REMERCIEMENTS

Particulièrement pour ce travail de thèse, merci au Docteur Ludovic Tréfond, pour son accompagnement, ses conseils dans l'écriture, et sa relecture.

Merci à Monsieur Sébastien Cambier, pour son aide précieuse pour comprendre le monde des statistiques, ainsi que pour tout le travail réalisé.

Merci au Professeur Marc André, pour sa disponibilité au cours de ma formation, et encore aujourd'hui pour présider le jury de soutenance de ma thèse.

Merci au Professeur Lucie Cassagnes, pour avoir tout de suite accepté de participer à ce travail et d'y apporter son expertise.

Merci à Yoann Chauvin, désormais docteur lui aussi ! Merci pour tes explications de ces paramètres radiologiques et les partages de points de vue de cette pathologie qui mêle clinique, biologie et radiologie.

Merci au Docteur Carole Chevenet, pour m'avoir si gentiment reçue et pour m'avoir fourni les données d'anatomopathologie.

Merci au Professeur Karem Slim, nous n'avons pas eu l'occasion de travailler ensemble, je vous suis reconnaissante d'avoir accepté de participer à ce jury. Et de façon générale, mes remerciements vont aux médecins que j'ai rencontrés au cours de ma formation, tant en hôpital général qu'en CHU, qui m'ont permis de découvrir, apprendre, raisonner dans ce métier si particulier. Merci à ceux qui prennent le temps d'enseigner et partager leurs savoir et expérience, à ceux qui réaffirment que la médecine, c'est le patient qui nous l'apprend en grande partie.

TABLES AND FIGURES

TABLES

The two specific signs of MP are the "halo sign," a hypodense halo surrounding vessels or lymph nodes, and the "pseudocapsule," a hyperdense pseudocapsule encompassing the infiltrated mesenteric fat with lymph nodes inside. [START_REF] Ogden | Mesenteric Panniculitis: Review of 27 Cases[END_REF] . MP is considered a rare condition, with reported prevalence on abdominal CT-scans ranging from 0.16% to 3.4% [START_REF] Eze | Mesenteric panniculitis: a clinical conundrum[END_REF]. MP is often associated with trauma, abdominal surgery, infectious diseases, or auto-immune conditions [START_REF] Gögebakan | Mesenteric Panniculitis (MP): A Frequent Coincidental CT Finding of Debatable Clinical Significance[END_REF]. While an association with malignancy, particularly lymphoma, has been described, it is not firmly established [START_REF] Gögebakan | Mesenteric Panniculitis (MP): A Frequent Coincidental CT Finding of Debatable Clinical Significance[END_REF]. The hypothesis of an association with cardiovascular factors and metabolic condition has also been discussed [START_REF] Pereira | Sclerosing Mesenteritis and Disturbance of Glucose Metabolism: A New Relationship? A Case Series[END_REF][START_REF] Schäffler | Role of adipose tissue as an inflammatory organ in human diseases[END_REF] . Treatment of secondary MP focuses on addressing the underlying condition. However, the management of idiopathic MP remains controversial. Various drugs including corticosteroids, colchicine, thalidomide or azathioprine have been used. Retrospective studies have shown the combination of corticosteroids and colchicine to be effective [START_REF] Gutiérrez | Mesenteric panniculitis[END_REF].

Naltrexone and Tamoxifen have also been reported as potential treatments [START_REF] Roginsky | Initial Findings of an Open-Label Trial of Low-Dose Naltrexone for Symptomatic Mesenteric Panniculitis[END_REF][START_REF] Akram | Sclerosing Mesenteritis: Clinical Features, Treatment, and Outcome in Ninety-Two Patients[END_REF].

Given the lack of evidence in the understanding of MP, the aim of this study was to describe the clinical, biological, radiological, and therapeutic characteristics of patients with MP and their outcome. 

Population

The study was conducted from June 2009 to December 2021, in the University Hospital of Clermont-Ferrand. We included adult patients diagnosed with MP based on the reading of the medical records.

Collected data

The following information was extracted from the patients' medical records, starting from the time of diagnosis until the last follow-up.

We collected sociodemographic data, including sex, age, height, and weight at diagnosis, as well as medical and surgical history for each patient. High blood pressure was defined as a blood pressure higher than 130/85 mmHg. Echocardiography, performed by a cardiologist, was used to evaluate aortic stenosis and pulmonary hypertension, defined as an estimated pressure greater than 25 mmHg at rest in our study. Ischemic events included heart infarction, acute coronary syndrome, unstable angina, and mesenteric ischemia. Neoplasia was classified into hematological malignancies and solid cancers.

