
GIANT CELL REPARATIVE GRANULOMA 
ASSOCIATED WITH MANDIBULAR FRACTURE IN AN 
ELDERLY EDENTULOUS PATIENT: CASE REPORT

Giant cell reparative granuloma (GCRG) is a benign reactive intraosseous tumour in the head 
and neck region, characterized by the presence of multi-nucleated giant cells. It often arises in the 
first 3 decades of life, with a peak in the second and third decades. However initial presentation 
of GCRG in elderly patients is rare. The majority of patients are asymptomatic and, in some 
patients, the lesions are incidentally discovered during radiologic examinations. Presentation with 
pathologic fractures is rare. The treatment of GCRG is usually surgical, but treatment procedures 
vary depending on the case. The case reported here describes an elderly edentulous female with 
a pathologic fracture in the anterior mandibular region. Attention has been focused on the dental 
findings by computed tomography and surgical treatment of GCRG.
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ABSTRACT

İLERİ YAŞTAKİ TOTAL DİŞSİZ HASTADA 
MANDİBULADA PATOLOJİK KIRIĞIN EŞLİK ETTİĞİ 
DEV HÜCRELİ REPARATİF GRANULOM- OLGU 
SUNUMU

Dev hücreli reparatif granulom (DHRG) baş-boyun bölgesinde bulunan kemiklerde yerleşim 
gösteren, çok çekirdekli dev hücrelerin varlığı ile karakterize, bening karakterli bir kemik 
lezyonudur. Sıklıkla yaşamın ilk 3 dekatında tespit edilmektedir; görülme oranı 2. ve 3.dekatta artış 
göstermektedir. Bununla birlikte ileri yaştaki hastalarda DHRG’nın ilk defa tespit edilmesi sıra dışı 
bir durum olarak kabul edilmektedir. Hastaların büyük çoğunluğu asemptomatik olmakla birlikte, 
birçok hastada lezyon rutin radyografik kontrolde tespit edilmekte, nadiren lezyona patolojik kırık 
eşlik etmektedir. Tedavisi genellikle cerrahidir ancak tedavi seçenekleri vakaya göre değişkenlik 
göstermektedir. Bu olgu sunumunda ileri yaşta bulunan dişsiz bir hastada mandibular anterior 
bölgede patolojik kırığın eşlik ettiği DHRG’nin tomogrofik bulguları ile tedavisi tanımlanmıştır.

Anahtar Sözcükler: Granüloma; Dev Hücreli; Yaşlı; Kırıklar; Spontan
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INTRODUCTION

Giant cell reparative granuloma (GCRG) is a rare so-
litary bone tumour with unclear etiology and is loca-
ted in the head and neck region. Although GCRG is 
a benign, non-odontogenic tumour, it can be locally 
destructive (1,2).

GCRG accounts for 1%–7% of all benign lesions of 
the jaw. It is more common in women than in men, and 
its occurrence is highest in the 2nd and 3rd decades 
of life. Head and neck involvement of the mandible 
and maxilla, especially the anterior region of the jaw, 
is frequently observed (1,3). Etiopathogenesis of the-
se lesions remains unknown, and it is characterized as 
a trauma or infection-related reactive bone lesion (4).

GCRG is usually a slow-growing lesion, while fast-
growing lesions are rare (5,6,7). Despite its innocent 
histological appearance, GCRG has an aggressive 
behaviour that clinically mimics a malignant lesion 
(1). Depending on the location of the lesion, clinical 
symptoms such as localized swelling, pain, bleeding, 
nasal obstruction, epistaxis and displacement of te-
eth may be observed (6,7). A diagnosis is made based 
on the findings of clinical examinations, radiologic in-
vestigations, laboratory tests and histopathological 
examinations (3).

This report describes the diagnosis and treatment 
of a rare case of GCRG in an elderly edentulous fe-
male with a large lesion and pathologic fracture in the 
anterior mandibular region. In this report, attention 
has been focused on the dental findings by compu-
ted tomography and surgical treatment for GCRG.

CASE

A 78-year-old edentulous female was diagnosed in 
our department with a 1-month history of expanding 
swelling in the anterior region of the mandible and 
problem with wearing existing removable complete 
dentures. The patient was edentulous and had been 
using a complete dentures for more than 20 years. 
There was no history of trauma in the recent past. 
She had no systemic complaints, and routine labora-
tory tests were normal.

Clinical evaluation revealed a mandibular asym-
metry of the right mandibular body without any asso-
ciated cervical lymphadenopathy. Panoramic radiog-
raphy showed a well-defined radiolucent lesion with 
insufficient distance between the lesion and the infe-
rior border of the anterior region of the mandible (Fi-
gure 1). A cone-beam computed tomography (CBCT) 
was performed to evaluate the lesion; the lesion was 
located centrally in the anterior right mandible, with 
a proximal–distal diameter of 21.0 mm and a buccal–
lingual diameter of 13.6 mm (Figure 2). CBCT ima-
ges showed expansion and perforation of the buccal 
and lingual cortical plates with a fracture line (Figure 
3A,B).

Figure 1: Preoperative radiograph of a well-defined radi-
olucent lesion which was causing insufficient distance be-
tween the lesion and inferior border of the anterior region 
of mandible.

Based on the clinical and radiological findings, it 
was presumed that the lesion could be a benign tu-
mour; therefore, surgical treatment was planned and 
performed under local anaesthesia. The mandible 
was approached via intra-oral access, and the lesion 
was completely excised (Figure 4). Because of the 
presence of the fracture line, an osteosynthesis plate 
was placed on the buccal cortical bone in the anteri-
or mandibular region. A pre-modelled titanium 2.0-
mm miniplate (Synthes GmbH, Switzerland) with 14 
holes was adapted to the buccal cortical bone. After 
the adaptation of the plate, 9 holes were drilled into 
the bone, and the miniplate was fixed using 10-mm 
screws. During the adaptation of the plate, attention 
was paid to the protection of the mental nerve (Figu-
re 5A, B). The surgically removed enucleated material 
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was sent for histopathologic examination, which con-
firmed the diagnosis of GCRG (Figure 6). Routine and 

special analyses of blood samples were performed to 
rule out hyperparathyroidism.  

