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Abstract  
 

Giant Cell Granuloma is a rare bony lesion in the Head and Neck region. It mainly affects young adults between the age 

of 20 and 40. Occasionally, soft parts may be invaded, resulting from the direct effects of the parathyroid hormone. We 

report in this work the observation of a 36-year-old patient who presented for a maxillary tumor that revealed a 

parathyroid adenoma with associated hyperparathyroidism. The histopathological study of maxillary tumor’s material 

confirms the diagnostic of a giant cell granuloma.  
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INTRODUCTION 
The giant cell tumor is a benign tumor that 

mainly affects the epiphyses of long bones. It mainly 

affects young adults between the age of 20 and 40. Its 

origin remains uncertain. Simple shots are usually 

characteristic enough to suggest diagnosis. It is a purely 

lytic and generally aggressive tumor that destroys the 

bone, even leading to a fracture. Occasionally, soft parts 

may be invaded [1], resulting from the direct effects of 

the parathyroid hormone (PTH) [2]. We report in this 

work the observation of a 36-year-old patient who 

presented for a maxillary tumor that revealed a 

parathyroid adenoma with associated 

hyperparathyroidism. 

 

CASE REPORT 
This is a 36-year-old patient with no 

significant pathological history who consults for a 

tumor in the maxilla since 1 year. The patient reports 

discomfort when chewing and speaking, and a few 

episodes of oral bleeding. Clinical examination shows a 

tumor developed at the expense of the maxilla (Figure-

1).  

 

Palpation is not painful. The skin in the face is 

normal. There is no satellite adenopathy. Chest X-rays 

are normal. CT scans of the face show an osteolytic 

tissue tumor of the maxillary bone that combines boxes 

with thin calcified spans (Figure 2, 3 & 4).  

 

 
Fig-1: Photo of the patient showing the giant Cell 

granuloma of the maxillary 
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Fig-2: Axial CT slice showing the lytic process of the 

maxilla 
 

 
Fig-3: Axial CT slice showing the lytic process of 

The maxilla 
 

 
Fig-4: Coronal CT slice showing the lytic process 

 

 
Fig-5: Axial section of a cervical CT scan showing 

the parathyroid adenoma 

 

 
Fig-6: Sesta MIBI scan showing the hyperfixation in 

the parathyroid gland 

 

This tumor represses, without invading the 

neighborhood structures such as sinus. We perform a 

tumor biopsy, the histopathological study of material 

confirms the diagnostic of a giant cell granuloma 

(Figure 7 & 8). 

 

 
Fig-7: H. E/E*10 (HE: hematoxylin and eosin 

staining/Enlargement) 
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Fig-8: H.E/E*20 

 

Figure 7 & 8: Hematoxylin and Eosin staining: 

Many multi-nucleated giant cells can be seen amidst a 

backround of stromal cells. 

 

The biological findings: The PTH dosage 

shows values at 500 pg/ml, for normal values between 

15 and 65 pg/ml. Kidney function and calcemia are 

normal; X-rays of the skull, long bones and spine x-rays 

are normal. The cervical ultrasound objective a left 

basithyroid cervical nodule. The sesta-MIBI scan shows 

a hyperfixation outbreak in the left lower parathyroid 

gland. The balance was supplemented by a cervical 

ultrasound and a cervical scan showing a left 

parathyroid mass of 3 cm of large axis (Figure 5 & 6).  

 

Surgical treatment was based on exeresis of 

the maxillary tumor, well encapsulated. Exeresis of the 

parathyroid nodule is made, at the same time operating 

by a cervical incision. 

 

DISCUSSION 
Giant Cell Granuloma is a rare bony lesion in 

the Head and Neck region. It is a non-odontogenic 

tumor never seen in any other bone of the skeleton. It 

most commonly affects maxilla followed by the 

mandible. Although benign, it can locally be 

destructive. Surgery is the most accepted method of 

treating the condition. World Health Organization 

defines it as an intra-osseous lesion consisting of 

cellular fibrous tissue and contains many foci of 

hemorrhage, aggregations of multinucleated giant cells 

and occasionally trabeculae of woven bone. Frequently 

it is only a painless swelling, but growth in some cases 

is so rapid and the mass can also rarely erode through 

bone particularly of the alveolar ridge to produce a soft 

tissue swelling. It can occur at any age but presents 

most frequently in the 2nd and 3rd decades and 

involves the maxilla more than the mandible. It is twice 

as frequent in females. Despite the fact that the course 

of the disease is considered benign, there still exist 

some reports in literature where metastasis has been 

observed. Furthermore, malignant transformations to 

osteosarcoma or fibrosarcoma have been reported. 

