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Central Giant Cell Granuloma with Cosmetic Deformity and its

Treatment without A Scar

Kozmetik Deformiteye Neden Olan Santral Dev Hiicreli Graniilom ve Skarsiz Tedavisi
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ABSTRACT

0z

Central giant cell granuloma is a non-neoplastic proliferative
lesion of unknown aetiology, and may cause severe local
destruction. It occurs mostly in the mandible, but can also
be found in the maxilla. Surgical excision is the mainstay of
treatment. We managed this case by curettage via intranasal
incision without producing external scar in a young woman.
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Introduction

Giant cell granuloma (GCG) was first described by Jaffe in 1953 (1). The
etiology of GCG is uncertain but may be related to the reactive response
of intraosseous haemorrhage following trauma. GCGs are most often
located in the maxilla and mandible (2). The second most common
locations are hands and feet bones. GCGs are seen at any age but they
tend to appear between ages of 25-40 (3). Despite their benign nature,
GCGs may be locally aggressive. We report a case of GCG of the anterior
maxilla with cosmetic deformity.

Case Report

Written informed consent was obtained from the patient. A 17-year-old
female patient presented with a swelling on the left side of the face for
two months. The swelling had progressed slowly from a small lesion to
the present size. She was a nonsmoker with an unremarkable medical
and family history. Examination revealed a diffuse swelling on the left
side of the face causing the obliteration of the nasolabial fold resulting in
facial asymmetry. The overlying skin was normal. On oral examination,
there was a swelling in the labial aspect extending from the midline
in relation to the upper left central incisor to the second premolar
posteriorly obliterating the labial sulcus. It had a smooth surface with no
evidence of fluctuation on palpation. The rest of the ear, nose and throat
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Santral dev hiicreli graniilom, etiyolojisi bilinmeyen neoplastik
olmayan proliferatif lezyondur. Ciddi yerel tahribata yol
acabilir. En stk mandibulada gorulir, ancak maksillada da
olusabilir. Cerrahi eksizyon, tedavinin temelidir. Bu olguda,
gen¢ bir kadinda yara izi olusturmadan intranazal insizyon
yoluyla kitleyi kiirete etmeyi basardik.

Anahtar Kelimeler: Dev hiicreli grantilom, maksilla, sislik

(ENT) examination was normal. Serum calcium, phosphorus and alkaline
phosphatase levels were normal.

A computed tomography (CT) scan (Figure 1) showed a 32x22 mm
expansile lesion involving the left maxillary bone. It caused erosion
in the anteromedial wall of left maxillary sinus and the mass reached
the subcutaneous tissue. Odontogenic fibroma, odontogenic cyst,
odontogenic adenomatoid odontogenic
desmoplastic ameloblastoma were considered as differential diagnosis.

myxoma, tumour and

The patient underwent surgical resection with an incision from the
superior to the left inferior nasal concha. The thickened cyst wall was
lifted from the bony walls and the mass removed completely by curettage.
The bony wall remnants were curetted. Histopathologic examination
revealed a fibroblastic proliferation with rich osteoclast-like polynuclear
giant cells and areas of haemorrhage (Figure 2). There was no recurrence
after a follow-up period of 5 years.

Discussion

The World Health Organisation defines GCG as a benign intraosseous
lesion consisting of fibrous tissue containing foci of haemorrhage and
haemosiderin deposits, aggregations of giant cells and reactive bone
formation (4). Its aetiology is not clear but many researchers agree
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that they occur due to the repair process after damage (5). Giant cell
reparative granuloma involves the mandible more often than the
maxilla (6).

GCGs have two types; central (CGCG) or peripheral (PGCG). Central lesions
develop inside the bone and peripheral lesions originate from gingiva
or edentulous alveolar mucosa in the oral cavity. CGCG is rarely seen
compared to PGCG (7). There is no histological difference between
central and peripheral giant cell reparative granulomas. PGCG can be
seen at any age, but usually, affect individuals between the ages of 40-
60, and occur more frequently in females (8). CGCG affects females more
often, and are encountered in individuals below 30 years of age (9).
The clinical behaviour of CGCG is variable. It ranges from slow-growing,
asymptomatic swellings to aggressive lesions which manifest with
pain. Despite their benign nature, they may be locally aggressive. The
most common presenting symptom of CGCG is a painless swelling with
noticeable facial asymmetry (3).

Histopathological findings of GCG are multinucleated giant cells mixed
with mononuclear stromal cells, both spindle- and round shaped cells,
and found mostly in areas of haemorrhages. Radiological findings of

Figure 1. Computed tomography in coronal and axial sections of paranasal
sinuses showing a 32x22 mm expansile lesion involving the left maxillary
bone. This lesion causes an erosion in the anteromedial wall of left
maxillary sinus and the mass reaches the subcutaneous tissue

Figure 2. Histological findings of central giant cell granuloma: the tumour
consists of spindled fibroblasts admixed with numerous multinucleated
giant cells that tend to be arranged in small clusters
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GCG are nonspecific. It usually appears as a unilocular or multilocular
radiolucency that shows variable expansion and destruction of the
cortical plate (3). Magnetic resonance imaging is the best modality for
evaluating the extension of the lesion.

Surgery is the gold standard treatment for GCG. It ranges from curettage
and simple excision to en bloc resection and reconstruction. Farrier et
al. (10) suggested that complete surgical excision with curettage proved
to be effective in the complete elimination of the lesion. However, it
could recur after incomplete removal, ranging from 10 -15% (11).
Moreover, aggressive GCG grows fast, and tends to recur. Characteristic
features of aggressive GCG include maxillary location, young age, pain,
paraesthesia, and tooth root and cortical erosion (12).

In this case, the mass could not be palpated through the mouth. Since
the patient was a young woman, we decided to use the intranasal
approach. The mass was easily reached through an incision over the
inferior nasal concha, and an excision was made so the patient had no
facial scar.

Medical management of GCG, as an adjunct to surgery, involves
treatment with steroids or calcitonin, which inhibit osteoclastic activity
(13). In addition, interferon-alpha bisphosphonates and denosumab
appear to be useful in its management. Some authors have advocated
the use of medical agents only for aggressive and large lesions, due to
systemic side effects (14). Radiotherapy may be suggested in cases of
recurrence or unresectable tumours. However, it should be noted that
some GCGs are radioresistant, with sarcomatous transformation possibly
taking place over time (15).

Conclusion

GCG are benign osteolytic lesions, but because of their clinical
appearance, patients usually worry about the characteristic of the
lesions. Surgery is the gold standard treatment modality. In this case
report, we present a patient with central giant cell reparative granuloma
which causes facial deformity in a young woman. We treated her with an
intranasal approach without incision scar.
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