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Omental Abscess after Laparoscopic Proximal Gastrectomy
Successfully Treated with Percutaneous Drainage
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We report the case details of a 65-year-old Japanese man with an omental abscess that was discovered 43 days
after he underwent a laparoscopic proximal gastrectomy for gastric cancer. His chief complaint was mild
abdominal pain that had persisted for several days. The abscess was diagnosed as a rare postoperative compli-
cation. We hesitated to perform a reoperation given the invasiveness of general anesthesia and surgery, plus the
possibility of postoperative adhesions and because the patient’s general condition was stable and he had only
mild abdominal pain. Percutaneous drainage using a 10.2-F catheter was performed with the patient under
conscious sedation and computed tomography-fluoroscopy guidance, with no complications. After the proce-
dure, the size of the abscess cavity was remarkably reduced, and 23 days later the catheter was withdrawn.

Key words: drainage, omental abscess, omental infarction, proximal gastrectomy

mental abscesses are rare and may occur sec-

ondary to causes such as complications after
surgeries (e.g, appendectomy, cholecystectomy, or
inguinal herniorrhaphy), the spread of inflammation
from other sites (e.g, appendicitis or cholecystitis),
omental infarction, an abdominal foreign body, intes-
tinal perforation, and hematogenous infection in an
immunocompromised host [1-7]. As an uncommon
complication after laparoscopic gastrectomy (LG),
omental infarction with or without infection has been
described [8-12]. The treatment strategy depends on
the cause, but it commonly involves surgical interven-
tion [1-9]. We report a case of an omental abscess that
was successfully treated with the less-invasive percuta-
neous drainage approach.

Received March 25, 2023; accepted July 7, 2023.
*Corresponding author. Phone: +81-86-235-7313; Fax:+81-86-235-7316
E-mail: mayuka@okayama-u.ac.jp (M. Uka)

Case Presentation

A 65-year-old Japanese man presented to our hospi-
tal 43 days after undergoing a laparoscopic proximal
gastrectomy (LPG), with the chief complaint of mild
abdominal pain that had persisted for several days. He
had no diarrhea, constipation, nausea, or vomiting.
He had undergone the LPG for gastric cancer (GC) on
the cardiac part of the stomach (pT2NOMO Stage IB)
(Fig.1A). He was slightly obese (body weight 80 kg,
height 171 cm, and body mass index 27.5) and had no
history of abdominal trauma or other abdominal sur-
geries. He had no history of diabetes mellitus.

At admission, his temperature was 36.9°C and other
vital signs were normal at the clinical examination.
Although the abdomen showed no guarding, a mass
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Fig. 1
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(B)

A, Schema showing the resected line of the stomach (thick dotted lines), the omentum (thin dotted curved lines), and arteries:

@ to ®. The left half of the omentum was divided at approx. 3 cm from the right gastroepiploic artery to open the omental bursa. The
ligations and ligated arteries were as follows: (D proximal to the left gastroepiploic artery, @ posterior gastric artery, @ short gastric
artery (SGA), @ proximal to the left gastric artery, and ® connection of the right to left gastric arteries; B, Schema showing the
resected stomach, omentum, and arteries. The omental abscesses developed at the distal part of the omentum (arrows).

was palpated above the umbilicus, with local sponta-
neous pain and tenderness. Laboratory investigations
showed a leukocyte count of 11.4x10°/uL, 79.7% of
which were neutrophils, and a C-reactive protein
(CRP) concentration of 7.18 mg/dL.

Abdominal contrast-enhanced computed tomogra-
phy (CT) images showed a thick encapsulated fluid
collection containing a fat component (5.0x5.6x
8.0 cm in diameter), increased attenuation of periad-
ventitial adipose tissue slightly to the left of the midline
(where the omental branches of the left gastroepiploic
artery were located), and an ill-defined area of
increased density on the right side, in the same slice as
the above lesion (Fig.2). He was diagnosed with lique-
fied necrosis of the omentum with infection (Fig. 1B).

Due to the formation of a mature abscess with a
thick capsule, antibiotic administration alone did not
appear to be sufficient, and drainage was deemed nec-
essary. Although resection of the omentum was consid-
ered, there was some hesitance to perform a reopera-
tion given the invasiveness of general anesthesia and
surgery, plus the possibility of postoperative adhesions.
The patient’s general condition was stable, and he had
only mild abdominal pain. Eventually, through a mul-

tidisciplinary discussion, percutaneous drainage was
selected as the first-line treatment to control the
patient’s infection.

