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ABSTRACT
odontogenic keratocyst are unique odontogenic lesion that have a potential to behave aggressively and which can
reccur . It usually occurs in mandibular ramus region which is the third most common site for odontogenic cysts. OKC
may occur at any age mostly in 2nd and 3 rd decades of life with male predilection, with presenting features as pain and
swelling , a case of 42 years male presented with pain and swelling and clear radiological evidence of OKC and
confirmed by histo pathological proof.
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INTRODUCTION
The term odontogenic keratocyst was first used by
philipsen in 1956, while pindborg and Hansen in
1963 described the essential features of
odontogenic keratocyst. Which now called as a
keratocystic odontogenic tumor abbreviated KCOT7.
Their etiopathogenesis is attributed to increased
mitotic activity, hydrostatic pressure raised
osmolalities, neural growth, enzymatic mechanism,
bone resorting factor, and dental proliferative basal
cells with high recurrence rate associated nevoid
basal cell carcinoma.

Case Report:
A 42 year old male presented with pain and swelling
on the right cheek. Pain is intermittent and
occasional since 1 year, the swelling which he
noticed 1 yr back is slowly progressing in size. On
clinical examination there was an extra oral swelling
present on right lower side half of the face which is
diffuse, slightly tender and hard in consistancy
which is crossing midline, intra orally swelling
extending from lower right 1st molar to lower left 2nd

premolar with expansion of buccal and lingual
cortical plates . Lower anterior teeth are grade 2
mobile with missing left lower canine, left lower
premolars. Otho Pantamography shows multi
locular radioluecency extending from right 3rd molar
region to left 1st molar region with sclerotic borders.
On histopathology a thin and friable epithelial lining
which consist of unified stratified squamous
epithelium which is around 6 to 8 cells in thickness

with flat epithelial and connective tissue interface
and without any rete ridges.6

Fig 1- Shows extraoral swelling on the right lower
half of face

Fig 2- Shows introral buccal and lingual cortical
plate expansion

doi:10.5368/aedj.2010.2.4.98-100.pdf



Case Report Annals and Essences of Dentistry

Vol. - II Issue 4 Oct – Dec. 2010 99

Fig 3- OPG shows multilocular radiolucency

DISUSSION:
Odontogenic keratocyst is defined by WHO are
known for their peculiar behavior, varied origin,
debated development unique tendency to recur and
varied treatment modalities2.It most often affects the
posterior mandible. These cysts have marked
tendency to recur. As such, there were suggestions
that OKC be regarded as benign cystic neoplasm
rather than cyst that is keratocystic odontogenic
tumour7.

Its high recurrence rate associated with nevoid
basal cell carcinoma syndrome, aggressive biologic
behavior and typical histological features places
OKC in a unique position within the spectrum of
odontogenic lesions. This is an autosomal dominant
inherited condition comprising multiple basal cell
carcinomas of skin, OKC, intracranial calcification
and bifid rib as well as vertebral anomalies.
Prevalence of this syndrome is estimated to be
about 1 in 60 000.

The common view is that the origin of
theodontogenic keratocyst comes from dental
lamina remnants in the mandible and maxilla .
Another origin of the odontogenic keratocyst is from
basal cells ofthe overlying oral epithelium 5.

OKC in the jaws may affect patients between the
ages 10 to 94 yrs with peak incidence in 2nd and 3rd

decades of life. Men are affected more than females
(male: females – 1.3: 1) 4. In the maxillofascial
region mandible is more effected than maxilla (66.8:
33.2)(4), in the maxilla canine region is mostly
effected .In the maxilla facial region the most
odontogenic keratosis occur in the mandibular
molar – ramus region 34.4% , 10.3 % in premolar
region , 10.3% in canine region , 8.3% in 1st and 2nd

molar area

It is said that they tend to grow more in antero-
postern direction along the cancellous component
without producing much expansion of the cortical
plates especially the lingual plate, for a long period
of time 8

Radiographically, odontogenic keratocyst present
predominently as a unilocular radiolucency with
well-developed sclerotic borders.They may also
present as a multilocular radioluecency with a ratio
of unilocular to multilocular varying from 3:112 to
1:1.37

In view of the marked recurrence rate, treatment of
OKC has always been challenging. As with most
cysts, OKC is usually treated by enucleation and
curettage. Complete enucleation is difficult,
however, because of the thin, friable nature of the
cyst wall. This has contributed to the reported
frequency of recurrence, ranging from 5 to 62%4 .
The importance of histopathological diagnosis after
surgery is to confirm complete excision of the cyst
to prevent recurrence and confirmation, in
histophology we usually find epithelial lining
consisting of stratified squamous epithelium usually
6-8 cells thickness, the epithelium and connective
tissue interface is often flat and rete ridge formation
is often inconspicuous, detachment portions of a
cystic lining epithelium from the fibrous wall is
observed.

CONCLUSION:
A 42 year old male who presented with pain and
swelling on the right lower half of the face.
Orhtopantamograph shows multilocular
radiolucency extending from right 3 molar region to
left 1molar region with sclerotic borders. This report
matched with many studies of Odontogenic
Keratocyst in gender, age, site of the lesion,
radiographic and histopathologic findings.

References:
1. oral pathology text book William G Shafer
2. Kumar M, Bandtopadhyay, Thapliyal GK.

Odontogenic keratocyst of anterior mandible crossing
the midline. J Oral Maxillofac Pathol 2005(9)41-2

3. General and oral pathology for Dental hygienist
lesseli Delong , nance w Burkhart.

4. ALI M, RONALD AB, J Am Dent Assoc, 2003,Vol
134( 7), 877-883.

5. Kerim ORTAKOÚLU, Berkay Tolga S.ER, Metin
ÞEN.ÜMEN Department of Oral and Maxillofacial
Surgery, G.lhane Military Medical Academy, Ankara
– Turkey

http://en.wikipedia.org/wiki/Mandible


Case Report Annals and Essences of Dentistry

Vol. - II Issue 4 Oct – Dec. 2010 100

6. Jose’lacet de uma junior, et al okc of mandible Indian
journal of otolaryngology and head and neck surgery
Dec 2006,vol58(4).

7. Madras J, Lapointe H (March 2008). "Keratocystic
odontogenic tumour: reclassification of the
odontogenic keratocyst from cyst to tumour". J Can
Dent Assoc 74

8. Andras Ezsias: Longitudinal in vivo observations on
odontogenic keratocyst over a period of 4 years. Int J
Oral Maxillofac Surg 2001; 30: 80-82

9. Chen C-H, Lin C-C. Clinical and histopathological
study of the odontogenic keratocyst - a follow-up
study of 16 cases. Kaohsiung J Med Sci 1986;2: 601-
07.

Corresponding Author

DR. VAMSI PAVANI
Associate Professor.

Dept of Oral Medicine and Radiology
Sree Sai Dental College, Srikakulam

AP, India

http://www.cda-adc.ca/jcda/vol-74/issue-2/165.html
http://www.cda-adc.ca/jcda/vol-74/issue-2/165.html
http://www.cda-adc.ca/jcda/vol-74/issue-2/165.html

