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Abstract  Case Report 

 

Background: Omental fat necrosis is an uncommon benign condition that may develop following infarction of the 

omental fat. When organized and calcified, it can present as a mass-like lesion and mimic other intra-abdominal 

conditions, particularly after abdominal surgery. [1–4] Case presentation: A 60-year-old woman presented with 

abdominal pain and a palpable right periumbilical mass five months after cholecystectomy. She was hemodynamically 

and respiratorily stable, with mildly elevated inflammatory markers. Ultrasound demonstrated an oval, well-

circumscribed hypoechoic lesion closely abutting the abdominal wall, containing hyperechoic calcifications with 

posterior acoustic shadowing. Contrast-enhanced CT showed an oval, predominantly hypodense lesion closely abutting 

the right anterolateral abdominal wall, containing calcified foci and associated infiltration of the adjacent omental fat, 

without significant enhancement. Given the history of cholecystectomy, dropped gallstones were considered as an 

important differential diagnosis. The lesion's close relationship with the abdominal wall also raised the possibility of 

desmoid-type fibromatosis. Surgical exploration revealed an omental collection containing necrotic tissue and calcified 

material. No histopathological examination was performed. Based on the imaging and intraoperative findings, organized 

omental fat necrosis with dystrophic calcification was considered the most likely diagnosis. Conclusion: Calcified 

omental fat necrosis may mimic dropped gallstones after cholecystectomy and, less commonly, an abdominal wall-

associated soft-tissue tumor. Recognition of its imaging characteristics and correlation with the clinical and surgical 

history may help avoid misdiagnosis. [1–6] 

Keywords: Omental fat necrosis, omental infarction, calcification, dropped gallstones, cholecystectomy, computed 

tomography. 
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INTRODUCTION 
Omental infarction and omental fat necrosis are 

uncommon, benign conditions resulting from ischemic 

injury to the omental adipose tissue. They may occur 

spontaneously or in association with factors such as 

trauma, surgery, obesity, or vascular compromise. The 

condition most commonly involves the greater omentum 

and may clinically mimic other causes of acute or 

subacute abdominal pain. Computed tomography [CT] 

plays a central role in diagnosis because it allows 

characterization of the fatty nature, location, 

morphology, and associated inflammatory changes of the 

lesion [1], [2]. 

 

The evolution of omental infarction may result 

in organization, fibrosis, and dystrophic calcification. 

Consequently, chronic or organized omental fat necrosis 

may present as a well-defined mass containing calcified 

foci, creating a diagnostic challenge.  

 

This challenge is particularly relevant in 

patients with a history of recent cholecystectomy. 

Gallbladder perforation during laparoscopic 

cholecystectomy may lead to spillage of gallstones into 

the peritoneal cavity. These dropped gallstones may 

remain asymptomatic or cause delayed complications, 

including inflammatory collections, abscesses, 

adhesions, and granulomatous reactions. Calcified 

dropped gallstones may be readily identified on CT as 

hyperattenuating foci within or adjacent to an 

inflammatory collection [3]. 

 

We report an unusual case of a calcified omental 

lesion occurring five months after cholecystectomy and 

presenting as a palpable abdominal mass. The 

radiological appearance raised the possibility of dropped 
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gallstones, while the overall morphology and operative 

findings favored organized omental fat necrosis with 

dystrophic calcification. 

 

CASE PRESENTATION 
A 60-year-old woman presented with 

abdominal pain associated with a palpable abdominal 

mass. Her medical history was notable for a 

cholecystectomy performed five months before the 

current presentation. The patient was evaluated on an 

outpatient basis and did not present in an emergency 

context. 

 

On clinical examination, the patient was 

hemodynamically and respiratorily stable. A localized 

palpable mass was identified in the right periumbilical 

region. Laboratory investigations showed a mild 

elevation of inflammatory markers. No major biological 

abnormality was reported. 

 

Abdominal ultrasonography was initially 

performed to investigate the abdominal pain and 

palpable mass and revealed an oval, well-circumscribed 

hypoechoic lesion closely abutting the abdominal wall. 

The lesion contained hyperechoic foci producing 

posterior acoustic shadowing, consistent with 

calcifications. 

 

 
Figure 1: Ultrasound image showing [A] an oval, well-circumscribed hypoechoic lesion [dashed arrow] closely abutting the 

abdominal wall [black arrow], [B] containing hyperechoic calcifications [white arrow] with posterior acoustic shadowing. 

