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Mesenteric Panniculitis: An Enigma

Dear Editor

Mesenteric panniculitis (MP) is one of the few rare chronic inflammatory disorders with an unknown
etiology. This could be due to an autoimmune disease, trauma, ischemia, medications, or allergies. The
disease is more common in men and affects all age groups, with a peak prevalence in the sixth and
seventh decades of life.’

MP is difficult to diagnose due to nonspecific and varying types of clinical presentation. The diagnostic
difficulty in this case is further increased by the presence of concurrent renal stones.

On 15 September 2022, a 52-year-old woman from rural North India with a body mass index
(BMI) of 25.4 was referred to our hospital. She was admitted with pain in the left side of her abdomen
that was insidious in onset, dull hurting, continuous, mild to moderate, and without any radiation.
There were no signs of fever, diarrhea, and vomiting. Before being admitted to our hospital, she was
referred elsewhere for ultrasonography of the whole abdomen, which revealed a 4 mm renal stone
with no other remarkable finding in the rest of the abdomen. Although she was treated for renal
stone, her symptoms did not resolve completely. Within 3 months following the initial symptom, a
mass developed on the left side of her abdomen, for which she was treated with a repeated course
of antibiotics with little result. Nausea, vomiting, dizziness, abdominal distention, and constipation
were all symptoms of the mass. However, no fever or diarrhea was reported. To conduct further
investigation, written informed consent was obtained from the patient. Contrast-enhanced computed
Tomography (CECT) of the whole abdomen was performed. The findings revealed non-obstructive
left renal calculi measuring 5.6 mm in size (figure 1) as well as enhancing circumferential mural
thickening of the rectum, sigmoid colon, and distal segment of descending colon with perifocal
fat stranding and multiple sub centimetric discrete mesenteric lymph nodes with pseudo capsule
(figure 2).

Following sigmoid-colonoscopy and biopsy, it was discovered that the rectosigmoid was non-
negotiably narrowed with normal mucosa and vascular pattern. The findings of the biopsy pointed to a
nonspecific inflammatory pathology with no granulomas or atypical cells. Based on the CECT findings,
a provisional diagnosis of MP was determined. Except for total leucocyte counts, which were 14.2x10°%/L
and predominantly neutrophils, all the laboratory parameters were within normal ranges.

Methylprednisolone (Pfizer, India), 40 mg per day, was prescribed for 14 days. Then, decreased
over the next 14 days while also using a stool softener. After four weeks of medication, her symptoms
improved, and her laboratory results became normal. Monthly follow-up abdominal CT scans revealed
a remarkable improvement over time (figures 3A and B).

Figure 1: Contrast-enhanced computed tomography of the Figure 2: Contrast-enhanced computed tomography of the

labdomen shows a left renal stone (size: 5.6 mm). abdomen shows extensive fat stranding in the descending
colon and proximal sigmoid colon suggestive of a large]
inflammatory mass (orange arrow).
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Figure 3: Contrast-enhanced computed tomography of the abdomen shows decreases in the size of inflammatory mass afte
lone month (A), and complete disappearance of mass after three months (B).

Clinical manifestations of MP might range from asymptomatic to symptomatic. MP might be diagnosed
as an incidental finding in as much as 7% of cases.? Gastrointestinal disturbance, abdominal pain,
nausea, vomiting, diarrhea, constipation, weight loss, pyrexia of unknown origin, and chylous ascites
are all possible symptoms." The clinical presentation might resemble Crohn’s disease.® Moreover, it
has an association with type 2 diabetes mellitus.* Although MP might have an association with several
neoplasms, no direct association was found between MP and malignancy.

CECT, magnetic resonance imaging (MRI), and biopsy are among the available diagnostic tools.
In CECT, the fat ring sign, and the pseudo capsule sign are the two primary radiological signs, which
are considered distinctive features of MP. Even so, the disease is not ruled out if these symptoms are
absent. The retractile type of MP might differ significantly from the classic version. Depending on the
degree of fibrosis, the retractile form may manifest as a mass that is mainly solid and fibrotic component
or as a mass that lacks the pseudo capsule and fat ring sign.’

Prednisolone with or without tamoxifen is the first-line treatment for symptomatic MP, with a positive
response rate of 60% at 12-16 weeks.5 Other treatment options with different degrees of efficacy include
colchicine, azathioprine, progesterone, cyclophosphamide, and thalidomide. Innovative treatments
include thalidomide and low-dose naltrexone. According to the findings of a small case study, hormonal
and immunomodulatory medications are also prescribed. However, they might have substantial side
effects. Except for treating focal intestinal blockage caused by fibrotic types of the disease, surgical
intervention is not curative and should be avoided.®

MP is a self-limiting inflammatory lesion, with a good prognosis, fewer recurrences, and serious
complications. There is still no consensus on the duration of treatment and follow-up for asymptomatic
cases. Due to the rarity of the disease, adequate randomized clinical trials on the most effective
treatment approaches and the duration of prescribing immunosuppression have not been conducted.
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