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Dear Editor, 
We read the article discussing day-care 

surgery for a pilonidal sinus using a sinot-
omy technique and fibrin glue injection, 
studied by Sozen et al. [1] and recently 
published in your journal. We want to clari-
fy some discrepancies about this article. 

According to Tezel’s classification [2] 
for a pilonidal sinus (PS), Type I PS is an 
asymptomatic pit(s) without a history of 
abscess and/or drainage. The pits are al-
most always within the navicular area and 
require no surgical therapy. He recom-
mends local hair removal and good person-
al hygiene. Patients who have a non-infect-
ed pilonidal sinus, no previous surgery and 
the number of the tracts varying from 1 to 
3 were included in this study. According to 
these criteria, all patients were type I PS in 
the study. Therefore, selected patients could 
be treated not only with non-surgical tech-
niques such as fibrin glue [3] and phenol 

[4], but also local hair removal and good 
personal hygiene.

How did the authors evaluate the infec-
tion and recurrence? There are no re-admis-
sions and no information about follow-up 
after operation day. Is there any recommen-
dation to patients, such as shaving, for the 
prevention of recurrence?

In conclusion, one of the most impor-
tant issues in the treatment of PS is recur-
rence. Recurrence rates in other literatures 
for surgical treatment have been found be-
tween 6 and 16% [5,6], but they found no 
recurrence in their study. Also, other litera-
tures included patients who had all types of 
chronic PS according to Tezel’s classifica-
tion, but patients who had only type I PS 
were included in this study. Therefore, these 
results should not be compared. Flap tech-
niques are generally used in the treatment 
of complicated and recurrent PS in our 
country [7,8]. 
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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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