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bowel mesentery, although it has also been shown to affect the mesocolon in 20% of all reported cases. Rare sites of involvement include mesoappendix, peripancreatic area, omentum, and pelvis. During our practice in UAE we came across 13 cases of mesenteric panniculitis over the last  3 years  of them 5 were using daily olive oil, 2 of them are non-blood related Palestinian husband and wife. To our knowledge this is the first report of mesenteric panniculitis in the same family in a husband and wife and 3 more patients associated with regular olive oil intake. The unique thing about these patients is the daily use of olive oil as part of their habits. Further studies are needed to look for the association between regular intake of olive oil and mesenteric panniculitis.

Case studies 

Out of 13 cases we investigated in our center 2 were a Palestinian 
husband and wife,

Patient 1 The wife presented at age 54 BMI 30 with  controlled 
hypertension, hyperlipidemia, hyperuricemia ,presented with  vague abdominal pain and joint pains, developed severe reaction to non steroidal celecoxib in the form of severe Reynaud’s phenomena with  an attacks of minor cerebrovascular event that settled down, her dietary history included daily use of olive oil liquid for many years as part of their Palestinian diet ,below is her ultra sound and CT scan showed thickening of the mesentery (Figure 1).

Patient 2 The  husband aged 62  normal BMI ,controlled hypertension, 
hyperlipidemia and hyper uricemia presented a year later with vague discomfort in the abdomen, using the same diet with regular use of olive oil , ultra sound and CT scan showed features suggestive of MP, pictures below :mass-like area of heterogeneously increased fat attenuation is seen involving the small-bowel mesentery, centered at midline and left side of the abdomen, displacing  small bowel loops and surrounds the mesenteric vascular structures, measuring  8x13.5x12 cm in dimensions (Figure 2).

Patient 3 Algerian 38 years male patient with daily intake of olive 
oil also presented with abdominal pain and the ultrasound and CT scan 
showed typical appearances MP (Figure 3).

Patient 4 Iraqi 62 Female hypertension on amlodipine valsartan, 
presented with recurrent abdominal pain, laboratory showed 
microscopic hematuria, elevated amyloidal A protein amyloidosis, use 
olive oil liquid daily. CT scan below typical features of MP (Figure 4).

Patient 5 Libyan 38 Female BMI 30 diabetic, fatty liver, elevated 
liver enzymes, the ultra sound and CT scan showed MP (Figure 5).
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Figure 1: Ultra sound and CT scan showing thickening of the mesentery in Patient 1.
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The unique thing about all these patients is the daily use of olive oil 
as part of their tradition.

Further studies are needed to check for this association between 
olive oil and MP.

Discussion
MP is a chronic inflammatory process mainly involving fatty 

tissue of the mesentery. A previous report showed that around 40% of 
cases had no symptoms [10]. However, the most common presenting 
complaint is abdominal pain. A recently published systematic review 
of 192 cases of sclerosing mesenteritis revealed the symptomatology 
as abdominal pain in 78.1%, fever 26.0%, weight loss 22.9%, diarrhea 
19.3%, vomiting 18.2%, anorexia 13.5%, constipation 10.9%, bloating 
9.4%, malaise 5.7%, nausea 5.7%, pain with eating 4.7%, and fatigue 
2.1% of patients [11]. The main presentation of our cases was vague 
abdominal pain and bloating.

MP is usually diagnosed during the fifth or sixth decade of life and 
it is twice as common in men, however out of 5 cases of our patients 2 
subjects were younger than forty years and 3 patients were males.

Although the gold standard for the diagnosis of MP is 
histopathological examination of the mesentery, none of our patients 
underwent histopathological examination and we considered them to 
have MP according to the findings on CT examinations [8]. The main 
CT findings of our patients were mass lesion and thickening of the 
mesentery.

The etiology of MP is still unknown. Generally, MP develops in a 
wide variety of conditions, few reports have shown a high association 
of malignant neoplasia with MP, which has thus been considered 
a neoplastic syndrome [12, 13]. Nevertheless, other articles have 
suggested that the preva lence of malignancy in MP was not higher than 
that in the general population [11,14]. 

