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ABSTRACT

Central giant cell granuloma (CGCG) is a non-odontogenic, osteolytic lesion of unknown etiology. It affects the craniofacial region. The
commonly affected age group is below 30 years, with female predilection. Histologically it is characterized by an abundance multinucleated giant
cells within a sea of spindle-shaped mesenchymal stromal cells, scattered throughout the fibro-vascular connective tissue stroma containing areas
of haemorrhage and hemosiderin deposits. A case of a large destructive CGCG in a child involving the entire right maxilla and the lateral wall of
nasal cavity causing gross facial asymmetry is presented. It was treated by surgical excision of the entire lesion while preserving the right orbital
floor. This was followed by placement of a medicated gauze pack dressing to hasten wound healing and bone formation .Following surgical
intervention, the facial aesthetics and oral intake of the child was significantly improved giving a better quality of life.
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INTRODUCTION

The central giant cell granuloma (CGCG) is a non-odontogenic,
osteolytic lesion of unknown etiology, which affects the craniofacial
region, particularly the anterior mandible .WHO has defined CGCG as
“Alocalized benign but sometimes aggressive, osteolytic proliferation
consisting of fibrous tissue with haemorrhage and hemosiderin
deposits and presence of osteoclast-like giant cells with reactive bone
formation'. First described by Jaffe in 1953 and termed “giant cell
reparative granuloma”. The “reparative” term was later dropped as the
tumour did not present always with a consistent reparative process It
is histologically benign, although locally proliferative and destructive
from osteoclastic activity’. It accounts for 7% benign maxillary
tumours, with females predominantly affected in 2/3 of cases before
age 20 years ‘. Radiographically it presents as a multilocular
radiolucency with honeycomb or soap bubble-like appearance having
scalloped margins. Aetiology of the lesion include inflammation,
intraosseous haemorrhage, local trauma, and gene mutations may be
involved ’. It can be of two types:-non-aggressive and aggressive type.
The aggressive type which is seen mostly in younger age groups has
been seen to present with pain, numbness, root resorption, rapid
spread, bone perforation, and a high rate of recurrence °. Depending
upon the extent, clinical behaviour, and characteristics treatment
option varies from non-surgical to surgical approaches. Surgical
approaches includes excision or resection, cryotherapy, enucleation
local curettage with or without chemical cauterization ". Excision of
CGCQG by curettage with removal of peripheral bone margins is the
gold standard. Early intervention and treatment gives good prognosis
.Surgical resection has good prognostic value and low rate of
recurrence

CASE REPORT

A 10year old girl was referred to Department of Oral and Maxillofacial
Surgery, King George's Medical University on 15/2/2023 from a
private clinic in Lucknow. Patient had developed a large swelling on
the right side of the face in the upper jaw over the last 8 months.
Initially it started as a diffuse intraoral swelling of the left side of the
hard palate which rapidly increased to its present size to cause gross
facial asymmetry and loss of multiple teeth.

On examination there was obvious extra oral swelling measuring
7.5cmx7.0cm. Antero-posteriorly it extended from philtrum of the
upper lip to 4 cm lateral to the right corner of the mouth and supero-
inferiorly extended from mid region of right ala tragus line to 2 cm
above the lower border of mandibular body region. This swelling was
due to intraoral expansion of the lesion which has caused deviation of
the nose. Intraoral swelling measured 4cmx6.5cm, antero-posteriorly
extends from region of tooth number 21 till mesial of 55. Medio-

laterally extends from right buccal vestibule to the hard palate and
crossing the midline. Swelling is well defined having normal mucosal
lining with isolated erythematous areas and smooth surface texture. It
was firm on palpation, non-tender having well defined borders, fixed to
the underlying bone and bleeding on probing with an explorer point
and pus discharge from some areas.. Bilateral submandibular and
submental lymph nodes were tender and palpable measuring
approximately Smm to 1cm (Refer to Figure laand 1b)

Figure 1b:- Pre-operative Clinical Photographs

Patient underwent incisional biopsy under general anaesthesia on
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21/2/2023.Gross examination showed multiple greyish white soft
tissue pieces largest measuring 1.0%0.8*0.5cm.Microscopic
examination showed fibro-collagenous tissue lined by stratified
squamous epithelium with numerous multinucleated osteoclast like
giant cells within cellular ,vascular and fibrous stroma with focal red
blood cell extravasation .Brown's tumour of Hyperparathyroidism was
ruled out by investigating serum PTH , calcium and alkaline
phosphatase which were within normal limits

