
INTRODUCTION

Mesenteric panniculitis (MP) is a rare disorder
characterized by a chronic benign fibro-inflamma-
tory process and presence of fat necrosis involving
adipose tissue of the bowel mesentery (1-4).  The
cause of the disease is unclear (5). Usually, the cli-
nical presentation and laboratory findings are non-
specific (5,6). Computed tomography (CT) is an ex-
cellent imaging modality for detection of MP (7).
The first known series, comprising 34 cases, was
published in 1924, and this series report is attribu-
ted to Jura, who described a condition of “retracti-
le sclerosing mesenteritis”; this was further labeled

as “mesenteric panniculitis” by Odgen (8,9,10).
Currently, this entity is known by several different
names, for instance, mesenteric Weber-Christian
disease, mesenteric lipodystrophy, sclerosing me-
senteritis, and liposclerotic mesenteritis. Today,
the spectrum of pathologic findings ranges from
MP to retractile mesenteritis (11). Surgical treat-
ment should be exclusively attempted when intes-
tinal obstruction or ischemia occurs. We report
three cases of MP requiring emergency surgery. We
present details of these cases as well as a literatu-
re review to compare the various presentations.
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Mezenterik pannikülit; mezenterik ya¤ dokusunun etyolojisi bilinmeyen ve kronik non-spesifik inflamatuar süreç ile karakterize na-
dir görülen benign bir hastal›¤›d›r. S›kl›kla ince barsak mezenteri etkilenir. Bu süreç nadiren kal›n barsak mezenterini etkiler. Me-
zenterik pannikülit; kar›n a¤r›s›, bulant› - kusma, diare, konstipasyon ve atefl gibi semptomlar› içerir. Olgular›m›zda ince barsak
obstrüksiyonunu veya iskemisini yans›tan klinik de¤ifliklikler gibi preoperatif tan›sal zorluklarla karfl›laflt›k. Bütün olgular için
acil abdominal cerrahi ve parsiyel jejunal rezeksiyon gerekli oldu. Bu bildirimin amac› acil cerrahi müdahale gerektiren üç mezen-
terik pannikülit vakas›n› ve literatürün k›sa bir incelemesini sunmakt›r.

Anahtar kelimeler: Pannikülit, peritoneal, akut bat›n

Mesenteric panniculitis is a rare, benign disease characterized by a chronic non-specific inflammatory process of mesenteric fat tis-
sue with unknown etiology. The small bowel mesentery is affected mostly. This process rarely involves the large intestine mesentery.
Mesenteric panniculitis includes symptoms as abdominal pain, nausea and vomiting, diarrhea, constipation, and fever. In our ca-
ses, we had difficulty in the preoperative diagnosis as the clinical changes imitated an obstruction or ischemia of the small bowel.
All the cases required emergency abdominal surgery and partial jejunal resection. The aim of this article was to present three cases
of mesenteric panniculitis of the small bowel mesentery requiring emergency surgery together with a short review of the literature.
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CASE REPORT

Acil cerrahi gereken mezenterik pannikülit hastalar›: 3 olgu sunumu



CASE REPORT

CASE 1

A 52-year-old male patient was admitted to our
department with a three-day history of severe ab-
dominal pain, distension, anorexia, vomiting, and
constipation. On the physical examination, he was
pale with abdominal distension and tenderness.
Plain abdominal X-rays and abdominal ultraso-
und showed dilated small intestinal loops with
multiple air-fluid levels. The laboratory data were
hemoglobin 12.4 g/dl, white blood cell count
24,700/ml, and platelet count 26,600/ml. The liver
function tests and urinalysis were normal. The pa-
tient underwent an exploratory laparotomy in our
department. Approximately 50 cm of the distal je-
junum showed ischemic condition and partial nec-
rosis, and the proximal jejunum was dilated; the
distal jejunum mesentery was also thickened with
ischemic appearance. Ischemic and necrotic seg-
ments of the jejunum and mesentery were remo-
ved (Figure 1). The biopsy of the pathological spe-
cimens with paraffin section showed fat necrosis,
sclerosing fibrosis and inflammatory cells in the
mesentery and transmural necrosis of the small
bowel wall. This case was diagnosed with MP. The
patient did not take immunosuppressive drugs
and recovered well after the operation without any
digestive discomfort.  No recurrence of the MP was
observed during 22 months of follow-up.  

