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CASE REPORT

T he patient is a 48-year-old male with no signifi-
cant past medical or surgical history who pre-
sented with a day history of intense abdominal

pain, associated with nausea and vomiting. Pain was
described as “band-like” across the mid-abdomen,

exacerbated by oral intake. He denied fever, chills,
change in bowel habit, dysphagia, odynophagia,
weight loss or recent travel except for a cruise trip one-
month prior, when he experienced an episode of diar-
rhea. The patient had been complaining of intermittent
abdominal pain for the last six months. Previous inves-
tigation including colonoscopy and CT scan was neg-
ative. Pain was usually relieved by limiting to a clear
liquid diet and he denied tobacco or alcohol use. His
grandmother died of colon cancer in her 70’s.

On presentation his vital signs were stable and the
patient was afebrile. He was a well built and well
nourished male with moderate distress secondary to
abdominal pain. His physical examination was rele-
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Retractile mesenteritis is a rare idiopathic disorder of the mesentery and involves the
intestine secondarily. It is characterized by nonspecific inflammation of the adipose tis-
sue of the mesentery leading to fibrosis and retraction. The natural history of this
p rocess is diverse; also the clinical presentation is variable ranging from benign to fatal
disease. The diagnosis is confirmed histologically by exploratory laparo t o m y. Although
pharmacological management with cort i c o s t e roids, colchicine and immunosuppre s s i v e
drugs are successful in most patients, some patients re q u i re surgery. We re p o rt a case of
retractile mesenteritis in a 48-year-old male who was successfully treated with surgery.
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vant for epigastric and right upper quadrant tenderness
with positive rebound, no guarding and hypoactive
bowel sounds. His laboratory data were significant for
a mildly elevated leucocyte count and low platelet
count with elevated sedimentation rate. The CT of the
abdomen showed malrotation of the proximal small
bowel, findings were consistent with a volvulus or
internal hernia, and possible early ischemic changes of
the small bowel were noted. The colon was grossly
unremarkable.

On the same day of hospital admission the patient
underwent exploratory laparotomy and was found to
have a fibrous sheath encasing the entire small bowel
from the ligament of Trietz to the ileocecal valve
which was resected meticulously in toto (Figure 1).
The preoperative diagnosis was internal hernia with
bowel obstruction and the postoperative diagnosis was
small bowel obstruction due to primary peritonitis with
chronic fibrinous exudates involving the entire small
bowel. Biopsy of the specimen showed fragments of
dense fibrous tissue and adipose tissue with hemor-
rhagic granulation tissue formation, fibroblastic prolif-
eration and fibrin deposition (Figure 2). Postopera-
tively he was on total parenteral nutrition and adequate
antibiotic coverage. His diet was slowly advanced
which he tolerated well and TPN was weaned off. He
was discharged home in stable condition on the 16th
postoperative day. The patient is in good health with
no recurrence seven months post surgery.

DISCUSSION
Retractile mesenteritis is an intriguing disease of
unknown cause, included in a spectrum of mesenteric
inflammatory conditions ranging from acute inflamma-
tion to a chronic fibrosing process. First described by
Jura in 1924 (1), Aach, et al (2) suggested that the term
mesenteric panniculitis should be used for cases with
acute or subacute inflammation of mesentery and retrac-
tile mesenteritis for cases complicated by fibrosis and
retraction (3). Also described as primary liposclerosis,
lipogranuloma, isolated lipodystrophy, and mesenteric
We b e r-Christian disease (5), the cause is often unknown
although trauma, [e.g. the continuous vibration of a
pneumatic jackhammer (6)], infection, ischemia or
immune mechanism has been associated (4).

EPIDEMIOLOGY AND CLINICAL PRESENTATION
The age at presentation ranges from the third to ninth
decades, averaging in the sixth decade. Either sex may
be affected with a predilection for males (2:1) and a
striking predominance has been observed in whites (6).
The clinical presentation is nonspecific and symptoms
include cramping abdominal pain, weight loss, nausea,
vomiting, and prolonged low- to high-grade fever.
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Figure 1. Intra-operative picture showing the fibrous sheath
being resected completely.

Figure 2. H&E ×40 dense fibrous tissue with fibroblastic 
proliferation.



Some patients occasionally present with an acute
abdomen (4). Forty percent are discovered as an inci-
dental mass at examination or laparotomy, and sixty
percent present with palpable masses (4). It may extend
from the mesentery to the border of the small bowel,
binding it down in fixed, kinked loops, thus resulting in
a palpable mass that may transmit aortic pulsations
(10). The mesenteric scarring in this condition leads to
secondary occlusion of lymph vessels causing lymph
stagnation and occasionally to obstruction of mesen-
teric veins with fatal ischemic bowel injury (3, 9).

DIAGNOSIS
The diagnosis of retractile mesenteritis is based upon
macroscopic and histological findings (3). However, the
radiographic findings include displacement of intestinal
segments and extrinsic compression of the bowel .
Angiography may reveal nonspecific stretching of vasa
recta and vascular encasement (4). On barium meal,
retractile mesenteritis can simulate diffuse mesenteric
carcinomatosis by producing a mass effect and fixation
of bowel loops (11). The CT of the abdomen in our
patient showed malrotation of the proximal small bowel,
a finding consistent with volvulus or internal hernia (Fig-
ure 3). The gross pathologic appearance consists of a
markedly thickened mesentery of rubbery consistency or
a large solitary mass at the root of the mesentery or of
several masses stuck together, showing puckering of the
mesenteric surface (3, 7, 8). In our patient a dense fibrous
tissue sheath encasing the entire small bowel from liga-
ment of Treitz to the ileocecal valve without any stric-
tures was found. The histogenesis of retractile mesen-
teritis involves proliferation of myofibroblasts that form
hyaline collagen. The histologic features include foci of
degeneration and necrosis of adipocytes, accumulation
of lipophages, chronic lymphocytic inflammation mixed
with histiocytes, and occasionally foreign body giant
cells with various degree of fibrosis and massive accu-
mulation of dense collagenous tissue (3).