After local anesthesia with lidocaine was adminis-
tered, an 18-gauge intravenous catheter (Surflo;
Terumo Corp., Tokyo) was directed toward the abscess
cavity under CT-fluoroscopic guidance (Aquilion;
Canon Medical Systems, Otawara, Japan). Ultrasound
(US)-guided drainage was initially considered, but
because of the poor visibility due to the air in the colon
in close proximity to the abscess, CT-guided drainage
was performed for safety reasons. A 0.035-inch
J-shaped guidewire (TSCF Wire; Cook Medical,
Bloomington, IN, USA) was advanced through the
needle into the abscess cavity. A 10.2-F catheter
(Dawson-Muller catheter, Cook Medical) was placed
into the cavity using the Seldinger technique (Fig.3).
No procedure-related complications occurred.
Approximately 25 mL of greenish pus was aspirated via
the catheter. A microbiological culture identified
Parvimonas micra in the pus.

An antibiotic (meropenem, 1,500 mg/day) was
intravenously administered for 10 days after the drain-
age procedure. Since multiple infected foci had been
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observed in the omentum, in addition to the drainage
lesions, a long-term antibiotic combination was also
administered as described above. Both the clinical
findings and laboratory test results improved (e.g., the
patient’s CRP level decreased to 0.3 mg/dL), and the
abscess shrank in size on CT images. The patient was
discharged 15 days after the drainage had been per-
formed, and the catheter was removed 23 days after the

Fig. 2  Axial (A) and coronal (B) contrast-enhanced CT images
before drainage showed a thick encapsulated fluid collection con-
taining a fat component suggestive of an omental infarction with
infection (arrow) and an ill-defined area of increased density on the
right side in the same slice as the above lesion (arrowhead).
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drainage. Four months later, no symptoms had
recurred, and CT images showed that the abscess had
remained shrunken (Fig. 4).

Discussion

The blood flow in the greater omentum is supplied
by the right and left gastroepiploic arteries, and capil-
laries in the periphery form multiple-loop-like struc-
tures. The omentum is a tissue with a natural healing
capacity for infection [13], and abscesses are rarely

Fig. 3  Axial plain CT image immediately after the procedure
shows the drainage catheter (arrow) successfully placed in the tar-
get omental abscess.

Fig. 4  Axial contrast-enhanced CT image taken 4 months after
the drainage demonstrating that the abscess had shrunk in size
(arrows).
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idiopathic in origin [14]. Secondary causes of omental
abscesses include foreign bodies (e.g., sutures not
retrieved intraoperatively [1] or gallstones dropped into
the abdominal cavity during a cholecystectomy [2,3]),
disturbance of blood flow (e.g., omental infarction with
or without torsion [4]), intestinal perforation (e.g., fish-
bone [5], subclinical perforation [6]), and hematoge-
nous infection in an immunocompromised host [7]). In
our patient’s case, the cause of the omental abscess was
suspected to be an omental infarction with infection
caused by the instability of blood supply and flow in the
omentum, due to the preservation of the main left
omental branches and the transection of the left gastro-
epiploic artery (GEA) and short gastric artery (SGA)
during his LPG, since the abscess was multifocal and
developed after the surgery, but not directly at the site
of the surgery.

In recent years, the greater omentum has been par-
tially divided during surgery for GC, leaving the distal
omentum attached to the transverse colon, because an
omentectomy is not always necessary during an LG,
particularly for early GC. The possibility of omental
metastasis and direct invasion are very low in patients
with early GC. In addition, complete resection of the
greater omentum is technically difficult in the restricted
space. Some omental branches of the gastroepiploic
arteries are cut while the omentum is partially divided.
As an LG is currently commonly performed, the inci-
dence of omental infarction with or without infection
following a partial omentectomy has increased [8-12].
Resection of the left omental vessels has been cited as a
risk for omental infarction [10,11], and the residual
volume and the abundance of the blood supply for the
remnant omentum are important factors that affect the
incidence of omental infarction [11].

In a retrospective analysis of 390 laparoscopic-
assisted gastrectomy (LAG) cases of patients who
underwent a partial omentectomy, omental infarction
occurred at a rate of 1.4% in the subtotal gastrectomy
(sTG) cases, but it occurred in 16.7% of the total gas-
trectomy (TG) cases [10]. The differences in vascular
transection at the greater curvature of the stomach
between the sSTG and TG procedures are that the SGA is
preserved in sTG and not preserved in TG. We thus
speculate that the SGA transection influenced the pres-
ent patient’s omental infarction. Although he under-
went an LPG, we suspect that the instability of the
blood supply and flow at the omentum due to the tran-
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section of the SGA and the separation of the omental
branches from the right GEA with the division of the
left half of the omentum caused the omental infarction.

The authors of another study suggested a possibility
of damage to the omental branch during vasculariza-
tion at the time of a TG [10]. We concur with this
viewpoint and emphasize the importance of preserving
the vital vessels, such as the omental branch, during
splenic hilar vascularization in order to avoid injury.

Percutaneous drainage is the gold standard for the
treatment of common postoperative abscesses, with a
success rate of 80-100% [15]. Intra-abdominal abscess
and anastomotic leakage are the most common compli-
cations after gastrectomy [16]. According to previous
reports, conservative treatment is recommended for
image-diagnosable omental infarctions with no compli-
cations such as infection, whereas omental resection is
performed in almost all cases of omental abscesses after
gastrectomy [8,9]. Surgical treatment has the advan-
tage of providing a definitive pathological diagnosis.
Although resection of the greater omentum was also
considered in our patient’s case, we selected percutane-
ous drainage and antibiotic therapy as less-invasive
therapies after a multidisciplinary discussion, which
resulted in the successful control of the patient’s infec-
tion.

