
Abstract 

Mesenteric cysts are rare and can occur at any age. They are frequently asymptomatic, but sometimes 
patients may present with an abdominal pain or lump. Mesenteric cysts generally arise within the mes-
entery of the small bowel in the ileum but rarely in the mesentery of the colon. The exact etiology of 
mesenteric cysts is unknown. Computed tomography (CT) scanning and ultrasonography (US) are 
important diagnostic modalities. Surgical removal is the treatment of choice for these lesions. Bowel 
resection becomes necessary in the event of the gut and the cyst having common blood supply. Once 
removed, mesenteric cysts rarely recur, and patients have a good prognosis.
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Introduction
A mesenteric cyst poses a diagnostic as 

well as therapeutic challenge due to a low 
incidence, nonspecific clinical picture and 
a lack of proper classification [1]. Mes-
enteric cysts are unusual intraabdominal 
tumors with an incidence of 1:100.000 in 
adults and 1:20.000 in children [2]. Etiol-
ogy of mesenteric cysts is not clear. Simple 
mesenteric cysts need to be distinguished 

from lymphangiomas, pancreatic pseudo-
cysts, non-pancreatic pseudocysts, locu-
lated ascites, peritoneal inclusion cysts 
(cystic mesothelioma), cystic mesenteric 
panniculitis, hydatid cysts, cystic teratomas 
and urogenital cysts of the mesentery. They 
are usually benign and asymptomatic, but 
may present with non-specific symptoms. 
Complete surgical excision is the treatment 
of choice. Complete removal is possible ei-
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Increased of Langerhans Cells in Smokeless 
Tobacco-Associated Oral Mucosal Lesions
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Consolaro1, Alberto Consolaro1

Abstract

Objective: To evaluate the changes in the number of Langerhans Cells (LC) observed in the epithelium of 
smokeless tobacco (SLT-induced) lesions. 
Methods: Microscopic sections from biopsies carried out in the buccal mucosa of twenty patients, who were 
chronic users of smokeless tobacco (SLT), were utilized. For the control group, twenty non-SLT users of SLT 
with normal mucosa were selected. The sections were studied with routine coloring and were immunostained 
for S-100, CD1a, Ki-67 and p63. These data were statistically analyzed by the Student’s t-test to investigate the 
differences in the expression of immune markers in normal mucosa and in SLT-induced leukoplakia lesions. 
Results: There was a significant difference in the immunolabeling of all markers between normal mucosa 
and SLT-induced lesions (p<0.001). The leukoplakia lesions in chronic SLT users demonstrated a significant 
increase in the number of Langerhans cells and in the absence of epithelial dysplasia. 
Conclusion: The increase in the number of these cells represents the initial stage of leukoplakia. 
Key words: Smokeless tobacco, leukoplakic lesions, cancer, langerhans cells, chewing tobacco.

Introduction

Among tobacco users, there is a false be-
lief that SLT is safe because it is not burned, 
which leads many people to quit cigarettes 
and start using SLT [1]. However, SLT con-
tains higher concentrations of nicotine than 
cigarettes and, in addition, nearly 30 carci-
nogenic substances, such as tobacco-specific 
N-nitrosamines (TSNA), which is formed 
during the aging process of the tobacco, [2-4] 
and which presents high carcinogenic poten-
tial. Moreover, because the tobacco has direct 

contact with the oral mucosa and creates a 
more alkaline environment, its products may 
even be more aggressive to tissue [5]. The 
percentage of SLT users is lower compared 
to cigarette users; however, usage is increasing 
among young individuals and it is therefore a 
significant and disturbing danger [6,7]. 

Initial studies on the effects of SLT on the 
oral mucosa demonstrated the formation of 
white lesions induced by chronic exposure to 
tobacco, characterized by epithelial thicken-
ing, increased vascularization, collagen altera-
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ther with laparotomy or with laparoscopy surgery. We 
report here the case of a woman who presented with 
left lower abdominal pain. An Ultrasonography (US) 
and Computed tomography (CT) scan showed a large 
abdominal cyst. Diagnostic laparoscopy revealed a cyst 
arising from transverse mesocolon. Laparotomy was 
performed, and the excised lesion was subsequently 
identified as a cyst arising from transverse mesocolon.

Case Report
A 38-year-old housewife was admitted with recur-

rent vague abdominal pain for the last 9 months. Clini-
cal examination and her blood tests were within normal 
limits. An ultrasound and CT scan (Figure 1) revealed 
an 11.2x 5.9x 9.4 cm thin-walled, simple, unilocular 
cyst in left hypochondrium. At laparoscopy, a simple 
cyst was seen arising from the mesentery of the trans-
verse mesocolon. During exploration, the lesser sac was 
opened and the cyst was found attached to transverse 

Figure 1. Operative field showing cyst in transverse mesocolon 
with transverse colon.

