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Dear Sir,
There is no standardized augmentation 

mammoplasty technique when taking ac-
count of the variety in silicone prosthesis, 
debates on the incision and the breast area 
to be prepared for silicone breast implants. 
In other words, these variables differ from 
patient to patient and different techniques, 
incision and prosthesis can be applied to 
different cases in the presence of such a 
variety in the breast reduction issue [1-3]. 
In addition, each plastic surgeon has a pre-
ferred technique for augmentation mam-
maplasty. When the patient does not accept 
the surgeon’s technique, a mammaplasty 
operation can become a challenge for the 
surgeon [4].

The choice of silicone prosthesis and 
incision in breast augmentation and mas-
topexy procedures depend, in practice, 
upon the interview between the surgeon 
and the patient [5]. The question at this 
point is: What should be done if the pa-

tient rejects the technique offered by the 
surgeon? Though being left unquestioned, 
such a point has been frequently experi-
enced by surgeons. In addition to the con-
cerns over the postoperative scars, patients 
sometimes reject surgeons’ recommenda-
tions due to their worries over the potential 
lack of sensation in the nipple or possible 
problems to be encountered in breastfeed-
ing.

Although the patient’s preferences in 
reduction mammaplasty are evaluated, 
there is a lack of knowledge about patient 
preferences in augmentation mammaplasty 
[6]. An analysis of patients’ demands shows 
that such concerns mentioned above origi-
nate from certain prejudices in the face of 
basic Internet searches. Educational and 
reality TV may have less influence on this 
kind of patient than was previously thought 
[7]. For instance, a patient with breast pto-
sis may refuse a mastopexy incision and 
demand silicone prosthesis. On the other 
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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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hand, a patient with gigantomasty who should be treat-
ed with an inferior pedicle technique may insist on ver-
tical mammaplasty. Such cases make the surgeon find 
out alternative solutions to obtain the best results for 
patients.  

In such cases, it is important to explain the deformi-
ties to the patient and discuss the alternative treatment 
methods. Hence, patients should be persuaded and ex-
plained clearly that the method offered by the surgeon 
is the most reasonable one in her specific situation. If 
the surgeon fails to persuade his/her patient, he should 
then find the most appropriate solution regarding the 
patient’s problem. 

It is also significant to record the preoperative de-
formities and congenital anomalies in a particular case 
and to evaluate the patient’s situation in line with the 
records. This would contribute to optimal results, par-
ticularly in difficult cases. It is also of equal importance 
to let the patient know that her present deformity may 
require revision or secondary operations. Patients with 
minor deformities, in particular, may focus on their 
breasts after the operation, even though they have not 
carefully observed their breasts in the preoperative pe-
riod. Such patients may then observe that their breasts 
or nipples are not of the same appearance. The preop-
erative photographic recordings thus enable the sur-
geons to demonstrate that the current asymmetry has 
also been present before the operation. 

To conclude, it is reasonable to suggest that sur-
geons may encounter problems with the patients de-
scribed throughout the present paper. In congruence 
with the principle that there is no disease but a patient, 
some solutions may be unique to a specific case. There-
fore, a careful preoperative examination and recording 
is especially important for inexperienced surgeons to 
attain the satisfied results in a specific case. It is also 

fruitful for surgeons to minimize patients’ expectations 
to an average level and to inform them of the potential 
postoperative complications. 
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