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Giant Cell Granuloma of the Maxilla: A Rare Case Report.
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ABSTRACT

Giant cell granuloma (GCG) is an uncommon bony lesion in the head and neck region, most commonly affecting the
maxilla and mandible and has a female predilection. The clinical behaviour of central GCG ranges from a slowly
growing asymptomatic swelling to an aggressive lesion. The clinical, radiological, histological features and management
of an aggressive GCG of maxilla in a five-month-old male child are described and discussed here. The emphasis lies
that surgery is the traditional and still the most accepted treatment for GCG. Le Fort | osteotomy has been advocated as

one of the access osteotomy for the surgical management of aggressive and extensive GCG involving the maxilla.
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INTRODUCTION

The biologic behaviour of CGCGs ranges from a
slowly growing asymptomatic swelling to an

aggressive process associated with pain, cortical
bone destruction, root resorption, displacement of
teeth among other things. The pathogenesis of
CGCG is not completely understood. The common
treatment of CGCG is surgical removal. The case

reported here is one such aggressive lesion treated

with radical surgery.

Reported in this article is a rare case of sortsreh
CGCG of the maxilla (predilection more so for
mandible) occurring in a five month old infant
(usually presents in children or in young adults)
male patient (twice as frequent in females) who
was treated with surgery, bearing in mind the
aesthetics to abolish any extra oral scar which
would hamper his physiological and psychological
development and the results hereby presented.
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CASE REPORT

Case Report

A five-month-old male infant was brought to our
unit by his parents with a complaint of a slowly
expanding, swelling of left maxilla that had stdrte
approximately two months earlier. The swelling
considerably increased in size and extent over the
span of one month [Figure la, 1b]. They also
complained of nasal discharge and lachrymation on
the left side. The child was irritable and was not
feeding well. An extra-oral examination, there was
an obvious swelling on the left side of the cheek
and evident proptosis of the left eye. Vision and
eye movements were tested to be satisfactory.
Intra-oral examination revealed no obvious
representation.

Figure la: Pre-operative pictures showing the extra oral

presentation of lesion.
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Figure 1b: Pre-operative pictures showi
presentation of lesion.

Radiographic Features

Computed tomography scan revealed a soft tissue
mass completely obliterating the left maxillary
sinus. The mass extended inferiorly into the body
of the maxilla up to the alveolus and superiorly to
the floor of the orbit. Medially it obliterated the
nasal cavity and posteriorly, it reached the
pterygoid plates. [Figure 2a] and [Figure 2b].
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Figure 2a: CT Scans Revealing the extent of the lesion.

Figure 2b: 3D Reconstruction CT Scan image.

Histopathologic Features

An incisional biopsy was performed under local
anesthesia through the nasal cavity. Tissue was
removed from lesion located in maxillary sinus with

a surgical curette and haemostasis was achieved and
primary closure done. The specimen was submitted
to the Oral and Maxillofacial pathology department.
The histopathological examination showed the

diffused distribution of giant cells and confirmad
aggressive GCG [Figure 3].

Fiure 3 Photomicrograh of central giant cell granulma.

Surgery

The patient was a young infant and aesthetics was a
major concern to prevent untoward lifelong facial
scar. Hence, an intra-oral approach was planned as
opposed to the conventional extra-oral approach.
Since the lesion was quite extensive involving the
whole of maxillary antrum extending up to the left
ethmoidal sinus, orbital floor and pterygoid plates

it was decided to perform a Le Fort | osteotomy to
gain complete access to the entire lesion.

An intra-oral maxillary vestibular incision was
made extending from the midline to the first molar
region bilaterally. The underlying bone was
exposed after sub-periosteal dissection and raising
a full thickness flap. Le Fort | cuts were perfodne
with rotary burs under copious irrigation extending
bilaterally from the pyriform fossa to the pterydoi
region followed by down fracture of the maxilla
[Figure 4]. This provided excellent visibility and
access to the entire lesion [Figure 4a].

Figure 4: Le fort 1 access osteotomy and Maxillary down
fracture.

Figure 4a: Excellent access and visibility of the lesion.

The entire lesion was de-gloved from the adjacent
tissues delineating from any vital tissues and was
excised in toto [Figure 4b]. A fiber-optic endoseop
was used to visualize the presence of any remnants
[Figure 4c]. After thorough debridement and
irrigation, haemostasis was achieved and then the
osteotomised maxilla was reduced and secured into
position [Figure 4d].
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Figure4b: Excellent access and visibility of the lesion.
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Figure 4c: Fibre optic endoscopic exploration to ensure
complete excision.

Figure4d: Maxill

a reduced and secured in position.

The incision was closed with resorbable sutures
and intraoral pack was placed. Postoperative
cosmesis was appreciable [Figure 5].

The patient was followed up at regular intervals fo
a period of six months after discharge.

Figure 5: Immediate post opeative cosmetics.

DISCUSSION

Giant cell granuloma (GCG) was first described by
Jaffé in 1953 and the lesion is characterized by
proliferation of fibroblasts and multinucleated mfia
cells, in a densely packed strofaCentral GCG
(CGCQG) (e.g., GCG of the mandible and maxilla
bones) is less common than peripheral GCG of the

extremitie§! and is usually a non-neoplastic bone
lesion accounting for fewer than 7% of all benign
tumors of the jaw§:%!

