
Introduction
Mesenteric lipodystrophy is an uncommon and benign disorder characterized

by non-specific inflammation and infiltration of the mesentery with lipid-laden
macrophages and fibrous tissue. It has been reported in the literature by different
names, such as retractile mesenteritis, mesenteric panniculitis, mesenteric Weber-
Christian disease, fibrosing mesenteritis, and sclerosing mesenteritis according to
the stage of disease (1-6). The varying nomenclature for this disease results from
the varying descriptions of histological features that may be observed in this
apparently single clinical-pathologic entity (1,6). It is more commonly diagnosed
than before due to the increased use of abdominal US and CT. It may present with
non-specific abdominal pain or a palpable abdominal mass, or it may be an
incidental imaging finding in asymptomatic patients. The exact cause of the disease
remains unclear (2-5,7,8).

Signs and symptoms may be related to inflammation or to mass effect on adjacent
organs, especially due to entrapment of intestinal loops. Symptoms at presentation
include abdominal pain and vomiting, and less frequently constipation, anorexia,
weight loss, fatigue, fever of unknown origin, ascites, and pleural and pericardial

651

Turk J Med Sci
2009; 39 (4): 651-654
© TÜBİTAK
E-mail: medsci@tubitak.gov.tr
doi:10.3906/sag-0712-32

Abnormal growing of the abdomen due to
mesenteric lipodystrophy

Abstract: Mesenteric lipodystrophy is a rare and benign disease characterized by non-specific
inflammation of mesenteric fat. Nomenclature of the disease changes according to the histological
features and clinical presentation. The etiology is still obscure, and the clinical presentation and
laboratory tests are non-specific. In the majority of cases, the diagnosis is primarily based on
computerized tomography (CT) features. There is no specific treatment available for mesenteric
lipodystrophy. Radical surgical treatment is not advised. We report a case of distended abdomen
caused by mesenteric lipodystrophy along with ultrasonography (US), CT and magnetic resonance
(MR) findings and a review of the literature. 

Key words: Abdomen, mesenteric lipodystrophy, sclerosing mesenteritis

Mezenterik lipodistrofiden kaynaklanan aşırı karın büyümesi

Özet: Mezenterik lipodistrofi, mezenterik yağ dokusunun non-spesifik inflamasyonu ile karakterize
nadir ve bening bir hastalıktır. Hastalığın ismi histolojik özelliklerine ve klinik görünümüne göre
değişmektedir. Hala etiyolojisi kesin olarak belli olmadığı gibi klinik görünümü ve laboratuar testleri
de non-spesifiktir. Vakaların çoğunda tanı kompüterize tomografi (CT) ile konur. Mezenterik
lipodistrofiye özgü bir tedavi yoktur. Radikal cerrahi tedavi önerilmez. Biz burada mezenterik
lipodistrofiye bağlı çok ama çok büyük bir karın vakasını ultrasonografi (USG), CT ve manyetik
rezonans (MR) görüntüleriyle sunup, bu konudaki literatürü taradık.

Anahtar sözcükler: Karın, mezenterik lipodistrofi, sklerozan mezenterit
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effusion. The duration of symptoms can be from days
to 10 years (1,4,5,7,9,10). In the majority of cases, the
disease is diagnosed predominantly on the basis of CT
features (2-4,6,8-10). No therapeutic procedure has
been established (2).

Case report
A 50-year-old man was admitted to hospital with

distention and growing of his abdomen. His past
medical history consisted of subtotal thyroidectomy 11
years ago because of toxic multinodular goiter and
cholecystectomy 10 years ago because of cholelithiasis.
His abdomen had been growing for the past 9 years and
misdiagnosed as obesity. He had hypertension but was
not receiving treatment for this. He had neither weight
loss nor abdominal pain. Altered bowel habits and fever
were not noted. His blood pressure was 160/100
mmHg. His physical examination showed an extreme
abdominal distention and an impression of a large
diffuse intra-abdominal mass. In laboratory tests, TSH
level was 6.8 uIU/mL (normal range: 0.27- 4.2
uIU/mL), free T3 and free T4 was normal, total
cholesterol was 248 mg/dL (normal range: 120-220
mg/dL), triglyceride was 495 mg/dl (normal range: 65-
165 mg/dl). In terms of laboratory findings, sub-clinic
hypothyroidism, dyslipidemia, and hypertension were
diagnosed. The other laboratory tests were normal.
Ultra-sonography (US) did not depict ascites,
lymphadenopathy, or a mass. However, diffuse
enhancement of mesenteric fat was noted and CT was
recommended. The subsequent computerized
tomography (CT) scan demonstrated a homogeneous,
widely distributed, diffuse growing of the mesenteric
fat. Its limits could not be well defined but the entire
abdomen was filled with it and it was causing diastasis
recti. There were no signs of invasiveness such as
lymphadenopathy or displacements of the structures or
pseudo capsule (Figures 1-3). After further evaluating
with magnetic resonance imaging (MR) also, this giant
benign enlargement was diagnosed as mesenteric
lipodystrophy (Figure 4). Surgery was not suitable for
this patient; thus medical treatment was given.