We focused on abdominal manifestations such as abdominal pain, abdominal tenderness, vomiting, diarrhea, and weight loss, as well as general symptoms including fever, sweating, palpitations, dizziness, and fatigue. Hematological, inflammatory, lipid, glycemic, hepatic, and autoimmune markers were collected. In terms of treatment, we recorded all the therapies administered by physicians to manage MP, as well as treatments not specifically targeting MP but potentially impacting it based on our perspective.

All patients included in our study received a diagnosis of MP through CT-scan. All the available CT-scans were retrospectively analyzed in a double-blind manner by two radiologists-one junior and one expert.

The collected criteria were consistent with those found in the literature and included the presence of a mass (single or multiple) or diffuse infiltration, density of the mesenteric fat infiltration expressed in Hounsfield Units (HU), considering the density of normal mesenteric fat to be around -100 HU, presence of lymph nodes and their characteristics (including the halo sign and pseudocapsule), and extension to adjacent organs. The diameter of the mass, in millimeter, was measured at its maximum on an axial slice. The maximal abdominal diameter was measured on the same slice, then the ratio between the diameter of the mass and the diameter of the abdomen was made, to avoid confounders related to the patient's morphology.

The etiology of MP in each patient was assessed by the physician responsible for its care and documented in the medical records. Recovery was evaluated by the treating physician based on the persistence of symptoms or inflammatory markers. Subgroups were defined as documented in the medical records and after reviewing: symptomatic MP, asymptomatic MP, idiopathic MP and secondary MP.

Ethic statement

This retrospective non-interventional study used patient information collected for routine clinical care and, according to French Public Health Laws, written consent is not required for non-interventional human studies. However, patients were informed that data collected in medical records might be used for research in accordance with the privacy rules. The study's protocol conforms to the ethics guidelines of the 1975 Declaration of Helsinki. The study was approved by local Ethics Committee (IRB00013412, "CHU de Clermont Ferrand IRB #1", IRB number 2023-CF070) with compliance to the French policy of individual data protection.

Statistical analysis

Statistical analysis was carried out using STATA version 15 software. Given the exploratory nature of the analysis, no adjustment was made for the risk of first order error. A 5% twosided risk of error of the first kind was considered in all analyses. Categorical variables are described by associated numbers and percentages, while quantitative variables are presented by mean and standard deviation. Normality is assessed by graphical analysis. =====

RESULTS

Population

Sixty-four cases were initially identified by examining their medical records. Thirty-four cases did not fulfil the inclusion criteria and were removed: one patient was under 18 years old and 33 supposed MP did not describe the enunciated criteria of MP. Finally, 30 patients fulfilling eligibility criteria were included in the study.

Clinical and biological characteristics at baseline in the total population

Mean age at diagnosis of MP was 61.8 +/-12.4 years. Seventeen cases (57%) were male.

Baseline characteristics are shown in Table I.

Four patients (13%) had aortic stenosis and 3 (10%) had pulmonary hypertension on echocardiography. One patient presented with a hepatic cytolysis of twice the normal range.

Four patients (13%) had a previous neoplastic condition or hemopathy, with 2 patients having a history of skin epidermoid cancer, 1 prostatic cancer, and 1 with an indolent hemopathy MGUS IgM kappa. None of the patients had colon cancer.

Mean lymphocytes and eosinophilic polynuclears were 1.7 +/-0.9 G/l and 0.3 +/-0.5 G/l respectively. Mean gammaglobulines level was 10.9 +/-2.7 g/l. Immunofixation was done in 13 out of 30 patients and found 5 MGUS: 3 IgG kappa, 1 IgG lambda + IgG kappa, 1 IgM lambda + IgM kappa + IgG kappa. IgG4 level was normal with a mean of 0.5 +/-0.5 g/l, assessed in 19 out of 30 patients. Lymphocytic phenotype was done in 15 out of 30 patients at baseline and was normal for all these patients. HIV infection was searched in 15 out of 30 patients and was always negative. Quantiferon test was done in 23 out of 30 patients and two patients of these had a positive test. Mean level of CRP was 43.5 +/-58.9 mg/l. Eighteen patients out of 30 presented with at least 2 metabolic conditions according to the ATP III definition (12) (Table II). Histopathology was available in 10 out of 30 patients and was normal in 3 of them. Five patients showed fat inflammation alone (Figure 1), 1 patient showed fat inflammation and fibrosis (Figure 2), and 1 showed fat necrosis.

