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Abstract
Sclerosing mesenteritis is a chronic disease that primarily affects the mesenteric adipose tissue and
encompasses a range of fibrotic and inflammatory pathologies. Due to its low incidence, the etiology
remains unclear, though various factors are thought to contribute to its onset. Clinical manifestations are
nonspecific, ranging from asymptomatic cases to persistent abdominal pain, which is the most common
symptom.

Incidental findings on imaging have increased with the widespread use of computed tomography (CT) scans.
However, the diagnosis remains histological. Sclerosing mesenteritis is mainly associated with a good
prognosis, as it typically follows a benign clinical course and rarely presents with complications or
persistent symptoms.

In this article, the authors present a clinical case of an 82-year-old male patient who presented with
abdominal pain, constipation, and vomiting. The patient underwent an urgent laparotomy for intestinal
occlusion. Histological examination confirmed sclerosing mesenteritis.

Due to its limited understanding, sclerosing mesenteritis is often misdiagnosed. It should be considered as a
differential diagnosis, particularly in patients with poorly defined abdominal pain, normal laboratory
studies, and nonspecific imaging findings, to avoid unnecessary treatments. Nonetheless, urgent surgical
intervention may be necessary in cases presenting with intestinal occlusion or uncontrolled pain.

Categories: Emergency Medicine, General Surgery
Keywords: abdominal pain, histologic diagnosis, imaging, incidental finding, intestinal occlusion, sclerosing
mesenteritis, surgery

Introduction
Sclerosing mesenteritis is a rare, idiopathic condition with an incidence of around 1% [1], although the true
prevalence may be higher due to the increasing use of computed tomography (CT) scans worldwide [2]. It is
characterized by chronic, idiopathic fat necrosis, fibrosis, and inflammation, mainly affecting the mesentery.
The condition includes various subtypes, such as mesenteric lipodystrophy, retractile mesenteritis, and
mesenteric panniculitis, which are distinguished only through histologic analysis [3]. Due to its rarity, the
etiology and risk factors remain poorly understood, though trauma, autoimmune diseases, and malignancies
have been suggested as potential contributors [4].

Treatment is rarely required. In cases of refractory pain, medical therapy with anti-inflammatory drugs,
immunosuppressives, or steroids may be beneficial [5]. As mentioned, the disease can present as intestinal
occlusion or ischemia, sometimes warranting urgent surgical treatment.

Case Presentation
An 82-year-old male patient presented to the emergency department with abdominal pain, bloating,
vomiting, and a five-day history of constipation. Relevant medical history includes a partial gastrectomy for
lymphoma 20 years ago, type 2 diabetes, and asthma. He was on appropriate medications but took no other
medications.

Physical examination revealed a normotensive, hemodynamically stable patient, with no tachycardia or
fever. Abdominal examination showed a soft, depressible abdomen with tenderness, primarily in the
epigastric region, and no signs of peritoneal irritation. Metallic bowel sounds were noted upon auscultation.

Laboratory tests, including hemogram, coagulation profile, and blood biochemistry, were unremarkable.
Immunochemical tests showed a C-reactive protein (CRP) level of 3.4 mg/dL. Arterial blood gas analysis
revealed no acid-base disturbances. Lactate levels were elevated at 4 mmol/L.
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The CT scan revealed jejunal distension with a clear transition point with intestinal rotation and a
mesenteric vessel swirl (Figure 1).

FIGURE 1: CT scan showing the transition point with intestinal rotation
and a mesenteric vessel swirl.
Proximal intestinal distention is seen due to rotation, accompanied by a mesenteric vessel swirl (yellow arrows).
Beyond the transition point, intestinal loops are either collapsed or of normal caliber.

Collapsed ileum loops distal to the occlusion point were identified, and urgent laparotomy was
recommended.

In the operating room, signs of a previous subtotal gastrectomy with Billroth II reconstruction were noted. A
mesenteric fibrotic lesion was found at the transition point, with normal-caliber intestinal loops distal to it.
Segmental enterectomy was performed with a latero-lateral manual anastomosis. No other lesions were
found, and there were no postoperative complications. The patient was discharged on the third day post-
surgery, clinically stable, with normal bowel movements and tolerating oral feeding.

Histological analysis revealed fibrotic proliferation, fat necrosis, and areas of lipodystrophy, consistent with
sclerosing mesenteritis (Figure 2 and Figure 3).
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FIGURE 2: Enterectomy specimen under the microscope. Enteric
segment with inflammation and focal necrotic fat (yellow arrows).

