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Abstract

Background: Inflammatory omental pseudo-cysts are extremely 
uncommon, and there aren’t many studies on them, particularly when 
they develop after trauma. This article’s goal is to offer a situation, 
along with possible management solutions and quick outcomes.

Clinical Case: We present the case of a 47-year-old patient who has 
been experiencing diarrhoea, nausea, and abdominal pain for the past 
three weeks. He was found to have a sizable pseudo-inflammatory 
cyst, and it was first removed by laparoscopic surgery after being first 
successfully treated with percutaneous radiological draining.

Conclusions: Although the CT scan provides for a better characterization 
of the lesion and its relationship with the other abdominal organs, 
echography is still the initial exam performed. Despite the fact that the 
surgical procedure was the most effective approach
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Introduction

The omentum, which connects the stomach to surrounding organs, is a 
double-layered outgrowth of the peritoneum. The omentum commonly 
becomes implicated in infectious, inflammatory, neoplastic, vascular, 
and traumatic processes in addition to its physiological duties (visceral 
fixation and protection against any peritoneal abnormalities) [1,2].

The gastroepiploic vessels are small, semi-mobile blood vessels in the 
adipose tissue. The thickness can vary, although it often depends on 
the patient’s BMI [3,4]. Computed tomography is the main diagnostic 
technique for the assessment of omental disorders [1,5].

There are very few examples of the inflammatory pseudo-cysts 
reported in the literature, and they are quite uncommon. We provide 
an uncommon case of a male patient, age 47, with considerable clinical 

complaints and pseudo-cystic formation in the larger omentum.

Case Presentation

A 47-year-old man was admitted to our hospital’s emergency room with 
3 weeks’ worth of diarrhoea, nausea, and stomach pain. Furadantine 
was used to treat the patient’s urinary infection.

Medical records revealed paraplegia following a complicated 
polytraumatism in 1978 and a leg fracture that required surgery in 1990. 
The patient had a control CT scan in 2012, and no abnormalities were 
discovered.

His vital values were 37.9°C, 95 bpm, 118/76 mmHg, and 99% oxygen 
saturation when he arrived. During the physical examination, it was 
discovered that there was generalised abdominal sensibility without 
abdominal guarding as well as a feeling of abdominal mass that 
extended from the epigastric to the hypogastric area.

On the right side, a positive Giordano indication was discovered. 
Cardiorespiratory examination found no abnormalities.Leukocytosis 
was 11,800/mm3 (normal range: 3,70–9,50 103/mm3) and C-reactive 
protein was 170 (normal range: 15.00). The rest went as usual.

An abdominal collection of 6/15 cm and basinet dilatation of 45 mm on 
the left and 40 mm on the right were both seen on the echography. A 
CT scan revealed an abdominal collection with thin, contrast-enhanced 
walls that measured 25 axial /8 cm on the anterior-posterior. Hematoma 
was ruled out due to the homogeneity of the urine collection, and the 
diagnosis was either an omental infected cyst or urine collection.

Under echography, the collection was drained while exteriorizing 2.5 l of 
clear liquid. Bacteriological testing was negative after 48 hours, as were 
the results of the urea, creatinine, amylase, and lipase dose tests. The 
patient received painkillers, showed positive results, and was released 
7 days later. Three weeks later, a procedure was scheduled. Antibiotics 
weren’t included. The patient showed good improvement, and at his 
request, he was discharged on December 25, 2015. In three weeks, a 
laparoscopic investigation of the peritoneal cavity was planned.

The patient presented to the emergency room two weeks later with 
epigastric and right hypochondria discomfort that had been accompanied 
by nausea and vomiting for the previous day. The patient hadn’t had a 
bowel movement in three or four days, and it happened that morning. 
The critical parameters were typical. Leukocytosis (17,270/mm3) and 
C-Reactive Protein-28 were detected in the lab examination. A swollen 
and widespread sensitivity of the abdomen was discovered during the 
clinical examination.

There was a laparoscopic exploration. The great omentum was applied 
on the anterior abdominal wall with a pseudo-cyst that contains pus and 
necrotic omentum, surrounded by an inflammatory wall, according to a 
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laparoscopy that reveals significant adhesions. All of the inflammatory 
mass was removed.

With the exception of a urinary infection, the postoperative course was 
unremarkable. On the second postoperative day, the patient started oral 
intake and was gradually transitioned to a soft diet.
Unspecific inflammatory wall was discovered during the anatomo-
pathological examination.

Discussion

The large omentum’s lesions are quite rare. Despite their rarity (overall 
frequency of 1:140,000 general hospital admissions and around 1: 
20,000 paediatric hospital admissions), the mesenteric cysts [2] or the 
omental cysts [6,7] are well characterised in the literature.[8,9]. 

The idiopathic (favorized by a medial tight insertion on the transverse 
colon) omental torsion with necrosis [4] and inflammatory process is 
also mentioned. A suspicion of encysted ascites can change the course of 
the conversation, particularly if it is in the medial position [10]. Ascites 
may seem like large intraabdominal cysts [6]. Exceptionally, incidences 
of hemoperitoneum and omental torsion-related anaemia in children 
have been documented [11]. Actinomycosis and paragonimiasis are two 
infections that can cause solid or cystic mass lesions [1].

The anatomo-pathological examination supports the pseudo-
inflammatory cyst’s origin.

In the literature, cases of posttraumatic pseudocyst of the greater 
omentum have been reported [12,13]; they typically develop in relation 
to solid abdominal organs and result from the organisation of fluid or 
blood collection after trauma. In our case, however, there is no apparent 
connection to the patient’s four years prior to the trauma. Although the 
pathophysiology in our case is unclear, it is more likely to be secondary 
[14].

A primitive aetiology was found in 8–10% of cases in a series of 1500 
patients with acute inflammatory involvement of the larger omentum 
and a secondary one in 90–92% [9]. Aside from the past trauma, we do 
not discover any other triggers or predisposing variables [15].
Abdominal CT with contrast enhancement and/or ultrasound are 
examples of diagnostic tools [9,16].

Conclusion

We discuss a case of a large pseudo-inflammatory cyst that was first 
successfully treated by percutaneous radiological drainage.

Despite the initial conservative stance, the surgical treatment turned out 
to be the most reliable approach. For us, a CT scan is the most effective 
diagnostic tool since it provides an accurate description of the lesion 
and its relationship to the other abdominal organs. We believe that 
the conservative strategy should be the initial goal due to the patient’s 
low morbidity if there are no peritoneal indications or a mildly altered 
biology. If conservative measures fail, immediate surgery is required. 
For the final therapy, a straightforward excision is sufficient.
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