Lymphocytic infiltration

Incipient fibrosis

Lymphocitic infiltration

Lipophages

The admitted etiologies of the MP in each patient are shown in Table I. MP was secondary to neoplastic condition or hemopathy in 3 cases (one chromophobous renal carcinoma, one solid cancer of undetermined origin with multimetastatic status at the diagnosis of MP, and one hemopathy IgM lambda MGUS with AL amyloidosis.

Subgroup analysis based on clinical presentation and etiology

The results of the subgroups analysis are shown in Table III. There were no significant differences between the two groups with respect to any of the baseline characteristics.

The patient with previous prostatic cancer was lost to follow-up. The 2 patients with previous skin cancer were in the symptomatic group, whereas the one with previous indolent IgM kappa MGUS was asymptomatic. Regarding the etiological subgroups, there was one skin cancer in each group. The MP of the patient with indolent IgM kappa MGUS at baseline was not considered in relation with its hemopathy in the medical records because the hemopathy did not show any sign of progression and was thus considered idiopathic by its physician in the medical records.

Laboratory findings were not different between these two groups. Polymorphonuclear neutrophils were higher in the secondary MP group but did not reach significance. 

Radiological characteristics at baseline in the total population and in the predefined subgroups

Radiological characteristics at baseline were available for 26 patients and are given in Table IV. Six patients (23%) had an extension of their MP to the retroperitoneum and 4 (15%) to the mesocolon. At baseline or in the early follow-up, 18 out of 30 patients benefited of a PET-scan and 2 of these showed a hypermetabolism in the place of the MP. Values are expressed as number (%), or mean ± SD. AZA: Azathioprine, IS: immunosuppressive, Chemo: chemotherapy.

Evolution

Patients of the total population were followed for a mean duration 2.0 +/-2.5 years.

After initiation of treatment, patients were symptom free in 91 +/-25 days. CRP levels normalized in 3 to 12 months.

At last follow up, the MP was stable (n=12) or had disappeared (n=9) on the successive available CT-scan (n=21/26). The MP observed in the patient with chromophobous renal carcinoma disappeared after nephrectomy, thus confirming its secondary character. The patient with diffuse metastatic cancer was not yet treated at the time of the study.

The two patients with MP supposed to be secondary to latent tuberculosis got scanned at 3 and 6 months respectively after the end of the RIFINAH treatment and showed a less infiltrated mesenteric fat wit persistent millimetric lymph nodes.

The mean time before recovery was 1.9 +/-2.6 years, as assessed by the patients' physicians.

There was no difference in the evolution according to the received treatment (data not shown).

=====

DISCUSSION

MP is a still poorly understood entity and literature is controversial. We aimed to give more insight into this entity. We reported a cohort of 30 patients with MP: 18 were idiopathic and 12 were secondary. Twenty-two were symptomatic and 8 were asymptomatic.

Malignancy is frequently reported as a cause of secondary MP but the association of MP with malignancy is controversial in the literature. In 2000, Daskalogiannaki et al. conducted a prospective CT-scan study on 49 patients, whom 34 (69.4%) had a malignancy at the diagnosis of MP. There was a significantly higher prevalence of malignancy in the MP group compared to the non-MP group (p< 0.001). Their 5-years CT-scan following showed stability on the number of lymph nodes and the infiltration of the MP and no new malignancy. They didn't support the hypothesis that MP is a response to abdominal malignancy [START_REF] Daskalogiannaki | CT evaluation of mesenteric panniculitis: prevalence and associated diseases[END_REF]. In 2016 a review of the literature on 1305 patients from 202 papers (mainly uncontrolled studies or case-series) retained cancer as possible etiology of MP in 26% of the patients insisting on this association being relevant in the patients whose initial CT-scan detected cancer [START_REF] Gutiérrez | Mesenteric panniculitis[END_REF]. Concomitant controlled studies instead didn't retain the association between MP and cancer [START_REF] Protin-Catteau | Mesenteric panniculitis: review of consecutive abdominal MDCT examinations with a matched-pair analysis[END_REF][START_REF] Gögebakan | Is mesenteric panniculitis truely a paraneoplastic phenomenon? A matched pair analysis[END_REF].

