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ABSTRACT

At the Department of Pedodontics of Buddha Institute of Dental Sciences and Hospital (BIDSH), an 11-year-old girl
presented with a main complaint of widespread edema measuring 2x3 cm along her left cheek. It was really hard and
not at all sensitive. "The lymph nodes in the left submental region and the submandibular region were soft, sensitive,
movable, and palpable. Located in the lower left vestibule, an intra-oral growth measuring approximately 4 into 4 cm
was observed. A destructive lesion stretching from the lower canine region on the right side to the lower central incisor
on the left was shown in the computed tomography (CT) 3D reconstruction image. The diagnosis of central giant cell
granuloma was confirmed by the histopathology of the incisional biopsy, which showed mostly sheets of spindle to
ovoid fibroblastic cells intermingled with gigantic cells that looked like osteoclasts. Under general anesthesia, the patient

underwent marsupalization and enucleation. Histopathology was then used to confirm the diagnosis.
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INTRODUCTION

The cause of this rare benign proliferative lesion is
unknown. To differentiate this lesion from giant cell
tumors of long bones, Jaffe first used the name central
giant cell reparative granuloma. Nevertheless, most of
these lesions were discovered to be destructive rather than
reparative, and a reparative response was extremely
unusual. That term was missing the word "reparative"
altogether.! Along with related lesions including
hyperparathyroidism, reparative reaction to damage,
aneurysmal bone cyst, fibrous dysplasia, non-ossifying
fibroma, and cherubism, this lesion has been the subject of
heated debate for a long time.? These all show up as
intrabony lesions that reveal the large cells under a
microscope.® According to the World Health Organization,
it is an intraosseous lesion made of fibrous cellular tissues
that sometimes features trabeculae of woven bone, clusters
of multinucleated giant cells, and many bleeding foci.*

An assessment for hyperparathyroidism is necessary for
the diagnosis of a central giant cell granuloma. Before a
giant cell granuloma is surgically removed, it is important
to check the levels of serum calcium and alkaline
phosphatase.’ If these values are abnormal, it is also
important to test the levels of parathyroid hormone (PTH).®
Primary and secondary hyperparathyroidism both cause
lesions that look like giant cell granulomas, but instead of
treating the granulomas themselves, the focus is on
managing the hyperparathyroidism.*

CASE REPORT

The patient, a female youngster of eleven years old,
presented to the Buddha Institute of Dental Sciences and
Hospital in Patna complaining of swelling on the left side
of her face that had persisted for the past two years. At
first, the swelling was very tiny, but it grew to its current
size over time.
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The patient presented with a diffuse swelling on the left
side of the face during the extra-oral examination. The
swelling measured about 4x4 cm and extended laterally
from the corner of the mouth to the angle of the mandible.
Additionally, it extended superiorly and inferiorly from 2
cm below the ala-tragal line to the inferior border of the
mandible. The swelling was hard and not painful to the
touch. Tender, squishy, movable, and palpable lymph
nodes were located in the left submandibular area (Figure

1.

Figure 1: Extraoral preoperative view of the patient.

In the mouth, there was one growth that was about 4x4 cm
in size, and it involved the gums and the lower buccal
vestibule between the numbers 31 and 43, all the way up
to the numbers 11 and 13 on the occlusal level. The growth
did not hurt when touched and had a consistency ranging
from soft to firm. Associated with numbers 31-43 were
symptoms of vestibular obliteration and discomfort, as
well as growth of the buccal cortical plate. The cortical
bone caved in the 31-43 area when palpated. The growth
of the lingual cortical plate was not observed (Figure 2).

R
. o

Figure 2: Intraoral preoperative view of the patient.

The outpatient procedure (OPG) showed lateral root
displacement and horizontal bone loss in the area relating
to the numbers 31-43. There was a multilocular
radiolucent lesion and an enlargement of the buccal
cortical plate (Figure 3). A CT 3D reconstruction picture
revealed a deadly tumor (Figure 4).