Figure 2. CT scan showing cyst.

mesocolon (Figure 2). The patient’s postoperative 
period was uneventful and she was discharged free of 
symptoms after 5 days. Histopathological examination 
revealed a nonpancreatic pseudocyst.

Discussion
Mesenteric cysts are unusual intraabdominal tu-

mors with an incidence of 1:100.000 in adults and 
1:20.000 in children [2]. This condition was noticed 
in 1507 by Italian anatomist Benevenni while doing 
an autopsy on an 8-year-old boy [3].  Tillaux  operated 
the first case in 1880 and about 820 cases have been 
reported in literature [4,5]. Mesenteric cysts are mostly 
common in the fourth decade of life, but young chil-
dren can also be affected. The cysts affect all age groups 
and are common in both sexes. The mesenteric cyst 
and omental cyst have identical etiologies and histo-
logic features, but the former occurs approximately 4.5 
times more frequently than the latter cysts.

These cysts can be found in the mesentery of the 
duodenum to the sigmoid colon and are usually found 
in the mesentery of the small intestine (66%) and large 
intestine (33%) usually in the right colon. Very few 
cysts have been reported in the mesentery of the de-
scending colon or sigmoid [4]. In our case, the cyst was 
lying in the transverse mesocolon, which is a very rare 
site for cysts and only two cases have been reported in 
literature so far [6].  

Although the exact etiology of mesenteric cysts is 
unknown, several aetiological mechanisms have been 
suggested for the development of mesenteric cysts.  Re-
ported mechanisms are continued growth of congeni-
tal lymphatic tissue, failure of the leaves of the mesen-
tery to fuse and degeneration of the lymphatics due to 
abdominal trauma [2,7].        

Other suggested aetiological theories are: 1) that 
cysts are benign proliferation of ectopic lymphatics 
that fail to communicate with the remaining lymphatic 
system; 2) cysts are due to a failure of the embryonic 
lymph channels to join the venous system; 3)  trauma, 
neoplasia, and lymph node degeneration have too been 
blamed. 

Mesenteric cysts can be of lymphatic, mesothe-
lial, enteric, enteric duplication, urogenital origin, or 
nonpancreatic pseudocysts (as in our case), depend-
ing upon the histopathological nature of the inner wall 
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of the cyst [8]. Lymphangiomas are more common 
among children, and the remaining classes are more 
frequently observed in adults. Mostly, these are benign 
cysts; only in 3% of the cases has malignancy been re-
ported [9]. The size of mesenteric cysts varies from a 
few centimeters to 10 cms [10]. Cysts bigger than 10 
cms are defined as giant mesenteric cysts, as in our case. 

Mesenteric cysts commonly occur as single lesions, 
but multiple lesions have been reported. They can be 
unilocular or multilocular and may contain serous, chy-
lous, hemorrhagic, or infective fluid. Cyst contents are 
mostly related to their etiological origin; a cyst due to 
occult trauma may contain hemorrhagic content. Chy-
lous fluid is frequently found in jejunal cysts, as these 
are closely concerned in the lymphatic pathway. Serous 
fluid is usually present in cysts of the ileum and colonic 
mesentery.

Usually these cysts present with a nonspecific clini-
cal picture. Clinical presentation consists of common 
features of an abdominal pain, lump or distension. In 
one study, the most common presentation was abdom-
inal pain (63%), followed by abdominal mass (44%) 
[11]. Rarely these can be complicated with rupture or 
intestinal obstruction. A mesenteric cyst can present as 
small bowel volvulus in children with acute abdominal 
symptoms [12].  

Correct preoperative diagnosis is very difficult due 
to the rarity of the entity and the lack of specific symp-
toms and signs. It can be achieved when one is vigilant 
and familiar with this condition and keeps this entity in 
mind as a differential diagnosis of intraperitoneal cysts. 
Clinical imaging modalities (ultrasound, Computed 
tomography or Magnetic Resonance Imaging (MRI)) 
may help in arriving at the exact diagnosis [10]. 

The treatment of choice is surgical excision of the 
cyst. This can be done either by laparotomy or lapa-
roscopy [3,13,14]. Some patients may require bowel 
resection to attain complete removal of the cyst if it 
is closely adherent with bowel structures or there are 
common blood vessels between the bowel and the cyst. 
The bowel resection is mainly done in lymphangiomas. 
Bowel resection is required only in 33% of adult pa-
tients, whereas the incidence is up to 50%-60% in chil-
dren [4]. A surgical approach depends on the size and 
location of a cyst in the abdominal cavity. Following 

surgery, patient prognosis is excellent and recurrence is 
low (0% to 13.6%) [6]. 

Conclusion
Mesenteric cysts, however, are quite rare tumors 

of the mesenterium, but one must always keep suspi-
cion in mind regarding the existence of this entity and 
should be considered in a differential diagnosis of ab-
dominal cystic lesions. Laparoscopic excision of a mes-
enteric cyst is possible and should be considered as the 
treatment of choice. 
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