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In 1953, Jaffe” first described giant cell
reparative granuloma (GCRG) as a benign
lesion affecting the mandible and maxilla,
which was a reactive response to
intraosseous hemorrhage. Ackerman and
Spjut called extragnathic lesions ‘giant cell
reaction” (GCR). because the word ‘repara-
tive” seemed inappropriate”.
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Ackerman and Spjut in calling these extra-

also took the view of

gnathic lesions in small bones of hand and
foot “giant cell reactions” or ‘giant cell

lesions™?.

The term giant cell granuloma
(GCG) has also been introduced to account
for the lack of pre-existing trauma or repar-
ative tissue in some of these lesion.
Although this lesion is most frequently seen

in the mandible and maxilla”, it has rarely
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been described to involve other extragnathic
sites: the small bones of the hands and feet,
the long tubular bones, the paranasal sinus-
es, the orbit, and the cranial vault.

We report an unusual case of GCRG aris-
ing in an index finger in which radiologic
imaging and pathologic correlation was
made.

Case Report

A 2l-year-old solider presented his chief
complaint of pain for 2 years on his right
index finger.

Physical examination revealed mild
swelling over the dorsum of the right index
finger. He was otherwise healthy. He had
full flexion of his digits, but had extensor
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lag of 15° at the proximal interphalangeal
joint of the index.

The plain radiograph of right hand (Fig. 1)
showed slightly expansile, well-defined oste-
olytic lesion in the proximal metaphysis of
the middle phalanx of right index finger
extending into epiphysis. The cortex was
thinned and the lesion eccentrically located
without cortical destruction or soft tissue
involvement. No surrounding bony sclerosis
was present. Calcifications were not seen
within the radiolucent area.

He underwent open biopsy and subse-
quently an curattage and autogenous bone
graft from ipsilateral olecranon. By 8
months postoperatively, he could return to
unrestricted activerties.
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Discussion

Clinically, giant cell tumors (GCTs) are
usually seen in the 3rd and 4th decade of
life, but are rarely seen in patients younger
than 20 years. In giant cell reparative gran-
uloma (GCRG), there is a slight female pre-
dominance, and although it has been report-
ed in all ages, it typically occurs before the
age of 30 years.

The etiology of giant cell reparative gran-
uloma of bone is unknown, and no clue is
provided by the case reported here.

The giant cells in GCT are uniformly dis—
tributed, more rounded, and are larger, as
opposed to the giant cells in GCRGs, which
are gathered around hemorrhagic foci, irreg-
ular shaped, and smaller. There is evidence
of recent and remote hemorrhage in GCRGs

Fig. 1. Anteroposterior (A) and lateral (B) radiographs show the eccentrically located well-defined cystic lesion in the
middle phalanx of the index finger, with cortical thinning, but no surrounding sclerosis or mineralization with-

in the radiolucent area.
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spindled to ovoid with no cellular atypism and mitosis (H& E, X 400).

Fig. 3. Anteroposterior (A) and lateral (B) radioraphs show complete union at postoperative 12 months.

with new osteoid formation, whereas in GCT
there is limited fresh hemorrhage despite its
rich vascularity and no osteoid formation®”.
GCRGs has benign clinical course although
it is locally aggressive, whereas GCT has
more malignant course, higher rate of recur-
rence, and reported to metastasize”.
Radiographic manifestations of GCRGs are

nonspecific. Gnathic GCRGs demonstrate

expansile remodelling of the bone and multi-
locular appearance”.

The radiographic finding of GCRGs in
hand and foot was generally that of a pure-
ly lytic defect .but some degree of mineral-
ization within the lesion was noted in some
cases. As in our case, a densely sclerotic
lesion or lesion containing scattered areas of

dense sclerosis was uncommon, and giant
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cell reactions involving the small bones of
the hands very frequently resulted in expan-
sion of the affected bone”.

GCRGs in the small bones of the hands
and feet most commonly appear as lytic with
expansile remodelling and no periosteal reac-
tion. The cortex is thin but usually intact.

Pathologically, the differential diagnosis
for giant cell lesions in bone includes giant
cell tumor, ABCs and brown tumor of
hyperparathyroidism (osteitis fibrosa cysti-
ca).

Most physicians are in agreement with
surgical excision or debulking, which are the
standard treatment. The radiation is
reserved for inoperable or recurrent cases.

Surgical excision is recommended over sim-
ple curettage because of the higher risk of
recurrence*”. Our treatment had been curet-
tage and autogenous bone graft from the
ipsilateral olecranon area (Fig. 3).

Microscopically, varying degrees of cellu-
larity, with predominantly fibroblast-like
spindle cells were seen (Fig. 2A). Focal
areas showed recent hemorrhage and lym-
phocytic infiltration with fibrosis. The
tumor cells were spindled to ovoid nuclei
with fine chromatin pattern and abundant
eosinophilc cytoplasm with indistinct border.
Mitosis was not seen (Fig. 2B).

Immunohistochemically, the tumor showed
negative reaction for smooth muscle actin,
desmin, CD34 and cytokeratin, and equivo-
cal positivity for S-100 protein.

The distinction between GCTs and GCRGs
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is important as GCTs carry a small but real
risk of metastasis, which is not the case
with GCRGs. Although they cannot be reli-
ably distinuished from the clinical or radiol-
gic features, the histologic findings in most
cases will provide the correct diagnosis.
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Giant cell Reparative Granuloma of the Middle Phalanx of the Index Finger

Jong-Seok Park, M.D., Ho-Rim Choi, M .D., Sang-Seon Lee, M .D.,
Mee-Hye Oh, M.D.*, Myung-Sang Moon, M.D,Ph.D."*

Department of Orthopedic Surgery, Pathology,*
College of Medicine, Soonchunhyang University,Cheonan
Department of Orthopedic Surgery, Sun General Hospital, Dagjeon,” South of Korea

Giant cell reparative granuloma (GCRG) is an uncommon benign lesion that is most common-
ly found in the mandible and maxialla, and is a very rare condition in finger. We report an
unusual case of GCRG arising in the index finger of a21-year-old man.

Histology was characteristic of giant cell reparative granuloma.
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