A positive aspiration was noted, with a hint of blood. The
patient was advised to undergo an incisional biopsy after a
provisional diagnosis of central giant cell granuloma was

obtained, with a differential diagnosis of traumatic bone
cyst, odontogenic keratocyst, and Brown's tumor.

Figure 3: OPG showing destructive lesions with
respect to tooth no 31, 41, 42 and 43.

Figure 4: CBCT showing destructive lesions with
respect to 31 extending upto 43 teeth region.

The patient was determined to have a central giant cell
lesion (Figure 5). Consequently, it was recommended that
the patient get blood tests to rule out hyperparathyroidism.
The procedure was carried out under general anesthesia
and included marsupalization and enucleation of the
lesion". The tissue was then sent for histopathology, which
confirmed the diagnosis once again (Figures 6-8). Patient
was followed up every 15 days for six months the wound
healed uneventfully (Figures 9-11).

Figure 5: Histo-pathological view of central giant cell
granuloma.
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Figure 8: The reflection of flaps after giving the
incision.

Figure 9: Post-operative view of the patient after 1
month.

Figure 10: Orthopantogram of the patient after a span
of 6 months.

DISCUSSION

Typically found in the mandible rather than the maxilla,
central giant cell granulomas tend to cross the midline and
lie anterior to the first molar.! Lesion known as the central
giant cell granuloma typically manifests in younger
patients, with the majority of instances being identified
before to the age of 302. From 2:1 to 3:1, the
mandibular/maxillary ratio has been recorded.’ In their
analysis of twenty thousand oral biopsies, Waldron and
Shafer discovered that this lesion occurred in 0.17 percent
of cases. Compared to males, females are more severely
impacted.®

The lesion could be found by mistake or show no
symptoms at all.” However, in rare cases, the central giant
cell granuloma can cause the cortex to enlarge and
perforate, as well as cause the teeth nearby to shift or lose
their roots.? The lesions' margins can be more defined or
more scattered.*

It is basically a destructive lesion that creates a radiolucent
area with a smooth or ragged border and occasionally faint
trabeculaec.®  Vascular or multilocular  expansile
radiolucencies, typically crossed by bony spicules,
characterize the vast majority of CGCG cases (87.5%).
Lesions, especially those of a greater size, frequently
exhibit clear loculations. In certain cases, the mass might
perforate the bone's cortical plate, which is typically thin
and enlarged.’ It is not uncommon for the lesion to displace
teeth. Because it looks similar to many other jaw lesions,
both neoplastic and non-neoplastic, the CGCG is not
always a pathognomic diagnosis.*

Two forms of central giant cell granulomas can be
identified based on radiographic and clinical criteria.’ The
first type of lesion is characterized by sluggish growth,
lack of root resorption or cortical perforation, and is not
aggressive.’

On the histological examination, tiny capillaries and
numerous proliferating fibroblasts are visible inside a
loose fibrillar connective tissue stroma.? While bundles of
collagen fibers are unusual, clusters of fibers will
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frequently take on a whorled appearance.! Connective
tissue is characterized by the presence of multinucleated
large cells, albeit their abundance is not always
guaranteed. From one instance to the next, the size and
number of nuclei found in the enormous cells might range
from a few to several dozen. Furthermore, macrophages
phagocytose part of the old extravasated blood, and there
are often several foci of haemosiderin pigment associated
with it. Also common, especially in the lesion's periphery,
are foci of newly formed osteoid or bone trabeculae. !

Enucleation and curettage are common methods of
treatment.'®  Systemic  calcitonin, bisphosphonates,
intralesional corticosteroid injections, and subcutaneous
alpha interferon injections are among the other therapy
options. A patient was well treated with intralesional
corticosteroids by Adornato and Kenneth.!! Recently,
calcitonin subcutaneous injection once daily for eleven
months effectively treated a patient who did not react to
corticosteroids. The reported recurrence rates range from
11% to 49%.!2

CONCLUSION

Even when using state-of-the-art diagnostic tools, a CGCG
diagnosis remains challenging. Other lesions that seem
similar cannot be diagnosed solely based on
histopathological data. The etiopathogenesis of CGCG
remains unknown, and the disease manifests itself in a
wide range of ways with different treatments.
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