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Abstract
Background: Granular cell tumor (GCT) is an uncommon benign tumor founded in any part of the body but 
mainly in the tongue. Extra-tongue oral granular cell tumor (ETOGCT) is rare with few cases reported. Here 
we describe seven cases of oral GCT located in sites other then the tongue and discuss histopathological and 
immunohistochemical differences between differential diagnoses.
Material and Methods: We retrieved all cases diagnosed with oral granular cell tumor, from the Oral Pathology 
Service at the School of Dentistry/ University of São Paulo, and excluded the ones sited in the tongue. 
Immunohistochemical staining anti-S100 was also performed.
Results: The presented cases of Extra-tongue Oral Granular Cell Tumor (ETOGT) are composed by granular cells 
with intimately association with the adjacent tissue. Atypia and mitoses were not seen, and in most cases, the 
typical pseudoepitheliomatous hyperplasia was not observed. 
Conclusions: The importance of an adequate attention is to avoid misdiagnoses, since ETOGT is rare and the 
tricking histopathological findings could induce to it. All the cases can be differentiated from the tumors that has 
a granular cell proliferation through a morphological analysis and when needed, immunohistochemistry stain.
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Introduction
Granular cell tumor is an uncommon benign neoplasm 
(1) that can be found in any part of the body but usually 
found in skin, respiratory tract, breast, gastrointestinal 
tract and over 50% in head and neck, mainly the tongue 
(2). Extra-tongue oral granular cell tumors are rare 
(3,4).
According to the World Health Organization (WHO), 
granular cell tumor is a benign tumor of soft tissue and is 
thought to be of Schwann cell origin (5). It is composed 
of a poorly demarcated accumulation of plump granular 
cells, which are often intimately associated with skeletal 
muscle (6).
Oral granular cell tumor can develop at any age, but it is 
commonly found between the second and sixth decades 
of life (1,2).
Histologically, establishment of OGCT diagnosis is easy 
but it can be misdiagnosed if not well observed, especially, 
because this lesion often shows a pseudoepitheliomatous 
hyperplasia, and islands of epithelium can be seen in the 
connective tissue (2,7). This feature frequently leads to a 
wrong interpretation as squamous cell carcinoma (SCC) 
mainly when the tumor is located in an area where OSCC 
is more likely to occur. If carefully analyzed, besides 
the pseudoepitheliomatous hyperplasia, this tumor is 
composed by polygonal cells with eosinophilic granular 
cytoplasm and small nuclei (4). Invasion is commonly 
seen, however there is no atypia (8).
The treatment is complete resection of the tumor 
and no further complement is needed. Presently we 
describe seven cases of oral GCT located in sites other 
then the tongue and discuss histopathological and 
immunohistochemical differences between differential 
diagnoses.

Material and Methods
- Ethics Statement
This study was approved by the Human Research Eth-
ics Committee of the Dental School- University of São 
Paulo (protocol n.754-618).
- Retrieval of tumor samples
All cases of GCT diagnosed at the Oral Pathology 
Service at the School of Dentistry/ University of São 
Paulo in the interval between 2002-2015, were retrieved. 
Initially, 37 formalin-fixed paraffin embedded tumor 
samples were retrieved. Due to the aim of this study, all 
the biopsies sited in the tongue were excluded and thus, 
7 samples were included. Information regarding site of 
the lesion, age, sex and clinical diagnosis were collected 
from patients̀  records. The study was approved by a 
local Ethical Committee. 
- Immunohistochemistry
As a matter of illustration and to have a better view 
of the invasion of the tumor with adjacent tissues, 
immunohistochemical staining anti S100 was performed 
using LSAB Dako kit (Dako, Carpinteria, USA) on 

a 3mm section from OGCT whole tissue. In brief, 
sections were deparaffinized and for antigen retrieval, 
microwaved in sodium citrate buffer, pH 6.0 for 5 
minutes (800 W, medium power) was used. The sections 
were then incubated for 30 minutes in 6% hydrogen 
peroxide/methanol (9) solution to quench endogenous 
peroxidase activity. Primary antibodies were diluted 
in Tris-bovine serum albumin (BSA) buffer and the 
sections were incubated with the antibodies for 30 
minutes. Then, a secondary biotinilated antibody and 
streptavidin-biotin-peroxidase complex were incubated 
using the LSAB Dako kit (Dako, Carpinteria, USA). 
Diaminobenzidine was used as the chromogen, followed 
by counterstaining with Mayer’s hematoxylin.
All the slides were reviewed and re-evaluated by three 
pathologists.

