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CHELITIS
• 1.Chapping of the lips

• 2. Contact cheilitis

• 3. Drug-induced cheilitis

• 4. Exfoliative cheilitis

• 5. Angular cheilitis

• 6. Actinic cheilitis

• 7. Glandular cheilitis

• 8. Granulomatous cheilitis





Van der woude 
syndrome/Lip pit  

syndrome/Dimpled 
papillae of lip• AETIOLOGY

• Autosomal dominant syndrome – cleft lip or cleft palate  
with distinctive lip pits

DEVELOPMENTAL DISORDERS

with distinctive lip pits
• Caused by deletions in 1q32



CLINICAL FEATURES

• Submucous cleft palate is common

• Hyper nasal voice and cleft or bifid uvula are common  

findingsfindings

• Lip pits are usually medial

• Often associated with accessory salivary glands

• Missing incisors or premolars are manifested



The classic presentation in
patients with VWS are
congenital lower lip pits
related to cleft lip, cleft
palate.palate.



LIP PIT SYNDROME



CLINICAL FEATURES

These include slight depressions on the vermilion border  

of the lip

Fistulas that penetrate into subjacent salivary glands

Lip pits are usually circular or oval shaped, but have also  

been described as transverse, slit-like, or sulci

Cosmetic considerations are thus the most common  

indication for surgical intervention



Individuals who exhibit OFA may experience problems with eating, speaking,  
hearing and facial appearance which need correction to varying degrees by  
surgical intervention, speech therapy, dental treatment and psychosocial  
intervention



Management

Complete excision of sinus tracts

 Correction of abnormal elevations and protrusions

 Split lip advancement procedure

Genetic counseling by paediatric geneticist



Double Lip

Cupids bow

Excess tissue on the inner mucosal aspect of the lip



Surgical management



Chapping 
of lips

Chapping is a reaction to adverse environmental
conditions freezing cold or to hot dry winds

 The keratin of the vermilion loses its plasticity

The affected person tends to lick the lips, or to pick at  
the scales, which may aggravate the condition.



Etiol
ogy

• Over exposure of  
sun/cold wind

• Dehydration due to  

• Systemic eczema
• Steriods
• Cushing syndrome

alcohol intake
• Codiene, opiates, non  

cholinergic drugs
• Malnutrition
• Vit C and B deficiency

• Cushing syndrome



Keratin of vermillion loses  
plasticity

Treatment is by application of petroleum jelly and
avoidance of the adverse environment



Contact chelitis



Angular
chelitis

• The disease affect one or both sides angulus oris

The usual  The usual  
appearance is a  
roughly triangular  
area of erythema,  
edema (swelling)  
and maceration at  
either corner of the  
mouth



Perleche, Angular cheilosis and Angular stomatitis.



ETIOL
OGY

• The involved organisms are: Candida species alone (usually  
Candida albicans), which accounts for about 20% of cases

• Bacterial species, either: Staphylococcus aureus alone,
which accounts for about 20% of cases

• Reduced lower facial height (vertical dimension or facial
support) is usually caused by edentulism (tooth loss), or
wearing worn down, old dentures or ones which are not
designed optimally.



• Nutritional deficiencies

 Iron deficiency

Deficiency of B vitamins (B2 , B5 ,B12 , B3)Deficiency of B vitamins (B2 , B5 ,B12 , B3)

Zinc deficiency

Malnutrition, in alcoholism or in strict vegan diets,  
malabsorption secondary to gastrointestinal  
disorders

Gastrointestinal surgeries



Systemic
disorders

 Xerostomia (Dry Mouth)

Macroglossia

Inflammatory Bowel Diseases

Human Immunodeficiency Virus Infection

Neutropenia, Or Diabetes

Drugs Isotretinoin



Rationale



Treatment of 
angular chelitis

Elimination of the predisposing factors

Control the oral hygiene and dental  

appliances

Advocate to take off the denture for night  

Treat of hematological or other systemic

disease

 Local or systemic antimicrobial therapy





If Candida is implicated, an antifungal ointment like
ketoconazole should be prescribed

The use of miconazole nitrate 2% gel applied topically
four times a day for 2 weeks is very effective treatmentfour times a day for 2 weeks is very effective treatment
option.