Previous abdominal surgery and auto-immune/inflammatory conditions are also evocated. In our study, half of the patients had a history of abdominal surgery similarly to the literature [START_REF] Eze | Mesenteric panniculitis: a clinical conundrum[END_REF][START_REF] Akram | Sclerosing Mesenteritis: Clinical Features, Treatment, and Outcome in Ninety-Two Patients[END_REF][START_REF] Van Putte-Katier | Mesenteric panniculitis: prevalence, clinicoradiological presentation and 5-year follow-up[END_REF]. Besides, MP was significantly associated with appendicectomy in the idiopathic group, that conducts us to wonder whether some of our idiopathic MP are indeed postsurgical MP. However we lack information on the surgical processes (laparotomic or coelioscopic) and we don't have the time between the surgery and the diagnosis of MP so we cannot be sure of the role of the surgery in the fat inflammation. An auto-immune condition at the diagnosis of MP is often reported [START_REF] Gutiérrez | Mesenteric panniculitis[END_REF][START_REF] Akram | Sclerosing Mesenteritis: Clinical Features, Treatment, and Outcome in Ninety-Two Patients[END_REF] and recent cases report associations with IgG4 disease [START_REF] Liu | A rare case report of immunoglobulin G4-related sclerosing mesenteritis and review of the literature[END_REF][START_REF] Kozono | A case of immunoglobulin G4-related sclerosing mesenteritis without other organ involvement[END_REF][START_REF] Greenbaum | Surgical management of isolated mesenteric autoimmune disease: addressing the spectrum of IgG4-related disease and sclerosing mesenteritis[END_REF], rheumatoid arthritis [START_REF] Tibana | Mesenteric panniculitis in a patient with rheumatoid arthritis[END_REF][START_REF] Alzahrani | Mesenteric Panniculitis: A Rare Condition in a Patient With Rheumatoid Arthritis[END_REF] or Sjogren syndrome [START_REF] Kakimoto | Multiple Mesenteric Panniculitis as a Complication of Sjögren's Syndrome Leading to Ileus[END_REF][START_REF] Sugihara | Case of subcutaneous and mesenteric acute panniculitis with Sjögren's syndrome[END_REF][START_REF] Mendes | Mesenteric Panniculitis in Sjögren's Syndrome: A New Systemic Manifestation to Consider?[END_REF]. In our study only one MP was considered auto-immune, in a patient free from auto-immune disease that developed bullous dermatitis and arthritis together with MP, but 7 out of 30 patients (23%) had a history of auto-immune/inflammatory condition at baseline. This makes us wonder again, retrospectively, if some MP may be part of prior auto-immune disease and not idiopathic ones.

Another issue into the etiology of MP is the increasingly studied link between MP and metabolic factors. As early as 1964, Ogden et al. described a histological infiltration of mesenteric fat by foamy, lipid-laden macrophages, with some perivascular lymphocytic clusters (1), as we have observed in our patients' biopsies. Some authors recalled the inflammatory role of adipocytes and adipocytokines, resulting in diffuse chronic low-grade inflammation and global insulin resistance, and their role in internal medicine diseases such as rheumatoid arthritis, Graves' ophthalmopathy, Crohn's disease and MP [START_REF] Schäffler | Role of adipose tissue as an inflammatory organ in human diseases[END_REF]. They evocated a common pathophysiology between diabetes and MP, due to a pro-inflammatory state in the abdominal adipose tissue leading to adipocyte hypertrophy and necrosis, macrophage recruitment and insulin resistance [START_REF] Pereira | Sclerosing Mesenteritis and Disturbance of Glucose Metabolism: A New Relationship? A Case Series[END_REF]. Morphologically, Özer Gökaslan et al. found significantly greater abdominal circumference, subcutaneous, and visceral adipose tissue in patients with MP (104 patients) than in their non-MP controls (76 patients), suggesting their role in the pathophysiology of MP [START_REF] Özer Gökaslan | Relationship of mesenteric panniculitis with visceral and subcutaneous adipose tissue[END_REF]. In our study, patients were overweight, with high blood pressure, diabetes in 20% of them, and a disturbed lipid profile in 20 out of 30 patients.

Metabolic syndrome, defined by the 2005 ATP III criteria [START_REF] Huang | A comprehensive definition for metabolic syndrome[END_REF], could not be clearly assessed in our study because we didn't have waist circumference, but 18 out of 30 patients share several criteria of this syndrome. We hypothesized that some idiopathic MP may be related to metabolic features. LDL cholesterol is not part of the ATP III definition but it could have been interesting too.

