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Mesenteric lipodystrophy

M S Bashir, C R Abbott

Abstract
Three cases of mesenteric lipodystrophy
with a wide range of clinicopathological
features are reported. Mesenteric lipo-
dystrophy may present as an acute abdo-
men or with non-specific upper
abdominal symptoms. Routine biochem-
ical and haematological investigations
are within normal limits. Histological
examination shows lipid-filled macro-
phages in sheets and bands with focal
cyst formation.
Mesenteric lipodystrophy is a rare

condition. A firm diagnosis can be
reached only by histological examination
and a number of conditions need to
be considered in the differential diag-
nosis.

(7 Clin Pathol 1993;46:872-874)

Mesenteric lipodystrophy is non-specific
inflammation of the adipose tissue of the
mesentery. It was first cited in the English
language by Durst et al I and initially named
retractile mesenteritis. In 1955 Crane et al 2
described five cases showing the histological
features of mesenteric lipodystrophy and
called it isolated lipodystrophy. The term
mesenteric panniculitis was also used to
describe the histological features of this con-
dition by Ogden, Bradbum, and Rives.3
Mesenteric lipodystrophy has been called
early Whipple's disease, mesenteric variant of
Weber-Christian disease, liposclerotic mesen-
teritis and mesenteric lipogranuloma.4 The
histological features of all these cases are
uniform and the term mesenteric lipodystro-
phy is favoured, as it describes a degeneration
of fat and avoids the suggestion that the
disease is a primary inflammation of adipose
tissue.

Clinically, mesenteric lipodystrophy is a
disease of late adulthood with a median age at
presentation of 60 years4 and an age range of
20-80 years. It may be entirely asympto-
matic, being discovered as a mass in the
abdomen during examination or surgery for
some unrelated condition. In patients with
symptoms the commonest complaint is
abdominal discomfort usually in the upper
abdomen and varying in severity from a dull
ache to sharp excruciating pain. Other symp-
toms usually associated with mesenteric
lipodystrophy are anorexia, nausea, vomiting,
diarrhoea, constipation and weight loss.4
Presentation as an acute abdomen has also

been reported.5 The duration of symptoms
may vary from two weeks to several years.'
Mesenteric lipodystrophy has also been
described in the colon6 where it seems to be
clinicopathologically more advanced and pro-
gressive. These patients usually present with
abdominal pain, diarrhoea, constipation and
a lower abdominal mass. Barium enema may
show narrowing and poor extensibility of
the colon. Computed tomograms and ultra-
sonography may show thickening of the
mesocolon and colonic wall. The gross
and microscopic features in the colon are
similar to those seen in the small bowel
mesentery.
The commonest physical finding is that of

a deep-seated, poorly defined intra-abdomi-
nal mass. In those presenting with an acute
abdomen, abdominal distension and tender-
ness are additional findings.56 The results of
haematological and biochemical investiga-
tions are usually normal or non-specific and
unhelpful in diagnosis. A computed tomo-
gram or ultrasonography, however, may show
a discrete mass or mesenteric thickening. In
acute presentation a routine x-ray picture of
the abdomen may show small bowel obstruc-
tion. The only definite way to diagnose
mesenteric lipodystrophy is through biopsy.
The gross appearance at surgery may be of

diffuse mesenteric thickening, a single dis-
crete tumour, or multiple discrete tumours.
In cases of diffuse mesenteric thickening the
cut surface has a dirty grey to yellow fatty
colour and may extend into the retroperi-
toneum. Discrete tumours may vary from
1-10 cm in size with a firm to rubbery consis-
tency and a pale yellow to orange fleshy cut
surface. In more advanced cases the cut sur-
face may show multiple cysts filled with a
dirty oily fluid.4

