
Journal of Surgical Oncology 1 6 : 7 - 1 3 (1981) 

Treatment With Steroids of a Giant Cell 
Granuloma of the Maxilla 

JEAN-JACQUES BODY, MD, ALBERT M. JORTAY, MD, 
ROBERT DE JAGER, MD, and DANIEL ARDICHVILI, MD 

This case report of giant cell granuloma involving the maxilla is of part icular 
interest for two reasons: the locally aggressive clinical course contrast ing with 
the diagnosis of a benign disease and the spectacular, a l though t rans ient , re-
sponse under steroid t r ea tmen t . Cor t ico therapy should be fu r the r tested in 
cases of invasive or recurring giant cell granuloma. 

Key words: giant cell granuloma, maxillary tumors, steroids 

INTRODUCTION 

The clinico-pathological ent i ty of "giant cell reparative g r anu loma" was first de-
scribed by J A F F E in 1953 [ 1 ] . The term "repara t ive" grew obsolète and is seldom used 
by pathologists t oday . The mandibular bone , particularly its hor izonta l b ranch , is more 
f requen t ly involved t h a n the maxil la . 

Presenting symptoms of maxillary lésions are o f t en nasal obs t ruc t ion and epistaxis. 
Women are more f requent ly a f fec ted than men; the major i ty of pa t ients are y o u n g adults 
and children [ 2 ] . Giant cell granuloma may be conséquent to a t r auma . Because surgical 
curet t ing of such lésions achieves cure in most cases, the rôle of radiat ion the rapy is not 
established [3—5], and no informat ion is available about ho rmone act ion or chemothe rapy . 

The présent case is of particular interest because of its unusual récurrence a f te r ex-
tensive surgery and its dramat ic , al though short-lasting, response to steroid t r ea tmen t . 

CASE REPORT 

A 37-year-old man presented wi th complaints of d i scomfor t and fulness in the left 
nasogenian région and a left suborbital hypoesthesia . Soon thereaf te r the pat ient exper-
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ienced obs t ruc t ion of the lef t nasal fossa and progressive exoph tha lmos . Skuli lamino-
grams showed a densified lef t maxillary sinus, with érosion of the f loor of the orbi t and 
invasion of the left nasal fossa, sphenoid sinus, and e thmoid cells (Fig. 1). On CAT scan, 
the pterygoid fossa was also shown to be invaded through the posterior wall of the an t rum 
(Fig. 2). A biopsy was obtained f rom a Caldwell-Luc procédure and provided the diagnosis 
of giant cell granuloma. Fibroblasts made up the stroma cells and usually were spindle 
shaped; giant cells were sparse but diffusely and irregularly dis t r ibuted th roughout the 
lésion; mi to t ic figures were occasionally found in f ibroblasts but not in giant cells; the 
s t roma was collagenous with abundan t interstitial thin-walled vascular channels . There 
was no évidence of malignancy on cell or tissue features (Fig. 3). The pat ient underwent 
a radical subto ta l lef t maxi l lec tomy, saving the eye thanks to a skin graft reconstruc­
tion of the orbital f loor . On surgical spécimen, the t u m o r was measured 7 X 6 X 5 cm 
and appeared pink in color, f ib romatous when sectioned, and f irmly anchored in the 
maxillary arcade. Pathological diagnosis was unchanged. Slides were fu r the r sent t o two 
independen t commit tees of pathologists ( the Belgian Commi t tee for maxillo-facial bone 
lésions and the Dutch Bone T u m o r Commit tee) , which conf i rmed the diagnosis of giant 
cell granuloma. A récurrence became visible within four weeks as a large invasive tumor 
process filling the entire maxi l lec tomy site (Fig. 4) . 

Fig. 1. SkuU laminogram with left maxillary tuinor process invading nasal fossa and ethmoid cells. 
Floor of orbit is destroyed medially. 
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Repea ted laminograms conf i rmed findings ment ioned above and showed exoph tha lmos 
due to orbi t involvement and progression of the disease in to the tempora l fossa (Fig. 5) . 
The diagnosis of giant cell granuloma was conf i rmed with supplementa! biopsy of recurring 
t u m o r . 

The pat ient had his left external carotid artery ligated for an intraoral hemorrhage 
and underwen t radiat ion therapy (Cobalt 60) , up to a total dose of 4 , 5 0 0 rads wi thout any 
t u m o r régression. Thereaf te r , the pat ient received two consécutive courses of high-dose 
me tho t r exa t e (1 ,5000 mg, six hour infusions, foUowed by Leucovorin rescue 12 mg every 
six hours X three days) at ten day intervais, again wi thou t t umor régression. Fu r the r t reat-
ment wi th CYVADIC* [6] combina t ion chemothe rapy was also ineffect ive. By tha t t ime , 
the t u m o r had grown to a large, hard , e ry thema tous mass expanding 5 cm beyond the 
f ron ta l plane, and inside the oral cavity 2 cm below the level of the hard palate. It reached 

*ADM 50 mg/ni^ IV day 1; DTIC ISOmg/m^ IV days 1 to 5; CFA 500 mg/m" IV day 1 ; VCR 1.5 
mg/m^ IV day 1. 



Fig. 3. General pattern of the lésion witli stroma made up of fibroblasts and diffuse spreading of giant cells. No sign of neoplastic 
degeneration could be found (haematoxylin-eosin Safran stain; magnification X 400). 
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the t empora l fossa poster ior ly. The left eye showed exoph tha lmos and chemosis , and the 
pat ient compla ined of diplopia. The lips and left nostril were de fo rmed and t r i smus was 
présent . 

