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Introduction

Ischemic omentum and Amyand’s hernia are both rare 
diagnoses seldom reported together. Only one prior case 
report described both findings together, and in that case 
the ischemic omentum was contained within the hernia sac, 
mimicking acute scrotum (1).

Twisting of the omentum on its pedicle with subsequent 
infarction of distal omentum is a described cause of 
abdominal pain that presents with nonspecific symptoms, 
and often mimics other causes of acute abdomen (2-5). 
Additionally, Amyand’s hernia—an inguinal hernia containing 
the appendix within the hernia sac—may contain an acutely 

inflamed appendix and present with abdominal pain (6,7). 
We are presenting the case of a patient with separate 

findings of an Amyand’s hernia and ischemic omentum with 
a point of torsion, managed laparoscopically. We present 
the following case in accordance with the CARE reporting 
checklist (available at https://ls.amegroups.com/article/
view/10.21037/ls-22-51/rc).

Case presentation

A 33-year-old male presented to the emergency department 
with a primary complaint of four days of lower abdominal 
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pain that was worsening, as well as no bowel movements for 
the past two days. His pain was worse on the right side. He 
had no prior medical or surgical history. Vitals were within 
normal limits on arrival, and the patient denied any fever 
or chills, nausea or vomiting, or any urinary changes. On 
physical exam his abdomen was soft but he had tenderness 
in the bilateral lower abdominal quadrants. He also had 
a hernia in the right groin with tenderness, and without 
overlying skin changes. Labs were unremarkable, he did not 
have a leukocytosis or left shift. Alvarado score was 3. CT 
abdomen and pelvis was obtained, which showed a right 
inguinal hernia containing appendix and a small amount of 
fluid, as well as stranding of 12 cm × 12 cm fat in the right 
lower quadrant extending across the midline, concerning 

for infarcted omentum (Figure 1).
Due to the abdominal tenderness and worsening of 

symptoms over four days, it was unclear if the symptoms 
were  caused  by  the  i schemic  omentum or  acute 
appendicitis. The decision was made to take the patient 
to the operating room for a diagnostic laparoscopy with 
possible appendectomy and possible omental resection. 
The abdomen was entered above the umbilicus with 
a 10mm Hassan port. Two additional 5mm working 
ports were placed in the left flank, and right upper 
quadrant lateral to the rectus muscle. Upon entering the 
abdomen, serohemorrhagic fluid was identified and the 
pelvic omentum was ischemic. The patient was placed in 
Trendelenburg position with right side up. The cecum was 
grasped with an endoscopic Babcock and pulled towards 
the left upper quadrant. Using an atraumatic grasper, 
the ischemic omentum was dissected away until the base 
of the appendix was identified, with the remainder in 
the hernia sac. With further traction, the appendix was 
removed from the hernia sac. The appendix was hyperemic 
and nonperforated (Figure 2). An appendectomy was 
performed using a Harmonic to divide the mesentery and 
an endoscopic stapler to divide the appendix at the base of 
the cecum. Next the area of omental torsion was identified 
in the mid abdomen (Figure 3), and healthy appearing 
tissue proximally was divided with a harmonic. No ischemic 
omentum was contained within the hernia. The ischemic 
omentum was bluntly separated from the surrounding 
small bowel, abdominal wall, and pelvic structures. After 
dissection, the specimen was removed (Figure 4) through 
the supraumbilical port site. Due to inflammation, the right 
inguinal hernia was not fixed during the index operation. 
No operative drain was left.

Pathology revealed omental tissue with marked vascular 

Highlight box

Key findings
• Laparoscopy was used to confirm diagnosis, and for treatment in a 

patient who presented with ischemic omentum due to torsion and 
Amyand’s hernia, with subsequent resolution of symptoms.

What is known and what is new?
• In cases where the diagnosis of Amyand’s hernia is unclear, 

laparoscopy may be used for establishing diagnosis and 
therapeutically.

• Treatment options for confirmed cases of ischemic omentum 
consist of conservative management and surgical management.

• This is the first case report describing surgical management 
of Amyand’s hernia and ischemic omentum due to torsion in 
conjunction.

What is the implication, and what should change now?
• In the case of an unclear diagnosis, or competing diagnoses, 

laparoscopy provides a diagnostic and therapeutic option.

Figure 1 Preoperative computerized tomography scan showing ischemic omentum and a right-sided inguinal hernia containing the 
appendix. The red arrow labels ischemic omentum, and the yellow arrow labels incarcerated appendix.
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congestion, focal necrosis, and inflammation. The appendix 
did not display evidence of acute appendicitis. 

