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Abstract  Case Report 
 

Granulomatous cheilitis of Miescher (GCM) is a swelling of the lips that can either be primary or secondary to an 

underlying disease. The objective of this paper was to report the difficulty of the etiological diagnosis and the various 

treatments available to treat this challenging condition. Observation: A 53-year-old female patient presented for a 

chronic swelling of the lower lip with no evidence of tooth infection. Biopsy found multiple epithelioid granulomatous 

foci with giant cells and without caseous necrosis. Treatment with intralesional injections of celestene chronodose was 

performed and has led to a significant improvement of the situation. Discussion: the diagnosis of GCM is often 

difficult and challenging but remains essential for the treatment. Occurrences are frequent. 
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INTRODUCTION 
Cheilitis granulomatosa are presented as a 

labial edema, most commonly occurring in young adult, 

between the second and third decade. Cheilitis 

granulomatosa can be isolated, idiopathic then called 

granulomatous cheilitis of Miescher's or secondary to 

an underlying disease. 

 

In the case of granulomatous cheilitis of 

Miescher's, the edema, of varying importance, can 

affect one lip _especially the upper lip_ or both lips, 

intermittently and then permanently [1]. The first 

manifestations can last a few hours to few days, 

suggesting then angioedema [2]. Chronic involvement 

becomes less edematous and firmer. The diagnostic 

confirmation is often challenging and require a biopsy. 

The histological examination shows non-necrotic giant 

granulomas, with a lymphocytic infiltrate. The 

granulomatous infiltrate can be deep and opposite to the 

muscle fibers. 

 

This condition is also known as difficult to 

manage with a big tendency to recurrence and relapses. 

The use of corticosteroids have been reported as 

efficient however the results are not always long lasting 

[3]. 

 

The aim of this paper was to report the case of 

an isolated macrocheilitis attributed to Granulomatous 

cheilitis of Meischer based on the clinical and the 

histological findings, and to report the good outcome of 

intralesional injections of corticosteroids (celestene 

chronodose®). 

 

OBSERVATION 
A 53 years old female patient was referred for 

the management of “a chronic labial cellulitis”. The 

medical history of the patient was insignificant. 

 

The clinical examination revealed a painless 

labial edema of her “right “lower lip that has appeared 2 

months ago. The swelling was restricted to that area. 

There was no facial asymmetry or increased sensibility 

(Figure 1). 

 

The dental examination as well as the 

panoramic X-ray did not reveal any possible dental 

origin (Figure 2). The neurological examinations of the 

facial nerve as well as the tongue appearance were 

normal. Thus, the diagnosis of Merkelson-Rosenthal 

syndrome (MRS) was excluded. 

 

As the patient reported having repetitive 

diarrhea, a digestive endoscopy combined with biopsies 
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was made but revealed no abnormalities. Hence, the 

diagnosis of crohn disease was also ruled out. 

 

As part of the etiological assessment, a dosage 

of c1inhibitor, c3-c4 complement and angiotensin 

conversing enzyme were requested. The values of these 

exams were within the standards and are reported in 

Table I. 

 

The diagnosis of sarcoidosis was also ruled out 

given the normality of the chest X-ray, the absence of 

skin sarcoids and the normal CE value. Based on the 

normal values of c1 inhibitor and c3-c4 we could 

eliminate the possible diagnosis of angioneurotic 

edema. A biopsy of the swollen lip was performed. The 

histopathological examination revealed multiple 

epithelioid and gigantocellular granulomatous foci, 

without central caseous necrosis (Figure 3). 

 

A probable diagnosis of idiopathic 

granulomatous cheilite of Meicher (GCM) was retained. 

Our therapeutic approach consisted in intra lesional 

injection of 1ml of steroids (celestenechronodose®) at 3 

different injection points every 2 weeks for 2 months 

(Figure 3). A slight regression of the swelling could be 

observed at 2 weeks follow up (Figure 4) A total 

regression of the lesion was observed within 2 months. 

No recurrence was noticed at 3-6 and 12 months follow 

up. 

 

 
Fig-1: Chronic swelling of the ‘right’ low lip 

 

 
Fig-2: panoramic X-ray showing no signs of local 

infection 

 

 
Fig-3: Regular acinis with inflammatory infiltrate 

and granulomas with tuberculoid like appearance. 

HE stain (X50) 

 

 
Fig-4: Slight regression of the swelling at 2 weeks 

follows up 

Table-I: complementary Biological investigations 

Values Reference Value 

C1 inhibitor 247 mg/l 210-390 

Complement C3 0.85g/l 0.8-1.9 

Complement C4 0.29g/l 0.15-0.5 

Angiotensin converting enzyme 44u/l 20-70 

 

DISCUSSION 
Meisher's granulomatous macrocheilitis was 

first described in 1945 by Miescher. Its etiology 

remains unclear [1]. 

 

It can be isolated or associated with orofacial 

edema, a fissured tongue and facial paralysis, in the 

case of Melkersson-Rosenthal syndrome (MRS) [2]. 

The histopatholological examination is 

characterized by the presence of epithelioid and giant 

granulomas, without caseous necrosis. This lesion is 

common to MRS, Crohn's disease (CD) and sarcoidosis 

[3]. 

 

The first manifestation is often an acute diffuse 

swelling involving the upper lip and/or - less often - the 
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lower lip [4]. The first episode of edema usually 

resolves completely within a few hours or days, making 

angioedema one of the differential diagnoses. 

 

Recurrent, painless attacks are the rule, with 

episodes usually increasing as the disease progresses, as 

well as persistent swelling that gradually get rougher 

and less tender. 

 

Intraoral involvement can appear as: Swelling 

of the gum, oral and palate mucosa, sublingual region, 

tongue and even pharynx and larynx [5, 6], erythema, 

erosions and pain. 

 

Although the diagnosis of granulomatous 

cheilitis can be made on the basis of history and clinical 

findings, the biopsy is often indicated in order to rule 

out any other underlying disease, such as amyloidosis.. 

 

Biopsy of the swollen lip or facial tissues 

during the early stages of the disease often only shows 

oedema and perivascular aggregations of lymphocytes.  

 

The infiltrate of the submucosal connective 

tissue becomes denser and focal non-necrotizing 

granulomas form with epithelioid cells and Langhans-

like giant cells. These granulomas are often similar to 

those of sarcoidosis and Crohn's disease [7-9]. 

 

The differential diagnosis of macrocheilitis is 

broad. For instance, the main feature of Melkersson - 

Rosenthal syndrome is the swelling of the lip, the 

tongue and the face.  

 

Ultimately, the diagnosis of granulomatous 

cheilitis is made by correlating the patient's history with 

the clinical features, and possibly supported by the 

histopathologic findings. 

 

In this repored case, the diagnosis was 

performed when any infectious or acute component 

were ruled out. Moreover, the absence of associated 

gastric signs as well as the absence of signs in favor of 

sarcoidosis confirmed the diagnosis 

 

Most treatment regimens include corticosteroid 

therapy, topical, intralesional, or systemic, as an 

empirical approach to this inflammatory disease [10]. 

 

The response to such treatment is generally 

good but temporary. Injections of 1 ml of triamcinolone 

acetonide (10 mg / ml) to each side of the affected lip 

should be repeated in patients with more pronounced 

manifestations [11, 12]. 

 

Injections may need to be given initially every 

2 weeks, then monthly [13]. This treatment regimen 

was used in our case. 

Surgical reduction can also be indicated but 

should only be performed in severe cases. The results of 

surgery alone were reported to be disappointing [13]. 
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