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Case Report

Co-existing acute appendicitis and segmental infarction:
Report of a case and review of the literature

Chin-Ta Lin1, Chieh-Wen Lin2, Shih-Ming Kuo3,
Guan-Yeu Diau4, Ke-Chi Chen5

ABSTRACT
Omental infarction is a rare entity in children, especially coexisting with acute appendicitis. We
present a case of a 6-year old child presenting with abdominal pain with fever, anorexia, and
leukocytosis. The child underwent surgery with preoperative diagnosis of acute appendicitis
according to the findings of sonography. The definitive diagnosis of an infarcted segment of
right side of the greater omentum and acute appendicitis was made intraoperatively and
confirmed pathologically. As the etiology is unknown, we surgeons should be aware of the
coincident intraperitoneal pathological condition of acute appendicitis and segmental infarction
to avoid further complications.
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INTRODUCTION

Idiopathic segmental infarction of the greater omen-
tum is an uncommon cause of acute abdomen occur-
ring in approximately 0.1% of children that undergo
laparotomy for suspected appendicitis.1 The etiology
is still unclear and the clinical diagnosis usually is
not confirmed until laparotomy.2 Segmental infarc-
tion presenting with acute appendicitis is more infre-

quent. Here, we report a case of coexisting with seg-
mental infarction and acute appendicitis successfully
managed with laparoscopic surgery.

CASE REPORT

A 6-year-old child presented to the emergency
department with a one-day history of abdominal pain
with nausea. There were no changes in bowel habit
and body weight. In her medical history, there was no
growth problem or previous operation. Her vital signs
revealed temperature of 38.3 °C, pulse of 104 /min
and blood pressure of 117/76 mmHg. Physical ex-
amination revealed no palpable mass but tenderness
in the right lower quadrant (RLQ) with muscle guard-
ing. There is no remarkable finding on digital
examination.

The blood tests showed white blood count of
13500/ mm3 with 90% segmented neutrophils. Plain
film of the abdomen revealed increased bowel gas
pattern in the central abdomen. Abdominal
sonography showed a non-compressible, dilated
blind-end tubular structure about 0.5 cm in diameter
over RLQ of the abdomen (Fig-1). Therefore, the pa-
tient underwent laparoscopic appendectomy with the
diagnosis of acute appendicitis.
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At operation, the right segment of greater omentum
localized at the inferior right quadrant region was
found to be congestive and cyanotic (Fig-2A). Adhe-
sions between the greater omentum and the right
abdominal wall were seen. The appendix was grossly
edematous and erythematous (Fig-2B). Pathology re-
ports are compatible with acute appendicitis with
segmental infarction. The postoperative course was
uneventfully and the patient was discharged on the
3rd postoperative day.

DISCUSSION

Acute appendicitis is frequently encountered in
clinical practice because it is the most common cause
of pediatric abdominal emergency.3 In contrast, seg-
mental infarction is rarely considered as part of the

differential diagnosis for acute abdominal pain due
to its rare occurrence.4 It is estimated that segmental
infarction is found in about 0.1% to 0.5% of children
undergoing operations for acute appendicitis.1 Al-
though segmental infarction was first described by
Bush early in 1896,5 the exact etiology and pathogen-
esis of this condition is still unknown.

Clinically, 90% of segmental infarctions are known
involving right epiploic vessels and usually causing
right lower quadrant of abdominal pain,6,7 which is
difficult to be distinguished from acute appendicitis.
Thus, ultrasound (US) of abdomen might be helpful
in not only establishing the preoperative diagnosis,
but also excluding other possible diseases. Rimon et
al. even showed that early identification of segmental
infarction by abdominal US appears to prevent un-
justified surgical procedures and reduce the length of
hospital stay.8

However, segmental infarction is a self-limiting
disease known to resolve spontaneously in children.9
Complete resolution of symptoms usually occurred
within two weeks. Nevertheless, some studies still
suggest operation to avoid the complications of adhe-
sions forming with the segmental infarction, causing
obstruction of nearby bowel loops.10 Furthermore, if
the segmental infarction were involved with acute
appendicitis, as in our case, surgical management
should be indicated.

In conclusion, we report this rare case to show that
acute appendicitis could occur along with segmental
infarction. Although rare, segmental infarction should
be considered when evaluating possible causes of
abdominal pain. The diagnostic modality by using
abdominal ultrasound may improve diagnostic ac-
curacy with appropriate delineation of the relevant

Fig-1: Ultrasound of abdomen demonstrated a non-
compressible, dilated blind-end tubular structure,
about 0.5 cm in diameter (white arrow), over right lower
quadrant (RLQ) of the abdomen.

Fig-2: At operation, the right segment of greater omentum localized at the inferior right quadrant region (black
arrow) was found to be congestive and cyanotic (Fig-2A). The appendix (black arrow) was edematous and
erythematous (Fig-2B).
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anatomy of the underlying lesions. Furthermore, no
matter what the visceral organs are found to be nor-
mal or not at exploration, the omentum should be
inspected for infarction.
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