Treatment of MP is not systematic and is decided on a case-by-case basis. Secondary MP are treated with the causative disease and anti-inflammatory drugs such as corticosteroids, colchicine, azathioprine, cyclophosphamide, thalidomide, are used in idiopathic MP.

Tamoxifen is also used for it is thought to have an anti-inflammatory effect on adipocytes through modulation of TGF-beta [START_REF] Eze | Mesenteric panniculitis: a clinical conundrum[END_REF][START_REF] Akram | Sclerosing Mesenteritis: Clinical Features, Treatment, and Outcome in Ninety-Two Patients[END_REF][START_REF] Ginsburg | A pilot study of thalidomide for patients with symptomatic mesenteric panniculitis: THALIDOMIDE FOR MESENTERIC PANNICULITIS[END_REF]. Given the hypothesis of a common pathophysiology between MP and insulin resistance, the glitazones (PPAR-gamma agonists in adipocytes) were tried in MP for their anti-inflammatory activity on adipose tissue macrophages [START_REF] Guettrot-Imbert | Panniculite mésentérique[END_REF][START_REF] Schäffler | Role of adipose tissue as an inflammatory organ in human diseases[END_REF]. Because of secondary effects, these molecules were withdrawn from the French market (32-34). New molecules have been studied, such as low-dose Naltrexone, but further studies are needed [START_REF] Roginsky | Initial Findings of an Open-Label Trial of Low-Dose Naltrexone for Symptomatic Mesenteric Panniculitis[END_REF][START_REF] Patten | The Safety and Efficacy of Low-Dose Naltrexone in the Management of Chronic Pain and Inflammation in Multiple Sclerosis, Fibromyalgia, Crohn's Disease, and Other Chronic Pain Disorders[END_REF].

One of the limitations of our study is the retrospective design. We lack power to demonstrate a possible etiological association between MP and abdominal surgery other than appendicitis, previous autoimmune or autoinflammatory disease, nor an association with metabolic syndrome parameters. The absence of codified follow-up of MP, without systematic re-evaluation of the 3 clinical, biological and radiological plans at a reproducible time for each patient prevented a precise study of the evolution of MP.

CONCLUSION

Our retrospective study on mesenteric panniculitis included 30 patients. The sociodemographic, clinical, laboratory, and radiological findings were consistent with the literature. However, compared to patients with idiopathic mesenteric panniculitis, those with a secondary MP presented with a broader range of symptoms, particularly more frequent pain. Additionally, they exhibited larger masses on CT scans, but the presence of a pseudocapsule or halo sign was less common. These findings suggest that clinicians should investigate potential underlying causes in patients with such characteristics.

Interestingly, idiopathic mesenteric panniculitis patients had a higher frequency of prior appendicectomy compared to those with secondary mesenteric panniculitis. Although many patients in our study had metabolic conditions, we did not find a significant association between these conditions and mesenteric panniculitis. Further studies with larger populations are warranted to explore these potential associations. 
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 123 FIGURES Figure 1. Fat inflammation in MP

Figure 1 .

 1 Figure 1. Fat inflammation in MP Lymphocytic infiltration in cluster and diffuse between the adipocytes. Lymphocytic MP. Photo from Dr C. Chevenet. HES coloration, x40.

Figure 2 .

 2 Figure 2. Fat inflammation in MP with incipient fibrosis Diffuse lymphocytic infiltration with perivascular lymphocytes and lipophages spread. Incipient fibrosis. Photo from Dr C. Chevenet. HES coloration, x100.

Figure 3 .

 3 Figure 3. Radiological presentation Up: infiltration of the mesenteric fat with lymph nodes inside and pseudocapsule Down : diffuse infiltration with small lymph nodes inside

Figure 4 .

 4 Figure 4. CT-scan evolution Before (left) and after (right) nephrectomy for chromophobous renal carcinoma. Decreasing in fat infiltration (-34 HU left, -77 HU right) with persistent millimetric lymph nodes

  

  

  

  

  

  

  

  

  

  

Table I .

 I Clinical and biological characteristics at baseline in the total population Table II. Metabolic factors in the total population Table III.Clinical and biological characteristics at baseline in the predefined subgroups

Table IV .

 IV Radiological characteristics at baseline in the total population and in the predefined subgroups

Table V .

 V Treatment

Table I .

