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Abstract 

A 38-year-old male suffered from swelling of the lower lip for 3 months. Neither facial 

nerve palsy nor fissuring of the tongue was present. Histological examination of a biopsy 

taken from the lower lip revealed non-caseous epithelioid cell granulomas, suggestive of 

cheilitis granulomatosa. Patch testing revealed positive reactions to mercury chloride 

and amalgam. His symptoms markedly improved 3 months after treatment of the apical 

periodontitis and replacement of dental crowns. As his dental crowns did not contain 

mercury, we believe that the cheilitis granulomatosa may have been related to the focal 

dental infection. 
 

Introduction 

Cheilitis granulomatosa manifests as edematous swelling of the lips and is considered 
an incomplete expression of Melkersson-Rosenthal syndrome, a triad of recurrent 
orofacial edema, recurrent facial nerve palsy and fissuring of the tongue. Various 
treatments for cheilitis granulomatosa have been reported, but there is no defined 
treatment for cheilitis granulomatosa. Here, we describe a case of cheilitis granulomatosa 
that improved after treatment of periodontitis. 
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Case Presentation 

A 38-year-old male presented with a 3-month history of persistent lower lip swelling (fig. 1). Neither 
facial nerve palsy nor fissuring of the tongue was present. Previously, he had been treated with 
antihistamines, 2 weeks minocycline orally, topical corticosteroid and dapsone without success. 
Laboratory examination revealed no hematologic or biochemical abnormalities. Patch testing showed 
positive reactions to 0.05% mercury chloride and amalgam (both ++ at D4 according to the ICDRG 
recommendations). Histopathological findings of a biopsy from the lower lip revealed epithelioid cell 
granuloma (fig. 2, fig. 3). From the clinical features and histological findings, we diagnosed his 
condition as cheilitis granulomatosa. 

The patient underwent dental treatment to replace his dental metals as he had positively reacted to 
mercury and amalgam; however, we did not find any mercury in the removed metals. His periodontitis 
was treated at the same time. Three months after dental treatment, his lip swelling markedly improved. 

Discussion 

Cheilitis granulomatosa is a rare disease that manifests as a diffuse and painless 
swelling of the lips. Melkersson-Rosenthal syndrome consists of the triad of recurrent 
orofacial swelling, relapsing facial paralysis and fissuring of the tongue. Cheilitis 
granulomatosa is considered an incomplete expression of Melkersson-Rosenthal 
syndrome [1, 2]. The etiology of cheilitis granulomatosa is unknown, but some cases have 
been associated with Crohn’s disease and sarcoidosis [1–3]. 

Various treatments for cheilitis granulomatosa have been reported, including 
antibiotics [4, 5], tranilast [6], oral and intralesional steroids [7, 8], and surgical resection 
[9]. Rapid improvement and/or complete resolution after dental treatment have been 
reported [1, 10–12]. Worsaae et al. [1] reported that elimination of the dental infectious 
foci resulted in regression or disappearance of swelling in 11 out of 16 patients. In our 
case, there was significant improvement of the lip swelling after treatment of the apical 
periodontitis and replacement of dental crowns. As the replaced dental crowns did not 
contain mercury, we believe that our case was associated with periodontitis. 

We suggest that examination and treatment of focal dental infections is necessary in 
the treatment of cheilitis granulomatosa. Cases that do not improve after elimination of 
dental focal infection [8] require further follow-up. 
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Fig. 1. Clinical appearance at initial presentation showing a marked swelling of the lower lip. 

 

 

 

Fig. 2. Histopathology reveals multiple non-caseous epithelioid cell granulomas (HE stain, low 
magnification). 
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Fig. 3. On higher magnification, non-caseous epithelioid cell granulomas are evident with lymphocytic 
infiltration (HE stain, high magnification). 
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