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Abstract

Idiopathic sclerosing mesenteritis (ISM) is an extremely rare condi-
tion in which mesenteric adipose tissue undergoes necrotic and fibrotic
changes. It is also known as “retractile mesenteritis”, “mesenteric pan-
niculitis” or “fat necrosis of the mesentery”. Most cases are seen in
Caucasian males between the fifth and seventh decades of life. Some of
the suggested causes of this extremely rare condition include autoim-
mune disorders, abdominal trauma, malignancy, abdominal infections
and even IgG4-related diseases; however, the actual cause remains
unknown. Most cases are either self-limiting or improve with medical
therapy. However, aggressive cases requiring emergent surgical inter-
ventions to relieve intestinal obstruction have been reported in the lit-
erature. We present a case of a 60-year-old male patient who presented
to the emergency room with severe abdominal pain and was diagnosed
with ISM that required surgical intervention to relieve the symptoms.
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Introduction

Sclerosing mesenteritis is an extremely rare inflammatory pro-
cess that predominantly affects the mesenteric adipose tissue. It
was first described in 1924 by Jura as “retractile mesenteritis”
[1]. Several terms have been used since then to describe differ-
ent levels of adipose tissue involvement like mesenteric lipod-
ystrophy (adipocyte necrosis), mesenteric panniculitis (chronic
inflammatory state of the adipose tissue) and sclerosing mesen-
teritis (fibrosis of adipose tissue) [2]. Histological continuation
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is not documented but generally, patients have one predominant
feature depending on adipose tissue involvement. By 2016, only
300 cases had been reported in the literature, showing the rarity
of the clinical entity [3]. It is mostly seen in Caucasian males
between the fifth and seventh decades of life [2]. Several causal
factors are suggested like autoimmune disorders, abdominal
trauma, malignancy, abdominal infections and even IgG4-relat-
ed diseases, but the actual cause remains unknown [4].

Case Report

Investigations

A 60-year-old man with the past medical history of hyperten-
sion and diabetes presented to the hospital with diffuse cramp-
ing abdominal pain that started 3 weeks before his presentation
and worsened on the day of admission. The pain was non-radi-
ating without any worsening or relieving factors.

The pain was not related to food or bowel movements. He
did endorse 30 Ibs weight loss over the last 3 months as well
as loss of appetite. He denied any night sweats, fever, chills,
dysuria, diarrhea, constipation, nausea or vomiting. In the emer-
gency room (ER), temperature was 36.8 °C, heart rate was 86/
min, blood pressure was 164/78 mm Hg, respiratory rate was 18/
min, and oxygen saturation was 100%. Laboratory studies were
unremarkable except white blood cell count of 14,000 cells/pL.

Diagnosis

Computed tomography (CT) scan of the abdomen showed a
7.2 x 6.4 x 3.3 cm hypodense amorphous collection versus
mass within mesentery, with the possibility of the necrotic tu-
mor (Fig. 1). General surgery, gastroenterology and interven-
tional radiology teams were consulted for a multidisciplinary
approach. Owing to the proximity of the transverse colon and
stomach to the mass, it was decided to proceed with endoscopy
(EGD) with endoscopic ultrasound (EUS)-guided biopsy and
colonoscopy. EGD was suggestive of an irregular hypoechoic
mass measuring 3.7 cm in its longest axis outside the gastric
echo layer from a distal body position (Fig. 2). Ultrasound-
guided fine-needle biopsy (FNB) was performed with four
passes from the distal body of the stomach. The EUS view of
the pancreas, left kidney, adrenal, spleen, liver lobes and portal
vein was unremarkable. The common bile duct and pancreatic
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Figure 1. A coronal section of abdomen computed tomography with intra-
venous contrast demonstrating a rim enhancing hypodense amorphous
lesion in mesentery. This lesion is contiguous with the inferior aspect of
the greater curvature of the stomach as well as a loop of bowel. Also sur-
rounding the lesion, an extensive fat stranding was noted (orange arrow).

duct were not dilated. Colonoscopy showed external and inter-
nal hemorrhoids. At descending colon, there was an irregular
8 mm, polypoid, granular appearing lesion with surrounding

Boist: 36.9mm

edema likely due to diverticulitis or the mesenteric mass erod-
ing the colon. Cold forceps biopsies were taken from that area.
Also, the area around it was marked by India Ink preparation
for the surgical references during laparotomy if needed. The
terminal ileum showed no abnormalities. Biopsy results of the
EUS and colonoscopy were non-specific.