Histologically, it is indistinguishable from other giant 

cell lesions of the bone like cherubismand aneurysmal 

bone cyst. Giant cell granuloma forms a lobulated mass 

of proliferative vascular connective tissue packed with 

giant cells. These giant cells are seen lying in vascular 

stroma. These giant cells have a patchy distribution and 

signs of bleeding into the mass and deposits of 

hemosiderin are frequently seen [3-5]. 

 

Ultra-structurally the proliferating cells include 

spindle-shaped fibroblasts myofibroblasts and 

inflammatory mononuclear cells. Sparse strands of 

collagen fibers partly subdivide the lesion which may 

contain a few trabeculae of osteoid or bone. Surgery is 

the most accepted and traditional form of treatment. 

However, tissue removal ranges from simple curettage 

to bloc resection. 

 

The main differential diagnosis is that of a 

giant cell tumor. Morphologically, there seem to be 

some nuances in the giant cell tumor: fewer fibroblasts, 

very large multinucleated giant cells, less osteoid tissue 

production. Differential diagnosis is made on 

histochemical and immunological research and 

markings. Other differential diagnoses are those of 

aneurysmal cyst and we have seen the community that 

these two entities may present or brown tumors of 

hyperparathyroidism [5, 6]. 

 

HPT is characterized by high levels of PTH in 

the blood, usually responsible for hypercalcemia [7]. 

The etiology of primary HPT is dominated by 

parathyroid adenoma (90% of cases) [8]. Primary HPT 

is most common in adults between the ages of 40 and 

50. Female achievement predominates. Primary HPT is 

often detected by biological examination [9]. The 

clinical picture is not specific [7, 8]. 

 

It is dominated by urinary, digestive or 

neuropsychic symptoms. HPT causes long-term bone 

remodeling, of which so-called "brown" tumors 

represent a rare appearance. Only a dozen observations 

of primary HPT revealed by a maxillofacial tumor have 

been published [8-10]. 

 

These bone tumors are single or multifocal and 

are primarily of interest to the axial skeleton. In the 

facial area, mandibular damage is the most common. 

Maxillary involvement is extremely rare [10, 11]. 

Damage to the other bones of the face has also been 

reported [11]. 

 

Histologically, giant cell granulomas brown 

tumor poses a differential diagnostic problem with 

brown tumors, giant cell repairing granuloma, non-

ossifying fibroid, aneurysmal cyst, cherubism, giant cell 

sarcoma [12-14]. 

 

 



 
 

Najoua Belhaj et al.; Saudi J Med, May, 2021; 6(5): 70-74 

© 2021 |Published by Scholars Middle East Publishers, Dubai, United Arab Emirates                                                                            73 

 
 

For treatment, the maxillary locations of the 

GRCG, non-surgical treatments have been proposed: 

intralesional injection of corticosteroids or general 

administration of calcitonin or interferon a 2a. Some 

observations, with varying successes, have been 

reported mainly in forms with the most aggressive 

behavior [14] always for maxillary locations. De Lange 

et al., [16, 17] reported a randomized prospective study 

comparing in a group of 14 patients a general calcitonin 

treatment versus a placebo. The authors do not find a 

decisive difference with a follow-up of more than 1 

year. Note that they describe some spontaneous 

regressions including in the control group, but no 

spontaneous complete disappearance. 

 

Etiological treatment consists of surgical 

exeresis of adenoma to eliminate active hormone 

secretion by transverse cervicectomy with exploration 

of the four parathyroid glands, or by targeted mini-

incision on a single gland. This technique requires 

locating the pathological gland by ultrasound and scan 

at sesta-MIBI. It requires an intraoperative dosage of 

PTH, which should decrease by more than 50% to 15 

minutes. After treatment, the regression of bone lesions 

is more or less complete. In our patient, we opted for an 

exeresis of the tumor, given its large volume. The 

prognosis depends mainly on the etiology of the HPT. 

Surgical treatment of parathyroid adenoma is most 

often successful. 

 

CONCLUSION 
In the face of vestibular swelling, without 

pathognomonic criteria, associated with a radiological 

aspect of lytic image and histological criteria for the 

presence of giant cells, if it is, moreover, a young 

female subject, the diagnosis of GRCCG is then 

possible. A physiological phospholcacic biological test 

as well as a dosage of PTH, before a high rate of the 

latter test must be supplemented by an ultrasound see a 

scan. 
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