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Numb chin syndrome, or mental neuropathy is a rare sensory neuropathy characterized by 
abnormal sensation such as hypoesthesia, paresthesia, or dysesthesia in the chin and lower lip 
innervated by the mental nerve. Sensory neuropathy of mental nerve is somewhat familiar to 
dentists because it can occur following nerve damage by trauma or dental treatment such as 
implant surgery or third molar extraction. It can also result from dental causes including ab-
scess or osteomyelitis. However, it can be the first sign of the systemic disease or malignancy 
if it is not related to dental causes. In this study, we present the case of a patient who present 
with hypoesthesia and pain in chin area without other symptoms and is later diagnosed with 
diffuse large B-cell lymphoma. 
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INTRODUCTION

Numb chin syndrome (NCS), or mental neuropathy is a 

rare sensory neuropathy characterized by abnormal sen-

sation such as hypoesthesia, paresthesia or dysesthesia in 

the chin and lower lip innervated by the mental nerve.1) 

Sensory neuropathy of mental nerve is somewhat familiar 

to dentists because it can occur following nerve damage by 

trauma or dental treatment such as implant surgery or third 

molar extraction.1) It can also result from dental causes in-

cluding dental abscess or osteomyelitis. However, it can be 

a sign of the systemic disease or malignancy if it is not re-

lated to dental causes.2) 

The accurate diagnosis and prompt identification of the 

cause of NCS is very critical because of the poor prognosis 

and short-term survival in patient with NCS causing ma-

lignancy. Most importantly, NCS may be the first sign of 

malignancy.3)

In this study, we present the case of lymphoma: a patient 

who has hypoesthesia in chin area as the first symptom of 

diffuse large B-cell lymphoma without other symptoms. 

CASE REPORT

A 63-year-old man presented with symptoms of de-

creased sensation and pricking pain on left chin area. He 

also complained of decreased sensation on left lower in-

cisors, canine, and premolars. The symptoms developed 

3 months ago after napping without apparent initiating 

event. He has no systemic disease except hypertension. He 

denied trauma and recent dental treatment. He said that his 

symptoms somewhat alleviated after getting acupuncture 

and physical therapy at the oriental medicine clinic, but 

they continued. Brain computed tomography (CT) revealed 

no pathologic findings. On clinical examination there were 

no abnormal signs in oral cavity and maxillofacial area. 

Qualitative sensory testing revealed hyperesthesia and al-

lodynia in chin area and hypoesthesia in anterior buccal 
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gingiva to first premolar (Table 1). The mapping of affected 

area corresponded to the distribution of left mental nerve 

(Fig. 1). CT of mandible revealed no pathologic findings 

(Fig. 2). 

The patient was prescribed with gabapentin and nortrip-

tyline for several months, but his symptoms waxed and 

waned. Six months after first visit, he complained the pain 

on left lower third molar area during several days. He said 

that the area of dysesthesia temporarily got wider when 

there was pain. He is referred to the department of oral 

and maxillofacial surgery and got left lower third molar 

removed. The dysesthesia of chin area was attenuated af-

ter extraction of left lower third molar, but the symptom 

sustained. He complained of the feeling of pus discharge 

from the extraction site 6 weeks after extraction, but there 

was no abnormal sign. Ten weeks after extraction, he com-

plained of swelling sensation around the extraction site. 

Oral examination showed palpable bony swelling on buccal 

vestibule around the extraction site (Fig. 3). An orthopan-

tomogram showed no significant findings (Fig. 4). CT scan 

was recommended, but he refused. The bony swelling got 

increased gradually, therefore CT of mandible was taken af-

ter 2 months. CT revealed the translucent intrabony lesion 

Fig. 1. Mapping of the affected areas. 

A B

C D

Fig. 2. (A-D) Axial image of mandible 

computed tomography at first visit. 

There were no pathologic findings.

Table 1. Qualitative sensory testing

 Test site Pin prick (%) Light touch (%)

Chin Right 100 100

Left 120 120

Anterior buccal gingiva 

  to first premolar

Right 100 100

Left   90   80

One hundred percent means normal sensation.
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around the defect by extraction (Fig. 5). Incisional biopsy 

was conducted and biopsy specimens revealed monotonous 

atypical mononuclear cell infiltration. Immunohistochemical 

staining revealed that CD20 and CD10 were expressed in 

most of tumor cells. BCL-6 and BCL-2 were expressed in 

20% and 5% tumor cells, respectively. MUM-1 and c-Myc 

were not expressed in tumor cells. CD3 were expressed in 

reactive T cells. Ki-67 immunohistochemical labeling index 

was about 50% in tumor cells. The final diagnosis was dif-

fuse large B-cell lymphoma. The patient was referred to the 

department of hematology and oncology.

DISCUSSION

Symptoms of NCS are hypoesthesia, paresthesia or dyses-

thesia on the distribution of mental nerve.1,4) Pain may also 

Fig. 3. Intraoral photograph. Fig. 4. Orthopantomogram at 9 months after first visit.

A B

C D

Fig. 5. Axial image of mandible com puted 

tomography at 11 months after first visit. 