Figure 2: Evaluation of lesion size on cone beam tomography.  

The patient was scheduled for frequent routine 
follow-ups. During the follow-up period, the patient’s 
prosthesis was relined with a soft liner (Viscogel, 
Dentsply, DeTrey, Germany). Radiologic examination 

performed after 2 years showed no signs of recurren-
ce, and the patient’s complete set of dentures was 
re-fabricated (Figure 7,8).  

- a - - b - 

Figure 3 A, B: CBCT images showed expansion and perforation of the buccal and lingual cortical plates with a fracture line.
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Figure 4: The lesion was completely excised under local anesthesia.

Figure 5 A, B: A straight titanium miniplate was pre-modeled and adapted to the buccal cortical bone. During the adaptation 
of the plate attention was paid to the protection of the mental nerve.

- a - - b - 

Figure 6: Histopathological view of the lesion.

Figure 7: Radiologic examination performed after 2 years showed no signs of recurrence. 
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Figure 8: The patient’s complete set of dentures was re-fabricated.

DISCUSSION
The term GCRG, an uncommon benign tumour in the 
head and neck region, was reported by Jaffe in 1953 to 
describe a reactive intraosseous lesion of the jaw fol-
lowing trauma. Its etiology was described as a trauma-in-
duced bone haemorrhage; however, many patients with 
GCRG have no history of trauma (4). Local irritation fa-
ctors such as poor dental restoration, unstable dental 
prosthesis, dental extraction, plaque and calculus accu-
mulation and food retention appear to play a significant 
role in the development of GCRG and have been estab-
lished as causes in some cases (8). Although the biologi-
cal behaviour of GCRG is still poorly understood, some 
reports suggest that growth and recurrence of this lesion 
increases during pregnancy and in the postpartum peri-
od, suggesting that hormonal factors play a role in the 
development of GCRG (3,9). GCRG typically occurs in 
young adults and is twice as common in females com-
pared with that in males (8). Although GCRG has been 
observed in patients of all ages, 74% of patients are un-
der the age of 30 years at initial presentation (3). Initial 
presentation of GCRG is uncommon in patients aged 50 
years and above (10). In such cases, in addition to clini-
cal and radiological examination, parathyroid hormone 
levels and normal serum levels of calcium, phosphorus 
and alkaline phosphatase must be examined for diag-
nostic purposes (1,11).

This report presents an unusual case of an elderly, 
postmenopausal female. In differential diagnosis, this 
patient was also evaluated for brown tumours, which 
are particularly common in postmenopausal women 

secondary to primary hyperparathyroidism, because 
of the similarity of histological features.

Although GCRG lesions can be expansive and 
invasive, generally a majority of patients is asympto-
matic. Patients are generally admitted to the clinic 
with painless swelling on the face or in the oral cavity. 
GCRG does not involve perineural sheets; therefo-
re, paraesthesia is not frequently observed in these 
patients. Other symptoms of GCRG are facial asym-
metry, nasal obstruction, displacement or loss of te-
eth and pathologic fractures (12).

In this case, as compatible with the literature, pa-
raesthesia was not observed. During the intra-oral 
approach, it was discovered that the patient’s mental 
nerve was superficially located because of the atrop-
hy of the mandible; however, the lesion did not affect 
it. During the adaptation of the titanium plate, atten-
tion was paid to the protection of the mental nerve.

Treatment of GCRG is usually surgery, and the sur-
gical procedures range from simple curettage to bloc 
resection (2). It has been reported that approximately 
80% of the cases are treated with surgical excision or 
curettage, and the recurrence rate after surgery range 
from 10% to 15% (9). Ficarra et al. reported a 72% re-
currence rate in patients with aggressive lesions and 
3% recurrence rate in patients with non-aggressive le-
sions (6), whereas Whitaker–Waldron reported a 46.1% 
recurrence rate in patients with aggressive lesions. 
Aggressive lesions have a higher recurrence rate beca-
use of the incomplete removal of the lesion; to reduce 
the recurrence rate, curettage and resections must be 
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meticulous, and re-examination of the lesion for any 
remaining mass is required after haemostasis (13).

Because of the disadvantages such as the risk of 
recurrence after surgery, loss of tooth according to 
the case and loss of tooth germs, alternative methods 
to surgical treatment such as the use of daily systemic 
calcitonin and intra-lesional corticosteroid injections 
have been proposed. In the literature, weekly intra-le-
sional corticosteroid injections have been reported 
to have successful results (14,15). Surgical treatment 
is recommended for painful lesions that grow rapidly, 
whereas non-surgical treatment is preferred for small, 
slow-growing lesions (9). Radiotherapy, another treat-
ment method, may cause malignant transformation 

in the long-term because of the potential resistance 
of GCRG to radioactive rays and is therefore not a 
preferred treatment (16).

In this case, the patient had a history of long-term 
use of a complete set of dentures; therefore, an uns-
table dental prosthesis may have acted as an irritating 
factor and played a role in GCRG development. Ad-
ditionally, because of the pathologic fracture in the 
mandible, total curettage of the lesion was chosen 
instead of a long-term calcitonin or steroid treatment. 
The lesion did not recur within the 2-years follow-up 
period, and the complete set of dentures was re-fab-
ricated to avoid soft tissue trauma and possible deve-
lopment of a new GCRG lesion.  
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