FIGURE 3: Enterectomy specimen under the microscope. Enteric
segment with fat necrosis and reactive fibroblastic proliferation (yellow
arrows). 

The patient was followed for one year postoperatively, remaining clinically well with normal bowel
movements and no weight loss. Clinical workup and blood tests showed no abnormalities. At three years
post-surgery, the patient reported no further symptoms.
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Discussion
Our case supports the notion that sclerosing mesenteritis may be linked to an abnormal healing process and
connective tissue repair following tissue trauma [6].

Current studies suggest that the disease primarily affects males, with a mean age of 65, and typically
involves the small bowel mesentery as the main site [3,7]. This is consistent with our case, despite the
patient's slightly older age.

Current literature suggests that sclerosing mesenteritis typically presents with normal blood work, with a
mildly elevated C-reactive protein [8]. In line with these studies, we observed a slight increase in CRP levels,
with no other relevant abnormalities.

There are no pathognomonic findings for sclerosing mesenteritis, neither on the physical evaluation nor in
imaging studies. However, two signs (described in several studies) may suggest the diagnosis, though they
are observed in only a small percentage of cases. These include the “fat ring” sign, which reflects
inflammation of the central mesentery while preserving a circumferential rim of fat around the mesenteric
vessels, and the “tumor pseudocapsule.” No imaging signs are required for diagnosis [7-10], and neither of
these signs was observed in our case.

Our findings align with existing literature in terms of epidemiology, blood work, and clinical presentation.
The postoperative follow-up was also consistent with reported cases, showing complete symptomatic
resolution. However, the diagnosis remains challenging, as these descriptions are not specific.

Although surgery is rarely needed, sclerosing mesenteritis presenting with intestinal obstruction requiring
emergency surgery has been reported only infrequently [11]. This makes the diagnosis in the emergency
setting challenging, especially given that specific imaging findings are rare and were not observed in our
case. In this case, urgent treatment becomes the priority. However, the diagnosis of sclerosing mesenteritis
was confirmed through histologic analyses.

While sclerosing mesenteritis is often a diagnosis of exclusion, revisiting the clinical history (including past
surgeries and trauma), illness course, and imaging findings may help avoid unnecessary invasive procedures
in select patients [12].

As mentioned, intestinal occlusion or noncontrolled abdominal pain may warrant an urgent surgical
intervention. Mesenteric trauma, which may contribute to the disease’s etiology, is also associated with
significant complications.

Conclusions
The authors suggest that in patients with nonspecific, poorly characterized, and recurrent abdominal pain or
sudden occlusive symptoms with no specific abnormalities in blood analysis, sclerosing mesenteritis should
be considered as a differential diagnosis. While directed treatment is typically not required, suspecting this
condition may help identify patients who could benefit from a trial of medical therapy. However, it is
important to note that intestinal occlusion requires urgent treatment, which takes precedence and delays
the diagnosis until histological analysis.

The literature primarily consists of single-case reports, as randomized, multicenter trials are lacking due to
the disease’s rarity. Continued reporting of these cases is essential to better understand this relatively
unknown condition, ultimately improving outcomes and reducing morbidity.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Miguel E. Rodrigues

Acquisition, analysis, or interpretation of data:  Miguel E. Rodrigues, Carolina Canhoto, Bruno Barbosa,
João Luís Pinheiro

Drafting of the manuscript:  Miguel E. Rodrigues, Carolina Canhoto

Critical review of the manuscript for important intellectual content:  Miguel E. Rodrigues, Carolina
Canhoto, Bruno Barbosa, João Luís Pinheiro

 

2024 Rodrigues et al. Cureus 16(12): e75235. DOI 10.7759/cureus.75235 4 of 5

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Supervision:  Carolina Canhoto

Disclosures
Human subjects: Consent for treatment and open access publication was obtained or waived by all
participants in this study. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all
authors declare the following: Payment/services info: All authors have declared that no financial support
was received from any organization for the submitted work. Financial relationships: All authors have
declared that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All authors have
declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

References
1. Saha B, Tome J, Wang XJ: Sclerosing mesenteritis: a concise clinical review for clinicians . Mayo Clin Proc.

2024, 99:812-20. 10.1016/j.mayocp.2024.01.019
2. Coulier B: Mesenteric panniculitis. Part 2: prevalence and natural course: MDCT prospective study . JBR-

BTR. 2011, 94:241-6. 10.5334/jbr-btr.659
3. Sharma P, Yadav S, Needham CM, Feuerstadt P: Sclerosing mesenteritis: a systematic review of 192 cases .