CASE 2

A 69-year-old female patient was admitted on an
emergency basis with a one-day history of acute
abdominal pain, distension, anorexia, and general

weakness. Medical history of this patient included
hypertension for eight years. The physical exami-
nation showed abdominal tenderness and abdomi-
nal distension. Laboratory investigations showed
hemoglobin levels at 11.2 g/dl, a white blood cell
count of 14,300/mm3, and platelet cell count
280,000/mm3. Bilirubin levels, hepatic and pan-
creatic enzyme levels and renal function tests we-
re normal. Plain abdominal X-rays showed dilated
small intestinal loops with multiple air-fluid le-
vels. Spiral CT scan showed small intestinal dila-
tation and free fluid in the pelvic region with in-
traabdominal spread. The patient underwent an
exploratory laparotomy in our department in Oc-
tober 2008. Approximately 60 cm of the distal jeju-
num and proximal ileum showed ischemic conditi-
on and partial necrosis, proximal jejunum seg-
ments were dilated, and all of the jejunal mesen-
tery was thickened and ischemic. Ischemic and
necrotic segments of the jejunum and mesentery
were removed. In the histological evaluation, the
excised specimen was described as benign adipose
tissue with non-specific inflammatory infiltrates,
fat necrosis in the mesentery and transmural nec-
rosis of the small bowel wall (Figure 2). The posto-
perative course was good, and the patient was
discharged nine days after the operation. This ca-
se was diagnosed as MP. The patient did not take
immunosuppressive drugs and recovered well af-
ter the operation without any digestive discom-
fort.  No recurrence of the MP was observed du-
ring 18 months of follow-up.  

CASE 3

A seven-year-old previously healthy boy was ad-
mitted to our hospital with severe abdominal pain,
abdominal distension and vomiting for about two
days. On initial assessment, he had elevated tem-
perature (39.2°C). Distension and tenderness were
present upon superficial and deep palpation of the
abdomen. Abdominal ultrasound and X-rays sho-
wed dilated small intestinal loops with multiple
air-fluid levels. Laboratory studies showed hemog-
lobin level at 14 g/dl, white blood cell count of
35,000/mm3, and platelet cell count of
536,000/mm3. The liver function tests and urinaly-
sis were normal. A laparotomy was performed
through a midline incision in our department in
October 2008. A jejunal segment of 50 cm showed
ischemia with partial necrosis. Ischemic and necro-
tic segments of the jejunum and mesentery were
removed. In the histological evaluation, the mesen-
tery and small intestine showed fat necrosis, scle-
rosing fibrosis and necrotic bowel wall (Figure 3).
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FFiigguurree  11.. Ischemic jejunum segments, resected.



This case was diagnosed with MP. The patient did
not take immunosuppressive drugs and recovered
well after the operation without any digestive dis-
comfort.  No recurrence of the MP was observed
during 18 months of follow-up.  

DISCUSSION

Mesenteric panniculitis (MP) is a rare disease of
unknown etiology that is characterized by idiopat-
hic inflammation and fibrosis of the adipose tissu-
e of the intestinal mesentery (1,3,10,12). The use
of drugs, trauma or ischemia of the mesentery,
malignancy, autoimmunity, avitaminosis, pancre-
atitis, and a history of abdominal surgery have be-
en suggested as possible causative factors
(1,3,10,12). In our cases, no associated condition
could be identified. MP has been reported in the li-
terature using a variety of terms: mesenteric ma-
nifestation of Weber-Christian disease, retractile
mesenteritis, sclerosing mesenteritis, liposclerotic
mesenteritis, and isolated lipodystrophy of the
mesentery. Whether all these terms represent his-
tological variants of the same or a related process
of a single clinical entity is not entirely clear. In
histopathological terms, the preferred terminology
is sclerosing mesenteritis. The different termino-
logy used represents the different histological fe-
atures found, despite the clinical entity being the
same (2,6,11-14). The disease is more common in
men, with a male/female ratio of 2-3/1, and the in-
cidence increases with age (8,10,15). In over 90%
of cases, MP affects predominantly the mesentery
of the small intestine (2,10). The disease progres-
ses through three histological stages (13). The first
stage is degeneration of mesenteric fat (mesente-