They are defined by the World Health Organization
as an intra-osseous lesion consisting of cellular
fibrous tissue containing multiple foci of
haemorrhage, aggregations of multinucleated giant
cells and occasionally, trabeculae of woven Bdne.
CGCG of the jaws mainly occurs in children or in
young adults, almost twice as frequent in females
than in male®89 It is more common in the
mandible than in the maxilla(with a ratio of 2:1 to
3:1) “9%and can be confined to the tooth-bearing
areas of the jawé% CGCGs can also affect extra
gnathic bones, mainly in the craniofacial region,
and small long bones such as those of the hands
and feet!?13

CGCG is a non-neoplastic proliferative lesion of
unknown etiology and a recurrence rate between
13%* and 49%:°1%1 Chuong et al’® have
classified CGCGs into  aggressive and
nonaggressive lesions based on biologic behaviour
including the presence of pain, rapid growth,
perforation of the cortex, and a tendency to recur.
The etiology and pathogenesis of CGCG of
jawbones has not been clearly established. . The
extent of the surgical intervention ranges from
simple curettage to en bloc resection with resactio
for lesions of the maxilla or para-nasal sinuses ha
been advocated as the thin bony cortices and
sinuses do not provide a good anatomic barrier.
Corticosteroids and calcitonin are used for non-
surgical management.

However, it has been suggested that the lesion
results from an exacerbated reparative process to
previous trauma and interosseous haemorrhage
which triggers the reactive granulomatous
process!® Association of t(X;4)(922;931.3) with
GCG has been reportéd?®l

Although CGCGs are benign osseous lesions, some
authors separate CGCG into two types, referring to
its clinical and radiographic features: (a)
Nonaggressive lesion which are slow growing and
asymptomatic, without cortical resorption or root
perforation in affected teeth, which do not recur;
and (b) Aggressive lesions, which are usually found
in younger patients, are painful with rapid growth,
often cause cortical perforation and root resorptio
and has a tendency to recurreite.

Predicting the behaviour of CGCGs that will
exhibit a higher risk of recurrence after treatment
has been problematic. The rate of recurrence varies
between 13-49%% Whitaker and Waldron
reported a mean interval between diagnosis and
initial treatment and treatment of a recurrenc@bf
months, with very few recurrences two years after
initial treatment. The most reliable factors rethte
to an increased risk of recurrence include clinical
activity of lesions (72% of recurrence in the
aggressive forms, 3% of recurrence in the
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nonaggressive forms), younger patients,
demonstrated perforation of cortical bone and
tumour sizéd?!! However, other studies have not

been able to predict the clinical course of CGCGs
from known histological or immuno-histochemical

featured??

The management of CGCG will depend on the
clinical and radiographic findings. Generally,

curettage of well-defined localized lesions is

associated with a low rate of recurrence. In
extensive lesions with radiographic evidence of
perforation of cortex, a more radical excision is
mandatory.

The Le Fort | osteotomy is now a commonly

performed procedure, that has become the
workhorse of maxillofacial surgery. These

osteotomies should be used more frequently by
surgeons trained in these techniques to obtain

surgical access and removal of pathological lesions™

involving mid-face and inaccessible areas. Le Fort

osteotomy has also been explored as an adjunct tQ.

skull base tumor surgery. Advantages of Le Fort |
osteotomy are many. This is an intraoral procedure,
it gives excellent visibility and accessibility the

surgical area, it is easy to perform, with low ,

complication rate and the absence of disfiguring
facial incisions provides good cosmesis. [Figure 5]
The complications of Le Fort | osteotomy include
malocclusion, bleeding, perfusion deficiencies,
devitalized teeth or periodontium. These can be

avoided or minimized by careful manipulation of g

soft and hard tissues with good surgical skills.
In this case a conservative management of an
aggressive maxillary lesion was accomplished by
intraoral curettage assisted by unilateral Le Fort

osteotomy. No postsurgical morbidity except for a

transient infraorbital paresthesia was noticed. Theg

patient did
postoperatively.

not have any disfigurement
Incidence of recurrence after

surgery is 4-20% and it usually occurs due to 9

incomplete removal of the tumor. The patient was
placed on a further follow up for a period of six

months to note the recurrence of this aggressiveig.

lesion if any. Normal development of the facial
skeleton (maxillary component) and no recurrence
was noted.

11.

CONCLUSION

12. Yamaguchi

Although extensive literature is available, clarity
with respect to an entity of CGCG is not adequate.
Giant cell granuloma is a rare disease of the head

and neck region. It is a benign tumor, but in some 13-

cases, it is locally destructive. Surgery is the
traditional and still most accepted treatment for

GCGs, but it is important to bear in mind that, 14,

today, modern surgery can be performed in
association with new approaches, in an attempt to
avoid recurrence.

5.

Our experience suggests that the Le Fort |
osteotomy approach is an excellent surgical
exposure for the removal of any extensive lesion
invading into pterygopalatine, paranasal sinuses,
infratemporal fossae and central skull base region
in the growing facial skeleton of paediatric patien

Although it significantly affects vertical but not

horizontal growth, its cosmetic effect is negligibl

Although it causes long-term dental denervation,
which in most cases is undetected by patientssit ha

distinct advantages over other traditional
approaches by providing more direct vision,
improved exposure, cosmesis  and no
complications.
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