We did not observe any neoplasia in our cases clinically or by 
imaging. Patients with MP have been reported to often have a past 
history of abdominal surgery or trauma [11]. Our patients had no 
history of recent abdominal surgery or trauma. In a recent review, 
the theory of abnormal postsurgical healing and ischemia to the 
mesentery, as a source of MP, seemed plausible [11]. However, Emory 
et al. showed that only four of 84 cases with MP had a history of trauma 
and surgery [8]. Although some studies suggested autoimmunity as a 
cause of panniculities especially to IgG4 related diseases, a recent paper 
suggested that most cases of MP are more likely to be an IgG4-related 
diseases mimic and that IgG4 seemingly seldom, if ever, affects this 
anatomic site [15].

To the best of our knowl edge, there is no previous reports 
investigated the relation between MP and high fat intake such as 
regular high intake of olive oil. The mesentery is an organ that attaches 
the intestines to the posterior abdominal wall and it helps in storing fat 
and communicates with intestine through blood vessels, lymphatics, 
and nerves. So, it is accepted with high fat intake as with daily olive oil 
ingestion, there will be more fat deposition in the mesentery. Visceral 
fat such that of mesentery is hormonally active tissue, it releases 
different inflammatory mediators and hormones, such as adiponectin, 
leptin, tumour necrosis factor, resistin and interleutin 6 (IL-6)[16].
One of our patients with no olive oil intake used keto high fat diet and 
developed MP.

Although, the beneficial impact of olive oil has been well known 
for centuries, in our patient daily high intake was associated with 
mesenteric panniculitis in 5 patients. This can be explained by first, the 

high daily intake of oil could induce inflammation of the mesentery. In 
support of this assumption all patients have been overweight or obese 
have dyslipidemia or on lipid lowering therapy and all of them have 
fatty liver as detected by ultrasound. Second, the chemical composition 
of olive oil varies depending on the extraction technology.

Modest health benefits are associated with consuming olive oil 
are largely due to the beneficial plant chemicals, such as polyphenols 
and plant sterols, found in the extra virgin olive oils, but these plant 
chemicals are largely lost in the more processed ‘light’ olive oils. These 
phytochemicals may provide some protection from the harmful effects 
caused by consuming a high-fat meal.”[17]. 

Data suggest that mesenteric events contribute to the regulation of 
systemic fibrinolytic, inflammatory, and coagulation cascades. If dietary 
antigens are bound to chylomicrons, they would then be transported to 
chylomicron target tissues, such as mesenteric lymph nodes (MLN). 
Transport of dietary antigens to MLN could promote oral tolerance 
to the antigen, since this is the common immune response in these 
lymph nodes. Thus, chylomicron-dependent antigen absorption is 
hypothesized to promote oral tolerance [18]. The short-term ingestion 
of olive oil produced more chylomicrons than did the other dietary 
oils, which may have been due to differences in the metabolic handling 
of olive oil within the gut, although, mesenteric panniculitis could be 
induced by high intake of olive oil, mesentery is a critically important 
site for the induction of oral tolerance and anti-inflammatory benefits 
related to olive oil [19].

Conclusions
Mesenteric panniculitis is a benign condition, sometimes 

asymptomatic, its presentation as a chronic abdominal pain, rarely 
reported, can be diagnosed from an ultrasound and confirmed by CT 
scan of the abdomen. The specific etiology of the disease is unknown, 
the possible relation to olive oil use need to be studied in larger case 
control study. Hopefully recognition of the existence of this condition 
should lead to increased awareness among surgeons, physicians and 
radiologists when considering their differential diagnoses.

References

1. Pokharitov A, Chomov G (2007) Mesenteric panniculitis of the 
sigmoid colon: a case report and review of the literature. J Med Case 
Reports 108. 

2. Kuhrmeier A (1985) Mesenteric lipodystrophy. Schweiz Med 
Wochenschr 115(36): 1218–24.

3. Catalano O, Cusati B (1997) Sonographic detection of mesenteric 
panniculitis: case report and literature review. J Clin Ultrasound 25(3): 
141–4. 

4. Ege G, Akman H, Cakiroglu G (2002) Mesenteric panniculitis 
associated with abdominal tuberculouslympheadenitis: a case report 
and review of the literature. Br J Radiol 75(892): 378–80. 

5. Buchwald P, Diesing L, Dixon L, Wakeman C, Eglinton T, et al. 
(2016) Cohort study of mesenteric panniculitis and its relationship to 
malignancy. Br J Surg 103(12): 1727–1730.

