
Granular cell tumor of the tongue 
Dilde granüler hücreli tümör
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Granular cell tumor (GCT) is a rarely seen neoplasia, but
frequently of benign nature. They can be seen localized
within subcutaneous, and subepithelial tissue. Almost half of
the granular cell tumors develop in the head and neck sur-
gery. They are most frequently seen in the tongue, and oral
cavity.[1,2] Tumor is especially seen in 3-5 decades.[3,4] In this
paper, we presented a cystic tongue lesion with definite con-
tours, and a histopathologic diagnosis of GCT.

One of the most important characteristics of the tumor
is the difficulty it poses in the differential diagnosis from
epidermoid cell carcinoma because of its manifestations of
pseudoepitheliomatous hyperplasia seen on the surface of
the lesion.[1] Granular cell tumor was first defined by
Abrikossof in 1926.[5] Abrikossof thought that the tumor

originated from myoblasts, and accordingly termed the
tumor as granular cell myoblastoma. However according to
currently accepted opinion, GCT stems from neural struc-
tures.[5]

Typical histopathologic feature of the tumor is its appar-
ent superficial pseudoepitheliomatous hyperplasic lesions.
Hence it is difficult to discriminate GCT from epidermoid
cell carcinoma. In this paper, GHT was revisited in consid-
eration of a mass lesion of tongue. 

Case Report
A 35-year-old male patient presented to our clinic with a
painless, slow-growing indolent mass he observed on his
tongue for a long time. Bimanual examination of his tongue

Özet

Granüler hücreli tümör (GHT), ço¤unlukla bafl-boyun bölgesi ile
özellikle dilde olmak üzere oral kavitede yerleflim gösteren ve nadir
görülen iyi huylu bir neoplazmad›r. Lezyon genellikle s›n›rlar› belir-
siz, soliter bir nodül fleklinde görülmekle birlikte, vücudun de¤iflik
bölgelerinde bulunabilmektedir. Sunulan olgu, dilde a¤r›s›z kitle flikâ-
yeti ile baflvuran 35 yafl›nda bir erkek hasta idi. Hastaya genel aneste-
zi alt›nda eksizyonel biyopsi uyguland›. Operasyonda ve postoperatif
takibinde komplikasyonla karfl›lafl›lmad›. Hasta postoperatif alt›nc›
ay›nda semptomsuzdu. Bu makalede dil yerleflimli s›n›rlar› belirsiz,
kistik lezyonlu, histopatolojik olarak GHT tan›s› alan bir olgu, gün-
cel makaleler gözden geçirilerek sunulmufltur.

Anahtar sözcükler: Granüler hücreli tümör, dil, neoplazi.

Abstract

Granular cell tumor (GCT) is a rare benign neoplasm that is observed
in oral cavity mostly in head-neck part or especially on the tongue. This
lesion is generally observed as a solitary nodule with unidentified
boundaries and it may reside in different areas of the body. The pre-
sented case is a 35-year-old male patient who referred with a problem
of indolent lesion on his tongue. Excisional biopsy has been applied to
the patient under general anesthesia. There was no complication
observed in surgical operation and during post-operative period. There
were no symptoms observed on the sixth month of post-operative peri-
od. In this paper, a case that has unidentified boundary of tongue place-
ment which includes cystic lesion and identified by a GHT diagnosis
has been presented by reviewing the up-to-date studies.
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revealed an approximately 6x5 cm mass with regular con-
tours elevated from the mucosal surface, but insensitive to
palpation (Fig.  1). 

Other ENT examination results were within physiolog-
ic limits. A lymphadenopathic neck mass was not palpated,
and the mass was excised totally under general anesthesia
(Fig. 2).

Pathologic specimen excised was examined histopatho-
logically, and hematoxylin-eosin revealed pseudohyperpla-
sic multilayered epithelium demonstrating hyperkeratosis,
and patchy areas of parakeratosis, and acanthosis, and
subepithelial tumoral lesions. Immunohistochemical stain-
ing disclosed strong immunopositivity for S-protein, while
a weak immunopositivity was observed for CD 68. In the
light of these findings, histopathologic diagnosis of GCT
was reported. Any evidence of tumor was not encountered
all over the surgical margin of the excised mass. On the first
postoperative day the patient was discharged, and postoper-
ative follow-up examination performed at 6th month could
not detect any sign of recurrence. Epithelium covering the
tumoral mass demonstrated pseudoepitheliomatous hyper-
plasia. In its differential diagnosis from squamous cell carci-
noma, this characteristic feature should be taken into con-
sideration. Optimal treatment approach is a relatively
broader local excision. Surgical margins should be devoid of
tumor, otherwise recurrence will be an unavo›dable compli-
cation.  