Physical examina t ion was otherwise normal . Per formance s ta tus was 90% af te r 
Karnofsky index . 

Labora tory data were as fol lows: Hb, 13.3 gm%; WBC, 11,100 (85% neutrophi ls ) ; 
platelets, 2 9 0 , 0 0 0 ; sédimenta t ion rate, 30 m m / h o u r . Repeated dé te rmina t ions of Ca, P, and 
PTH were always within normal limits. Blood chemistry was normal except for liver func-
t ion tests: alkaline phosphatase 187 uni ts (N 85), 7 G T 105 units (N ^ 30), 5' Nue 19.9 
uni ts (N 15). Protein electrophoresis showed elevated 7-globulins but no monoclona l 
peak . Laparoscopy and liver biopsy revealed mild cholestasis wi thou t métastases . 

Trea tment with dexamethasone , 20 mg each day , was initiated and resulted in a 
quick and dramat ic response, with near-complete t u m o r régression, a residual suborbi ta l 
" r idge" of 4 X 2 cm no longer expanded beyond the f ron ta l plane. As a conséquence of 
t u m o r necrosis inside the m o u t h , the patient was again able to wear his palatal prosthesis; 
diplopia disappeared and the lips and left nostril were no longer de fo rmed (Fig. 6) . 

The remission lasted only six weeks (Table I). Regrowth of the t u m o r was concomi­
tant with a réduct ion in the doses of dexamethasone (see Table I), necessi tated by the onset 
of steroid compl ica t ions — Cushingoid features , herpès zoster , pyode rma , and severe 
proximal m y o p a t h y . 

DISCUSSION 

Although the présent case had been diagnosed as "giant cell g r a n u l o m a " by d i f férent 
pathologists , its clinical behaviour contrasted f rom the start wi th the usually benign course 
of the disease. Even in the rare cases of récurrence, giant cell granulomas have usually a 
much less aggressive clinical course [2, 4 , 7—10]. As first t r ea tmen t , extensive surgery failed 
to control this locally aggressive lésion, which was considered at the t ime as a sarcome-like 
mal ignancy, despite the pathological diagnosis. That is w h y high-dose m e t h o t r e x a t e was 
a t t empted according to Ja f fé ' s t r ea tment schedule [11] , b u t wi thou t any bene f i t . Radia­
t ion the rapy was also ineffect ive in controUing this granuloma of part icular na tu re . 

Brown t u m o r of bone and giant cell granuloma have identical histologie appearance 
[ 1 2 ] . Recurring lésions are occasionally caused by primary hyperpara thyro id i sm [4, 13, 
14] ; such occurrence was excluded in the présent case a f te r PTH dé te rmina t ions , which 

TABLE I. Steroid Schedule and Response 

Dose Resuit 

20 mg each day X 21 day s 
i 

15 mg each day X 10 days 

15 mg every other day X 10 days 

; 
5 mg every other day x 15 days 

i 
10 mg every other day X 21 days 

Dramatic régression 

Régression 

Steady state 

Relapse 

Progression 
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Fig. 4. Patient aspect when tumor recurred after maxiUec-
tomy, with bulging mass occupying maxillectomy site 
and orbital floor. 

Fig. 5. Skull laminogram evidencing a huge tumor filling the 
site of maxillectomy up to the nasal fessa and orbit, and 
fusing into the left temporal fossa. 

Fig. 6. As patient appeared on the twentieth day of steroid 
therapy after dramatic régression of ail tumor parameters. 

always were found within normal limits. Other giant cell lésions like giant cell t umors [12] 
were also considered for diagnosis and were excluded by the histological fea tures . 

Hayward [15] poin ted ou t in 1959 h o w hazardous it was to correlate his topathological 
changes in giant cell lésions wi th their clinical course. Richter also insists on the impor tance 
of the clinical course in the final in terpré ta t ion of diagnosis [ 1 6 ] . 

The response t o t r ea tmen t s applied in the présent case is ano ther point of interest 
when we consider the spectacular e f fec t induced by steroids, used as an u l t imate therapeut ic 
a t t e m p t and by analogy with their use in the orbital p seudo tumor [17] T o the best of our 
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k n o w l e d g e , t h e u s e o f s t e r o i d s h a s n e v e r b e e n p u b l i s h e d in c a s e s o f g i a n t ce l l g r a n u l o m a . 

T h i s d r a m a t i c r e s p o n s e , w i t h m a s s i v e s l o u g h o f t h e l é s i o n a c h i e v e d a t t h e f o u r t h d a y o f 

t h e r a p y , r a i s e s t h e q u e s t i o n o f t h e i r s e n s i t i v i t y t o s t e r o i d s . T h e s h o r t d u r a t i o n o f r e m i s s i o n 

c o u l d b e d u e in p a r t t o t h e n e c e s s i t y o f r e d u c i n g d o s a g e a n d s c h e d u l e in o r d e r t o a v o i d 

m o r e s e v e r e c o m p l i c a t i o n s f r o m c h r o n i c s t e r o i d t h e r a p y . 

A d i s c o n t i n u e d h i g h - d o s e s t e r o i d s c h e d u l e , s u c h as f o r l y m p h o m a s , m i g h t b e b e t t e r 

t o l e r a t e d a n d p e r m i t a l o n g e r t r e a t m e n t . T h e r e f o r e , w e w o u l d p r o p o s e f u r t h e r s t u d i e s o n 

s t e r o i d t h e r a p y p r i o r t o s u r g e r y f o r i nvas ive g i a n t ce l l g r a n u l o m a s a n d f o r r e c u r r i n g l é s i o n s . 
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