Histologically, the mesentery is infiltrated
by lipid filled macrophages which may be
confined by narrow septa within the adipose
tissue or form broad sheets infiltrating the
mesentery. Usually there is a sparse
lymphocytic infiltrate but no evidence of
acute inflammation or vasculitis. In more
severe cases there may be areas of cystic
necrosis surrounded by lipid-filled
macrophages with an occasional multi-
nucleated giant cell and longstanding cases
may show some areas of fibrosis. The pres-
ence of necrosis and fibrosis increases pro-
portionately to the degree of infiltration by
lipid filled macrophages.
We present three cases showing the clinical

and pathological spectrum of features.
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Mesenteric lipodystrophy

Case reports
CASE 1
A 65 year old man presented urgently with a
two day history of nausea and vomiting. On
examination he had a distended tender
abdomen with absent bowel sounds. On radi-
ological examination of the abdomen, multi-
ple fluid and gas levels were seen. All the
routine laboratory investigations were within
normal limits. The patient underwent a
laparotomy for acute intestinal obstruction
which disclosed a 5 cm diameter mass in the
mesoappendix with an adherent loop of small
bowel. No other intra-abdominal pathology
was found, the mass was removed, and the
abdomen closed. This postoperative recovery
was unremarkable.

Grossly, the oval, well circumscribed mass
was firm in consistency, had a yellow orange
cut surface, and contained multiple cysts up
to 1 cm in diameter filled with dirty milky
fluid. Microscopic examination showed infil-
tration of mesenteric fat with sheets and
bands of lipid filled macrophages. The cysts
associated with fat necrosis were filled with
fat debris and lined by foamy macrophages,
with an occasional multinucleated giant cell
(figure). Bands of collagen were also present
along with a small increase in the number of
lymphocytes.

CASE 2
A 67 year old woman presented with a 15
year history of diarrhoea. Extensive investiga-
tions failed to give any clue as to aetiology. A
jejunal biopsy specimen suggested the possi-
bility of a lymphoma, but laparotomy and
splenectomy failed to provide histological evi-
dence of this. She was treated symptomati-
cally. She died of pulmonary embolism from
thrombosis of calf veins. At necropsy there
was no abnormality in the gastrointestinal
tract and no evidence of lymphadenopathy or
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Infiltration of mesenteric fat with lipid-filled macrophages (haematoxylin and eosin).

lymphoma was seen. Multiple nodules, mea-
suring up to 3 x 3 cm in the small bowel
mesentery were noted, however, and on sec-
tion these had a yellow surface with cystic
areas filled with yellowish liquid debris.
Histologically, the cystic areas were related to
fat necrosis and the surrounding mesenteric
fat contained large numbers of lipid filled
macrophages. There was a mild lymphocytic
reaction but no evidence of acute inflamma-
tion, vasculitis, or neoplasia.

CASE 3
A 55 year old man had a two month history
of nausea, upper abdominal pain, and weight
loss. He was thoroughly investigated for his
symptoms. All investigations including a
Barium meal follow through were within nor-
mal limits. Subsequently he developed bron-
chopneumonia and died. At necropsy apart
from bronchopneumonic consolidation of the
lungs, the only other finding was that of mul-
tiple nodules in the mesentery measuring 03
to 1-5 cm in diameter.
The nodules on section contained cystic

areas containing brownish yellow oily liquid.
Histologically, the nodules comprised cysts
filled with debris. The surrounding mesen-
teric fat was diffusely infiltrated with sheets
and bands of foamy macrophages with focal
collection of lymphocytes. There was no evi-
dence of any vascular or acute inflammatory
process.

Discussion
The three cases of mesenteric lipodystrophy
presented here demonstrate the clinical and
pathological features of this condition. The
clinical features are non-specific and routine
investigations are unhelpful in diagnosis.
The diagnosis of mesenteric lipodystrophy
requires biopsy of the mesenteric lesions and
several conditions need to be considered in
the differential diagnosis.