Clin J Gastroenterol. 2017, 10:103-11. 10.1007/s12328-017-0716-5
4. Green MS, Chhabra R, Goyal H: Sclerosing mesenteritis: a comprehensive clinical review . Ann Transl Med.

2018, 6:336. 10.21037/atm.2018.07.01
5. Klasen J, Güller U, Muff B, Candinas D, Seiler CA, Fahrner R: Treatment options for spontaneous and

postoperative sclerosing mesenteritis. World J Gastrointest Surg. 2016, 8:761-5. 10.4240/wjgs.v8.i11.761
6. Danford CJ, Lin SC, Wolf JL: Sclerosing mesenteritis. Am J Gastroenterol. 2019, 114:867-73.

10.14309/ajg.0000000000000167
7. Akram S, Pardi DS, Schaffner JA, Smyrk TC: Sclerosing mesenteritis: clinical features, treatment, and

outcome in ninety-two patients. Clin Gastroenterol Hepatol. 2007, 5:589-96. 10.1016/j.cgh.2007.02.032
8. Issa I, Baydoun H: Mesenteric panniculitis: various presentations and treatment regimens . World J

Gastroenterol. 2009, 15:3827-30. 10.3748/wjg.15.3827
9. Buragina G, Biasina AM, Carrafiello G: Clinical and radiological features of mesenteric panniculitis: a critical

overview. Acta Biomed. 2019, 90:411-22. 10.23750/abm.v90i4.7696
10. Daskalogiannaki M, Voloudaki A, Prassopoulos P, Magkanas E, Stefanaki K, Apostolaki E, Gourtsoyiannis N:

CT evaluation of mesenteric panniculitis: prevalence and associated diseases . AJR Am J Roentgenol. 2000,
174:427-31. 10.2214/ajr.174.2.1740427

11. Harvin G, Graham A: Sclerosing mesenteritis: a rare cause of small bowel obstruction . Case Rep
Gastroenterol. 2016, 10:67-71. 10.1159/000444413

12. Emory TS, Monihan JM, Carr NJ, Sobin LH: Sclerosing mesenteritis, mesenteric panniculitis and mesenteric
lipodystrophy: a single entity?. Am J Surg Pathol. 1997, 21:392-8. 10.1097/00000478-199704000-00004

 

2024 Rodrigues et al. Cureus 16(12): e75235. DOI 10.7759/cureus.75235 5 of 5

https://dx.doi.org/10.1016/j.mayocp.2024.01.019
https://dx.doi.org/10.1016/j.mayocp.2024.01.019
https://dx.doi.org/10.5334/jbr-btr.659
https://dx.doi.org/10.5334/jbr-btr.659
https://dx.doi.org/10.1007/s12328-017-0716-5
https://dx.doi.org/10.1007/s12328-017-0716-5
https://dx.doi.org/10.21037/atm.2018.07.01
https://dx.doi.org/10.21037/atm.2018.07.01
https://dx.doi.org/10.4240/wjgs.v8.i11.761
https://dx.doi.org/10.4240/wjgs.v8.i11.761
https://dx.doi.org/10.14309/ajg.0000000000000167
https://dx.doi.org/10.14309/ajg.0000000000000167
https://dx.doi.org/10.1016/j.cgh.2007.02.032
https://dx.doi.org/10.1016/j.cgh.2007.02.032
https://dx.doi.org/10.3748/wjg.15.3827
https://dx.doi.org/10.3748/wjg.15.3827
https://dx.doi.org/10.23750/abm.v90i4.7696
https://dx.doi.org/10.23750/abm.v90i4.7696
https://dx.doi.org/10.2214/ajr.174.2.1740427
https://dx.doi.org/10.2214/ajr.174.2.1740427
https://dx.doi.org/10.1159/000444413
https://dx.doi.org/10.1159/000444413
https://dx.doi.org/10.1097/00000478-199704000-00004
https://dx.doi.org/10.1097/00000478-199704000-00004

	Sclerosing Mesenteritis Presenting as Intestinal Occlusion: A Case Report
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: CT scan showing the transition point with intestinal rotation and a mesenteric vessel swirl.
	FIGURE 2: Enterectomy specimen under the microscope. Enteric segment with inflammation and focal necrotic fat (yellow arrows).
	FIGURE 3: Enterectomy specimen under the microscope. Enteric segment with fat necrosis and reactive fibroblastic proliferation (yellow arrows).

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