Discussion 
In most patients, the mesenteric lipodystrophy was

incidentally identified during a CT examination for
an unrelated condition. The prevalence of mesenteric

lipodystrophy was reported as 0.6% in a series of 7620
CT scans (8). There were few cases of mesenteric
lipodystrophy worldwide or in Turkey (1-10).
Although Daskalogiannaki et al. (8) reported a female
predominance, Emory et al. (1) noted that this rare
and benign disease of mesentery is slightly more
common in males (M:F ratio 1.9:1). It usually occurs
in middle or late adulthood (1,4,5,7-10).

The most common clinical findings are abdominal
pain, abdominal mass, and symptoms of obstruction
(1). Additional presenting complaints included
abdominal distention, diarrhea, constipation,
anorexia, weight loss, fatigue, fever of unknown
origin, ascites, and pleural and pericardial effusion
(1,2). Strikingly, our patient, with such a remarkable
growth in the mesentery fat, had neither obstruction
symptoms nor the other complaints except abdominal
distention.

The lesions were described as a single mass
(mostly), multiple masses, and diffuse thickening of
the mesentery (1). When mesenteric lipodystrophy
manifests as a speculated mesenteric mass with or
without calcification, the most important alternative
in the differential diagnosis is carcinoid metastasis to
the mesentery (6). In this patient, mesenteric fat had
spread to the entire abdomen and was diffusely
thickened.
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Figure 1. Pilot image of CT showing apparent abdominal
distention.



The duration of symptoms was reported as 3 weeks
to 2 years or days to 10 years (1,8). Herein, progressive
growth of the abdomen, which began after the
cholecystectomy, means a 10-year duration.

The maximum transverse diameter of mesenteric
fatty masses ranged from 7.1 to 15.2 cm (mean 9.5 ±

1.4 cm) in the series reported by Daskalogiannaki et
al. (8). Similarly, Emory et al. (1) described single or
multiple masses ranging from 1 to 40 cm in size
(average 10 cm). As may be seen in Figures 1 to 4, the
enlargement was diffuse in this case and therefore its
limits could not be measured.

The etiology of mesenteric lipodystrophy remains
unknown. The vast majority of cases are thus
considered idiopathic. In a small subset of cases,
however, the disease may be associated etiologically
with trauma, previous surgery, infection, vasculitis, or
autoimmune mechanism (1,2). Although generally
mesenteric lipodystrophy was reported as a benign
condition of unknown origin, some studies marked
malignancy, mostly urogenital or gastrointestinal
adenocarcinomas or lymphomas or immune
suppression as in AIDS or idiopathic inflammatory
disorders, as the etiologic factor (2,8). Sub-total
thyroidectomy because of toxic multinodular goiter
and cholecystectomy 1 year before his complaint may
be partly responsible for the etiology of this case but
autoimmune conditions were obscure. 

A definitive diagnosis of mesenteric lipodystrophy
requires a surgical excision biopsy and pathological
analysis, but the incidental benign and often
asymptomatic nature of mesenteric lipodystrophy
does not justify biopsy in all cases (2,3). In the
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Figures 2 and 3. Axial contrast-enhanced CT image of the abdomen shows diffuse increase in intraperitoneal and retroperitoneal
mesenteric fat tissue (thin arrows). Diastasis recti is also shown (thick arrow). Kidney (K). 