Results
- Patients record
From 37 cases of OGCT, 30 were located in the 
tongue and only 7 cases (23.33%) were sited out of the 
tongue. Among the 7 cases, 2 were in the lips and 2 
in retrocomissural area, one case was found in buccal 
mucosa, one in palate and one in vestibule.
Age range was between 34-60, mean age of 51 years 
old. Both sexes were almost equally affected, 4 women 
and 3 men. Caucasians were more affected, and the 
most frequent clinical diagnosis were fibroma and 
pleomorphic adenoma, given the site of lesion.
- Histology features
Histologically, classic non-encapsulated tumor (Fig. 
1A), composed mainly by polygonal eosinophilic cells 
with central small dark nuclei and abundant granular 
cytoplasm is seen (Fig. 1B). Those cells permeated the 
collagen fibers, in an intimate contact. Most cells were 
strongly positive to S100 (Fig. 1C). Invariably, all tumors 
showed invasion to the adjacent tissue, such as skeletal 
muscle, adipocytes, blood vessels and nerves (Fig. 2).

Fig. 1. Histopathological characteristics of oral granular cell tumor: 
(A) Non-encapsulated tumor 100x. (B) Polygonal eosinophilic 
cells with central or peripheral small dark nuclei and abundant 
granular cytoplasm 400x. (C) Immunoreactive for S100 100x. (D) 
pseudoepitheliomatous hyperplasia 100x.
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Only two of the cases showed pseudoepitheliomatous 
hyperplasia and one of these cases were characterized 
by proliferation of the epithelium with irregular nests 
and chords of squamous cells simulating an infiltrative 
proliferation into the connective tissue. Also, in the center 
of the nests, a formation of keratin pearl could be noticed, 
mimicking a squamous cell carcinoma feature. In the 
stroma a very mild presence of inflammation is seen. No 
atypical mitotic figures were observed (Fig. 1D).

Discussion
Extra-tongue oral granular cell tumor (ETOGCT) is 
rare and can be misdiagnosed due to its histology. GCT 
was first described by Abrikossoff, in 1926 (10) and in 
1931 (11), and named by him as “myoblastic myoma”. He 
described three cases in the tongue, one in the lip and one 
in the stomach and later, another 3 cases in the tongue 
and one in the skin were reported at a Congress (11).
At that time, Abrikossoff thought that this tumor was 
originated from muscle (11). However, studies of its 
histogenetic origin have shown that all OGCT are S-100 
positive (12) and this protein is now used as protein-
target for the diagnosis of this tumor. Other proteins 
such as p75, neuron-specific enolase (NSE) and CD68 
are also immunoreactive favoring the nerve sheath 
differentiation (4).
The tongue is the most affected site (13,14), but this 
neoplasm can affect any part of the body and more than 
50% of the cases are seen in the head and neck (13). 
Regarding the mean age and the equal incidence in 
both sexes, the present study is in agreement with the 
description from the WHO (5).
The present cases of ETOGCT did not show, in most 
cases, the typical pseudoepitheliomatous hyperplasia, 
which is the most striking feature that resembles  
SCC. The tumor is not encapsulated and the granular 
eosinophilic cells invade the adjacent tissue, but it 
does not characterize a malignant feature. Malignant 
transformation has been reported (15,16), and only 