6. Sato M, Ishida H, Konno K, Komatsuda T, Naganuma H, et al. (2000) 
Mesenteric panniculitis: sonographic findings. Abdom Imaging 
25:142-5.

7. Coulier B (2011) Mesenteric panniculitis. Part 2:prevalence and 
natural course: MDCT prospective study. JBR-BTR 94:241–246.

8. Emory TS, Monihan JM, Carr NJ, Sobin LH (1997) 
Sclerosingmesenteritis, mesenteric panniculitis and mesenteric 
lipodystrophy: a single entity? Am J Surg Pathol 21:392–398.

https://doi.org/10.1186/1752-1947-1-108
https://doi.org/10.1186/1752-1947-1-108
https://doi.org/10.1186/1752-1947-1-108
https://doi.org/10.1002/(sici)1097-0096(199703)25:3%3C141::aid-jcu8%3E3.0.co;2-g
https://doi.org/10.1002/(sici)1097-0096(199703)25:3%3C141::aid-jcu8%3E3.0.co;2-g
https://doi.org/10.1002/(sici)1097-0096(199703)25:3%3C141::aid-jcu8%3E3.0.co;2-g
https://doi.org/10.1259/bjr.75.892.750378
https://doi.org/10.1259/bjr.75.892.750378
https://doi.org/10.1259/bjr.75.892.750378
https://doi.org/10.1002/bjs.10229
https://doi.org/10.1002/bjs.10229
https://doi.org/10.1002/bjs.10229
https://doi.org/10.1007/s002619902004
https://doi.org/10.1007/s002619902004
https://doi.org/10.1007/s002619902004
https://doi.org/10.5334/jbr-btr.659
https://doi.org/10.5334/jbr-btr.659
https://doi.org/10.1097/00000478-199704000-00004
https://doi.org/10.1097/00000478-199704000-00004
https://doi.org/10.1097/00000478-199704000-00004


Page 4 of 4

Volume 10 • Issue 4 • 1000620J Gastrointest Dig Syst, an open access journal
ISSN: 2161-069X

9. Patrick D, Laughlin Mc, Filippone A, Maher MM (2013) The Misty 
Mesentery: Mesenteric panniculitis and its mimics. AJR 200: 
W116-W123.

10. Kipfer RE, Moertel CG, Dahlin DC (1974) Mesenteric lipodystrophy. 
Ann Intern Med 80: 582–88.

11. Sharma P, Yadav S, Needham CM, Feuerstadt P (2017) 
Sclerosingmesenteritis: a systematic review of 192 cases. Clin J 
Gastroenterol 10:103-11.

12. Putte-Katier NV, Bommel EFHV, Elgersma OE, Hendriksz T R (2014) 
Mesenteric panniculitis: Prevalence, clinicoradiological presentation 

https://doi.org/10.7326/0003-4819-80-5-582
https://doi.org/10.7326/0003-4819-80-5-582
https://doi.org/10.1007/s12328-017-0716-5
https://doi.org/10.1007/s12328-017-0716-5
https://doi.org/10.1007/s12328-017-0716-5
https://dx.doi.org/10.1259%2Fbjr.20140451
https://dx.doi.org/10.1259%2Fbjr.20140451
https://dx.doi.org/10.1259%2Fbjr.20140451
https://doi.org/10.2214/ajr.174.2.1740427
https://doi.org/10.2214/ajr.174.2.1740427
https://doi.org/10.2214/ajr.174.2.1740427
https://doi.org/10.2214/ajr.174.2.1740427
https://doi.org/10.1016/j.ejrad.2013.06.023
https://doi.org/10.1016/j.ejrad.2013.06.023
https://doi.org/10.1016/j.ejrad.2013.06.023
https://doi.org/10.1259/bjr/38447238
https://doi.org/10.1259/bjr/38447238
https://doi.org/10.1259/bjr/38447238
https://doi.org/10.3390/antiox3020387
https://doi.org/10.3390/antiox3020387
https://doi.org/10.1084/jem.20052016
https://doi.org/10.1084/jem.20052016
https://doi.org/10.1084/jem.20052016
https://doi.org/10.1093/ajcn/76.5.942
https://doi.org/10.1093/ajcn/76.5.942
https://doi.org/10.1093/ajcn/76.5.942
https://doi.org/10.1093/ajcn/76.5.942
https://doi.org/10.1093/ajcn/76.5.942

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Case studies  

	Discussion
	Conclusions
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	References

