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The mesenteric sclerosing processes are very rare tumors. There are only a few cases of
mesenteric fibromatosis described in literature. A case of mesenteric histiocytosis or a
mesenteric infiltration by histocytes as a reactive inflammatory process is not described
in the surgical literature. Because of its clinical and macroscopic similarity to a
fibromatosis or a reactive inflammatory process and a lack of articles in the literature on
mesenteric histiocytosis we concentrated our research in literature on the mesenteric

fibromatosis and its differential diagnosis.
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Differential diagnosis

65-year-old man suffered from edema of in both
A legs, dyspnea, vomiting, and diffuse abdominal
pain for 2 weeks. He was treated by his family
doctor with diuretics and antiemetics without
success. The patient was sent into our department
for further diagnostics.

The patient suffered from no other diseases.
Except for a hip replacement the patient had not
undergone other surgery.

The physical examination revealed a patient in a
good general condition—no cyanosis, no dyspnea. He

had edema in both legs. The lymph node status was
unremarkable. The cardiopulmonary status was nor-
mal. There was no abdominal defense. The upper left
abdomen was light tender. He had normal peristalsis.
The liver and spleen were normal size. There was no
throbbing pain over the kidneys. The patient did not
have any neurologic deficit.

An electrocardiography showed normal findings. A
cardiac ultrasound showed normal function and no
valvular defects. There were no pericardial effusion. An
X-ray of the chest did not show signs of pulmonary
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MESENTERIC HISTIOCYTOSIS OR MESENTERIC INFILTRATION BY HISTOCYTES

Figs. 1and 2  An infiltration of the mesenteric fat with evident
injections of vessels under the pancreas near the pars horizontalis
of the duodenum. Encasement of the mesenteric vessels. Liver
cyst segment VI.

edema. A pleural ultrasound showed a little effusion on
both sides.

An abdominal ultrasound demonstrated a first
degree pyelectasia on both sides. A calculus was not
present on either side. Both kidneys were normal
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sized. There was a pre-existing renal cyst on the
right side. A renal tumor was not present. A liver
cyst was also pre-existing. The small intestine and
the colon were filled with a lot of liquid. Peristalsis
was minimal. A little ascites existed.

A renal scintigraphy described a normal function
of both kidneys but a total pyelectasia on the left
side and a partial pyelectasia on the right side.

Blood results showed increased leukocytes (14.9/nL)
and C-reactive protein (180/mg/L), hypalbumino-
sis (23.3 g/L) and thrombocytosis (688/nL).

A computerized tomography of the thorax/
abdomen/pelvis described a diffuse mesenteric
infiltration with obstruction of the mesenteric
vessels and the duodenum (Figs. 1 and 2 ). Based
on the results of the computerized tomography the
tumor was suspicious of a mesenteric fibrosis. A
lymphoma or a malignant tumor of the small
intestine was also a possibility (Figs. 1 and 2). The
lung was unremarkable. There was a little pleural
effusion on both sides.

A laparoscopy followed and a tumor (15 X 15 cm)
of the mesentery was detected. Because of the bad
overview we switched to a laparotomy for a
complete exploration of the abdominal cavity. A
solid tumor with starting encasement of the duode-
num was palpable. The intestinal wall was thick-
ened. Multiple biopsies for immediate histologic
examination during surgery followed. The histolog-
ic examination described a fibromatosis, but a
malignant tumor could not be excluded. A total
resection of the tumor was not possible because of
infiltration into neighboring organs. Because of the
risk of complete obstruction of the duodenum a
retrocolic duodeno-jejunostomy, side-to-end was
done. For reconstruction of the small intestine a
jejuno-jejunostomy, end-to-side was done. A short
segment of the jejunum was also resected and
additional biopsies of the mesentery were taken
for histologic examination.

The histologic examination of the mesentery
described a lymph node with foam cells in the
marginal sinus (Figs. 3-5).