2% are capable to metastasize to distant sites (16). 
Histologically, the malignant counterpart shows a 
higher mitotic activity, necrosis, pleomorphism and a 
tendency to spindle cells component (16), features not 
seen in our cases.
Also, one important aspect that differentiates a GCT 
from a malignant tumor is the tumor stroma. It is known 
that the inflammatory tumor microenviroment has a key 
role in the cancer-promoting and cancer-antagonizing 
effects of inflammation (17,18). Thus the chronic 
inflammatory cells are intensively present in squamous 
cell carcinomas, but not seen in OGCT.  
Some tumors mimic GCT thus showing a granular cell 
proliferation pattern while others that have granular cell 
components intermixed with the classic morphology 
of the tumor cell. The ones that have similar growth 
pattern as GCT are more difficult to diagnose, but some 
characteristics are different and immunohistochemistry 
can be helpful (4,19). Congenital epulis of newborn, 
leiomyoma, rhabdomyoma and oncocytoma can show 
a major presence of granular cell proliferation (Table 1). 
Most of the papers highlight the fact that those tumors do 
not show pseudoepitheliomatous hyperplasia (20-22), as 
seen in GCT, but this statement is based on GCT located 
in the tongue. As we have shown here, most of our cases 
of extra-tongue GCT also did not show this feature.
Congenital epulis of newborn (CEN) has been considered 
a reactive lesion rather than a true neoplasm. Both CEN 
and GCT express CD68 and almost 40% of CEN cases 
are immunoreactive for NSE (5,23). However, different 
from GCT it is not S100 positive (23,24).
Leiomyoma have a granular cell-subtype entity. This 
lesion is a smooth muscle proliferation so, invariably, 
it is smooth muscle actin positive, different from GCT. 
Also, morphologically it is a well-limited tumor and 
can show the presence of spindle cells intermixed 
with the granular cells (22). Features not seen in 
GCT. Another mesenchymal tumor with granular cell 
feature is the adult rhabdomyoma, which is a skeletal 
muscle neoplasm. In horizontal cross-section, muscle 
fibers show a polygonal shape with the appearance 
of abundant granular cytoplasm, but different from 
GCT cells, which show central nuclei, skeletal muscle 
show nuclei peripherally located. Also, a peripheral 
vacuolization, also called “spider web” is seen. Since 
it is a skeletal muscle tumor, it is immunopositive for 
HHF35, myoglobin and desmin (25).
Oncocytic cells seen in endocrine and exocrine tissues 
such as salivary gland are epithelial cells characterized 
by an abundant eosinophilic and granular cytoplasm 
with a central pyknotic nucleus (26). The “swollen” 
appearance is due to the high amount of mitochondrias 
(27), which are altered in the salivary gland tumors. 
Since the oncocytic cell is an epithelial cell, it will not 
stain for S100, as the granular cells from GCT are, thus, 
facilitating the diagnosis.

Fig. 2. Invasion of the granular cells into: (A) Squeletal muscle 400x. 
(B) Adipocytes 100x. (C) Blood vessel 400x. (D) Nerve 400x.
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Schwanomas (28), melanocytic nevi (29), ameloblasto-
mas (30), and metastatic lesions can also show a granu-
lar cell proliferation, but it is usually only a focus or 
an area of the tumor showing this feature (Table 2).
We demonstrated a spectrum of pathologic findings seen 
in extra-tongue oral granular cell tumor and not seen in 
other benign and malignant lesions. The importance of 

an adequate attention is to avoid misdiagnoses, since 
ETOGT is rare and the tricking histopathological 
findings could induce to it. Microscopically, ETOGCT 
does not show major differences from the ones seen in 
the tongue and the most important aspect is the presence 
of an eosinophilic granular cell S100 positive, which 
characterizes the tumor.

OGCT(5)

S100 positive
CD68 positive
100% NSE

Congenital epulis of newborn(23)

S100 negative
CD68 positive
40% NSE 

OGCT
Not circumscribed 
Spindle cells are usually absent
SMA negative
S100 positive

Leiomyoma(22)

Well circumscribed
Spindle cells are intermixed with the granular cells, but it can be dearth 
SMA positive
S100 negative

OGCT
Granular cells with central piknotic nuclei
S100 positive
HHF35 negative (5)

Adult rhabdomyoma(25)

Nuclei is peripherally located
Peripheral vacuolization (“spider web”)
S100 negative
HHF35, myoglobin, desmin positive

OGCT
Possible neural differentiation. 
S100 positive
Granular appearance= autophagosomes or 
autophagolysosomes (uncertain)(28)

Oncocytic lesions (salivary gland)(26)

Epithelium cells
S100 negative
Cytokeratin positive
Granular appearance= High amount of altered mitochondria (27)

Table 1. Comparison between oral granular cell tumor and tumors with predominantly granular cell components.