The use of LPGs is expected to increase in the future,
even in advanced GC, as guidelines change [17].
Compared to percutaneous drainage, open interven-
tion for postsurgical intra-abdominal infections is asso-
ciated with increased mortality [18], and percutaneous
drainage may thus be a feasible option for an omental
abscess.

References

1. Vaze ML, Dewoolkar VV, Bhide PD, Dalvi UR and Bhagtani KC:
Intraperitoneal omental abscess following inguinal hermiorrhaphy. J
Postgrad Med (1980) 26: 261-262.

2. Papadopoulos IN, Christodoulou S and Economopoulos N: Asymp-
tomatic omental granuloma following spillage of gallstones during
laparoscopic cholecystectomy protects patients and influences
surgeons’ decisions: a review. BMJ Case Rep (2012) 23:
bcr1020114980.

3. Urade T, Sawa H, Murata K, Mii Y, Iwatani Y, Futai R, Abe S,
Sanuki T, Morinaga Y and Kuroda D: Omental abscess due to a
spilled gallstone after laparoscopic cholecystectomy. Clin J
Gastroenterol (2018) 11: 433-436.

4. Balthazar EJ and Lefkowitz RA: Left-sided omental infarction with
associated omental abscess: CT Diagnosis. J Comput Assist
Tomogr (1993) 3: 379-381.



December 2023

10.

1.

12.

Wu CX, Wu BQ, Duan YF, Sun DL and Jiang Y: Rare case of
omentum-wrapped abscess caused by a fish bone penetrating the
terminal ileum. World J Gastroenterol (2014) 20: 11456-11459.
Lupovitch A, Mann AD and Day TF: Primary abscess of the omen-
tum. Am J Gastroenterol (1990) 85: 1524-1526.

De Brabandere K, Vanpaemel G and Verheyen L: Spontaneous
abscesses of the abdominal wall, omentum and abdominal cavity
caused by group G streptococci: A case report. Acta Chir Belg
(2008) 108: 765-767.

Sanchez Fuentes PA, Lopez Lopez V, Febrero B, Ramirez P and
Parrilla Paricio P: Omental infarction: Surgical or conservative
management? Cir Esp (2015) 93: 475-477.

Alwatari Y, Gerrish A, Ayalew D, Campos GM and Salluzzo JL:
Omental infarction with liquefied necrosis after Roux Y gastric
bypass: Case report and literature review. J Surg Case Rep (2020)
8: 1-5.

Oh JY, Cho JH, Kang MJ, Lee JH, Kwon HJ, Nam KJ, Kim MC
and Choi H: Omental infarction caused by laparoscopy-assisted
gastrectomy for gastric cancer: CT findings. Clin Radiol (2011) 66:
966-973.

Park KE, Chung DJ, Kim W, Hahn ST and Lee JM: Secondary
omental infarction related to open and laparoscopic-assisted Distal
gastrectomy: Report of two cases. Korean J Radiol (2011) 12:
757-760.

Gosain A, Blakely M, Boulden T, Uffman JK, Seetharamaiah R

Percutaneous Drainage of Omental Abscess 669

and Huang E: Omental infarction: Preoperative diagnosis and
laparoscopic management in children. J Laparoendosc Adv Surg
Tech A (2010) 20: 777-780.

Di Nicola V: Omentum a powerful biological source in regenerative
surgery. Regen Ther (2019) 11: 182-191.

Lawson GA 3rd, Castaldo ET and Miller RS: Primary omental
abscess caused by streptococcus constellatus: A case report.
Surg Infect (Larchmt) (2010) 11: 339-341.

Robert B, Yzet T and Regimbeau JM: Radiologic drainage of
post-operative collections and abscesses. J Visc Surg (2013) 150:
11-18.

Yoshida K, Honda M, Kumamaru H, Kodera Y, Kakeji Y, Hiki N,
Etoh T, Miyata H, Yamashita Y, Seto Y, Kitano S and Konno H:
Surgical outcomes of laparoscopic distal gastrectomy compared to
open distal gastrectomy: A retrospective cohort study based on a
nationwide registry database in Japan. Ann Gastroenterol Surg
(2017) 22: 55-64.

Baba E, Terashima M and Fujishiro M: Japanese gastric cancer
treatment guidelines 2021 (6th edition). Gastric Cancer (2023) 26:
1-25.

Politano AD, Hranjec T, Rosenberger LH, Sawyer RG and Tache
Leon CA: Differences in morbidity and mortality with percutaneous
versus open surgical drainage of postoperative intra-abdominal
infections: A review of 686 cases. Am Surg (2011) 77: 862-867.