When Staphyloccocus aureus is implicated, topical
treatment with a combination of mupirocin or fusidic
acid and 1% hydrocortisone cream (to counter
inflammation) works effectively



Fissurated
chelitis

• center of the lower lip  
Seldom ameliorate for  
local, needs surgical  
treatment.treatment.

• Candida and  
Staphylococci could  
superinfect it.



CHELITIS
GLANDULARIS

• Poorly understood inflammatory disorder of lip

• Progressive enlargement and eversion of lower labial  • Progressive enlargement and eversion of lower labial  
mucosa

• Cheilitis glandularis (CG) is a rare chronic inflammatory  
disease affecting the minor labial salivary glands and  
characterized clinically by edema and focal ulceration



Etiology

inflammation,Lip enlargement is attributable to  

hyperemia, fibrosis and edema

Self inflicted trauma

Compulsive licking

Drying-mouth breathing, atopy, eczema





• Schauermann classi- fi ed CG into three types:

• The simple type consists of multiple painless lesions that  
exhibit openings and dilated ducts.

• Superfi cial suppurative type is characterized by painless  • Superfi cial suppurative type is characterized by painless  
crusting, swelling and induration of the lip with superficial  
ulceration. All these features were associated with the present  
case.

• Deep suppurative CG is a deep seated chronic infection
accompanied by abscess formation and fistulous tracts.

• The latter two types have the highest association with  
dysplasia and carcinoma



Chelitis glandularis simplex



Initial lesionInitial lesion
Toluidine test showing areas of retention  
and eversion of lip

Mucus drainage in  
videoroscopic image





Treatment

Antibiotics
Antihistamines
 Steroids Steroids
Immunosuppressants
 Radiotherapy
Surgical Stripping
 Vermilionectomy
Cryosurgery
laser surgery



Actinic 
chelitis/(farmers

disease)• Thickening whitish discoloration of the lip at the border  
of the lip and skin.

• There is also a loss of the usually sharp border between  • There is also a loss of the usually sharp border between  
the red of the lip and the normal skin.

• The lip may become scaly and indurated as actinic  
cheilitis progresses.

• The lesion is usually painless, persistent, more common  
in older males, and more common in individuals with a  
light complexion with a history of chronic sun exposure



whitish discoloration of the lip

Erethyma, erosion
Loss of clear demarcation between  
lip and skin
Induration



Treatment options include
• carbon dioxide laser vaporization.

•These curative treatments attempt to destroy or 
remove  the damaged epithelium.

5-fluorouracil, scalpel
vermillionectomy, chemical peel, electrosurgery, and

remove  the damaged epithelium.

•All methods are associated with
some degree of pain,  edema, 

relatively low rate of recurrence.
Invasive squamous cell  
carcinoma



LASER THERAPY



Exfoliative chelitis

yellowish white crust is formed on the lips



HyperparakeratosisHyperparakeratosis



MANAGE
MENT

• Drugs such as hydrocortisone ointment, tacrolimus ointment,  
petroleum jelly, tretinoin cream, urea lotion and prednisone  
tablet were used to manage EC

• The use of topical calcineurin inhibitors and moisturizing  
agents in the treatment of EC were associated with clinical  
improvement

• Urea is produced naturally in the skin and causes moisture  
absorption and helps to rehydration of dry and scaly skin.  
Furthermore, urea in the Eucerin emollient cream (10% urea)  
penetrates to the horny layer of skin and increases the skin’s  
capacity to absorb moisture





Chelitis granulomatosa



• Melkersson-Rosenthal syndrome (MRS) consists of  
persistent or recurrent orofacial edema, relapsing facial  
palsy and fissured tongue

• The most frequent complaint is facial edema and  
enlargement of the lips

• Treatment involved intralesional injection of a  
corticosteroid (triamcinolone 20mg/ml, 1ml each 15 days  
during 60 days) and clofazimine (50mg/day) during 90  
days.