OGCT
S100 positive
Intense presence of granular cells infiltrat-
ing adjacent tissue

Schwannoma (28)

S100 positive
Scattered or aggregated granular cell in the Antoni B area 

OGCT
Possible neural differentiation
Mainly granular cells
Extra-osseous
S100 positive

Ameloblastoma (30)

Epithelium differentiation
Multiple islands of odontogenic epithelium
Usually intra-osseous 
S100 negative

OGCT
Cytologically bland

Malignant/ metastatic lesions
Cellular pleomorphism, atypical mitotic figures, intense inflammatory 
infiltrate

Table 2. Comparison between oral granular cell tumor and tumors with a scattered granular cell component, mixed with the tumor 
cell proliferation.

Oral Granular cell tumor (OGCT).

Oral Granular cell tumor (OGCT).



Med Oral Patol Oral Cir Bucal. 2017 Jan 1;22 (1):e31-5.                                                                                                                                                                Extra-tongue oral granular cell tumor

e35

References
1. Gayen T, Das A, Shome K, Bandyopadhyay D, Das D, Saha A. 
Granular Cell Tumor: An Uncommon Benign Neoplasm. Indian J 
Dermatol. 2015;60:322.
2. Vered M, Carpenter WM, Buchner A. Granular cell tumor of the 
oral cavity: updated immunohistochemical profile. J Oral Pathol 
Med. 2009;38:150-9.
3. Boulos R, Marsot-Dupuch K, De Saint-Maur P, Meyer B, Tran Ba 
Huy P. Granular cell tumor of the palate: a case report. AJNR Am J 
Neuroradiol. 2002;23:850-4.
4. Rejas RA, Campos MS, Cortes AR, Pinto DD, de Sousa SC. 
The neural histogenetic origin of the oral granular cell tumor: an 
immunohistochemical evidence. Med Oral Patol Oral Cir Bucal. 
2011;16:e6-10.
5. Speight PM. Granular cell tumor. In: Press I, editor. Pathology 
and Genetics of Head and Neck Tumours World Health Organization 
Classification of Tumours. Lyon, France2005. p. 185-6. 
6. Andrade ES, Filho JR, Rocha NS, Neto IC, Camargo IB. Isolated 
intra-oral granular cell tumor: report of two cases and review of the 
literature. Acta Odontol Latinoam. 2010;23:99-104.
7. Abu Eid R, Landini G. Morphometry of pseudoepitheliomatous 
hyperplasia: objective comparison to normal and dysplastic oral 
mucosae. Anal Quant Cytol Histol. 2005;27:232-40.
8. Dive A, Dhobley A, Fande PZ, Dixit S. Granular cell tumor of the 
tongue: Report of a case. J Oral Maxillofac Pathol. 2013;17:148.
9. Pastuszak AL, Schüler L, Speck-Martins CE, Coelho KEF, 
Cordello SM, Vargas F. Use of misoprostol during pregnancy and 
Möbius’ syndrome in infants. N Engl J Med. 1998;338:1881-5.
10. Abrikossoff A. Uber Myome ausgehend vonder quergestreiften 
willkurlichen Muskulatur. Virchows Arch. 1926;260:215-33.
11. Abrikossoff A. Weitere Untersuchungen uber Myoblastenmyome. 
Virchows Arch. 1931;280:723-40.
12. Mori O, Hachisuka H, Sakamoto F, Nomura H, Sasai Y. 
Immunohistochemical observation of S-100 protein and neuron 
specific enolase in the tumour cells of granular cell tumour. Acta 
Histochem. 1988;83:33-8. 
13. Park JH, Do NY, Cho SI, Choi JY. Granular cell tumor on larynx. 
Clin Exp Otorhinolaryngol. 2010;3:52-5.
14. Nagaraj PB, Ongole R, Bhujanga-Rao BR. Granular cell tumor 
of the tongue in a 6-year-old girl--a case report. Med Oral Patol Oral 
Cir Bucal. 2006;11:E162-4.
15. Jardines L, Cheung L, LiVolsi V, Hendrickson S, Brooks JJ. 
Malignant granular cell tumors: report of a case and review of the 
literature. Surgery. 1994;116:49-54.
16. Budino-Carbonero S, Navarro-Vergara P, Rodriguez-Ruiz JA, 
Modelo-Sanchez A, Torres-Garzon L, Rendon-Infante JI, et al. 
Granular cell tumors: Review of the parameters determining possible 
malignancy. Med oral. 2003;8:294-8.
17. Mantovani A, Allavena P, Sica A, Balkwill F. Cancer-related 
inflammation. Nature. 2008;454:436-44.
18. Elinav E, Nowarski R, Thaiss CA, Hu B, Jin C, Flavell RA. 
Inflammation-induced cancer: crosstalk between tumours, immune 
cells and microorganisms. Nat Rev Cancer. 2013;13:759-71.
19. An S, Jang J, Min K, Kim MS, Park H, Park YS, et al. 
Granular cell tumor of the gastrointestinal tract: histologic 
and immunohistochemical analysis of 98 cases. Hum Pathol. 
2015;46:813-9.
20. Hiradfar M, Zabolinejad N, Gharavi M, Sebt S. Multiple 
congenital epulis of the mandibular ridge: a case report. Iran J 
Otorhinolaryngol. 2012;24:193-6.
21. Bang KO, Bodhade AS, Dive AM. Congenital granular cell epulis 
of a newborn. Dent Res J (Isfahan). 2012;9(Suppl 1):S136-8. 
22. Bhattacharyya I, Summerlin DJ, Cohen DM, Ellis GL, Bavitz JB, 
Gillham LL. Granular cell leiomyoma of the oral cavity. Oral Surg 
Oral Med Oral Pathol Oral Radiol Endod. 2006;102:353-9.
23. Eghbalian F, Monsef A. Congenital epulis in the newborn, 
review of the literature and a case report. J Pediatr Hematol Oncol. 
2009;31:198-9.