 I Clinical and biological characteristics at baseline in the total population

		Total patients n=30		
	Etiology at diagnosis		Clinic	
	Neoplastic or hemopathy	3 (10)	Asymptomatic	8 (26)
	Viral	4 (13,5)	Asthenia	4 (13)
	Bacterial	4 (13,5)	Palpable mass	2 (6)
	Auto-immune	1 (3)	Abdominal pain	20 (66)
	Idiopathic	18 (60)	Weight loss	4 (13)
	Age at diagnosis (years)	61.8 +/-12.4	Distension	3 (10)
	Male	17 (57)	General symptoms	5 (16)
	Cardiovascular and metabolic aspects		Diarrhea	8 (26)
	High blood pressure (mmHg) Ischemia	16 (53) 3 (10)	Vomit Cough and dyspnea	7 (23) 3 (10)
	BMI (kg/m²)	27.6 +/-4.8	Biology	
	Triglycerides (g/l) HDL-cholesterol (g/l) Diabetes mellitus Inflammatory or autoimmune disease Surgical history Hysterectomy or genital surgery	1.3 +/-0.6 0.4 +/-0.1 6 (20) 7 (23) 15 (50) 5 (16)	Hemoglobin (g/dl) Polymorphonuclear neutrophils (G/l) Platelets (G/l) Mean CRP (mg/l) Classes of CRP (mg/l) < 3	13.3 +/-1.9 6.3 +/-3.7 279 +/-113 43.5 +/-58.9 13 (43)
	Appendicectomy	7 (23)	3,1-20	8 (27)
	Cholecystectomy	7 (23)	20,1-100	6 (20)
	Diverticulosis	2 (6)	> 100	3 (10)
	Values are expressed as number (%), or mean ± SD.			
	Ischemia: composed of heart infarct, acute coronary syndrome, unstable angina, mesenteric ischemia.		
	Inflammatory or autoimmune disease: composed of Guillain-Barré syndrome (1 (3%)), IgG4 related disease (1 (3%)), sarcoidosis (2 (6%)), diffuse interstitial pneumonia (1 (3%)), inflammatory bowel disease (1 (3%)),
		19		

thyroiditis (1 (3%)), autoimmune acute pancreatitis (1 (3%)), rheumatoid arthritis (1 (3%)). General symptoms: composed of fever, sweat, thrill, dizziness, and fatigue.

Table II .

 II Metabolic factors in the total population

	HDL-c	BP	TG > 1.5 g/l	Patients n (%)
	< 0.40 g/l	>130/85 mmHg		
	0	1	1	10 (33.3)
	0	0	0	6 (20)
	0	0	1	5 (16.6)
	1	1	0	3 (10)
	1	0	1	3 (10)
	1	1	1	2 (6.6)
	0	1	0	1 (3.3)

0 the criteria is absent, 1 the criteria is present

Table III .

 III Clinical and biological characteristics at baseline in the predefined subgroups

		Symptomatic	Asymptomatic	Idiopathic	Secondary	
		n= 22	n=8	n= 18	n=12	
			p val			p val
	Etiology at diagnosis					
	Neoplastic or hemopathy	2 (9)	1 (12.5)		3 (25)	
	Viral	4 (18)	0 (0)		4 (33.5)	
	Bacterial	3 (14)	1 (12.5)		4 (33.5)	
	Auto-immune	1 (5)	0 (0)		1 (8)	
	Idiopathic	12 (54)	6 (75)	18 (100)		
	Age at diagnosis (years)	62.1 +/-11.5	60.8 +/ -15.4	61.7 +/-12.0	61.9 +/-13.7	
	Male	11 (50)	6 (75)	12 (67)	5 (42)	
	Cardiovascular and metabolic					
	aspects					
	High blood pressure	10 (45)	6 (75)	9 (50)	6 (50)	
	Ischemia	2 (9)	1 (12.5)	2 (11)	1 (8)	
	BMI (kg/m²)	27.7 +/-5.1	27.2 +/-4.4	26.8 +/-3.9	28.8 +/-6.0	
	Triglycerides (g/l)	1.2 +/-0.5	1.4 +/-0.8	1.4 +/-0.6	1.0 +/-0.5	
	HDL-cholesterol (g/l)	0.5 +/-0.1	0.3 +/-0.1	0.4 +/-0.2	0.5 +/-0.1	
	Diabetes mellitus	5 (23)	1 (12.5)	2 (11)	4 (33,5)	
	Inflammatory or autoimmune	4 (18)	3 (37.5)	5 (28)	2 (17)	
	disease					
	Surgical history	11 (50)	4 (50)	11 (61)	4 (33,5)	
	Hysterectomy or genital surgery	4 (18)	1 (12.5)	3 (17)	2 (17)	
	Appendicectomy	4 (18)	3 (37.5)	7 (39)	0 (0)	0.02
	Cholecystectomy	5 (23)	2 (25)	5 (28)	2 (17)	

Table IV .