[head of arrow] 

 

Contrast-enhanced abdominal CT demonstrated 

an oval, predominantly hypodense lesion in the anterior 

omental region, closely abutting the right anterolateral 

abdominal wall. Several spontaneously hyperdense foci 

compatible with calcifications were identified within the 

lesion. Associated infiltration of the adjacent omental fat 

was observed, without significant enhancement 

following intravenous contrast administration. 

  

 
Figure 2 : Axial contrast-enhanced CT images showing an oval, predominantly hypodense lesion closely abutting the right 

anterolateral abdominal wall. The lesion contains several spontaneously hyperdense foci consistent with calcifications and is 

associated with infiltration of the adjacent omental fat. [arrows] 
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Given the history of recent cholecystectomy, 

dropped gallstones were considered as an important 

differential diagnosis. Desmoid-type fibromatosis was 

considered as a secondary differential because of the 

lesion's close relationship with the abdominal wall and 

adjacent fat infiltration. 

 

 
Figure 3 : Sagittal [A] and coronal [B] contrast-enhanced CT images showing the same oval, predominantly hypodense lesion 

abutting the right anterolateral abdominal wall, with calcifications and adjacent omental fat infiltration. [arrows] No 

significant enhancement is observed following intravenous contrast administration. 

 

Surgical exploration was subsequently 

performed and revealed an omental collection containing 

necrotic tissue and calcified material. No 

histopathological examination was performed. In view of 

the imaging findings and operative appearance, the 

lesion was considered most consistent with organized 

omental fat necrosis with dystrophic calcification. 

 

DISCUSSION 
Omental fat necrosis is an uncommon benign 

process resulting from ischemic injury to adipose tissue. 

It belongs to the spectrum of intra-abdominal focal fat 

infarction and may result from vascular compromise, 

torsion, trauma, or previous surgery. Omental infarction 

results from vascular compromise of the omental fat and 

generally follows a benign course. On CT, it typically 

appears as a focal area of heterogeneous fat attenuation 

with surrounding inflammatory changes. With time, the 

necrotic tissue may become organized and fibrotic, 

producing a more mass-like appearance and, 

occasionally, dystrophic calcification [1–3]. 

 

This imaging appearance can closely resemble other 

organized intra-abdominal masses. 

In our patient, the oval morphology, 

predominantly hypodense content, absence of significant 

enhancement, omental location, and presence of internal 

calcific foci were compatible with an organized omental 

fat necrosis. However, the recent history of 

cholecystectomy considerably complicated the 

radiological interpretation. 

 

Dropped gallstones were the main alternative 

diagnosis because of the previous cholecystectomy. 

Retained or spilled gallstones may cause delayed 

inflammatory complications and can appear as 

hyperdense or calcified foci within an inflammatory 

mass or collection [4,5]. In our patient, however, the 

lesion appeared to involve the omental tissue itself, and 

surgery demonstrated necrotic omental tissue containing 

calcified material, favoring organized omental fat 

necrosis. 

 

Desmoid-type fibromatosis was considered as a 

secondary differential because of the lesion's close 

relationship with the abdominal wall and adjacent fat 

infiltration. However, its predominantly hypodense 

appearance, lack of significant enhancement, and 

internal calcifications were less typical of a solid 

desmoid lesion [7–9]. 

 

The operative findings in our patient provided 

additional support for the diagnosis of omental fat 

necrosis. 

 

The absence of histopathological confirmation 

represents an important limitation. Nevertheless, the 

combination of the imaging findings, clinical history, and 

intraoperative appearance strongly favored organized 

calcified omental fat necrosis. 

 

This case emphasizes that the identification of 

calcified intra-abdominal structures following 

cholecystectomy should not automatically be attributed 

to dropped gallstones. Careful assessment of the 
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morphology and composition of the entire lesion, its 

relationship to the omentum, associated inflammatory 

changes, enhancement pattern, operative history, and 

previous imaging studies is essential for an accurate 

diagnosis. 

 

CONCLUSION 
Calcified omental fat necrosis is an uncommon 

but important imaging diagnosis that may mimic 

dropped gallstones after cholecystectomy [1–5]. A close 

relationship with the abdominal wall may also raise the 

possibility of a desmoid-type fibromatosis, although this 

should be considered a secondary differential when the 

imaging characteristics are atypical for a solid tumor [6–

9]. Correlation with the surgical history and imaging 

findings is essential for establishing the most likely 

diagnosis. 
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