Arrows indicate the translucent intrabony 

lesion.
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be present. NCS may be caused by any pathologic process 

involving the mental nerve, or the branch of mandibular 

nerve.1) 

The dental causes of NCS includes dental abscess, osteo-

myelitis, dental trauma, and local anesthesia.3,5) It may be 

also caused by systemic diseases such as amyloidosis, sickle 

cell anemia, multiple sclerosis, syphilis, sarcoidosis, vasculi-

tis and diabetes mellitus.2,3,6) 

NCS that occurs without trauma or apparent dental cause 

may indicate the presence of serious underlying condition 

such as metastatic or intraosseous malignancy.5) It was re-

ported that NCS was the first specific symptom of malig-

nant disease in 27.7% of cases, and NCS caused by ma-

lignancy had an ominous prognosis for the progression of 

the disease, with a mortality of 78.5% within a mean of 6.9 

months.7) Metastatic cancer that may cause NCS could be 

related to breast, lung, thyroid, kidney, prostate, nasophar-

ynx, or colon cancer.6,8) Hematological malignancies like 

acute lymphocytic leukemia, Hodgkin and non-Hodgkin 

lymphoma, and myeloma are also associated with NCS.6) It 

was reported that the most frequent malignant disease that 

cause NCS was metastatic breast cancer in 40.4% of cases, 

followed by non-Hodgkin lymphoma in 20.5%.7) Some cas-

es of NCS as the first symptom of diffuse large B-cell lym-

phoma was reported.6,9) Although this is a rare disease, the 

fact that it can be the first symptom of malignant tumor 

makes the role of clinicians on early diagnosis critical.4,10) 

This symptom can be triggered without a reason and affects 

the area of distribution of inferior alveolar nerve with no 

history of trauma and dental problems. 

Diagnosis of NCS is based on history and clinical find-

ings. NCS almost always presents with sudden unilateral 

altered sensation along the dermatome of the inferior al-

veolar nerve, most commonly the mental division. It can 

be checked by mapping the area of altered sensation and 

sensory testing. Quantitative sensory testing may be use-

ful for the diagnosis of NCS. It was reported that heat and 

electrical detection threshold was significantly elevated in 

patients with NCS caused by late-stage malignancies or 

metastasis.11) Once mental neuropathy is confirmed, dentist 

should check whether there are local dental causes such as 

infection or obvious odontogenic cause by thorough history 

and comprehensive examination. If there are no apparent 

dental causes, patients should be assumed to have a malig-

nant etiology until proven otherwise.12) Therefore, dentist 

should ungently investigate for undiagnosed malignancy or 

refer the patient to a neurologist or neurosurgeon. It is also 

important to remember that imaging such as plain radiog-

raphy, CT, or magnetic resonance imaging can not com-

pletely exclude the possibility of small metastatic lesions in 

the jaw.4) In this case, CT did not reveal any abnormal fea-

tures in early stage. Patients with a sudden NCS should be 

investigated with positron emission tomography combined 

with CT to exclude undiagnosed local malignancy or meta-

static tumor because prognosis of NCS in the patient with 

malignancy is poor.10) 

In conclusion, NCS without apparent causes should be 

considered a red flag symptom of a malignant tumor and 

investigated without delay.

CONFLICT OF INTEREST

No potential conflict of interest relevant to this article 

was reported.

REFERENCES

1. Bruyn RP, Boogerd W. The numb chin. Clin Neurol Neurosurg 
1991;93:187-193.

2. Assaf AT, Jürgens TP, Benecke AW, et al. Numb chin syndrome: a 
rare and often overlooked symptom. J Oral Facial Pain Headache 
2014;28:80-90. 

3. Marinella MA. Numb chin syndrome: a subtle clue to possible 
serious illness. Hosp Physician 2000;36:54-56.

4. Zaheer F, Hussain K, Rao J. Unusual presentation of ‘numb chin 
syndrome’ as the manifestation of metastatic adenocarcinoma of 
the lung. Int J Surg Case Rep 2013;4:1097-1099. 

5. Chapa NJ. Numb chin syndrome: a signal of underlying concern. 
J Dent Hyg 2014;88:348-352.

6. Carbone M, Della Ferrera F, Carbone L, Gatti G, Carrozzo M. 
Numb chin syndrome as first symptom of diffuse large B-cell 
lymphoma. Case Rep Dent 2014;2014:413162. 

7. Galán Gil S, Peñarrocha Diago M, Peñarrocha Diago M. Malig-
nant mental nerve neuropathy: systematic review. Med Oral Patol 
Oral Cir Bucal 2008;13:E616-E621.

8. Riesgo VJ, Delgado SR, Poveda J, Rammohan K. Numb chin syn-
drome secondary to leptomeningeal carcinomatosis from gastric 
adenocarcinoma. J Gastrointest Oncol 2015;6:E16-E20. 

9. Jung JK, Hur YK, Choi JK. A case report of numb chin syndrome 
with facial pain caused by diffuse large B-cell lymphoma. Korea 
J Oral Med 2011;36:253-259.



204  J Oral Med Pain  Vol. 41  No. 4, December 2016

www.journalomp.org

10. Ryba F, Rice S, Hutchison IL. Numb chin syndrome: an ominous 
clinical sign. Br Dent J 2010;208:283-285.

11. Kalladka M, Proter N, Benoliel R, Czerninski R, Eliav E. Men-
tal nerve neuropathy: patient characteristics and neurosensory 
changes. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 

2008;106:364-370. 
12. Fan Y, Luka R, Noronha A. Non-Hodgkin lymphoma presenting 

with numb chin syndrome. BMJ Case Rep 2011;2011:bcr012011 
3712.




