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Abstract

Reactive hyperplastic lesions in oral cavity are benign tumors that cause local symptoms and complications. Under-
lying pathologic mechanism is still uncertain but local irritant factors might be the reason. Giant cell granuloma is
one of the most common forms of the reactive hyperplastic lesions. They can be located on jaw and maxillary bone
at the level of premolar and incisive teeth. Most of the lesions are <1.5 cm in diameter. Tumors which are detected
on maxillary bone and >1.5 cm in diameter are rare. Main treatment modality is to completely excise the lesion to
decrease the chance of recurrence. In this report we present a maxillary bone tumor (3 X 3 cm in size) that is treated
successfully by surgery after recurrence.
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INTRODUCTION

Reactive hyperplastic lesions in the oral cavity are commonly seen, but the real causes are still unknown. Many
disturbing factors, such as tobacco use inflammation, and foreign body reaction can cause these lesions (1).
These hyperplastic lesions have been grouped as pyogenic granuloma, peripheral giant cell granuloma (PGCG),
peripheral ossifying fibroma, and irritation fibroma (IF) (2). PGCG in the oral cavity is often <1.5 cm and asymp-
tomatic. Lesions >1.5 cm are rare and they may cause bleeding and tooth loss. Maxillary bones and mandible
are the regions that are mostly involved. The lesion is mostly located at the level of premolar and molar regions.
It is more frequent in females and the incidence increases in the 5" and 6™ decades of life (3). In this article, we
would like to present a case of recurrent and symptomatic PGCG in the maxillary region which we treated with
surgical excision.

CASE PRESENTATION

A 25-year-old female patient visited the out patient clinic with complaints of swelling in upper right molar teeth for
a year. A bleeding, painless, and slowly growing lesion during tooth brushing was described in the history. Smoking
was also mentioned in the anamnesis. During the examination, a 2 X 3 cm mass was detected in the medial portion
of the right upper molar region (Figure 1). The lesion was excised by the dentist when first detected, but it recurred
within 3 weeks. Pathologic examination reported it as a peripheral giant cell granuloma (PGCG). After this recurrence,
the patient was referred to the otorhinolaryngology department. In the computed tomography examination, an 18 x
17 mm right-sided maxillary lesion which had minimal contrast involvement and caused erosion in cheek tissues was
observed. In T2-weighted diffusion magnetic resonance imaging -axial sections, a 17 x 18 mm homogeneous mass
that was contrast enhancing and apparently circumscribed was found in the right posteromedial dental arcus of the
maxillary bone (Figure 2). After receiving the written informed consent from the patient, the lesion was totally excised
with the accompanying teeth (Figure 3).

Postoperative recovery was achieved without any problems and no complaints were recorded from the patient.
Pathological diagnosis reported the lesion as a PGCG with osteoclast-type giant cell groups in fibrous stroma
(Figure 4).
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Figure 1. Preoperative view of the lesion in the maxillary molar region

Figure 2. T2-weighted MR-axial sections; a 17x18 mm homogeneous
mass that is contrast enhancing and apparently circumscribed in the
right posteromedial dental arcus of the maxillary bone

DISCUSSION

Peripheral giant cell granuloma is one of the hyperplastic oral cavity le-
sions and constitutes <10% of the lesions in the gingival region. Many of
the cases are small and asymptomatic and can be observed at any age.
Lesions >1.5 cm are rare and can be symptomatic as observed in our case.
Surgical excision should be carefully and thoroughly performed to reduce
the risk of recurrence. The incisal tooth region and the premolar regions
are the most frequently affected regions (4) but the molar region involve-
ment, which we present in our case, is rare (5-7).

Peripheral giant cell granuloma may cause nonspecific signs and symp-
toms depending on the level of involvement, such as bleeding, nose-
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Figure 4. Osteoclast giant cell groups in the fibrous stroma (HEx40)

bleed, pain, tooth loss, and swelling (6-8). Our patient complained of
bleeding during tooth brushing. The lesion may grow during pregnancy
like other hyperplastic lesions of the oral cavity (9).

The pathological distinguishing feature of PGCG is the large number of giant
cells localized in the oral mucosal stroma. The cause of this reactive response
and cell source is still unclear, but osteoblasts, phagocytes, fusiform cells and
endothelial cells are thought to be the source (10, 11). We need to examine mi-
croscopic features to be able to identify PGCG. A characteristic lesion includes
a great number of giant cell foci with nuclei and hemosiderin fragments in the
connective tissue stroma. Additionally, the surface epithelium of the mass is
hyperplastic, no matter whether or not ulceration occurs at the base line. The
treatment of PGCG is surgical excision with the accompanying bone tissue (1).
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Although its relationship with real cause and local irritant factors are still
unclear, local irritant factors, such as cigarette smoking, infection, and for-
eign body reaction should be avoided. Surgical excision should be per-
formed after the irritant factors are controlled.

To reduce the risk of recurrence, surgical excision should remove the en-
tire lesion. The recurrence rate is seen to vary in the studies, but the risk is
around 10% in general (3). The importance of total surgical excision was
also emphasized in previous reports (4, 5). If the lesion is superficially ex-
cised, the possibility of recurrence is very high. The tumor must be com-
pletely excised with the accompanying tooth and bone tissue to prevent
recurrence of the lesion. We would like to emphasize the importance of
the total excision of PGCG to reduce the risk of recurrence.

CONCLUSION

Peripheral giant cell granuloma is one of the common hyperplastic lesions
of the oral cavity. When we detect a mass in the oral mucosa and gingiva,
we need to consider this diagnosis. The main treatment for this pathology
is total surgical excision.
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