Case Reports

Mesenteric panniculitis

Imaging of a rare cause of chronic abdominal pain

Metab A. AlKubeyyer, MD, Turkey R. Alfubaid, FRCR, FRCP(C).

ABSTRACT

We report a case of mesenteric panniculitis. This
rare and poorly-known disease is characterized by
a nonspecific inflammatory process involving the
adipose tissue of the mesentery. This case illustrates its
computerized tomographic and magnetic resonance
imaging features and the value of imaging in
differentiating it from other mesenteric diseases and
thus, avoiding unnecessary surgery.
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Mesenteric panniculitis (sclerosing mesenteritis) is a
rare inflammatory disorder of unknown etiology
that involves the mesentery. Patients usually have vague
and chronic symptoms. Hence, the diagnosis is usually
first suggested by imaging techniques, particularly
computerized tomography (CT) and magnetic resonance
imaging (MRI) of the mesentery. Imaging also plays a
key role in distinguishing the focal mass associated with
mesenteric panniculitis from lymphoma and carcinoid.
The objective of reporting this case is to stress the value
of cross sectional imaging in making accurate diagnosis
of this rare and poorly known disease.

Case Report. A 6l-year-old Saudi gentleman
presented with nausea and diffuse abdominal pain
for 2 weeks. He had no history of fever or weight
loss. Physical examination was remarkable for only
a vague feeling mass in the left side of the abdomen.
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Erythrocyte sedimentation rate (ESR) was elevated
at 117 cm/hr. Ultrasound (US) of the abdomen was
normal. Computerized tomography of the abdomen
after intravenous and oral contrast administration
revealed a 10 x 7 cm lobulated mass with subtle
increased attenuation seated within the small bowel
mesentery. The mesenteric vessels were only surrounded
by this mass, namely; they were not kinked. While
the small bowel was displaced due to this mass, its
lumen was not dilated and its wall was not thickened,
suggesting absence of secondary ischemia. There was no
calcification within the mass. Lymphadenopathy was
absent (Figure 1a & 1b). Magnetic resonance imaging
of the mesentery confirmed the fatty and focal nature
of the mesenteric mass with its nodular contour. The
preservation of the fat around the patent mesenteric
vessels within the mass was exquisite (Figure 2a, b & c).
Based solely on the imaging features this mesenteric
mass possessed, the diagnosis of mesenteric panniculitis
was strongly suggested. The histopathology results of a
specimen obtained utilizing CT guidance confirmed the
diagnosis of mesenteric panniculitis. He was started on
steroids. He followed a benign course with significant
improvement of his complaints.

Discussion. Mesenteric panniculitis is an idiopathic
inflammatory disorder thatinvolves the mesentery." Itwas
first described by Jura in 1942 as sclerosing mesentritis.”
In the 1960s, the term mesenteric panniculitis was
used by Ogden et al.>* The disease has a 3:1 male
predilection in those above 50 years of age. Predisposing
factors’ include, among others, abdominal surgery,
cholelithiasis, cirrhosis, abdominal aortic aneurysm,
peptic ulcer, gastric carcinoma, and retained suture
material.® Patients with this disease may present at any
of the following 3 stages:”* 1) Mesenteric lipodystrophy.
In this stage, the disease is usually asymptomatic.
Nevertheless, patients may present with impairment of
normal gastrointestinal function and chylous ascites.
Prognosis is generally good with spontaneous recovery.
2) Mesenteric panniculitis. Patients often present with
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Figure 1 - Computerized tomographic findings. a) Axial CT scan of the mid abdomen with intravenous and oral contrast shows a
mesenteric mass (arrows). The fatty component of the mass (*) is of a higher attenuation than the rest of the small bowel
mesentery (arrow head). b) Another CT image of the mass (white arrows). The lobular contour of the mass is evident. Note the
preservation of the fat around the patent mesenteric vessels, what is known as “Fat ring sign” (black arrow). Small bowel loops
(curved arrows) are displaced due to the mass but with paper thin walls (arrow heads).

Figure 2 - Magnetic resonance imaging findings. a) Axial T2 weighted
MRI of the mid abdomen clearly depicts the mesenteric mass
(arrows). The fatty signal of the mass is altered (slightly darker
than the rest of the mesenteric fat). b) The signal of this mass
drops with fat saturation technique as does the rest of the
imaged fat. (c) Sagittal T2 weighted MRI of the mesentery
nicely reveales the mass (black *) with its lobulated contour
and low signal capsule around it (arrows), reflecting its fibrous
nature.
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abdominal pain associated with nausea, malaise, low-
grade fever, weight loss, and bowel disturbance. Some
patients present with poorly defined mass. Small bowel
mesentery is commonly involved. Laboratory chemical
analysis may show elevated ESR. Steroid treatment is
suggested by some authors to be beneficial. 3) The final
stage is known as retractile mesenteritis. Patients often
present with intestinal obstructive symptoms due to
scarring and retraction of the mesentery resulting from
mesenteric fibrosis

Chronic abdominal pain without a diagnosis is
not uncommon and a challenging clinical scenario.
These patients typically roam around with many visits
to different clinics searching for a diagnosis. These
patients should be imaged initially with US. If it fails
to disclose the cause of the pain, we believe that these
patients should undergo CT, which in many occasions
answers the clinical question. The focal mass associated
with mesenteric panniculitis should be distinguished
from mesenteric masses associated with other diseases
particularly lymphoma and carcinoid.” Cross sectional
imaging particularly CT and MRI of the mesentery are
of paramount importance in noninvasively making this
distinction. The density of the inflamed mesenteric fat is
mildly increased on CT. The MRI, with its multiplanar
capability and fat saturation technique, exquisitely
reflects the fatty nature of the mass which is altered due
to the inflammatory process. The high sensitivity of
MRI to signal alteration helps in outlining the capsule
surrounding the mass and depicting the preserved

fat surrounding the mesenteric vessels. The latter is
known as the fat ring sign, which should point to the
correct diagnosis of mesenteric panniculitis. Absence of
mesenteric and paravascular lymphadenopathy helps in
excluding lymphoma. If the diagnosis is still in doubt,
US or CT are utilized to guide the biopsy procedure. By
reporting this case, we emphasize the value of imaging
in making an accurate diagnosis of this rare and poorly
known disease.
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