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Introduction:-

Giant cell granuloma is an infrequent benign lesion of the maxillae, sometimes she presents an aggressive behavior [1]. It’s
characterized by destruction of the bone, loss of facial symmetry, this lesion occurs more frequently in women than men
with a location twice as common in the mandible than in the maxilla. The etiology of the GRCG remains poorly understood.
In the majority of cases, the lesions are asymptomatic, painless, with slow-growing intra-oral swelling. Radiologically, the
image described will be ranging from a small unilocular lesion to a large multilocular lesion associated with tooth
displacements, root resorptions or even perforations of the bone cortical. However, the diagnosis will be confirmed only by
histological examination [2].

It is a peripheral brown tumor which is related to hyperparathyroidism, she represent giant cell peripheral lesions.
The clinical, radiological and histological features of these lesions are univocal and the differential diagnosis is only
biological, based on the serum parathyroid hormone test. Histological examination differentiates giant cell
peripheral lesions from hyperplastic lesions of reactive origin [3]

Observation:-

A 46-year-old patient with no previous history, presenting a cervical swelling evolving for 2 years mobile and
ascending on swallowing, the lower limit is not palpable, the symptomatology was complicated by hard and fixed
painless mandibular swelling Cervical ultrasound objectified an enlarged thyroid gland seat of multiple
heterogeneous nodules of which the largest measuring 12.7 * 10.5mm
Panoramic Radio showed a lytic image that depends on the body of the mandibular bone

A phosphocalcic assessment was carried out to eliminate a brown tumor of the maxillae which is related to
hyperparathyroidism. The results obtained were normal for all the parameters studied. The biological assessment
showed no abnormality: parathyroid hormone PTH 39.35pg / ml Calcium 84 mg/ I.
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Maxillofacial CT had shown aspect in favor of bone metastasis probably of thyroid origin Figure 1
MIBI-TC99m Parathyroid Imaging shows a focus of retention in favor of parathyroid origin (adenoma) Figure 2
following these results a mandibular biopsy had been made objectifying a giant cell granuloma

The patient underwent exo-oral surgical management, at the exploration the tumor was fleshy, reddish brown, very
hemorrhagic and friable, throughout the excision phase. A large tumorectomy was done with margins of excision
respected a total thyroidectomy was performed at 15 days apart, the parathyroid glands were respected Figure 3
Total thyroidectomy was performed 15 days after histopathological examination which was dystrophic.

A good evolution was observed in the patient with a follow-up of 6 months

Discussion:-

Giant central granuloma (GCCG) is a benign tumor that is part of giant cell tumors and pseudo-tumors still poorly
understood. According to the OMS classification tumors and pseudo tumors are part of a polymorphous tumor group of
non-odontogenic origin that includes all Maxillary tumors of conjunctive origin [4]

The nosologic framework, however, remains unclear because of an etiopathogenesis which makes it rather a reaction
process and not a real neoplasia. The nosological appreciation is more different in the Anglo-Saxon countries and in
France. Indeed, the Forest School [5] establishes a nuance between restorative cell granulomas for maxillary lesions
that are distinguished from "giant cell reactions” for lesions affecting the small bones of the extremities: metatarsal,
metacarpal and phalanges. This distinction is not taken up either by the Anglo-Saxon authors, or by Campanacci [6]
who group these entities under the same name of reparative giant cell granuloma [7]

The GCCG meets primarily in the mandible in the young woman. Few cases have been described with maxillary
localization, in a woman nearly 30 years old. The peculiarity of this lesion lies in the difficulty of its clinical and
radiographic diagnosis. Its nonalgic evolution, can simulate a chronic odontogenic cellulitis, especially since it is
located on a ground devoid of general signs. In some cases like this, the diagnostic orientation is complicated. [4]
with a real difficulty that lies in the differential diagnosis with giant cell tumor (GCT).

Giant cell lesions of the maxilla include the brown tumor of hyperparathyroidism, the true giant cell tumor and the
giant cell repair granuloma [8, 9]. The brown tumor is, in the majority of cases, linked to primary
hyperparathyroidism, It results in more than 80% of cases of a parathyroid adenoma, more rarely of hyperplasia and
exceptionally of parathyroid carcinoma [10], a biopsy will confirm the positive diagnosis and eliminate the
suspicion of any other giant cell lesion.

The TCG is reddish-brown sometimes necrotic or pseudo-cystic with many giant cells in a matrix low in collagen
and rich in fusiform cells. Its recurrence rate is significantly higher, nearly 50%, with a risk of malignant
transformation in sarcoma of nearly 10 to 20% [11].

Currently the conventional treatment of the GRCG is surgical and consists of curettage associated or not with an
excision. A 2005 study by De Lange et al., Conducted in Germany on 80 patients presenting with a GRCG (16
aggressive cases and 64 non-aggressive cases) and all treated by curettage, reported a recurrence in 26.3% of cases,
within a period of 0 to 10 years (De Lange and Van Den Akker, 2006) [12]. The 2006 Kruse-Losler study of 26
patients (10 aggressive cases and 16 non-aggressive cases) treated with curettage and surgical resection, reported a
recurrence of 11.5% within 9 months to 12 years [13].

Other less invasive therapies have had favorable results with intra-lesional administration of corticosteroids [14].
However, currently, no controlled clinical study is published regarding this therapy. Other authors have also
demonstrated the favorable role of calcitonin in the treatment of GRCG [15, 16, 17] Interferon® administered as
monotherapy in the treatment of aggressive GRCG, also seems able to interrupt the growth of lesions, sometimes to
reduce the size. It is often necessary to add surgery to eliminate the lesion [18, 19]
Radiotherapy remains reserved for recurrent or unresectable cases [1]

While many case reports have shown good results in non-surgical therapies, the data are not statistically significant.

The majority of studies present the surgical procedure as the "gold standard" in the treatment of this type of tumor,
and as such, have oriented our therapeutic choices in the presented clinical case. However, surgical excision remains
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mutilating physically, with significant psychological repercussions for the patient (usually very young). Randomized
clinical trials of the combination of calcitonin, interferon a or corticosteroids with minimally invasive surgical
curettage should be performed [4]

Finally, it is important to emphasize the importance of early detection and knowledge of the diagnostic elements of
this type of tumor, which is often benign, but whose destructive consequences are disabling.

Conclusion:-

Giant central granuloma (GCCG) is an uncommon tumor in maxillary surgery. Its scarcity and numerous differential
diagnoses lead to diagnostic difficulties that call for a rigorous approach requiring not only careful interrogation but also a
careful clinical examination, complete imaging, a targeted biological assessment and an anatomopathological analysis. A
giant cell lesion of the maxillae should systematically search for primary hyperparathyroidism by the practice of a calcium
phosphate test and a parathyroid hormone test. The diagnosis of primary hyperparathyroidism allow to avoid operating the
brown tumors of the maxillae, which should regress after excision of the parathyroid lesion.

The currently available bibliographic data concerning the different possible treatments of giant cell granuloma
(GCCG) show that surgery is the conventional treatment with the least recurrence.
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