 IV Radiological characteristics at baseline in the total population and in the predefined subgroups

		Total	Symptomatic	Asymptomatic		Idiopathic	Secondary	
		population	n= 20	n= 6		n= 15	n= 11	
		n=26						
					p val			p val
	Mass							
	Unique 15 (58)	10 (50)	5 (83)		10 (67)	5 (45)	
	Multiple mass or diffuse	11 (42)	10 (50)	1 (17)		5 (33)	6 (54)	
	infiltration							
	Diameter of the	31+/-8	30	28	0.04	27	35	0.01
	mass/abdominal							
	diameter x100							
	Fat infiltration							
	Healthy mesenteric fat	-95 +/-17						
	(HU)							
	Mesenteric panniculitis	-40 +/-49	-38.9	-44		-45	-33	
	(HU)							
	Lymph nodes							
	Number 16 +/-7	16	13		16	11	
	Medium size (mm) 5 +/-1.7	5.1	4.5		4.6	5.4	
	Halo sign 15 (58)	11 (55)	4 (67)		10 (67)	5 (45)	
	Pseudocapsule							
	Presence 15 (58)	12 (60)	4 (67)		10 (67)	6 (54)	
	Thickness (mm) 2.8 +/-2.8	2.5	2.8		3	2.5	

Values are expressed as number (%), or mean ± SD.

Table V .

 V Treatment

	Total patients	Symptomatic	Asymptomatic	Idiopathic	Secondary
		n= 30	n= 22	n=8	n= 18	n=12
	Treatment					
	Steroid 11 (37)	8 (36)	3 (37.5)	9 (50)	2 (17)
	Colchicine	2 (7)	2 (9)	0 (0)	2 (11)	0 (0)
	AZA	2 (7)	1 (5)	1 (12.5)	2 (11)	0 (0)
	Antibiotic	4 (14)	3 (14)	1 (12.5)	0 (0)	4 (33.5)
	IS or anti-	3 (10)	2 (9)	1 (12.5)	1 (5.5)	2 (17)
	inflammatory drug					
	Chemo	1 (3)	0 (0)	1 (12.5)	0 (0)	1 (8)
	Symptomatic	12 (40)	10 (45)	2 (25)	8 (44)	4 (33.5)
	treatment					

Panniculites mésentériques : présentation clinique, biologique et radiologique dans une cohorte de 30 patients Résumé : CONTEXTE : la

  panniculite mésentérique (PM) est une inflammation bénigne, non spécifique, du mésentère, généralement diagnostiquée par scanner. La PM reste mal comprise à ce jour et plusieurs étiologies sont discutées dans la littérature. Son évolution est généralement favorable mais sa prise en charge est non codifiée et très variable, dépendant du clinicien. OBJECTIF : le but de cette étude était de décrire les caractéristiques cliniques, biologiques, radiologiques et thérapeutiques des patients atteints de PM au CHU. METHODE : nous avons inclus les patients atteints de PM suivis dans le service de Médecine interne du CHU de Clermont-Ferrand, entre 2009 et 2021. Rétrospectivement, nous avons recueilli les caractéristiques cliniques, biologiques, radiologiques et thérapeutiques des patients.RESULTATS : trente patients ont été inclus (57 % d'hommes, âge moyen 61.8+/-12.4 ans). Vingt patients (66 %) avaient une douleur abdominale, 8 (26 %) étaient asymptomatiques au diagnostic. La CRP moyenne au diagnostic était de 43.5 +/-58.9 mg/l. Le scanner montrait chez 15 patients (58 %) une masse unique, une pseudocapsule et un signe du halo. La PM était idiopathique chez 18 patients (62 %). En sous-groupe, les patients symptomatiques présentaient une masse au scanner significativement plus grande que les asymptomatiques (rapport diamètre masse/diamètre abdominal x100, PM symptomatiques n=30, PM asymptomatiques n=28, p=0.04). Les patients avec une PM d'étiologie connue avaient significativement plus de douleur abdominale que ceux avec une PM idiopathique, et présentaient une masse au scanner significativement plus grande que les PM idiopathiques (rapport diamètre masse/diamètre abdominal x100, PM d'étiologie connue n=35, PM idiopathique n= 27, p=0.01). Les PM idiopathiques étaient significativement associées à un antécédent d'appendicectomie (PM idiopathiques n=7, PM d'étiologie connue n= 0, p=0.02). La prise en charge reposait sur des corticoïdes en première intention (n= 11, 40 %) et une surveillance simple en deuxième intention (n= 9,30 %).CONCLUSION : notre étude a décrit les caractéristiques des patients avec une PM et leurs caractéristiques radiologiques. D'autres études sont nécessaires pour mieux définir le rôle de la chirurgie abdominale et des facteurs métaboliques dans le développement des PM. patients CONTEXTE : la panniculite mésentérique (PM) est une inflammation bénigne, non spécifique, du mésentère, généralement diagnostiquée par scanner. La PM reste mal comprise à ce jour et plusieurs étiologies sont discutées dans la littérature. Son évolution est généralement favorable mais sa prise en charge est non codifiée et très variable, dépendant du clinicien. OBJECTIF : le but de cette étude était de décrire les caractéristiques cliniques, biologiques, radiologiques et thérapeutiques des patients atteints de PM au CHU.