The immunohistologic examination described a
positive reaction of S-100, vimentin, and CD 68. The
reaction on leucocyte common antigen and panzytoker-
atin was negative. According to our pathologists these
results were typical for a histiocytosis. Material was
send to another institute of pathology (Prof. Katenkamp,
Jena, Germany) and to the institute of hematopathology
(Prof. Wacker, Kiel, Germany) for second opinions. In
their opinion, the cause of this process can only be
found clinically. The final result of the histologic
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Fig.3 Mesenteric biopsy with histiocytes and multiple capillaries.

and immunohistochemical examinations described a
reactive inflammatory process with dominance of
histiocytes. According to the histologic and immuno-
histologic findings Rosai-Dorfman disease, as a differ-
ential diagnosis, could be excluded (Figs. 6, 9 and 10, ).

The patient and his histologic results were presented at
the interdisciplinary tumor board. A therapy of high dose
steroids for 3 months was recommended. We started the
therapy immediately with hydrocortisone (1 mg/kg/d).

Postoperative computerized tomography de-
scribed the tumor with obstruction of the mesenteric
vessels and a hypoperfusion of the small intestine. A
starting encasement of the duodenum was also
described. There was no progress of tumor growth.
A little ascites still existed.

A contrast imaging described a slow passage of the
proximal small intestine and a gastro-oesophageal reflux.

Fig. 4 Mesenteric biopsy with histiocytes, lymphoid follicules,

and slight fibromatosis.
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Fig. 5 Small intestine with histiocytes in submucosa.

We reduced the dose of hydrocortisone in a stepwise
manner to 10 mg/d. The patient left our department in
a good general condition without complaints.

Computerized tomography 3 months postopera-
tively described no progress of the tumor and
recently a small regress of the tumor. Ascites has
become smaller. The obstruction of the duodenum
could not be found. Pyelectasia at first degree on
both sides was still present. The patient was in good
general condition without any complaints. The
patient was no longer treated with steroids.

Discussion

Kabra et al' describe the mesenteric fibromatosis as a

rare form of fibromatosis. Novak® describes this

disease together with retroperitoneal fibromatosis,

mediastinal fibromatosis, and retroorbital fibromato-

sis. Singal et al® mention that a fibromatosis can
ot B

g

Fig. 6 Immunhistochemy S-100.
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Fig.7 Immunohistochemistry—S-100-positive histiocyte. Giemsa stain.

appear anywhere in the human body. In our case a
mesenteric histiocytosis with many capillaries and
slight fibromatosis can be described. A case report
about mesenteric histiocytosis was not found in
literature, but the histopathologic views of mesenter-
ic biopsy and small intestine are different in these
images. The mesenteric biopsy appears like scleros-
ing mesenteritis or reactive inflammatory process as
mentioned by Professors Katenkamp and Wacker.
But small intestine biopsy includes some infiltration
of histiocytes. However, the number of S-100- and CD
68-positive histiocytes in the image (Fig. 6) is not
enough to describe the case as a ““histiocytosis.”
According to Singal et al’ the etiology of
fibromatosis is unknown. As Sen et al* describe,
the tumor originates mainly from deep-seated
fascial or musculoaponeurotic structures and al-
though the tumor is considered histologically
benign, its local behavior is aggressive. Perence et
al® found that mesenteric fibromatosis is character-
ized by an infiltrative growth. In our patient the
tumor showed an infiltration of the jejunum and an
obstruction of the duodenum, the mesenteric ves-
sels. and the ureter on both sides. According to
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Fig. 8 Immunohistochemistry—CD 68-positive histiocyte.

Batori et al,° the tumor can be single or multiple.
Colovic et al” mention that about 10% of the tumors
show a very aggressive growth. In our patient a
single tumor was found. Growth appeared unag-
gressive until now.

