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ABSTRACT

A Thai woman, 63 years old, presented with high grade fever, abdomino-pelvic mass with pain five days before
admission. Physical examination and ultrasonography suspected an ovarian tumor with complication. The operation was
performed three days after admission. The greater omental abscess was found, while other visceral organs were normal. Partial
omentectomy was performed, and histopathological report showed acute and chronic inflammation with multiple microabscesses.
Antimicrobial therapy was continued post-operatively until clinical improved. Although primary abscess of the omentum is
uncommon, it should be included in the differential diagnosis of the inflammatory abdomino-pelvic mass.
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n Gynecology, there are many causes of acute
abdomino-pelvic pain with palpable mass. Provi-
sional diagnosis depends on the location of the

mass, age group, etc. When the patients are in reproduc-
tive period, the pregnancy condition should also be aware
of.

Mostly of pelvic masses are tumours originating from
the reproductive organs, either benign or malignancy. The
others may be the result of functional change, infection or
obstruction. The diagnosis is based on history taking,
physical examination and relevant investigations.

In cases of palpable pelvic mass with acute pain and
tenderness, the complications of this mass should be con-
sidered such as torsion, rupture, hemorrhage or infection.
These complications are emergency surgical conditions.
Sometimes clinical data alone can not give the definite
diagnosis before surgery.

CASE REPORT

A Thai woman, 63 years old, G9P8A1, with poorly
controlled diabetes mellitus and hypertension for two years,
presented with high grade fever, a painful abdomino-
pelvic mass for five days. She had no history of abnormal
vaginal bleeding and discharge.  She had nausea, vomit-
ing and diarrhea.  Her urination was normal. She denied
anorexia and weight loss.

She gave birth of her last child 27 years ago and had
been menopause for more than 10 years without hormonal
replacement therapy. The past history and family history
were unremarkable.

Physical examination showed blood pressure 180/100
mmHg, pulse rate 110/min, respiratory rate 24/min and
temperature 39.00c. Physical examination showed a large
abdomino-pelvic mass, about 20 weeks pregnancy size,
with tenderness. Rebound tenderness was negative.
Pelvic examination revealed a tense cystic mass, about 20
centimeters in diameter, with tenderness.  Rectal examina-
tion was unremarkable.

Her blood tests showed hematocrit 34.3%, white blood
cell count 20,100 /mm3, neutrophils 82.8 %, lymphocytes
5.1%, platelets count 440,000 /mm3, fasting blood
sugar 181 mg%, BUN 27 mg/dl and creatinine 1.9 mg/dl.
Pelvic ultrasonography showed a large mixed echogenic
abdomino-pelvic mass. The provisional diagnosis was
infected ovarian tumour.

Intravenous antibiotics (clindamycin 1,800 mg/day and
ceftriaxone 2 g/day) were started after admission, and she
was monitored for temperature, blood pressure, abdominal
sign and symptom and blood sugar.

Her clinical findings did not improve. Exploratory
laparotomy was performed after three days of admission
and intravenous antibiotics. The operative findings showed
the greater omentum adhered to the parietal peritoneum,
extended to umbilical level. There was about 100 ml pus
collection between them. After separation of the greater
omentum from parietal peritoneum, we found some
area (approximated 5 cm in diameter) of necrotic tissue
and pus in the greater omentum. Other visceral organs
including genital organs were unremarkable.

Partial omentectomy was performed and histopatho-
logical report revealed acute and chronic inflammation
with multiple microabscesses. Gimsa and acid-fast stain
of tissues were negative. Gram stain of pus collected
during operation showed numerous polymorphonuclear cells,
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mixed bacteria (gram negative rods, gram positive cocci)
but culture showed no growth.

After the operation, antimicrobial therapy (intrave-
nous ceftriaxone 2 g/day and metronidazole 1,500 mg/
day) was continued.  Her condition improved and blood
sugar was well controlled.  She was discharged after nine
days of admission.

DISCUSSION

About 80% of the intra-abdominal abscesses are caused
by infection of visceral organs,1 such as the alimentary
system.  For female, infection of the genital organs should
be included in the differential diagnosis.

Intra-abdominal abscesses occur occasionally after the
operation of visceral organs.2 In gynecological operations,
it rarely occurs postoperatively except in high-risk cases
such as contamination of surgical site or infected
hematoma.

The diagnosis of the intra-abdominal abscesses is
sometimes difficult. Clinical data or investigations may
not be useful in many cases.1, 2 Ultrasonography also has
difficulty in diagnosis in this condition because small
bowel gas obscure the visualization. CT scan seems to be
more useful and should able to locate the appropriate site
of pus drainage clearer than ultrasonography.2

There are many protective mechanisms when an
intra-abdominal infection occurs and progresses to
abscesses. One mechanism is the process of surrounding
organs to prevent the spreading of pus discharge. The
important organ that takes this action is the omentum.

Primary omental disease especially infection or
abscess rarely occurs.3-5 Knoop M3 reported four cases in
1999-2001, presented with acute abdomen and palpable
mass. The operation was performed, two cases were
primary torsion of the greater omentum, and the others
were paracolic pseudotumour omentitis.  These conditions
were usually not considered preoperatively.

In this case, the clinical and ultrasonographic
findings suggested infected ovarian tumour. After the
operation was performed, we found that the greater omen-
tum had become abscesses and adhered to the parietal
peritoneum. Small bowel was dilated with some fibrin
between bowel loops.  Other visceral organs were normal.

Partial omentectomy was performed similar to pre-
vious reports3, 5 and postoperatively antimicrobial therapy

was continued until the clinical improved.
The result of pus from gram stain showed numerous

polymorphonuclear cells with mixed bacteria. Pus culture
showed no growth. This result could occur if the
causative pathogen was anaerobic bacteria which need
specific media for culture, or might be due to prior
antibiotic treatment.

Other pathogens should be considered such as TB,
actinomycosis and amebiasis etc.1 Foreign body, i.e. fish
bone, may be a possible cause as reported by Namikawa
T, et al.6 They reported a 67 years old female presented
with epigastric pain. She was operated on and found
omental abscess with a fish bone inside that might have
perforated from her stomach.6

In this case, we did not know the primary cause of
the abscess but we postulated that it might turn from
hematoma to abscess according to the patientûs underlying
diabetes mellitus which might cause her omental tissue
susceptible to microorganisms after unrecognized trauma
at upper abdomen.

CONCLUSION

Although primary omental disease, such as abscess,
is a rare condition, it can be the cause of abdomino-pelvic
mass with pain. The preoperative diagnosis for this
condition is mostly difficult and not be aware of until the
operation is performed. The cause of primary omental
abscess is unclear because in most cases there is no
evidence of other visceral organs abnormality.
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