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CASE  REPORT

INTRODUCTION

An abdominal mass (AM) is an abnormal 
growth that may cause visible swelling and 
thus change the shape of the abdomen, or 

it may be detected only as a palpatory or radiologic 

cysts (ovarian, renal, pancreatic), tumors (gastroin-
testinal, renal, adrenal, hepatic, pancreatic, gyne-
cologic and soft tissue neoplasms, including those 

of retroperitoneal origin) or other diseases (Crohn’s 
disease, abdominal aortic aneurysm, pancreatic ab-
scess, diverticulitis, hydronephrosis, hepatomegaly, 
splenomegaly, IgG4-related diseases, and sclerosing 
mesenteritis) [2-7].

CLINICAL CASE DESCRIPTION

A 66-year-old Caucasian woman was brought to 
the hospital unconscious and severely cachexic. 
The patient’s vital signs showed accelerated pul-
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sation, arterial hypotension, oliguria and normal 
O2 saturation, while preliminary laboratory tests 
showed an anemic state with low haemoglobin and 
hematocrit (low B12 and low folate), hypoalbumin-
emia and elevated C-reactive protein. Preliminary 
investigations revealed a mesogastric mass on 
abdominal palpation, which was localized in the 
transverse colon on computed tomography (CT) 
and interpreted as neoplastic. Indeed, the CT scan 
showed focal thickening and retraction of the trans-
verse mesocolon characterised by a dense “fatty 

-
ferential thickening of the wall and a mass-like in-
traluminal appearance, which led to a strong initial 
suspicion of a primary neoplasm of the colon. The 
mucosal enhancement pattern was homogeneous 
and followed the contour of the bowel wall, but the 
mass-like appearance and extent of mesenteric in-
volvement led the radiologist to favor a neoplastic 
process. There was no evidence of colonic perfora-

peritoneal cavity suggested that the integrity of the 

thickening and mass-like appearance. However, 
before further evaluation and/or treatment, the pa-
tient died within an hour.

the perforation corresponded to a substenotic wall/
-

ures 1b and 1c); the remaining colon and all other 
(abdominal, thoracic, and cranial) organs showed no 

-

foci. Necrosis led to ulceration of the mucosal epithe-
lial surface and mild perivisceritis.

The clinical and radiologic suspicion of a neoplastic 
lesion was ruled out by microscopy (lacking cellular 
atypia and/or mitosis) and immunohistochemistry: 
negativity for cytokeratins, CD117, DOG1, beta-
catenin, and ALK excluded carcinoma, gastrointes-

-

Other hypotheses included idiopathic bowel disease, 
amyloidosis, endometriosis, IgG4-related disease, 
and an infectious cause, all of which were incon-

negative for PAS, Grocott, Ziehl-Neelsen, and Congo 
red stains).

of the colon with bowel perforation and abnormal mu-
cosal hyperplasia associated with intraluminal bulg-
ing and bowel subocclusion.

      

Fig. 1. Macroscopy: On opening the abdominal cavity at the level 
of the transverse colon, the presence of a perforation can be ap-
preciated (a). After removal of the transverse colon, the macroscopic 
examination showed a marked thickening of the mucosa and the in-

with subocclusion of this part of the colon (b, c). Histology: On slides 

corresponds to a very hypocellular proliferation of elongated mesen-

mitosis (d).
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DISCUSSION

SM is a rare disease (1% prevalence) whose patho-
genesis is still partially unknown (hypotheses pro-

-
ous abdominal trauma or surgery, autoimmune or 
infectious diseases, drugs, and malignancy) [8]. SM 
usually occurs in the mesentery/small bowel: its ra-
diological features have been widely reported, but 
although radiology (CT) can help in the diagnosis, it 

hand, there are very few endoscopic descriptions in 
the literature [9]. SM is rarely associated with perfo-
ration and even more rarely observed in the colon 
[10, 11]. Histologically, although there are no uniform 
diagnostic criteria worldwide, three microscopic pat-
terns of SM are usually recognized: a) mesenteric 
lipodystrophy (predominant fat necrosis), b) mesen-

pattern may be seen in recurrent diverticulosis/diver-
ticulitis with perforation of a diverticulum but without 

colic damage. However, the complete macro/micro-
scopic (and radiological) absence of diverticula rules 
out this hypothesis.

-
minologies, the epidemiological  data of SM are not 
clear in the literature. However, a mini-review of the 
Pubmed database alone was performed using a 
broad search string: (“mesenteritis” OR “sclerosing 
mesenteritis” OR “retractile mesenteritis” OR “mes-
enteric panniculitis” OR “mesenteric lipodystrophy” 

-
enteritis”). Selecting the systematic review option 

that there is only one systematic review on this top-
ic, published in 2017 by Sharma P et al. [12], which 

articles from 2017 to April 2024 (again on Pubmed) 
reveals only: a monocentric miniseries describing 17 
cases [13] and 4 case reports (one of which was fa-
tal, like ours), making a total of 213 published cases 
[10-15].

SM can be treated pharmacologically (corticoste-
roids, tamoxifen, thalidomide and azathioprine) [5], 
but in case of intestinal perforation surgery is un-
avoidable. However, perforation does not always 
cause acute symptoms: in fact, in our case, it is con-
ceivable that the colic perforation produced a non-
acute clinical condition for a long time, even caus-
ing the patient’s cachectic state and multiple organ 

failure, leading to the unconscious state found at the 
time of hospitalization. Indeed, the patient present-
ed with a constellation of signs and symptoms con-
sistent with cachexia secondary to malabsorption 
and/or intestinal leakage. The vital/laboratory signs, 

provided valuable insights into the pathophysiology 
of the disease:

 Heart rate: the elevated heart rate observed in this 

-
-

tory processes;

 Blood pressure: the hypotension observed is con-

associated with malabsorption/intestinal leakage. 
Decreased oncotic pressure and reduced intra-
vascular volume contribute to the development of 
hypotension;

 Oliguria: reduced urine output indicates dehydra-
tion, a common complication of malabsorption/

-
intestinal tract;

 Oxygen saturation: the normal oxygen satu-
ration in this patient suggests that there is no 

However, it is important to note that chronic mal-
nutrition can impair tissue oxygenation at the 
cellular level;

 Severe anaemia, often associated with malab-
sorption/intestinal leakage, can reduce the oxygen 
supply to the brain, causing fatigue, weakness 
and, in severe cases, loss of consciousness.

CONCLUSIONS

SM is a rare non-neoplastic disease with a still poorly 
understood etiology and little more than 200 con-

-
guished clinically, radiologically and anatomopatho-
logically (macroscopically and microscopically) from 
many other mass-forming entities in the abdomen. 
Histological and immunohistochemical analyses al-
low the exclusion of other pathologies that may be in 

-
-

that the data available indicate that the most frequent 
site of involvement in SM is the small intestine and 
that SM almost never leads to perforation and only 
exceptionally to death, the clinical case described 
here represents a true rarity.
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