Tonelli et al® found that mesenteric fibromatosis
can occur isolated, accompanied by a familiar
adenomatous polyposis, or Gardner syndrome as
an extracolonic manifestation. In our patient neither
a familiar adenomatous polyposis nor Gardner
syndrome was present.
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Figs. 9 and 10 Mesenteric fibromatosis with encasement of the

arteria mesenterica superior and duodenum. Little regression of
tumor growth. No signs of an occlusion of the duodenum. Extension
of the renal pelvis on both sides, especially of the right kidney.

According to Perenze et al,” the histologic examina-
tion is the only diagnostic procedure capable of ruling
out a malignant mesenteric neoplasm. In our patient the
preoperative computerized tomography described a
tumor that was suspicious of a mesenteric fibromatosis.
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But a statement about its dignity was not possible.
Multiple biopsies were taken for histologic examina-
tion. The result of the immediate section for histologic
examination during surgery could not exclude a
malignant tumor. Only the final histologic result
described a mesenteric infiltration of histiocytes and
excluded a malignant tumor.

Agarwal et al® described that the Rosai-Dorfman
disease is verified by histologic characteristics; a
lymphadenopathy that results in an extension of the
sinuses. The sinuses show a mass of histiocytes and
plasmacytes. The histiocytes show typically an
emperipolesis. According to Hsiao et al,'’ usually
cervical lymphadenopathy is present. An extranodal
involvement occurs in up to 40% of cases. The
histiocytes are strongly immunoreactive to S-100,
CD 68, and CD 14. In our patient a cervical or other
lymphadenopathy did not exist. There were a few
histiocytes and no plasmacytes in the sinuses. An
emperipolesis was not found. The histiocytes were
immunoreactive to S-100, vimentin, and CD 68.

Casella et al'' describe surgical therapy as the
treatment of choice. Nakai et al'*> mentions that in case
of mesenteric fibromatosis structures in the neighbor-
ing organs, multivisceral resections can be necessary.
Perenze et al° add that it is not always possible to
perform a radical removal of the tumor mass because
it may have infiltrated important anatomic structures.
In our patient an infiltration of the jejunum with
obstruction of the duodenum and the mesenteric
vessels was present. A complete removal of the tumor
was not possible because of the infiltration. A
duodeno-jejunal bypass was used because of the risk
of a complete occlusion of the duodenum.

Casella et al'' found that local recurrences are
frequent. According to Sharma et al,'* the addition of
radiation, with or without surgery, does not impact
on local control. Tonelli et al® reports that daily
therapy with raloxifene decreases the size of mesen-
teric fibromatosis. In our patient radiotherapy and a
therapy with raloxifene did not take place. Our
patient underwent postoperatively a high dose
steroid therapy for 3 months, which was reduced
step by step. The tumor showed no progress under
this therapy. Recently 3 months after surgery a small
regress of the tumor was seen in computerized
tomography. Many months after imaging we can
mention that the infiltration of histiocytes in mesen-
teric biopsy is not a proliferative lesion but it is
reactive. Therefore it should not be described as
“mesenteric histiocytosis”” or fibromatosis. But intra-
operatively it is very difficult to make a decision
about the essence of the problem. In acute situations
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the surgeon needs a working diagnosis as fibroma-
tosis, histiocytosis, or inflammatory infiltration.

In conclusion, mesenteric histiocytosis is not
described in surgical literature. Maybe this case
report is original but it is not sure. The mesenteric
histiocytosis is clinically and macroscopically simi-
lar to mesenteric fibromatosis. The tumor is benign
but it shows an infiltrative growth. Computerized
tomography can detect a mesenteric fibromatosis
but cannot give any information about its character.
The method of choice to exclude a malignant tumor
is a biopsy. An immunohistochemical examination
is useful. The therapy of choice is total resection of
the tumor. The tumor is no longer resectable because
of its advanced growth and infiltration into impor-
tant anatomic structures. If the tumor is not
resectable and an obstruction of the small intestine
occurs, an intestinal bypass becomes necessary. A
high dose of steroids can restrict tumor growth.
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