Mesenteric Adenolymphitis Rare Cause of
Abdominal Pain Stimulating Acute Appendicitis

ABSTRACT

Mesenteric adenolymphitis is an inflammation of a part of the abdominal wall. It mainly affects
children and can be of viral, bacterial or parasitic origin. Treatment is mainly symptomatic except in
the case of bacterial origin where antibiotics must be used.also known as mesenteric adenitis, is an
inflammation of the lymph nodes located in the mesentery, a fold of the abdominal peritoneum
connecting the small intestine to the posterior wall of the abdomen.is common, typical of young
adults and children, in whom it is one of the main reasons for acute abdominal pain in emergency
departments and one of the main diagnoses of confusion with appendicitis.she is a clinical entity, the
symptoms of which are inflammation of the mesenteric lymph nodes, mainly in the right lower
guadrant of the abdomen. Abdominal pain, nausea, diarrhoea and fever are common.
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1. INTRODUCTION

Mesentric adenolymphitis is inflammation of intra
abdominal lymph nodes as,the lymph nodes are
not located along abdominal wall, but along
mesentry of bowel.

Mesenteric adenolymphitis is an inflammation of
a part of the abdominal wall. It mainly affects
children and can be of viral, bacterial or parasitic
origin. Treatment is mainly symptomatic except
in the case of bacterial origin where antibiotics
must be used.

Mesenteric adenolymphitis is common, typical of
young adults and children, in whom it is one of
the main reasons for acute abdominal pain in
emergency departments and one of the main
diagnoses of confusion with appendicitis.

2. CASE PRESENTATION

This is a 17 year old patient with no particular
pathological history admitted to the emergency

department for acute abdominal pain starting in
the right iliac fossa without nausea, vomiting,
constipation or urinary disorders. with clinical
examination: patient conscious,
hemodynamically and respiratorily stable with
abdominal examination: mc burney positive and
rebound tenderness (Blumberg sign + )with the
rest of the abdomen soft with the rest of the
examination without any particularities, she
benefited from a biological check-up which
showed HB: 12.9 g/dl hyperleukocytosis at
13000/ul platelet count is 236000/ul and BHCG
(B Human chorionic gonadotropic hormone)
count is negative with abdominal-pelvic
Ultrasound with no abnormalities abdominal CT
scan which showed mesenteric adenolymphitis
(Fig. 1) with multiple subcentimetric coelio
mesenteric adenopathies the largest is 7mm with
normal appearing appendix in latero-caecal
position with ascending course measuring 5mm
maximum thickness (Fig. 2).
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Fig. 2. Abdominal CT image showing appendix in latero-caecal position with ascending

The CT scan was sufficient to make the
diagnosis of mesenteric adenolymphitis in the
face of this very suggestive image. After
multidisciplinary discussion, the conduct was to
do a good Rehydration by intravenous.
Antibiotics for prophylaxis are used to avoid
bacterial superinfection with an ice bladder can
help relieve a painful lower abdomen with a level
1 analgesic, the evolution was marked by the
regression of the symptoms.

3. DISCUTION
Mesenteric adenolymphitis is viral in 80% of

cases (Epstein-Barr Virus), more rarely bacterial
(yersinia, mesenteric tuberculosis) or parasitic

(toxoplasmosis, lambliasis). Mesenteric
adenolymphitis can be caused by an ENT
infection, which leads to inflammation of the
abdominal lymph nodes.

These nodes are not usually seen in the
general adult, asymptomatic, immunocompetent
population [1] [20].

The presence of at least 3 nodes with a minor
axis greater than 5 mm is necessary for the
diagnosis of adenolymphitis [19].

The presence of these lymph nodes should be a
warning sign to look for abdominal pathology [3].
In the absence of any other abnormality, the
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diagnosis of primary mesenteric adenolymphitis
is made. If an intra-abdominal inflammatory
process is detectable, it is a secondary
mesenteric adenolymphitis [1]: appendicitis or
Crohn's disease in flare-up, infectious colitis,
ulcerative  colitis, acute systemic lupus
erythematosus [18].

Infectious aetiologies are related to Yersinia type
bacteria, which often reach the terminal ileum,
whose wall is thickened. [17] [21].

The median age of primary adenolymphitis is 21
years, and 30 years for secondary
adenolymphitis [1]. The distinction between
primary and secondary adenolymphitis is
important, as it may affect the management of
the disease. [23] [24]To confirm the diagnosis of
mesenteric adenolymphitis it is necessary to use
blood cultures, urine microscopy or an abdominal
scan. [11] [25].

Symptoms of mesenteric adenolymphitis are
Hypogastric pain, most often in the right iliac
fossa with nausea, vomiting, diarrhoea, loss of
appetite, abdominal distension, sometimes in the
form of respiratory tract infections, all evolving in
a feverish picture [12] [22].

Because of its similar symptoms, mesenteric
adenolymphitis is often confused with
appendicitis in young adults and adolescents. 10-
20% of patients who undergo exploratory surgery
for suspected acute appendicitis have their
diagnosis corrected to mesenteric
adenolymphitis. However, unlike appendicitis,
mesenteric adenitis is often accompanied by
inflammation of other lymphoid organs, such as
the tonsils [9] [13].

Mesenteric adenitis generally has a good
prognosis. However, it can sometimes lead to
complications such as: abscesses, dehydration if
the patient has severe diarrhoea or vomiting,
arthralgia or even sometimes progressing to
peritonitis or sepsis [3] [10].

The distinction between adenolymphitis and
appendicitis is difficult. Seven percent of
suspected appendicitis is actually adenolymphitis
[2]. Nodes are also present in appendicitis, but
the nodes are usually more numerous, larger in
adenolymphitis and the appendix is normal in
appearance (or there is a  history of
appendectomy) [2] [7].

In children, the lymphatic system increases
rapidly in size, reaching adult size by the age of 6
years. The mesenteric lymph nodes are therefore
easily visible on ultrasound or CT scan. The
minimum size of the minor lymph node axis can
be considered pathological if it is larger than
8mm [4]. The size of the lymphatic system then
decreases during puberty [5] [23].

Treatment of mesenteric adenolymphitis is
usually viral in origin, and heals spontaneously

[8].

The management of mesenteric adenolymphitis
is therefore mainly symptomatic. The treatments
associated with mesenteric adenolymphitis are:
analgesics [6].

Treatments identical to those proposed for
gastroenteritis. Antidiarrhoeals, hydration,
antibiotic therapy is used when the infection is
bacterial in nature [14].

Prevention To avoid a bacterial infection, it is
advisable to be vigilant in terms of cleanliness of
the home and personal hygiene. It is advisable to
avoid being in the company of people who are ill
and have a virus. It is also important to wash
your hands regularly [15].

4. CONCLUSION

Mesenteric adenolymphitis is a clinical entity, the
symptoms of which are inflammation of the
mesenteric lymph nodes, mainly in the right
lower quadrant of the abdomen. Abdominal pain,
nausea, diarrhoea and fever are common [16].
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