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Abstract 
A 61-year-old man presenting with abdominal pain and fever refractory to 
antibiotics underwent diagnostic laparoscopy and non-mass-forming isolated 
omental panniculitis was identified. He presented with left-upper-quadrant 
abdominal pain. Laboratory data and the CT findings suggested intraabdo-
minal bacterial disease in the splenic flexure, which we treated with antibiotics 
and fasting. He clinically improved once, but later relapsed with abdominal 
pain migration to the left-lower-quadrant. CT re-examination revealed no in-
flammation in the splenic flexure, but attenuation of adipose tissue in the 
greater omentum. We partially extracted the greater omentum during diag-
nostic laparoscopy and diagnosed omental panniculitis and administered ste-
roids. He improved and was discharged three days after starting oral predni-
sone and is recurrence-free with a close follow-up. The characteristic CT fea-
ture of omentum panniculitis is a high-density fatty mass, but we noted only 
an attenuation of adipose tissue in the greater omentum. Diagnositic laparos-
copy is useful for diagnosing this condition. 
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1. Introduction 

Isolated omental panniculitis is a rare form of intraabdominal panniculitis, 
mainly involving the mesenteric adipose tissue of the small intestine or colon [1] 
[2]. The characteristic computed tomography (CT) features of intraabdominal 
panniculitis described in previous reports have ranged from increased attenua-
tion to a solid soft tissue mass. In contrast, the only CT finding described for 
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isolated omental panniculitis is a high-density fatty mass. Diagnoses of isolated 
omental panniculitis are traditionally made via exploratory laparotomy or CT- 
guided biopsy [3] [4] [5] [6]. 

We herein report a case of isolated omental panniculitis that showed only at-
tenuation of the adipose tissue of the greater omentum. Exploratory laparoscopy 
proved to be useful in diagnosing this condition. 

2. Case Report 

A 61-year-old man presented with a 1-week history of intermittent left upper 
quadrant abdominal pain and a fever (38.3˚C). His medical history and family 
history were unremarkable. Laboratory tests revealed an elevated white blood 
cell count (19200/mm3; reference, 4000 - 9000/μL) and increased levels of C- 
reactive protein (CRP, 24.8 mg/dL; reference, 0.3 - 0.0 mg/dL) and procalcitonin 
(PCT, 1.05 ng/ml; reference, 0.49 - 0.00 ng/mL). CT revealed attenuation of the 
adipose tissue in the splenic flexure and wall-thickening of the nearby transverse 
colon. A large amount of ascites from the surface of the liver to the pelvis was 
noted in the left thoracic cavity, along with plural effusion suggesting involve-
ment in the inflammation. There was no free air (Figure 1). We started treat-
ment with antibiotics (PIPC/TAZ 4.5 g, every 8 h), fasting and fluid therapy un-
der a diagnosis of bacterial intraabdominal inflammation. The clinical data im-
proved once, but six days after admission, the patient’s condition became ex-
acerbated, and the abdominal pain migrated to the left lower quadrant. 

CT re-examination revealed no attenuation of adipose tissue in the splenic 
flexure and also decreased ascites and pleural effusion; however, attenuation of 
the adipose tissue of the greater omentum was noted, suggesting inflammation 
of the greater omentum. This prompted us to consider a diagnosis of omental 
panniculitis (Figure 2). 

Diagnostic laparoscopy was performed to exclude any other abdominal in-
flammatory disease definitively, and we conducted a surgical biopsy of the 
greater omentum. The omentum was diffusely thick and hard and had adhered 
to the abdominal wall. We divided the adhesions and extracted the grater 
omentum via the camera port incision and partially resected it. 

An examination of the pathology specimens revealed acute inflammation with  
 

 
Figure 1. Enhanced CT revealed attenuation of the adipose tissue in the splenic flexure 
(dotted line area) and wall thickening of the nearby transverse colon (orange arrow). 
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infiltration of numerous inflammatory cells, immature fibroblasts, fatty necrosis 
and fibrosis, findings consistent with omental panniculitis without malignancy 
(Figure 3). 

The patient was started on prednisone 20 mg (intravenous) daily. His symp-
toms gradually ameliorated, and he was able to eat without nausea. He was dis-
charged 3 days after starting oral prednisone (20 mg) and has been closely fol-
lowed-up without recurrence. 

3. Discussion 

Isolated omental panniculitis is a rare form of intraabdominal panniculitis, 
mainly involving the mesenteric adipose tissue of the small intestine or colon [1] 
[2].  