Grossly, the mesentric swellings may simu-
late a lipoma, liposarcoma, or benign fibrous
xanthoma. Benign fibrous tumours may be
seen in the mesentery after abdominal surgery
in Gardner's syndrome or familial polyposis7
and may be confused with mesenteric lipody-
strophy. Intra-abdominal carcinoma, inflam-
mation, or visceral perforation may be
associated with acute fat necrosis and inflam-
mation without a predominant lipid-filled
macrophage infiltration.
A foreign body reaction after surgery or

trauma may cause a mass with giant cells and
foamy macrophages. Ingestion of paraffin oils
from diet or laxatives may present as a nodu-
lar mass,8 but the nodule is made up of
fibrous, frequently calcified cysts, filled with
clear oil; there are usually extensive fibrous
adhesions and although foreign body giant
cells and fibrosis are prominent, there is rela-
tively little infiltration by lipid laden macro-
phages. Weber-Christian disease may also
mimic mesenteric lipodystrophy4 but the
clinical features and a predominantly lympho-
cytic infiltrate aid in the differential diagnosis.
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Retractile mesenteritis, characterised by
shortening of the mesentery with fibrosis and
lymphocyte infiltration, has been suggested as
a condition similar to mesenteric lipodystro-
phy, and some authors would regard it as an
end stage of mesenteric lipodystrophy.9 An
association between mesenteric lipodystrophy
and retroperitoneal fibrosis has also been sug-
gested and obstruction of the vena cava due
to retroperitoneal extension of mesenteric
lipodystrophy has been reported.410

In pelvic lipomatosis there is a gross
increase in perivesical and perirectal adipose
tissue but there is no foamy macrophage infil-
tration and the process does not extend above
the pelvic brim. Although there may be
inflammatory changes in the serosa in
Whipple's disease, the mesenteric nodules
represent enlarged lymph nodes which con-
tain numerous periodic acid Schiff positive
macrophages and bacilli and there is no sign
of fat necrosis.
The three cases that we have presented

demonstrate the clinical spectrum of mesen-
teric lipodystrophy. Case 1 presented with an
acute abdomen and in cases 2 and 3, despite
extensive investigations, the diagnosis was
made at necropsy. Only histological examina-
tion of the mesenteric masses indicated the
diagnosis.

The clinical course of mesenteric lipodys-
trophy is usually benign with a favourable
outcome; no treatment is necessary.4 In the
mesocolon the disease is clinicopathologically
more advanced and progressive and may
require surgical treatment, including a colec-
tomy.6

It is important for pathologists and their
clinical colleagues to be aware of mesenteric
lipodystrophy as a cause of a mass in the
abdomen when symptoms of anorexia, nau-
sea, vomiting, diarrhoea and constipation are
present.
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Multinucleated stromal giant cells of the colonic
lamina propria in ulcerative colitis

M A Pitt, W F Knox, N Y Haboubi

Abstract
Multinucleated stromal giant cells were
seen in the colonic mucosa in biopsy
specimens from two patients with long-
standing quiescent ulcerative colitis.
Similar cells have been described at
other sites associated with chronic
inflammation, including the lower
female genital tract, bladder and anus.
The immunophenotype of the cells in the
colonic mucosa suggested that they had
originated from fibroblasts rather than
histiocytes, in common with cells seen at
other sites ofinflammation.
These examples lend support to the

concept of there being a reactive mor-
phological change possibly related to
interaction with mast cells. These multi-
nucleated giant cells are distinct from
histiocytic giant cells and should not be
confused with them.

(3 Clin Pathol 1993;46:874-875)

So-called (atypical) multinucleated stromal
giant cells have been described in a variety of
sites including the lower female genital tract,
bladder, anus, skin, breast and nose.lA When
numerous they have been confused with a
diagnosis of sarcoma or pseudosarcomatous
carcinoma. Their association with polyps,
chronic inflammation and changes after radi-
ation has suggested that these are reactive
cells and studies suggest an origin from the
indigenous stromal cells.l4 An interaction
between stromal cells and mast cells has been
suggested as being crucial to the induction of
this morphological change.'

Case reports
CASE 1
A 62 year old woman with an 18 year history
of ulcerative proctitis that had been con-
trolled by salazopyrine had a review
colonoscopy at which the mucosa looked nor-
mal. Biopsy specimens were taken to assess
disease activity and exclude dysplasia.
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