Discussion
Granular cell tumor is a rarely seen tumor which may be
observed in any part of the body. It is 2 times more fre-
quently seen in women, and its highest incidence is observed
between the fourth and sixth decades. Though the tumor is
typically seen as a small, insensitive solitary lesion, it can be
found in various tissues in 10-15% of the patients.[5,6] Most
of GCTs are benign with rarely seen local recurrences.
Malignant types have been found in 1-2% of the cases.
Malignant tumors are usually larger than 5 cm in diameter,
demonstrate rapid growth, and carry risk of metastasizing
into other anatomic structures. Histopathologically, necro-
sis, and increase in mitotic activity are seen. These tumors
are differentiated from benign types with mitotic character-
istics, atypical and destructive growth patterns.[7] During
histopathologic examination of our patient, findings sugges-
tive of malignant transformation were not observed.

Granular cell tumors were first described by
Abrikossoff in 1926. Abrikossoff named this tumor as gran-
ular cell myoblastoma because of its microscopic character-
istics resembling to muscle fibrilles.[7] Histologically, tumor

is composed of round and polygonal cells with small cen-
trally located vesicular nuclei, and granular eosinophilic
cytoplasm.

Epithelial pseudoepitheliomatous hyperplasic layer cov-
ering all over the tumoral mass should not be confused with
squamous cell carcinoma.[6,7]

Many authors have proposed various opinions about the
source of GCH. Histiocytes, fibroblasts, and mesenchymal
cells have been indicated as origin of the tumor. However,
according to currently accepted opinion, tumor is of neuro-
genic origin.[5] Manara demonstrated neurotubuli, and neu-
rofilaments in the ultrastructure of GCH.[7]

Enzinger and Weiss proposed immunopositive staining
properties of S-100 protein, CD 68, neuron specific enolase
as a strong evidence demonstrating neural origin of the
tumor.[6]

Granular cell tumor is immunopositive for S-100 pro-
tein, vimentin, myelin basic protein, and immunonegative
for myogenic markers. In the light of these findings, associ-

Fig. 1. Preoperative appearance of a patient who referred to our clinic
with a swollen tongue.

Fig. 2. Intraoperative appearance of the mass on the tongue.
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ation of GCT with small nerves supports correlations
between GCTs, and Schwann cell neoplasms.[7] In our case,
S-100 protein staining revealed cells with positively stained
granules, and granular eosinophilic cytoplasm

Granular cell tumors are usually observed as solid nod-
ules with indeterminate contours, while the contours of the
present case are noted as a cystic lesion with distinct bound-
aries. Differential diagnosis of GCTs from other benign
tumors can be made easily. It differentiates from rhabdomy-
oma in that it contains granular cytoplasm but lacks cross-
banding, and glycogen. Absence of fat droplets in GCTs, dis-
criminate them from hibernoma, and fibroxanthoma.[6] Ideal
treatment modality is a larger local excision. If the tumor
grows rapidly to more than 4 cm in diameter, then it is rec-
ommended to decide on regional lymph node dissection, and
to detect any metastatic lesion (if any) during radiological
evaluation. In malignant cases, effectiveness of chemothera-
py and radiotherapy was not established.[8] Malignant granu-
lar cell tumor can be seen in 1-2% of the cases. In these cases,
tumors are generally larger than 5 cm in diameter with a ten-
dency to rapid growth, and a higher risk of metastasis.
Microscopically necrosis, and increases in mitotic activity are
seen.[9] Surgical margins should be free of tumoral involve-
ment, otherwise recurrence will be unavoidable.

Lack et al. reported recurrence rate as 8%, despite ade-
quate surgical excision.[10] Diagnosis of granular cell tumor
should be made by histopathologic examination. Tumor
cells consist of larger polyhedral cells containing excess
number of eosinophilic granules, and small centrally locat-
ed nuclei.[11]

Histopathologic examination findings of our case did
not suggest malignancy. Pseudo epithelium pseudoepithe-
liomatous hyperplasia of the epithelial layer surrounding
the tumor is seen in 75% of granular cell tumors.[1] Thus, it
can be confused with squamous cell carcinoma. In fact these
two cancer types have nothing in common. In this study,
reactive and hyperplasic alterations occur on the surface of
granular cell tumor without any transformation into squa-
mous cell carcinoma. Because of this characteristic feature
of the tumor, a close collaboration with the pathologist
should be instituted, and pathologist should be informed
about the location, and surface characteristics of the tumor.

Granular cell tumor is a rarely encountered tumor with-
out any distinct symptomatology, but it can be confused
with epidermoid carcinoma because of pseudoepithelioma-
tous hyperplasia seen in nearly 75% of the cases. Reactive
and hyperplasic alterations occur in the squamous epitheli-
um on the surface of GCT, but GCT does not transform
into squamous cell carcinoma. Therefore as a critically
important fact, accurate histopathologic examination
requires close collaboration between clinicians and patholo-
gists, and the pathologists should be informed about clinical
properties, location, and external appearance of the tumor.  
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