Case Report

Nasolabial Extraosseous Benign
CD68+ Giant Cell Neoplasm with Low

Malignant Potential

ABSTRACT
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The present case report highlights the histopathological features of a small nasolabial tumour in a 22-year-old female. The tumour
was adequately excised. It consisted of proliferated Mononuclear Spindle (MNS) cells admixed with numerous giant cells. Tumour
was located in superficial subcutaneous tissue. Immunohistochemical (IHC) examination showed strong positivity of giant cells
for anti-CD68+ antibody, suggesting their origin from Monocyte-macrophage (MQ) cells. Both MNS cells and giant cells showed
strong positive staining with anti-vimentin antibody. In addition, MNS cells did not show nuclear atypia and mitoses. It was finally
diagnosed as a Giant Cell Tumour of Soft Tissue (GCT-ST). It is a highly cellular neoplasm. Receptor Activator of Nuclear Factor
Kappa-B Ligand (RANKL) expression by MNS cells stimulates osteoclast formation, resorption and osteolysis associated with this
tumour. A benign course is expected after complete excision of this tumour.
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CASE REPORT

A 22-year-old female presented with a left nasolabial tumour. The
tumour was slowly increasing in size for the last several months. It
presently measured about 2.5x2x2 cm. Oedema, redness and pain
suggesting local inflammation of overlying skin or bleeding were not
observed. The tumour was well-circumscribed and had variable
consistency. Local invasion of maxilla was not seen. There was no
history of trauma and giant cell tumour elsewhere in the body.

The tumour was surgically excised. Microscopically, it revealed
highly cellular neoplasm showing a mixture of MNS cells and
multinucleated giant cells. Tumour cells had oval bland nuclei.
Number of nuclei varied from 3 to 17 nuclei/giant cell. Nuclei of
tumour cells had prominent nucleoli. Nuclear pleomorphism,
hyperchromasia and mitoses were not seen in MNS cells. Nuclei
of MNS cells and giant cells were identical. Fibrocytic areas and
osteoid formation were seen both in the periphery and in the
substance of tumour tissue [Table/Fig-1a-c]. Haemorrhagic necrosis
and haemorrhagic cyst formation were also seen. Masson-Goldner
trichrome stain showed collagen in osteoid tissue [Table/Fig-1d].

f

[Table/Fig-1a-f]: a) Tumour showed large number of mononuclear spindle (MNS)
cells (H&E 100X); b) MNS cells were admixed with many multinucleated giant cells
(H&E 450X); ¢) Osteoid formation was also seen (H&E 100X); d) Masson-Goldner
Trichrome stain showed positive reaction with collagen of osteoid matrix; e) Anti-
CD68+ antibody showed strong positivity with giant cells, suggesting their origin
from monocytes; f) Anti-vimentin antibody stained both giant cells as well as MNS
cells of tumour tissue.

IHC examination showed strong positivity of giant cells with anti-
CD68+ antibody, suggesting their origin from M@ [Table/Fig-1€]. In
addition, anti-vimentin antibody stained both MNS cells and giant
cells, suggesting mesenchymal origin of both types of cells [Table/
Fig-1f]. Other IHC markers, i.e., S100, HMB45 and pancytokeratin
were not tried. The patient was followed for two weeks without any
post-operative complication.

DISCUSSION

The GCT-ST is an extremely rare neoplasm [1,2]. Most important
feature of this study was the positivity of multinucleated giant cells for
anti-CD68+ antibody. Similar observation was made in another study
[1]. CD68+ positivity of giant cells suggested their lineage from MQ
cells. Fusion of recruited M@ cells in the lesion might have resulted
in formation of giant cells [3]. Further, positive reaction of MNS cells
and giant cells with anti-vimentin antibody suggested mesenchymal
differentiation. Tumour was separate from maxilla, suggesting its
derivation from one of the cells of subcutaneous tissue. GCT-ST has
been reported earlier mainly from thigh and rarely from soft tissue
of face [1,2]. However, a case has been reported in paravertebral
region opposite D3 to D5 vertebra [4]. Moreover, osteogenesis
was also discernible in the stromal tissue of tumour. Similar finding
has been reported earlier [1]. In addition, the tumour in the index
case neither showed nuclear atypia nor mitoses, suggesting its
benign nature. Variable mitoses have been reported earlier in GCT-
ST [1,3,5]. Rarely, it may metastasise to lung [6]. Clinically, in the
present case it was a soft tissue tumour. There was no evidence
of local osseous involvement to suggest its origin from bone. Giant
Cell Reparative Granuloma (GCRG) was not considered because
GCRG is an oral lesion and/or it may be intraoseous and may
arise following trauma. Histologically, GCRG has a haemorrhagic
background with plump bland fibroblasts, haemosiderin-laden
macrophages and fewer giant cells [7]. Conversely, these features
were not found in the present tumour. IHC examination of GCT cells
with anti S100 reveal positive reaction of some stromal cells [8]. In
addition, multinucleated giant cells in GCT are Alpha Anti-Chymo
Trypsin (AACT) and M718 positive, indicating their close relationship
to macrophage-like stromal cells [8].
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CONCLUSION

The GCT-ST is an extremely rare slow-growing tumour. Complete
excision of tumour appeared to cure the patient. However, it may be
followed by recurrence and rarely, it may metastasize. Denosumab,
a human monoclonal antibody may be useful in the treatment of

GCT-ST where complete excision of tumour is not possible.
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