DIFFERENTIAL DIAGNOSIS 
Numerous terminologies have been applied to idio-
pathic tumor-like lesions of the mesentery that show
foamy macrophages, fat necrosis, variable fibrosis,

and chronic inflammation (10). They include xan-
thogranuloma, lipodystrophy, mesenteric panniculitis,
Weber-Christian disease of mesentery, lipogranuloma,
liposclerotic mesenteritis, sclerosing mesenteritis and
retractile mesenteritis. However, some authors have
proposed that all of these terms describe specific
phases of a single pathologic process. Nevertheless,
the differential diagnosis to consider include inflam-
matory pseudotumor, mesenteric fibromatosis, idio-
pathic retroperitoneal fibrosis, sclerosing malignant
lymphoma, malignant primary mesenteritic tumor,
metastatic neoplasm, and sclerosing peritonitis.

Inflammatory pseudotumor like retractile mesen-
teritis is also a myofibroblastic lesion of the mesentery
and has to be distinguished from retractile mesenteritis.
Inflammatory pseudotumor is most often seen in chil-
dren and young adults, unlike retractile mesenteritis
which is a disease of late middle age. They are sharply
circumscribed but not encapsulated, and are firm or
hard. Histologically, polyclonal plasma cells are found
in areas of laminated or whorled fibrosis produced by
fibroblast proliferation in inflammatory pseudotumor
(12). Systemic symptoms like fever, weight loss, ane-
mia, and growth failure in children, disappear rapidly
after removal of the pseudotumor. However systemic
symptoms are less common in retractile mesenteritis.

Mesenteric fibromatosis or desmoid tumor of
Gardner's syndrome is multifocal unlike retractile
mesenteritis and tends to occur in injured or surg i c a l l y
traumatized sites. It produces circumscribed tumors

PRACTICAL GASTROENTEROLOGY • AUGUST 2003 43

A CASE TO REMEMBER

Retractile Mesenteritis

Figure 3. CT of abdomen showing enhancement of small
bowel loops with early ischemic changes and streaking of the
mesenteric fat.
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without thickened or contracted mesentery. Histologi-
c a l l y, characteristic infiltrating myofibroblastic prolif-
eration is present with keloid-like areas and loosely tex-
tured myxoid zones (13). The fat necrosis and dense
sclerosis of retractile mesenteritis and the plasma cell
infiltrate of inflammatory pseudotumor are lacking.

Idiopathic retroperitoneal fibrosis is a chronic
periaortitis that is probably secondary to atherosclerosis
(14). It is a flat sheetlike fibroplasia around the aorta in
the retroperitoneum. Sclerosing malignant lymphoma is
usually retroperitoneal rather than mesenteric and is dis-
tinguished from retractile mesenteritis by location and
h i s t o l o g y. Liposarcoma of the mesentery is rare and is
histologically well differentiated or has myxoid charac-
teristics, allowing easy distinction from retractile
mesenteritis (15). Metatstatic carcinoma or carcinoid
tumor may be indistinguishable radiologically from
retractile mesenteritis, but rarely presents difficulty in
histologic distinction. Sclerosing peritonitis is another
condition caused by beta adrenergic blocking agents
like practolol and propranolol and present as an abdom-
inal mass and intestinal obstruction. The gross pathol-
ogy consists of thickening of the visceral and parietal
peritoneum and "cocooning" of the bowel (10,16). Most
of the conditions described here have overlapping fea-
tures but are distinct morphologically and clinically.

TREATMENT AND PROGNOSIS
The prognosis of retractile mesenteritis is variable
depending on the underlying disease process. Most
patients with an asymptomatic course have a prolonged
survival (8). However, some patients may need thera-
peutic interventions due to complications like intestinal
obtruction. Soergel and Hensley (9) reported one patient
who died of mesenteric vein obstruction and about fif-
teen percent of these patients may develop malignant
lymphomas (17). Although our patient did very well fol-
lowing surg e r y, the surgical approach has often been
limited to biopsy and exploration with intestinal bypass
procedures whenever indicated. Surgical resection is
often impossible due to the close proximity to the bowel
which may require resection of large segments of the
small bowel and compromise the mesenteric arterial cir-
culation (18). Patients, who remain symptomatic despite
s u rgery or have subsequent clinical deterioration,

require pharmacologic measures. Dramatic responses
have been reported after treatment with prednisone and
azathioprine (3) or with cyclophosphamide (17). There
is one reported case of successful treatment with prog-
esterone in a patient with retractile mesenteritis and a
rapid downhill course (19). Progesterone is believed to
downregulate the proliferation and metabolism of
fibroblasts and fibrogenesis. The experience with these
pharmacological agents is too limited to determine their
risk versus benefit and their long-term clinical eff i c a c y
in this self-limiting disease. ■
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