24. Aparna HG, Jayanth BS, Shashidara R, Jaishankar P. Congenital 
epulis in a newborn: a case report, immunoprofiling and review of 
literature. Ethiop J Health Sci. 2014;24:359-62.
25. Amelia Souza A, de Araújo VC, Passador Santos F, Ferreira 
Martinez E, de Menezes Filho JF, Soares de Araujo N, et al. 
Intraoral adult rhabdomyoma: a case report. Case Rep Dent. 
2013;2013:741548. 
26. Chakrabarti I, Basu A, Ghosh N. Oncocytic lesion of parotid 
gland: A dilemma for cytopathologists. J Cytol. 2012;29:80-2.
27. Gasparre G, Romeo G, Rugolo M, Porcelli AM. Learning from 
oncocytic tumors: Why choose inefficient mitochondria? Biochim 
Biophys Acta. 2011;1807:633-42.
28. Shintaku M. Immunohistochemical localization of 
autophagosomal membrane-associated protein LC3 in granular cell 
tumor and schwannoma. Virchows Arch. 2011;459:315-9.
29. El-Gamal HM, Robinson-Bostom L, Saddler KD, Pan T, Mihm 
MC. Compound melanocytic nevi with granular cell changes. Am 
Acad Dermatol. 2004;50:765-6.
30. Nikitakis NG, Tzerbos F, Triantafyllou K, Papadimas C, 
Sklavounou A. Granular cell ameloblastoma: an unusual histological 
subtype report and review of literature. J Oral Maxillofac Res. 
2011;1:e3.

Acknowledgments
The authors would like to thank Conselho Nacional de Desenvolvi-
mento Científico e Tecnológico (CNPq) for the financial support.
 
Conflict of Interest
The authors have declared that no conflict of interest exist.

 
 
 
 
 
 
 
 


