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INTRODUCTION

Mesenteric panniculitis (MP) is 
an acute and chronic fibrosing 
inflammatory disease that af-
fec ts the adipose tissue of the 
mesentery of the small intes-

tine (1). The specific etiology of the disease are 
as yet unclear. Mesenteric panniculitis has been 
co nnected to a variety of conditions like vascu-
litis, granulomatous disease, malignancies and 
pancreatitis (2). 

 Clinical manifestations are nonspecific and 
atypical. The disease is often asymptomatic. 
The most common clinical presentations in-
clude abdominal pain, vomiting, diarrhea, 

constipation and palpable abdominal mass or 
intestinal obstruction. The prognosis is good in 
most patients and the outcome of the disease is 
usually benign.

Laboratory parameters are usually normal; 
however, an increased erythrocyte sedimenta-
tion rate has been noted (3).

Abdominal CT is the most sensitive imaging 
modality for detecting MP, but the definite di-
agnosis of mesenteric panniculitis is established 
by biopsy (4-5).

The objective of this case report is to pre-
sent the patient with mesenteric pannicülitis 
developing five years after the operation for 
acute cholesistitis and acute pancreatitis. 

ABSTRACT
Mesenteric panniculitis is a benign disease characterized chronic nonspecific inflammation of the me-

sentery adipose tissue of the small intestine and colon. The specific etiology of the disease is unknown. 
The diagnosis is suggested by computed tomography (CT) and is usually confirmed by surgical biopsies. 
In recent years, abdominal CT is used as an effective method for diagnostic evaluation.

We reported a case of the mesenteric panniculitis diagnosed with CT and operated for acute pancreati-
tis and cholecystitis five years ago.
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CASE REPORT

A 59-year-old woman was admitted to our 
hospital with 2 months history of chronic 

abdominal pain, nausea and vomiting. The ab-
dominal pain, mainly localized in the upper 
quadrant, were intermittent and mild. Her past 
medical history included abdominal operation 
for cholecystitis and pancreatitis five years ago. 
She had no known allergies.

On initial physical examination was remar-
kable upper quadrant tenderness with volun-
tary guarding. The laboratory profile of routine 
blood test, renal and hepatic function tests 
were normal. Blood cultures, the anti-HIV test 
were negative, and the chest x-ray showed no 
ab normalities. Tumor markers were normal. 
Abdominal USG was unremarkable except for 
an atrophic pancreas. Abdominal pain conti-
nued during hospitalization. Therefore, compu-
ted tomography (CT) of the abdomen was per-
formed using reconstructed slice thickness of 5 
mm after oral and intravenous contrast adminis-
tration.

CT findings well defined mass arising from 
mesentery fatty tissue, surrounded by a sheath-
like stripe and accompanied by multiple lymph 
nodes. Pancreas was atrophic (Figure 1).

 In the present case, the CT findings pro-
vided information about the diagnosis, the ra-
diological imagines were highly suggestive of 
mesenteric panniculitis (Figure 2, 3). Therefore, 
biopsy was not performed for diagnosis. 

DISCUSSION

Mesenteric panniculitis is a chronic and 
non s pecific inflammation of the adipose 

ti ssue of the intestinal mesentery. In over 90% 
of cases, mesenteric panniculitis involves the 
small-bowel mesentery, a rare of colon mesen-
tery (6). Mesenteric panniculitis is a rare condi-
tion. There is no clear information about the 
in cidence of mesenteric panniculitis in the lite-
rature. Daskalogiannaki et al. screened a nu m-
ber of 7620 patients with CT and they identi-
fied 0.6% the incidence of mesenteric p a n  n i -
cu litis (7).

FIGURE 1. Contrast-enhanced CT scan shows 
mesenteric panniculitis as well-circumscribed, 
inhomogeneous fatty mass (arrow) displaying 
higher attenuation than normal retroperitoneal fat.

FIGURE 2. 3D Coronal CT scan shows mesenteric 
vessels surrounded by mesenteric panniculitis.

FIGURE 3. 3D Sagital CT scan shows mesenteric 
vessels surrounded by mesenteric panniculitis.
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Mesenteric panniculitis occurs independen-
tly or in association with other disorders re-
mains unknown but may be associated with 
some diseases. The disease has been associated 
to a variety of conditions such as vasculitis, 
granulomatous disease, autoimmune disorder, 
rheumatic disease, malignancies, pancreatitis, 
hype r sensitivity reactions, ischemia, even bac-
te rial infection and abdominal trauma or sur-
gery (7-8). Emory et al. have reported a series 
in which 84% of patients had a history of ab do-
minal trauma or surgery as in our case (4). 

The exact diagnosis is made by looking at 
the three pathologic finding: fibrosis, chronic 
inflammation, fatty infiltration of the mesentery 
(9). 

These three components can be found in 
various proportions. If fibrosis is dominant, as 
retractile mesenteritis; if mesenteric inflamma-
tion is dominant, it is called mesenteric pan-
niculitis. To some extent, all three components 
are present in most cases (10).

Mesenteric panniculitis is usually asymp-
tomatic and often incidental. When sympto-
matic, patients may present with abdominal 
tenderness or a palpable abdominal mass and 
sy s temic manifestations including abdominal 
pain, pyrexia, weight loss and bowel distur-
bance of variable duration. Symptoms may be 
progressive, intermittent, or absent. Laboratory 
findings are usually nonspecific, but including 
elevation in erythrocyte sedimentation rate, 
ne utrophilia and anemia (4,11). The mean 
clinical progression is from 2 wk to 16 years (1). 
Our case was admitted with nonspecific com-
plaints to our hospital, and was diagnosed 5 
years after surgery.