Treatment

Due to the non-specific nature of biopsies and continued pain,
diagnostic and therapeutic laparoscopy was performed which
showed a large abscess cavity in the base of transverse co-
lon, mesentery, and the loop of small bowel. Abscess cavity
was drained with removal of inflammatory mass and necrotic
tissue, and small bowel was separated. Culture results were
negative for any infection. Histopathology analysis of the sur-
gical specimen confirmed the mass as extensive fat necrosis
and nodules in the mesentery suggestive of sclerosing mesen-
teritis (Fig. 3).

Follow-up and outcomes

His abdominal pain resolved postoperatively, and he was dis-
charged with the outpatient follow-up with our surgical team
and primary care provider.

Discussion

Sclerosing mesenteritis is an inflammatory disorder of the in-

1

Figure 2. A Linear echo endoscopic image showing irregular hypoechoic mass of size 3.7 cm (orange arrow) outside the gastric

echo layer in distal gastric body.
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Figure 3. (a) Fat necrosis, area of fibrosis and infiltration of chronic inflammatory cells (H&E, magnification, x 20). (b) Infiltration
of lipid laden macrophages (H&E, magnification, x 40). H&E: hematoxylin and eosin stain.

testinal mesentery. As mentioned above, it is more common
in white men in fifth to seventh decade of life. Most cases
are asymptomatic. When symptomatic, abdominal pain is
the most common symptom [5]. Occasionally patients have
nausea and vomiting which may suggest intestinal obstruc-
tion [6]. Blood work helps in ruling out other differentials
of abdominal pain and may suggest underlying etiology of
the sclerosing mesenteritis. CT scan of the abdomen is the
best imaging modality to investigate this condition where
it is generally described as a heterogeneous solitary mass,
mainly localized in the mesentery, usually left-sided, with
delocalization of the surrounding structures. The two main
radiological hallmark signs are fat ring sign, described as
a ring of normal fat around vessels and lymph nodes and
pseudo-capsule sign, defined as a thin fibrotic rim around the
mass. They are identified in 70-92% and 50-60% of the pa-
tients, respectively [7]. Definitive diagnosis is made by his-
topathological analysis of the biopsy specimen. It may show
fibrosis, inflammation, and fat necrosis and occasionally
lipid-laden foamy macrophages may be found infiltrating
the mesenteric fat [4]. Histopathology also helps in ruling
out peritoneal carcinomatosis which might have similar CT
appearance as sclerosing mesenteritis [8]. Before terming it
as “idiopathic sclerosing mesenteritis”, common causes like
autoimmune diseases, abdominal trauma, and IgG4-related
diseases need to be excluded [9]. Literature review suggests
these patients respond to the combination of corticosteroid
and tamoxifen when symptomatic in most cases [10]. Other
immunosuppressive agents such as infliximab, cyclosporine
and azathioprine have also been used with successful out-
comes [11]. Most cases slowly progress and may resolve
over time. Though, extremely aggressive cases requiring
emergency surgeries to relieve the intestinal obstruction are
also published in the literature [6]. Overall, most patients will
improve over time and if it is secondary to autoimmune con-
ditions, the treatment of the autoimmune condition improves
the inflammation in the mesentery. More detailed studies are
needed to identify the definite etiology of sclerosing mesen-
teritis. Randomized clinical trials on the appropriate treat-
ment strategies and how long the immunosuppression must
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be continued are lacking due to the rarity of the disease.

Conclusions

Sclerosing mesenteritis is a rare but important differential of a
patient with abdominal pain and mesenteric mass on imaging.
Idiopathic sclerosing mesenteritis is a diagnosis of exclusion af-
ter ruling out some important causes like autoimmune diseases
and malignancy and is usually confirmed by tissue diagnosis.
Tamoxifen and prednisone have been used for treatment with
successful outcomes in most cases. In some rare cases, diagnosis
remains in doubt even after endoscopic biopsies like our case,
in such cases laparoscopic resection of the mesenteric mass pro-
vides tissue for the diagnosis and also relieves the pain the dis-
comfort of the patient. Further research is needed to establish the
etiology of the disease and proper treatment protocols including
medical vs. surgical management and their respective outcomes.
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