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üLip cancer is the most common 
malignant lesion of the oral cavity, 

constituting 25-30% of all oral 
cavity cancer cases. 



RiskFactors

UV

Smoking

AlcoholImmunosuppression

(HPV) 

üUV exposure helps to explain 
why 90% of lip cancers occur 

on the lower lip. 



Tumourlocation 

Upper lip, lower lip, commissures.

Involvement of the skin or the vermillion only, 
involvement of both.

[ƻŎŀǘƛƻƴ ƻƴ ǘƘŜ ƭŀǘŜǊŀƭ ѺΣ ŎŜƴǘǊŀƭ ѺΣ ƻǊ ƛƴǾƻƭǾƛƴƎ 
both the central and lateral regions of the lip.



Rarer Types
VAdenocarcinoma (secondary to minor salivary 
gland presence)
VMelanoma
VLymphoma
VSarcoma 

üOver 90% of these 
cancers consist of SCCs

üBCCs generally 
occur in the upper lip

(cutaneous white lip)



üInitial clinical signs of lip cancer can include 
crusting or asymptomatic ulceration; in advanced 
stages, extensive ulcerative or infiltrative lesions are 
usually observed.

üRegional lymphnodemetastases represent late 
occurrences of the disease (10 to 15% of cases) 
because of the slow overall growth rate of the 
tumor.

Clinicalfeatures



Diagnosis

Biopsy

The diagnostic 
routine is 
completed with 
US, CT scan, and 
MR 

Metastatic workup is not routinely indicated because 
fewer than 2% of patients have distant metastasis at the 
time of presentation. 

Staging is 
performed by the 
TNM classification 
system of the AJCC



Stage 0
(Ca in situ)

Abnormal cells are found in the lining of the lips 
and oral cavity and may become cancer.

Stage I The tumor is <2 cm and has not spread to the lymph 
nodes. 

Stage II The tumor is 2-4 cm and has not spread to the 
lymph nodes.

Stage III The tumor may be any size and has spread to one 
lymph node that is Җо ŎƳ, on the same side of the 
neck as the tumor; or is >4 cm.

Stage IV The tumor invades adjacent structures and has 
spread to one or more lymph nodes (Ҕо ŎƳ Ҧ Ҕс 
cm). The tumor has spread beyond the lip to distant 
parts of the body (lungs). 

Stagingof LipCancer



Prognosis

Lip cancer remains one of the most curable 
malignancies in the head and neck. 
The 10 year cause specific survival can be as 
high as 98% and recurrence free survival is 
greater than 90%. 

The neglected tumors may portend a worse 
prognosis and progressively involve the skin 
of the mentum, alveolar mucosa, mandible, 
floor of mouth, and tongue, as well as 
locoregionalnodal and distant metastasis.



Treatment

Stage I Surgery-Brachytherapy with or without external 
radiation therapy.

Stage II Surgery-External radiation therapy and/or internal 
radiation therapy.

Stage III Surgery and external radiation therapy with or 
without internal radiation therapy.
VA clinical trial of chemotherapy before or after surgery.
VA clinical trial of chemotherapy and radiation therapy. 
VA clinical trial of hyperfractionatedradiation therapy. 

Stage IV Surgery and external radiation therapy with or 
without internal radiation therapy.
VA clinical trial of chemotherapy and radiation therapy.
VA clinical trial of chemotherapy before or after surgery.
VA clinical trial of hyperfractionatedradiation therapy.



Functionaland aesthetic
reconstruction

Neckdissection
(Level I-III) 

Wide localexcision
(3 mm for BCC - 10 mm for SCC)

Surgical Treatment



Oralcompetence

Deglutition

Speech

Communicationof emotion
and Appearance

Functionaland AestheticReconstruction

Labialsounds

b-m-w-p

Labial-dental

soundsf-v



Adequate excision 
of the lesion

Restorefunction

Minimize
microstomia

Normalize
appearance

Goalsof Reconstruction



Over 300 repairshavebeendescribed!

Whenpossible, use the axiom:

«Use of lip to repair the lip defect»

Algorithm of Repair



1.Vermillion defects
2.5ŜŦŜŎǘǎ ƭŜǎǎ ǘƘŀƴ Ѻ ƻŦ ŜƛǘƘŜǊ ƭƛǇ
3.5ŜŦŜŎǘǎ ǿƛŘŜǊ ǘƘŀƴ Ѻ ƻŦ ŜƛǘƘŜǊ ƭƛǇ
4.Commissure defects
5.Total lip defects



üLabialMucosalAdvancementFlap
üFor use only in lesions of the red lip.
üFavored method for restoration of the vermillion.

üDisadvantage 
Some flattening of the natural contour of 
the lip

Vermillion defects

5ŜŦŜŎǘǎ ƭŜǎǎ ǘƘŀƴ Ѻ ƻŦ ŜƛǘƘŜǊ ƭƛǇ

üPrimary Closure
VWedge Excision (V-lip).
VW-plasty.
VBilateral Advancement flap.



Defects wider than Ѻof either lip
üAbbe Flap (Sabattini)
VBased of the arterial supply of the labial artery ςeither superior or 
inferior.
VLŘŜŀƭ ŦƻǊ ƭŜǎƛƻƴǎ ƛƴǾƻƭǾƛƴƎ Ѻ ςѿ ƻŦ ǘƘŜ ǳǇǇŜǊ ƻǊ ƭƻǿŜǊ ƭƛǇ ōǳǘ ƭŜǎƛƻƴǎ 
must not involve the commissure.

üEstlanderFlap
VSimilar to Abbe Flap. 
VѺ -ѿ ƻŦ ǳǇǇŜǊ ƻǊ ƭƻǿŜǊ ƭƛǇ ƻǊ ƭŀǘŜǊŀƭ ŘŜŦŜŎǘǎΦ

üDisadvantage
Patient must be cooperative  -Limitation of oral 
movement -Requires division at a later date 
-Oralcommissuredistortion requiringrevision



üBengt-Johansonstaircasetechnique
V5ŜŦŜŎǘǎ ƭŜǎǎ ǘƘŀƴ ѿ ƻŦ ƭƻǿŜǊ ƭƛǇΦ
VFull thickness defects.

VDefectslessthan ½ of upper lip (reverse technique).
V5ŜŦŜŎǘǎ ƭŜǎǎ ǘƘŀƴ ѿ ƻŦ lower lip.
VFull thicknessdefects.
VBest suited for rectangulardefectsof the central lower lip.

üKarapandzicFlap

üDisadvantages  
The reconstructed upper lip is somewhat 
tight, and is not  aesthetically satisfactory 
(reverse technique) -Microstomia
(problem for denture wearers)

üDisadvantages  
The Bengt-Johansonstaircase technique enables 
one-step repair of defects ranging from a half to 
two-thirds of lower lip volume, if the defect is not 
too lateralized.