The differential diagnosis of mesenteric 
pan niculitis is broad and has been associated 
with a number of malignant diseases such as 
ly m phoma, lung cancer, melanoma, colon can-

cer, renal cell cancer, myeloma, gastric carcino-
ma, chronic lymphocytic leukemia, Hodgkin’s 
di sease, large cell lymphoma (giant-cell carci-
noma), carcinoid tumor, and thoracic mesothe-
lioma (4,7,8,12,13).

CT features of the disease are considered 
somewhat specific for this disorder: a “fat ring 
sign” that reflects the preservation of fat around 
the mesenteric vessels, a solitary well-defined 
mass composed of inhomogeneous fatty tissue 
with attenuation values higher than those of 
the retroperitoneal fat at the root of the small-
bo wel mesentery, no evidence of invasion of 
the adjacent small-bowel loops even if displ a-
ced, mesenteric lymphadenopathy and the 
pre sence of a “tumoral pseudocapsule,” which 
is detected in 50% of patients (7,14). In our ca-
se, except a “fat ring sign” appearance, all re-
sults are available. 

A definitive diagnosis is biopsy but open bi-
o psy is not always necessary for diagnosis. Re-
cently mesenteric panniculitis has been diag-
nosed using CT features of the disease (4,5,15).

Mesenteric panniculitis resolves spontane-
ously, however, treatment has been reserved 
for symptomatic cases. Some drugs are useful 
to medical treatment such as steroids, thalido-
mide, cyclophosphamide, progesterone, col-
ch icine, azathioprine, tamoxifen, antibiotics 
and emetine. Surgical resection is sometimes 
attempted for definitive therapy and in cases of 
intestinal obstruction and other complications, 
such as ischemia (15-18). Our case was started 
on oral corticosteroid treatment with excellent 
response.

As a result, mesenteric panniculitis is a slow-
ly progressive, benign and chronic fibrous 
inflam matory disease that affects the adipose 
tissue of the mesentery. The diagnosis can be 
ma de by CT without biopsy. CT findings are 
con s i  de red specific for this disorder.

1. Issa I, Baydoun H – Mesenteric 
panniculitis: various presentations and 
treatment regimens. World J Gastroen-
terol 2009; 15:3827-30

2. Kipfer RE, Moertel CG, Dahlin DC 
– Mesenteric lypodystrophy. Ann Intern 
Med 1974; 80:583-8

3. Ferrari TC, Couto CM, Vilaça TS, et al. 
– An unusual presentation of mesen-
teric panniculitis. Clinics (Sao Paulo). 
2008; 63:843-4

4. Emory TS, Monihan JM, Carr N J, et 
al. – Sclerosing Mesenteritis, Mesenteric 
Panniculitis and Mesenteric Lipodys-
trophy: A Single Entity? Am J Surg 
Pathol. 1997; 21:392-98

5. Akram S, Pardi DS, Schaffner JA, et al. 
– Sclerosing mesenteritis: clinical 
features, treatment, and outcome in 
ninety-two patients. Clin Gastroenterol 
Hepatol. 2007; 5:589-96

6. McCrystal DJ, O’Loughlin BS, 

Samaratunga H – Mesenteric panniculi-
tis: a mimic of malignancy. Aust NZJ 
Surg. 1998; 68:237-239

7. Daskalogiannaki M, Voloudaki A, 
Prassopoulos P, et al. – CT evaluation 
of mesenteric panniculitis: prevalence 
and associated diseases. Am J Roent-
genol. 2000; 174:427-31

8. Delgado Plasencia L, Rodríguez 
Ballester L, López-Tomassetti 
Fernández EM, et al. – [Mesenteric 

REFERENCES



MESENTERIC PANNICULITIS: A CASE REPORT AND REVIEW OF THE LITERATURE

347Maedica   A Journal of Clinical Medicine, Volume 7 No.4 2012

panniculitis: experience in our center] 
Rev Esp Enferm Dig. 2007; 99:291-297

9. Mata JM, Inaraja L, Martin J, et al. 
– CT features of mesenteric panniculi-
tis. J Comput Assist Tomogr 1987; 
11:1021-3

10. Seo M, Okada M, Okina S, et al. – S. 
Mesenteric panniculitis of the colon 
with obstruction of the inferior 
mesenteric vein: report of a case. Dis 
Colon Rectum. 2001; 44:885-889

11. Durst AL, Freund H, Rosenmann E, et 
al. – Mesenteric panniculitis: review of 
the literature and presentation of cases. 
Surgery 1977; 81:203-11

12. Cuff R, Landercasper J, Schlack S 
– Sclerosing mesenteritis. Surgery 2001; 
129:509-510

13. Shah AN, You CH – Mesenteric 
lipodystrophy presenting as an acute 
abdomen. South Med J 1982; 75:1025-
1026

14. Horton KM, Lawler LP, Fishman EK 
– CT findings in sclerosing mesenteritis 
(panniculitis): spectrum of disease. 
Radiographics 2003; 23:1561-67

15. Ege G, Akman H, Cakiroglu G 
– Mesenteric panniculitis associated 
with abdominal tuberculous lymphad-
enitis: a case report and review of the 

literature. Br J Radiol. 2002; 75:378-380
16. Gu GL, Wang SL, Wei XM, et al. 

– Sclerosing mesenteritis as a rare cause 
of abdominal pain and intraabdominal 
mass: a cases report and review of the 
literature. Cases J 2008; 1:242

17. Parra-Davila E, McKenney MG, 
Sleeman D, et al. – Mesenteric pannicu-
litis: case report and literature review. 
Am Surg 1998; 64:768-771

18. Miyake H, Sano T, Kamiya J, et al. 
– Successful steroid therapy for 
postoperative mesenteric panniculitis. 
Surgery 2003; 133:118-119.