METHODE : nous avons inclus les patients atteints de PM suivis dans le service de Médecine interne du CHU de Clermont-Ferrand, entre 2009 et 2021. Rétrospectivement, nous avons recueilli les caractéristiques cliniques, biologiques, radiologiques et thérapeutiques des patients. RESULTATS : Trente patients ont été inclus (57 % d'hommes, âge moyen 61.8+/-12.4 ans). Vingt patients (66 %) avaient une douleur abdominale, 8 (26 %) étaient asymptomatiques au diagnostic. La CRP moyenne

concluded to the absence of significant association between MP and malignancy, and that this supposed association was principally supported by uncontrolled studies or case-series [START_REF] Hussain | Mesenteric panniculitis does not confer an increased risk for cancers: A systematic review and metaanalysis[END_REF].

The low frequency of malignancy in our study is consistent with these last results. In most of the studies, patients are included on a CT-scan database, with many CT-scans of following or staging of an already known cancer, either solid cancer (colorectal, renal cell carcinoma, bladder, melanoma) or hemopathy (most often lymphoma) [START_REF] Coulier | Mesenteric panniculitis. Part 1: MDCT--pictorial review[END_REF][START_REF] Gutiérrez | Mesenteric panniculitis[END_REF][START_REF] Coulier | Mesenteric panniculitis. Part 2: prevalence and natural course: MDCT prospective study[END_REF], that induces a bias in the prevalence of malignancy to our opinion. In our study, patients were included when they were referred to Internal Medicine department to explore their newly diagnosed MP, thus a large panel of etiologies was possible. The mean following of 2 years makes us think that if the MP was a precursor sign of malignancy, it would have been diagnosed during this period. We also supposed that if a neoplasia was already known in a patient, it may have been referred to oncology and thus not included in our population. It may be interesting to have other studies on MP recruiting the patients in medical departments and not on a CT-scan database to study further the association of MP and other comorbidities.

However, MP is diagnosed on CT-scan and differentiating "true" MP and other mesenteric infiltration is difficult. Reliable criteria to distinguish the different cases are needed. Some authors proposed lymph nodes >12mm, the absence of the halo sign [START_REF] Wilkes | Mesenteric panniculitis: a paraneoplastic phenomenon?[END_REF][START_REF] Scheer | Mesenteric Panniculitis (MP) in CT -A Predictor of Malignancy?[END_REF], and a big mass on CT-scan [START_REF] Qararha | Mesenteric panniculitis: comparison of computed tomography findings in patients with and without malignancy[END_REF] as criteria related to malignancy, whereas the neoplastic signification of the pseudocapsule is controversial [START_REF] Scheer | Mesenteric Panniculitis (MP) in CT -A Predictor of Malignancy?[END_REF][START_REF] Qararha | Mesenteric panniculitis: comparison of computed tomography findings in patients with and without malignancy[END_REF]. In our study we didn't find differences in radiological characteristics (lymph nodes, pseudocapsule, halo sign) of the idiopathic MP versus secondary MP (including neoplasia) but the mass was bigger in the secondary MP.