Case studies

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

Patient 1 e Wlfe presented at age 54 BMI 30 Wlth controlled
Patient2 e husband aged 62 normal BMI controlled hyperten5|on

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 Iraqgi 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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e 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 in ammatory 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]. e main presentation of our cases was vague
abdominal pain and bloating.

MP is usually diagnosed during the  h 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 ndings on CT examinations [8]. e main
CT ndings of our patients were mass lesion and thickening of the
mesentery.

e 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 prevalence 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 o en 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 1gG4 related diseases, a recent paper
suggested that most cases of MP are more likely to be an 1gG4-related
diseases mimic and that 1gG4 seemingly seldom, if ever, a ects this
anatomic site [15].

To the best of our knowledge, there is no previous reports
investigated the relation between MP and high fat intake such as
regular high intake of olive 0il. e 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
di erentin ammatory 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 bene cial impact of olive oil has been well known
for centuries, in our patient daily high intake was associated with
mesenteric panniculitis in 5 patients.  is can be explained by rst, the
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high daily intake of oil could induce in ammation 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 bene ts are associated with consuming olive oil
are largely due to the bene cial 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.  ese
phytochemicals may provide some protection from the harmful e ects
caused by consuming a high-fat meal.”[17].

Data suggest that mesenteric events contribute to the regulation of
systemic brinolytic,in ammatory, 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.  us, chylomicron-dependent antigen absorption is
hypothesized to promote oral tolerance [18]. e short-term ingestion
of olive oil produced more chylomicrons than did the other dietary
oils, which may have been due to di erences 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-in ammatory bene ts
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 con rmed by CT
scan of the abdomen. e speci c 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 di erential diagnoses.
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