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Central Giant Gell Granuloma
in a Dialyzed Patient

Summary

Background. Central giant cell granuloma (CGCG) is regarded as a be-
nign tumour affecting the jaws. The first description of this rare lesion
was introduced by Jaffe in 1953. CGCG usually occurs in patients youn-
ger than 30 years, is more common in females than in males, and is more
common in the mandible than in the maxilla. Electronmicroscopic and
immunohistological analyses showed that CGCG is a process that arises
from monohistocyte-like cells. CT is excellent for demonstration of bone
thinning or destruction. MRI is the best modality of evaluating the ex-
tent of the lesion. Histologically, multinucleated giant cells in a cellular
vascular stroma, and often — new bone formation, are demonstrated.
Traditional management of CGCG is local excision by curettage.
Intralesional corticosteroid injection as an alternative nonsurgical
method for managing giant cell lesions was suggested. Calcitonin also
has been reported as a treatment for CGCG.

Material and methods. Medical literature review was made and a
case history presented. A 16-year-old patient presented with swelling on
the right side of the mandible. The patient was on hemodialysis for the
end stage renal disease for 5 years.

Results. According to medical literature, histologically there is no
difference between brown tumors and CGCGs, and every histologically-
confirmed giant cell lesion should be regarded as a potential brown
tumor.

Conclusions. General practitioner dentists, oral and maxillofacial
surgeons should be aware for the possible presence of brown tumors in
the jaws of patients who have been diagnosed hyperparathyroidism.

Keywords: central giant cell granuloma, hemodialysis, hyperparathy-
roidism, child.

INTRODUCTION

The central giant cell granul-
oma (CGCG) is a common benign le-
sion of the jaws of unknown etiology,
accounting for approximately 7% of all
benign tumors of the jaw. The World
Health Organization has defined it as
an intraosseous lesion consisting of
cellular fibrous tissue that contains
multiple foci of hemorrhage, aggrega-
tions of multinucleated giant cells and
occasionally trabeculae of woven bone
[1].

CGCG usually occurs in patients
younger than 30 years, is more com-
mon in females than in males, and is
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more common in the mandible than in
the maxilla [2]. CGCG is generally
thought to be reactive rather than neo-
plastic in nature. Electronmicroscopic
and immunohistological analyses
showed that CGCG is a process that
arises from monohistocyte-like cells.
In the literature reviewed, a slight fe-
male predominance was found for
CGCG, which may be explained by re-
cent suggestions of the association be-
tween hormonal secretion and the ap-
pearance of CGCG in females. In
young children, the craniofacial skele-
ton is actively developing to include
osteogenesis, exfoliation and eruption
of teeth. These processes cease in
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Fig. 1. The tumor in the right of the mandible is seen in 3D

computerized tomography

adulthood and may therefore
predispose CGCG formation in
younger individuals [1].

The radiologic features of CGCG
may appear as a unilocular or multi-
locular radiolucency, with well-de-
fined or ill-defined margins and vary-
ing degrees of expansion of the cortical
plates. It is important to remember
that the radiologic appearance of the
lesion is not pathognomonic and may
be confused with that of many other le-
sions of the jaw [2].

CT is excellent for demonstration
of bone thinning or destruction. The
lesion attenuation is similar to mus-
cle. MRI is the best modality of evalu-
ating the extent of the lesion, as well
as evaluating adjacent soft tissue. It
has low to intermediate intensity sig-
nals on both T1W and T2W images,
similar to Giant cell tumor. Mild
post-contrast enhancement is evident
both on CT and MRI [1].

Histologically, multinucleated gi-
ant cells in a cellular vascular stroma,
and often-new bone formation, are
demonstrated. The osteoclast-like gi-
ant cells have a patchy distribution
and are usually associated with areas
of hemorrhage. Ultrastructurally, the
proliferating cells include spindle-
shaped fibroblasts, myofibroblasts,
and inflammatory mononuclear cells
[3].

Traditional management of CGCG
is local excision by curettage. This
may result in a major physical defect
in the patient, especially in young pa-
tients with developing dentition.

Intralesional corticosteroid injec-
tion as an alternative nonsurgical

method for managing giant cell lesions
was suggested by Jacoway et al., and
this therapy may be very attractive
option particularly for the young age
group. Resolution of the lesion, or at
least a significant reduction in size,
may be achieved by using this method.
Before beginning with intralesional
corticosteroid injections, confirmation
of the lesion by biopsy is mandatory. A
careful pretreatment evaluation must
be carried out in all patients for
untoward side effects [4].

Calcitonin also has been reported
as a treatment for CGCG. This hor-
mone causes an increased influx of cal-
cium into the bones, and thus, func-
tions antagonistically to parathor-
mone. It has been demonstrated that
giant cells express calcitonin recep-
tors. It is thought that giant cells are
directly inhibited in their function by
calcitonin [5].