 

   
(a)                                   (b) 

 
(c) 

Figure 2. At the sixth hospital day, enhanced CT re-examination revealed no attenuation 
of the adipose tissue in the splenic flexure (dotted line area) and decreased ascites and 
pleural effusion (orange arrow) (a, b); however, attenuation of the adipose tissue of the 
greater omentum was noted (c: encircled region). 

 

     
Figure 3. On hematoxylin-eosin staining, acute inflammation was observed with infiltra-
tion of numerous inflammatory cells, immature fibroblasts, fatty necrosis and fibrosis of 
the fat tissue. 
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This study highlighted two major clinical issues. First, isolated omental pan-
niculitis can present as only attenuation of the adipose tissue without a high- 
density fatty mass. Second, diagnostic laparoscopy is useful for the diagnosis of 
this condition. 

Isolated omental panniculitis can present as only the attenuation of adipose 
tissue. The characteristic computed tomography (CT) features of intraabdominal 
panniculitis described in previous reports have ranged from increased attenua-
tion to a solid soft tissue mass. In contrast, the only CT finding described for 
isolated omental panniculitis (classical finding) has been a high-density fatty 
mass [3] [4] [5] [7]. 

The natural course of omental panniculitis is considered to be the same as that 
of mesenteric panniculitis that first, starting with lipodystrophy, in which a layer 
of foamy macrophages replaces the fat, followed by the infiltration of plasma 
cells and a few polymorphonuclear leukocytes, foreign-body giant cells and foa-
my macrophages, before finally resulting in a retractile stage distinguished by 
collagen deposition and the diffuse presence of necrosis and fibrosis that con-
tributes to tissue retraction. Collagen deposition leads to scarring and retraction 
of the omental adipose tissue, which in turn leads to the formation of abdominal 
masses and obstructive symptoms [7]. The previously reported CT findings for 
omental panniculitis of a high-density fatty mass are suggestive of the retractile 
stage of the disease. Earlier stages of the disease have not been detected and are 
therefore not treated as omental panniculitis. The present case is therefore un-
usual, as we were able to pathologically diagnose the patient and his treat omen-
tal panniculitis despite the absence of a fatty mass. 

Laparoscopy proved useful for the diagnosis of this condition in the present 
patient. In previous studies of isolated omental panniculitis, the CT findings re-
vealed a high-density fatty mass, and diagnoses were made by diagnostic lapa-
rotomy or CT-guided biopsy for extraction [3] [4] [5] [6]. As the present patient 
had no fatty mass on CT nor any other findings that might lead to a definitive 
diagnosis, a surgical biopsy was needed, which we performed via low-invasive 
diagnostic laparoscopy (single port). 

The pathogenic mechanism of mesenteric panniculitis has been implied to be 
a non-specific response to a wide variety of stimuli, such as previous abdominal 
trauma or surgery, autoimmune reactions, infection and vascular insufficiency 
[8]. However, previous cases of omental panniculitis have seemed idiopathic or 
been caused by autoimmune reactions to medication [3] [4] [5] [6] [9]. In the 
present case, the patient seemed to demonstrated abdominal bacterial infectious 
disease which thereafter developed into omental panniculitis, considering the 
patient’s clinical course of initial improvement in symptoms and laboratory data 
with antibiotics followed by exacerbation and abdominal pain migration. 

Present patient had severe abdominal symptoms, and his laboratory data 
worsened to the point that immediate treatment was considered necessary. If 
omental panniculitis progresses, intestine stenosis may occur, necessitating in-
testinal resection [3] [6], so the treatment of symptomatic patients with steroids 
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or anti-inflammatory medication should be considered [10]. 

4. Conclusion 

In conclusion, isolated omental panniculitis can present as only the attenuation 
of adipose tissue of the greater omentum without any findings of a high-density 
fatty mass, and exploratory laparoscopy can be useful for the diagnosis of this 
condition. We must be aware that isolated omental panniculitis can manifest 
with CT findings other than those expected. Some cases of isolated omental 
panniculitis may remain unrecognized, and thus there may be hidden cases of 
isolated omental panniculitis treated with only antibiotics or fasting under a 
misdiagnosis as another intraabdominal inflammation disease. Dignostic lapa-
roscopy can definitively exclude other abdominal inflammatory diseases, and a 
surgical biopsy of the greater omentum is less invasive than laparotomy. When 
encountering patients with abdominal pain refractory to antibiotics, omental 
panniculitis should be considered as a differential diagnosis, and diagnostic la-
paroscopy may need to be performed. 
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