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Plasma cell cheilitis (PCC) is a rare, idiopathic, and benign inflammatory mucosal condition characterised by
dense polyclonal plasma cell infiltrates within the mucosa
(1). It usually presents as a circumscribed, flat to slightly
raised, eroded plaque or patch, usually on the lower lip of
elderly individuals (1). The first reported case of plasma
cell mucositis involving a mucocutaneous junction was
plasma cell balanitis described by Zoon in 1952 (1).
Subsequent reports disclosed similar conditions in other
mucosal areas, including plasma cell vulvitis, gingivitis,
and cheilitis (2). The cause is unknown, but some cases
respond favourably to the application of topical steroids
and oral griseofulvin (2).
Actinic cheilitis (AC) is a chronic inflammatory process caused by chronic exposure to sun light or artificial
ultraviolet radiation and clinically presents as loss of the
usually sharp border of the lip, atrophy of the vermilion
border and darkening of the lip at the border between
the lip and the skin of the face, as well as ulcers of the
lip. AC affects the lower lip in 95% of the cases (3), as
it is more directly exposed to sunlight. AC is also known
as actinic keratosis (AK) of the lip and is considered
a potentially malignant disorder likely to develop into
invasive squamous cell carcinoma (SCC) as in the case
of AK (4). The dermoscopic features of AK, such as
strawberry pattern are well known (5). However, the
dermoscopic features of AC have never been reported.
This is probably because dermoscopic examination is
not routinely performed before excision of the lip lesion.
Here we describe the typical dermoscopic features
of PCC by comparison with those of the other type of
cheilitis AC.
CASE REPORTS
Plasma cell cheilitis
Case 1. A 78-year-old man had noticed an erosive lesion
on his lower lip for 4 years (Fig. S1a1). Clinical examination showed well demarcated erythematous erosive
plaques on his lower lip that histology subsequently
confirmed as PCC (Fig. S1c,d1).
Case 2. A 74-year-old woman had noticed a demarcated
shallow ulcer with slight pain in her lower lip one year
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before she was referred to our hospital. (Fig. S1b1).
The diagnosis of PCC was confirmed histologically,
immunologically and serologically (data not shown).
Actinic cheilitis
Case 1. A 79-year-old man had complained of shallow ulcer with infiltrated border on his lower lip for
2 years (Fig. S2a1). Histological specimens confirmed
the diagnosis of AC (Fig. S2d1).
Case 2. A 74-year-old man came to our hospital with
a shallow ulcer with infiltrated border on his lower lip
which he had noticed 6 months before referral (Fig.
S2b1). The diagnosis of AC was histologically confirmed (data not shown).
Case 3. The 74-year old man had noticed a shallow
ulcer with infiltrated border on his lower lip for one
year (Fig. S2c1). The histopathology confirmed AC
(data not shown).
RESULTS AND DISCUSSION
Disorders of the lips of the oral cavity are commonly
designated as cheilitis, representing an inflammatory
process that affects the vermilion of the lips. Many types of cheilitis appear clinically similar to PCC and AC,
such as contact cheilitis and granulomatous cheilitis.
AC deserves special attention because of its malignant
potential to develop into invasive SCC of the lip (6).
Once SCC develops on the lip, the risk of invasion and
metastasis to the cervical lymph nodes is higher than
that for SCC of the skin (7). Therefore, it is important
to differentiate PCC from AC.
In our series, we observed dermoscopic typical features of PCC in comparison to those of AC. In both
conditions, radially arranged vascular enlargement and
proliferation around the ulcer were seen. Such vascular
pattern was observed to a greater or lesser extent in the
dermoscopic features of PCC; however, the border of
PCC was clear and regular. In PCC, the whitish area
had dense lymphocytic infiltration and degenerative
epithelial changes (8) as seen in our 2 cases (Fig. 1). In
contrast, the border of AC was irregular and ill defined,
because of white-coloured projections and island-like
structures with interspersed areas of red in colour. The
whitish areas represent the hyperkeratotic region (9–11)
which we confirmed histologically as hyperkeratosis
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Fig. 1. Dermoscopy of PCC1 (a) and PCC2 (b) showing a regular and well-demarcated border with vascular telangiectasia (arrows). Dermoscopy of all 3
AC cases showing irregular and ill-defined borders with radially arranged vascular enlargement and proliferation around the ulcer (arrows) (c–e). Whitish
projections and island-like structures representing hyperkeratosis were seen (asterisks).

in our AC cases. Hence these histological features are
regarded as being responsible for the difference between
PCC and AC. Whitish projections and island-like structures can be explained by the current concept of cancer
stem cells. Stem cells in steady state are distributed to
histological regular pattern in each organ (12). However,
cancer stem cells are thought to be located randomly,
suggesting aberrant pattern of differentiation. As whitish
projections and island-like structures are supposed to
be hyperkeratosis, cancer stem cells in AC might exist
in a random manner to exhibit an asymmetrical and
irregularly distributed cornified layer (12).
In conclusion, dermoscopy is a useful tool for evaluating PCC and AC. Border regularity with vascular
enlargement and proliferation are diagnostics in PCC.
On the other hand, dermoscopic characteristics of AC
are ill-demarcated borders and vascular telangiectasia,
white-coloured projections and island-like structures
around the ulcerous areas. To our knowledge, this is
the first dermoscopic study of PCC and AC.
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