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Sir,
Surgical excision and primary closure is one of the 
surgical procedures which are used for the treatment of 
stable vitiligo over the lip region. 

A 30-year old male patient presented with two de 
pigmented macular lesions on the lower lip since last 
3-years. The patient had undergone treatment in the 
form of various topical agents and systemic drugs, but 
there was no response. The size of the lesion was stable 
for the past 2-years and there were no new lesions noted 
elsewhere on the body.

On examination, there were two de pigmented macules 
of size 1 × 0.5 cm on the midline of the lower lip [Figure 1].  

A diagnosis of vitiligo was made on the basis of clinical 
findings.

As the lesions were stable and the patient was not 
showing any response to medical treatment, surgical 
excision and primary closure were suggested as 
treatment to the patient. An informed consent was taken. 
Surgical excision of both the lesions was done with a 
number-15-blade [Figure 2]. Undermining was done 
with the blade and anterior and posterior borders of 
the wound were sutured using a 5-0 plain catgut suture 
[Figure 3]. Simple paraffin gauze dressing was done. 
Sutures were removed on the fifth day as by that time the 
healing was complete. No post-operative complications 
were noted [Figure 4].

Surgical Excision and Primary Closure for the Treatment  
of Lip Vitiligo

Figure 1: Pre operative photograph Figure 2: Wound created after excision of vitiliginous macules

Figure 3: Sutured wound Figure 4: Post operative photograph at 4 weeks
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Different surgical modalities are used for the treatment  
of lip vitiligo which include punch grafting, [1] 
split-thickness grafting,[2] ultra thin skin grafting,[3] 
suction blister grafting,[4] and autologus melanocyte 
transplant.[5]

However surgical excision and primary closure have 
certain advantages.

This procedure gives immediate results as compared to 
other surgical modalities which take a long time to re 
pigment. There is no uncertainity of results like in other 
procedures. There is no risk of displacement of grafts like 
in skin grafting methods, no cobble stoning as in mini 
punch grafting, no post operative hyper pigmentation 
as in suction blister grafting, no special equipments 
required and no need to maintain patient on a liquid 
diet. The wound also heals fast.

However, this method has some limitations.

It cannot be performed for a larger area. It may lead 
to alteration in the shape of the lip if there is excessive 
tension on the wound edges.

Excision, undermining and primary closure appears 
to be an effective method for treating small patches of 
lip vitiligo. This case is presented to stress upon the 
effectiveness of surgical excision and primary closure in 

stable lip vitiligo, especially in patients not responding 
to medical treatment.
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Sir,
Pleomorphic adenoma or mixed tumour is a benign 
salivary gland tumour, presenting usually in the 
parotid or submandibular glands. This tumour contains 
elements of both epithelial and mesenchymal origin.[1] 
They are the most common tumours (50%) of the major 
and minor salivary glands. The palate is considered as 
the most common intraoral site (42.8–68.8%), followed 
by the upper lip (10.1%) and cheek (5.5%). Other rare 
sites include the throat (2.5%), retromolar region (0.7%), 
floor of the mouth and the alveolar mucosa.[2] It mainly 
affects women in their fourth to sixth decade of life. 
The patients usually present with a painless and slow-
growing mass.[3] Histologically, it is characterized by 
a large variety of tissues consisting of epithelial cells 
arranged in a cord-like cell pattern, together with areas 
of squamous differentiation or with plasmacytoid 
appearance myoepithelial cells which are responsible 

for the production of abundant extracellular matrix with 
chondroid, collagenous, mucoid and osseous stroma.[4] 
We present a case of pleomorphic adenoma in the upper 
lip, which is a rarely reported location. A brief review of 
the relevant literature is also presented.

A 65-year-old female presented with a painless, slowly 
progressing swelling over the upper lip for the last 2 
years [Figure 1]. There was no preceding history of 
trauma and her past medical history was unremarkable. 
The general health of the patient was preserved. On 
examination, the mass was circumscribed, sessile and 
firm in consistency measuring 2 × 1.5 cm in diameter. 
The overlying mucosa was smooth with a pinkish purple 
colour. The skin over the tumour was not fixed. There 
was no pain or bleeding on palpation. There was no 
regional lymphadenopathy and her general physical 
and systemic examinations were normal. Fine needle 
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