Contrast enhanced computed tomographic (CECT) revealed to be well
circumscribed lytic expansile hypodense non enhancing ovoid lesion
of size approximately 31x28x30mm seen involving the right superior
alveolar arch causing its bony destruction superiorly, abutting right
maxillary sinus .Lesion was involving the right nasal cavity, posterior
nasal cavity, ethmoid sinus as well(Refer to Figure 2)

Figure 2:- CECT Of Maxillofacial Region For The Patient

Patient was posted for surgical excision of the lesion (Refer to Figure
3). Intra oral approach was undertaken and lesion was removed in
toto(Refer to Figure 4) followed by clearance of the nasal cavity and
maxillary sinus. This was followed by placement of an iodoform gauze
pack in the region of the surgical defect(Refer to Figure 5) and
placement of a surgical obturator .Extra oral tape dressing was placed
as well .The specimen was sent for histopathological examination and
reporting. There was significant improvement of the facial deformity
that had afflicted the patient for the last 8 months in the immediate post-
operative period (Refer to Figure 5).

Figure 3:—Intraoperative Photograph Of Lesion
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Figure 5:- lodoform Gauze Pack Placed Intraoperatively Shown
InOPG

Post-operative period showed remarkable improvement within a week of
surgery. There was significant improvement in the facial symmetry and
intake was improved. Patient was also encouraged for improving her
intake and maintaining oral hygiene. (Refer to Figure 5 and Figure 6).

Figure 6:- Intraoral Photograph Showing Healed Surgical Site

Gross pathology of the sample revealed its outer surface to be smooth
and congested measuring 6.0x3.5x2.5cm. Cut surface showed greyish
white firm areas. Section shows multiple tissue bits partially lined by
stratified squamous epithelium, proliferation of firbroblastic spindle
cells along with many osteoclastic giant cells and proliferating
capillary sized blood vessels as well as extravasated red blood cells.

Figure 6-: Histopathological Slide Of Resected Tissue Sample

Discussion

The term Giant Cell Reparative Granuloma was first given by Jaffe to
describe lesions which he believed to be caused by traumatic
hemorrhage to the jaw'. It has been observed to occur mostly in
children and young adults usually below the age of 30 years in 75% of
cases reported’. There appears to be a female to male predilection of
2:1'"" Most common site has been observed to be mandible than
maxilla. Mandibular CGCG occurs equally in anterior and posterior
segments. Maxillary CGCG occurs mostly in anterior segment
Histologically giant cells are a characteristic feature of CGCG
Jhowever it has been seen in other tumors as well, hence a complete
diagnosis is dependent upon a combination of clinical , radiological
and histopathological criteria .In 1988,Jacoway et al. were the first to
use corticosteroids for the treatment of CGCG . They used 150mg of
Prednisolone per cubic centimeter of tumor over 6 weeks . This is a
well-studied role of corticosteroid as per many authors but have shown

I International Journal of Scientific Research |—| 9 |



Volume - 12 | Issue - 10 | October - 2023 PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr
- ___________________________________________________________________________________________________________|
to be associated with Cushing's syndrome' Injection Calcitonin as

well as inhalation method by nasal spray have also been used by some

authors . Chien et al. have used bisphosphonates such as

alendronate”.It causes reossification of lesion but often causes

BRONJ'"" Alfa interferon have been used to reduce the aggressive

nature of CGCG. It has antiangiogenic properties .Surgery remains the

mainstay treatment and better choice for CGCG as per literature

.Surgical enucleation and curettage is the treatment of choice in most

CGCG as done in the above case. Segmental resection is used in

recurrent and aggressive cases. Lowest recurrence has been reported

with en bloc resection with a 5 mm margins *.Our case of CGCG is an

aggressive type because it developed in a short period of time. It also

occurred in a less common site which is the maxilla. Radiological

examination and incisional biopsy was done to reach a confirmatory

diagnosis. After ruling out systemic diseases the lesion was treated by

surgical enucleation and curettage which resulted in immediate

improvement of esthetics and oral intake of the patient.

CONCLUSION

Complete removal of the neoplasm without any recurrence should be
the key towards successful treatment of such lesions. It involves
understanding of the pathogenesis of the mechanisms that underlie
such lesions to formulate a constructive and effective treatment plan.
Continuing efforts to minimize recurrence should be advocated.
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