
by congestion and edema of the peritoneum resulting in
hemorrhagic necrosis. This in turn leads to extravasation
of serosanguineous fluid into the peritoneum.1 However;
its rare occurrence can be explained by the presence of
abundant collateral vessels that supply the omentum.2

Ultrasound or CECT abdomen is useful
diagnostic modality which helps in timely diagnosis of
omental infarction as well as selection of cases which
can be treated conservatively, optimizing the need for
surgery.3,4 Ultrasound abdomen may reveal a complex
mass with hyper and hypoechoic areas and presence of
ascites. The diagnosis of omental infarction has increased
substantially in view of improved awareness about the
entity as well as increased use of CT scan for diagnosis of
abdominal complaints.
The classical sign of omental torsion which is
harbinger of omental infarction on CT scan is the whirl
sign, showing a mass which appears fatty with linear
strands arranged concentrically in the omentum. These
strands represent twisted blood vessels that whirl around
a structure located centrally. However, other differential
diagnoses like omental hernia, panniculitis, diverticulitis,
inflammation of epiploic appendages and fat-containing
neoplasms which may present as fatty mass with associated
stranding of fat on CT abdomen; need to be considered.
MRI is an effective tool when omental infarction is
complicated by abscess formation or bleeding.5

Primary torsion of the omentum occurs due
to a mobile portion of the omentum rotating around a
proximally located fixed-point without any associated
intra-abdominal pathology. Various predisposing factors
like obesity, trauma, hyper-peristalsis, splanchnic
ischemia, postprandial congestion of the vasculature,
venous kinking due to vigorous activity or coughing and
variations in the omental anatomy etc can precipitate
omental infarction.1 Right sided torsion is more common
due to longer length and greater mobility of the omentum
on the right side and hence it is more prone to twisting
along its longitudinal axis usually in clockwise direction
which compromises the vascularity of the omentum.2

The current investigation as well as treatment
of choice is laparoscopy followed by laparotomy, where
the infarcted section of omentum is identified and then
removed.5

Secondary omental torsion is more common
than primary and it occurs in association with preexisting pathologies in abdomen like intra abdominal
inflammations, cysts, tumours, surgical scars, adhesions
and presence of hernia sacs.2 Increase in intra-abdominal
pressure due to various factors, trauma to abdomen or
presence of hernia results in passive displacement and
torsion of the omentum.2

Omental infarction is a rare entity which requires
a high index of suspicion to diagnose it. In patients
presenting with abdominal pain with or without lump
after ruling out common causes of abdominal pain,
possibility of omental infarction should be considered.
Carefully evaluation of CT scan may provide a clue to
the diagnosis. Most patients require only conservative
treatment. However, if symptomatic or complicated,
surgical excision is a treatment of choice.

Majority of the patients of omental infarction
manifests in the form of acute pain in right lower quadrant
of abdomen because of the characteristic site of omental
infarction which is usually misdiagnosed as acute
appendicitis. Rarely left sided omental infarction occurs
mainly involving the descending colon which mimics
acute diverticulitis, mesenteric panniculitis and epiploic
appendagitis in the adult population.2 Some of the patients
give history of recurrent pain which suggests intermittent
torsion. On clinical examination, half of the patients have
abdominal mass at presentation.2 Although our patient has
presented with right sided abdominal mass; there was no
Tropical Gastroenterology
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