Figure 4. An axial MR image of the midabdomen showing a
diffuse increase in intraperitoneal and retroperitoneal
mesenteric fat. Hypertrophic mesenteric tissue is
isointense with subcutaneous fat tissue. 



majority of cases, the disease is diagnosed
predominantly on the basis of CT features. In the
study by Daskalogiannaki et al. (8) only 4 of the 49
patients had a biopsy proven diagnosis. On CT, the
hallmark of mesenteric lipodystrophy is increased
density of the mesenteric fatty tissue (approximately-
40 to -60 HU) as compared to the attenuation values
of normal retroperitoneal or subcutaneous fat (-100
to -160 HU). This hyper-attenuating fat surrounds the
mesenteric vessels, but does not displace them. The
mesenteric lesion, however, may show some regional
mass effect by displacing locally small bowel loops
(3,6,8). Because of the apparent diagnosis after US,
CT, and MR, surgical excision and histopathological
analyses were not carried out in this patient as
mentioned in the literature.

No therapeutic procedure has shown unequivocal
efficacy, and treatment of the symptomatic form is not
well established. Most patients continue to be
managed conservatively with follow up CT to monitor
for any disease progression or any potential
complications (2). The prognosis of mesenteric
lipodystrophy is good. In a study by Emory et al. (1),
no evidence was found to suggest an association with
any syndrome and there were no reports of aggressive
growth, recurrence, or regression subsequent to the
initial diagnose after following 42 patients for an
average of 9.5 years. Oncethe diagnosis is established,
asymptomatic mesenteric lipodystrophy may be left

untreated and observed. Some authors reported
medical treatment with anti-inflammatory or
immunosuppressive agents in highly symptomatic
diseases (1,2,5). Surgical treatment should be
exclusively attempted when intestinal obstruction or
ischemia occur. Most of the time, complete excision of
the lesions is not possible (1,9,10). We prescribed
drugs for his hypertension and hypothyroidism.
Dyslipidemia might be due to hypothyroidism and
nothing was prescribed since TSH limits will return
to normal levels. Furthermore, consistent with the
literature we prescribed colchicines as an anti-
inflammatory drug because of disturbing distention,
and planned future visits (5). At the first visit, after 1
month, the distention was not bothersome, and he
was checked for hypertension and hypothyroidism. A
further visit was planned 5 months later to monitor
his CT findings. 

We presented a very rare case of mesenteric
lipodystrophy as a cause of severe abdominal
distention. To the best of our knowledge this is the
first study to describe such a huge enlargement of
mesenteric fat with CT and MR findings. 

Acknowledgement
We thank Suat Yaşar (MD, Assistant Professor in

Psychiatry, University of Nevada, Reno, USA) for
revising the English of the manuscript.

KARAOĞLU, N et al. Mesenteric lipodystrophy Turk J Med Sci

654

1. 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. 

2. Wat SYJ, Harish S, Winterbottom A, Choudhary AK, Freeman
AH. The CT appearances of sclerosing mesenteritis and
associated diseases. Clin Radiol 2006; 61: 652-8.

3. Van Breda Vriesman AC, Schuttevaer HM, Coerkamp EG,
Puylaert JBC. Mesenteric panniculitis: US and CT features. Eur
Radiol 2004; 14: 2242-8.

4. Wang H, Recant W, Montag AG, Hart J. Pathologic quiz case: A
large mesenteric mass in a 40-year-old man. Arch Pathol Lab
Med 2001; 125: 443-4.

5. Iwanıckı-Caron I, Savoye G, Legros JR, Savoye-Collet C, Herve
S, Lerebours E. Successful management of symptoms of steroid-
dependent mesenteric panniculitis with colchicine. Digest Dis
Sci 2006; 51: 1245-9. 

6. Levy AD, Rimola J, Mehrotra AK, Sobin LH. Benign fibrous
tumors and tumor like lesions of the mesentery: Radiologic-
pathologic correlation. Radiographics 2006; 26: 245-64.

7. White B, Kong A, Chang AL. Sclerosing mesenteritis. Australas
Radiol 2005; 49: 185-8.

8. Daskalogiannaki M, Voloudaki A, Prassopoulos P, Magkanas E,
Stefanaki K, Apostolaki E et al. CT evaluation of mesenteric
panniculitis: Prevalence and associated diseases. AJR 2000; 174:
427-31.

9. Bos PK, Oostenbroek RJ. Giant sclerosing mesenteritis. Dig
Surg 2003; 20: 278.

10. Deurloo EE, Peterse JL, Pruijt JFM, Schultze Kool LJ. Quiz case.
Eur J Radiol 2001; 38: 160-2.

References