A 16-year-old patient presented
with swelling on the right side of the
mandible. The swelling resulted in fa-
cial asymmetry in the right cheek and
was painless. He did not have fever.
There was no history of trauma or den-
tal problems. Physical examination re-
vealed a fixed mass on the right side of
the mandible without tenderness. The
range of motion in opening his mouth
was not limited. Intraorally the crepi-
tation in the mucofacial fold was pal-
pated due to the thinned and inflated
buccal wall of the mandible. The
mucofacial fold was not infiltrated.
There was no pain in teeth 46/47 but
which showed increased mobility (I1°).
Swallowing was not impaired. The tis-
sue in the floor of the mouth showed

Fig. 2. The tumor in the right of the mandible is seen in 3D
computerized tomography

no change. Sensation in the teeth and
lower lip were otherwise unaffected.
In computerized tomography the right
side of the mandible showed the bone
thickened and filled with content simi-
lar in density to the soft tissues of the
nasal septum. The lesion’s size was
30x35.2%x28 mm (Figs. 1 and 2). The
cortical layer had thinned at the sides.
The nerve canal was beneath the af-
fected bone.

The patient underwent local exci-
sion of the mass and teeth 46/47. The
postoperative course was uncompli-
cated.

The histopathological examination
revealed an osseous formation com-
posed of fibrous tissue with bundles of
fibro/microfibroblasts, various sizes of
osteoclast-type cells having multiple
nuclei, areas of hemorrhage, hemosid-
erins, and immature osseous trabe-
culae with active osteoblasts at the pe-
riphery. The histopathologic diagnosis
of central giant cell granuloma was
made.

The patient was born with multi-
ple anomalies: congenital anomalies of
the kidney and urinary tract, congeni-
tal heart disease, retarded develop-
ment. The patient undergone many
surgeries for hydroureter, hydro-
nephrosis and heart disease problems
and was on hemodialysis for the end
stage renal disease for 5 years. Labo-
ratory investigations revealed ele-
vated serum parathormone level of
1942 pg/mL (normal range
10-69 pg/mL). During this time he
was treated with alfacalcidol daily for
secondary hyperparathyroidism be-
cause of chronic kidney disease.
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RESULTS

This is the first case of central giant
cell granuloma in all patients with
chronic renal failure we have had in
our practice. According to medical lit-
erature, histologically there is no dif-
ference between brown tumors and
CGCGs, and every histologically-con-
firmed giant cell lesion should be re-
garded as a potential brown tumor. A
final diagnosis can be defined only by
evaluating the radiological findings
with histopathological, laboratory and
clinical data. A brown tumour is con-
sidered as pathognomonic of hyper-
parathyroidism secondary to renal
failure, especially in patients on long-
term hemodialysis [6]. Normalization
of parathormone levels will often
cause the brown tumours to regress or
sometimes even resolve spontaneously
[7]. Since this patient felt discomfort
in the mouth the surgery was chosen
for the treatment of the tumor. In
other hand, it was very difficult to
treat secondary hyperparathyroidism
in this patient.

CONCUSIONS

In our opinion, since our patient had a
secondary hyperparathyroidism, the
final diagnosis is a brown tumour. The
basic prevention of brown tumor is
early diagnosis and treatment of sec-
ondary hyperparathyroidism. General
practitioner dentists, oral and maxil-
lofacial surgeons should be aware for
the possible presence of brown tumors
in the jaws of patients who have been
diagnosed hyperparathyroidism. ¢
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CENTRINE GIGANTINIY LASTELIY GRANULOMA: ATVEJO PRISTATYMAS

Kristina Steponénaité-Janoviciené,
Evaldas Lukosevicius,
Avgustina Jankauskiené

Darbo tikslas. Centriné gigantiniuy las-
teliu granuloma (CGLG) yra gerybinis
zandikauliu navikas. Pirma karta §ia re-
ta liga aprase Jaffe 1953 metais. CGLG
dazniausiai diagnozuojama jaunesniems
nei 30 metu pacientams, dazniau mote-
rims nei vyrams. Daznesné jos lokalizaci-
ja yra apatinis, o ne virSutinis zandikau-
lis. Elektroninés mikroskopijos ir imuno-
histocheminiai tyrimai rodo, kad CGLG
susidaro i§ panasiu i histiocitus lasteliu.
Kompiuteriné tomografija puikiai parodo
kaulo suplon¢jima ar destrukcija. Mag-
netinio rezonanso tomografija yra geriau-
sias budas pazeidimo mastui ivertinti.
Sio straipsnio tikslas — pateikti 16 me-
tu amziaus paciento, kuriam atliekamos
hemodializés ir diagnozuota centriné gi-
gantiniu lasteliu granuloma, klinikini at-
veji, taip pat apzvelgti literattira centrinés
gigantiniy lasteliu granulomos etiologijos,
patogenezés, diagnostikos ir gydymo
klausimais. Histologiniu tyrimu duomeni-
mis, kraujagysliu stromoje randamos dau-
giabranduolés gigantinés lastelés ir daz-
nai — naujo kaulo formavimasis. Tradici-
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