ric lipodystrophy). In this stage, acute inflamma-
tory signs are minimal or non-existent, and the di-
sease tends to be clinically asymptomatic. In the
second stage, inflammatory reaction (MP), the
most common symptoms include fever, abdominal
pain and malaise. The final stage is fibrosis of the
adipose tissue (retractile mesenteritis), and in this
stage, disease leads to the formation of abdominal
masses and obstructive symptoms. In most pati-
ents, the conditions consist of a combination of
chronic inflammation, fat necrosis and fibrosis
(6,7,10,13). 

Clinical manifestations of MP are non-specific.
The disease is often asymptomatic. The various
clinical characteristics include abdominal pain, di-
arrhea, nausea, vomiting, constipation, anorexia,
weight loss, fever, intestinal obstruction or ische-
mia, ascites, pericardial and pleural effusion, and
abdominal mass (3,6-8,10). In our cases, the pre-
sentation was complex, with the patient presen-
ting with acute abdomen and then requiring emer-
gency abdominal surgery. Diagnosis of MP may be
complex and difficult. Because MP is a very rare
condition, special clinical manifestations and typi-
cal signs are lacking. The laboratory findings are
mostly unhelpful in the diagnosis, and radiological
features are non-specific (3,6,9,14). Therefore, MP
can be misdiagnosed easily not only by surgeons
and radiologists, but also by pathologists (1). In
addition, biopsy and histological confirmation may
be necessary for a definitive diagnosis (5,6,10,13).
The radiological features are non-specific. Infectio-
us, ischemic, neoplastic, and other inflammatory
situations may give rise to similar findings. MP
has been best diagnosed radiologically with CT
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FFiigguurree  22.. Nonspecific inflammatory infiltrates, fat necrosis in
mesentery.

FFiigguurree  33.. Fat necrosis, sclerosing fibrosis and necrotic bowel
wall.



scan and magnetic resonance imaging (MRI) (5-7).
MP usually appears as a soft tissue density in the
base of the small bowel mesentery, and the CT fe-
atures of this disease correlate well with patholo-
gic findings (7,10,11).  One of our patients had be-
en examined with CT scan but there was no sign
about the mesentery.

Our three cases showed different presentations,
and the MP diagnosis was made postoperatively in
all patients. Although the disease has a chronic
nature, there was an acute condition requiring
emergent surgery in our patients. All patients un-
derwent segmental small bowel resection because
of ischemia and necrosis of the small bowel and
mesentery. There had been no mass causing obs-
truction and necrosis, and all patients were diag-
nosed as MP based on histopathological examina-
tion.

In conclusion, MP is a non-specific, predominantly
benign inflammatory process usually involving
the mesentery of the small intestine. MP is a rare
disease that occurs independently or in associati-
on with other diseases. On gross examination, the

alterations may be mistaken for neoplastic or isc-
hemic processes. Diagnosis of this non-specific, be-
nign inflammatory disease is a challenge to gas-
troenterologists, radiologists, surgeons, and pat-
hologists. The frequency of disease might be hig-
her than reported. If the inflammatory process has
an aggressive course in MP, it will occasionally re-
sult in a fatal outcome. Nevertheless, it usually
has a benign course and a favorable outcome. Ap-
proximately 50% of the patients might not require
any treatment, and those with non-obstructive or
non-ischemic symptoms might benefit from anti-
inflammatory or immunosuppressive agents. In-
testinal ischemia or intestinal obstruction caused
by MP may require laparotomy. When the disease
is found intraoperatively, a frozen section study is
warranted. Because the natural history of MP is
usually benign, a radical resection is unjustified.
When the advanced inflammatory changes become
irreversible, especially in the case of bowel obs-
truction or ischemia, we recommend partial resec-
tion. Overall prognosis is usually good and recur-
rence seems to be rare.
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