The patient was kept on IV antibiotics for 24 hours 

postoperatively. His pain improved and he was discharged 
on postoperative day 2. 

All procedures performed in this study were in 
accordance with the ethical standards of the institutional 
and/or national research committee(s) and with the Helsinki 
Declaration (as revised in 2013). Written informed consent 
was obtained from the patient for publication of this case 
report and accompanying images. A copy of the written 
consent is available for review by the editorial office of this 
journal.

Follow up

The patient had an uneventful recovery from the initial 
surgery and was seen in clinic two weeks postoperatively. 
He underwent an open right inguinal hernia repair with 
mesh six weeks later. He was seen two weeks after inguinal 
hernia repair and recovered uneventfully.

Discussion

Ischemic omentum is a rare cause of abdominal pain, and is 
often misdiagnosed or found during surgical intervention 
for other suspected pathology. Symptoms may mimic 
other causes of abdominal pain, most commonly acute 
appendicitis, making diagnosis difficult (1-5).

Omental infarction is most commonly caused by torsion, 
which can be primary or secondary. Primary omental torsion 
involves twisting on its access with vascular compromise. 
The etiology is unclear, but factors associated with primary 
torsion include anatomic malformations, variations in 
omental fat distribution, and anomalies of blood supply or 
pedicle formation. Secondary omental torsion is associated 
with another pathology, such as abdominal adhesion, hernia, 
mass, cyst, or tumor (1,8).

Treatment options for confirmed cases of ischemic 
omentum consist of conservative management and surgical 
management with laparoscopy or open surgery (2,3,9). 

CT scans allow for more accurate diagnosis of ischemic 
omentum, and help rule out other causes of acute abdominal 
pain such as appendicitis, cholecystitis, diverticulitis, among 
others (6). If imaging is non-diagnostic, or other pathology 
is suspected, laparoscopy provides both diagnostic and 
therapeutic ability with minimal morbidity (4,9,10).

Amyand’s hernia is an uncommon inguinal hernia where 
the appendix is in the hernia sac (10-12). The incidence of 
Amyand’s hernia is approximately 1% of all hernia cases, 
and the incidence of acute appendicitis within the hernia 

Figure 2 Laparoscopic photograph. Infarcted omentum in the 
pelvis, the arrow is pointing to the appendix which was reduced 
from the right-sided inguinal hernia sac.

Figure 3 Laparoscopic photograph. Area of omental torsion, 
the proximal omentum (right lower corner) was healthy, and the 
omentum was transected at this level.

Figure 4 Gross specimen after removal.
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is approximately 0.07–0.13% (13). In cases where the 
diagnosis of Amyand’s hernia is unclear multiple sources 
support the use of laparoscopy for establishing diagnosis 
and therapeutically (6).

Literature supports appendectomy in cases of an inflamed 
appendix, however, there is no consensus on whether to 
keep or remove the appendix when the appendix is normal 
appearing. 

Losanoff and Basson (2008) developed a classification for 
Amyand’s hernias to represent different clinical scenarios 
that they encountered, which identifies four main types: 
Type 1, normal appendix within the hernia sac; Type 2, acute 
appendicitis in the hernia with inflammatory changes confined 
to the hernia sac; Type 3, acute appendicitis in the hernia 
sac with abdominal wall or peritoneal sepsis; and Type 4,  
acute appendicitis in the hernia sac with other abdominal 
pathology (7). For types 3 and 4 it is recommended to 
perform appendectomy and to avoid mesh (11).

The findings of Amyand’s hernia with ischemic omentum 
have only been described in one prior case report. The 
paper described the case of a five-year-old who was found 
to have an inguinal hernia containing a perforated appendix 
with infarcted omentum within the hernia sac (1). 

Our patient had a different presentation and symptoms 
than the prior reported case. In our case the ischemic 
omentum was not contained in the hernia with the 
appendix. Preoperatively we obtained a CT scan showing 
both an Amyand’s hernia and evidence of infarcted 
omentum. Since both pathologies could explain the patient’s 
pain and symptom onset, we elected to manage this case 
laparoscopically. 

Conclusions

Ischemic omentum secondary to torsion can be managed 
conservatively or surgically. In the case of any question 
about diagnosis, such as another abdominal pathology, 
laparoscopy should be strongly considered as both a 
diagnostic and therapeutic procedure. In our case a 
subsequent Amyand’s hernia complicated the diagnosis, and 
the patient was taken for laparoscopy with appendectomy 
and resection of ischemic omentum.
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