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INTRODUCTION: 
Odontogenic keratocysts (OKCs), rst described by Philipsen in 1956 
[1], are benign intraosseous lesions of odontogenic origin that account 
for about 10% of jaw cysts. OKC arises from the remnants of dental 
lamina either in mandible or maxilla. Posterior mandible is the most 
frequent site of involvement. OKCs are considered to be cystic 

[2]neoplasms and termed as keratocystic odontogenic tumors in 2005 . 
They are characterised by an aggressive behaviour with a relatively 

[3] thhigh recurrence rate . According to 4  edition of WHO classication 
of Head and Neck Tumours 2017, the term KCOT was replaced again 

[4]with the term OKC . This case report focuses on the 52 yrs old female 
patient presented with the mild swelling in the lower anterior region 
which is ultimately diagnosed as Odontogenic keratocyst.

CASE REPORT:
A 52 yrs old female patient reported to the department of oral medicine & 
radiology at Meenakshi ammal dental college, Chennai, with the chief 
complaint of swelling in her right lower front teeth region for the past 10 
days. Patient gave history of trauma in the lower front teeth region 6 
months ago, which was associated with pain and pus discharge which 
subsided with medications.10 days ago, patient developed swelling in 
same region which was associated with pain. Her past medical history 
was non-contributory. On clinical examination, evidence of altered 
vestibular morphology irt 43,44 region measuring approximately 
1.5x1cm in size extending anteroposteriorly. On palpation, it was soft in 
consistency, tenderness elicited and pus discharge from the gingival 
crevice irt 44 region as shown in gure (1).

Figure (1) shows swelling in the attached gingiva of 43,44 region.

Correlating the history and clinical ndings, provisional diagnosis of 
Infected dental cyst was given. Differential diagnosis of benign 
odontogenic cyst or tumor may be included.

INVESTIGATIONS:
Electric pulp vitality testing was performed in which 42 showed 
delayed response (17 seconds) when compared with adjacent and 
contralateral teeth.

Fine needle aspiration revealed scanty blood tinged pus.

Orthopantomogram irt 43,44 revealed evidence of multilocular 
radiolucencies with well dened cortical border and of size 
approximately 1.5cm in diameter in the interdental space and 

periapical region of 42,43,44 as shown in gure (2) suggestive of 
odontogenic cyst or tumor. 

Figure 2: (a)shows OPG,(b)Axial,(c)sagittal,(d)coronal sections of 
Computed tomography.

Patient was subjected to Computed Tomography of mandible reveals 
(Figure 2), In Axial section evidence of thinning and perforation of 
buccal cortical plates with intact lingual cortical plates. In sagittal 
section, evidence of multiple hypodense areas with internal septations 
irt periapical region of 43,44 with intact inferior border of the 
mandible. In coronal section, evidence of multiple hypodense areas in 
the anterior body of the mandible with internal septations involving the 
inferior alveolar nerve canal with no displacement of the canal.

Routine blood investigations were performed, all the parameters were 
within normal limits.

Then patient was subjected to incisonal biopsy and histopathological 
examination which revealed predominantly parakeratinized stratied 
squamous cystic lining epithelium exhibiting in foldings with surface 
corrugations, 3-4 cell layer thickness, consisting of cuboidal to 
columnar basal cells with hyperchromatic nuclei in palisaded pattern. 
Also focal areas exhibit ortho keratinized cystic lining epithelium. The 
cystic wall is dense bro collagenous with 3-4 satellite cysts. Cystic 
lumen shows numerous akes of keratin suggestive of odontogenic 
keratocyst.

Figure 3 shows Postoperative OPG
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Correlating the history given by the patient, clinical ndings, 
radiographic features and histopathological diagnosis, nal diagnosis of 
Odontogenic Keratocyst in relation to Right anterior mandible. Patient 
underwent marginal resection of the mandible irt 41,42,43,44 region and 
splinting of the adjacent teeth were done. Patient was followed up and 
postoperative OPG (Figure 3) was taken after 1 month.

DISCUSSION:
The Recent insights into the formation and biological behaviour of 
OKCs have prompted their reclassication from benign odontogenic 

[5]tumors to developmental cysts of odontogenic origin . They are more 
commonly observed in males, with a ratio of 2:1, and exhibit two 

[6]notable peaks in occurrence typically around the ages of 30 and 60 . 
They predominantly manifest in the mandibular third molar region and 
ramus, the anterior mandible is a less frequent site for their 

[7]occurrence . OKCs originate from the epithelial lining of the dental 
[8]follicle .Furthermore, individuals with multiple lesions demonstrate a 

heightened recurrence rate (16.6% to 21.1%) for OKCs, indicating an 
[9]elevated likelihood of malignancy . OKC is frequently asymptomatic 

and is incidentally detected during routine radiographic 
[10]assessment .It appears as distinctly outlined radiolucent areas within 

the jaw bones, varying in appearance from unilocular to multilocular, 
and typically displaying a tendency for growth in the anteroposterior 

[11]direction . Different radiographic classications of OKC include 
Replacemental, Extraneous, Envelopmental, and Collateral types. 
Among these, the envelopmental subtype bears resemblance to 
dentigerous cysts, while the collateral subtype shares similarities with 

[12]lateral periodontal cysts . OKCs linked to retained teeth tend to 
exhibit higher recurrence rates, thus recommending the excision of 

[13,14]both the tooth and the cyst to minimize recurrence risks . Studies 
have indicated that Hounseld unit (HU) values on CT scans are 
notably lower for OKCs compared to other types of odontogenic cysts. 
This distinction can enhance early-stage diagnosis, potentially 

[15]averting recurrences in later stages .In MRI, they often display thin 
and consistent rim-enhancement on T1-weighted images. MRI 
employing diffusion-weighted imaging (DWI) and the subsequent 
calculation of apparent diffusion coefcient (ADC) is sensitive to 
physiological factors such as tissue cellularity, nucleus-to-cytoplasm 
ratio, and the integrity of cell membranes. This technique offers 

 [16]insights into the microstructure of living tissues . The apparent ADC 
value observed in OKCs typically presents lower compared to cystic or 
predominantly cystic ameloblastomas. Recurrences are often linked to 
the proliferative activity of satellite cysts, formed through basal cell 
budding within the epithelium These cysts detach into the connective 

 [18]tissue, leading to subsequent cyst formation . It has been suggested 
that inammation leads to increased epithelial thickness contributes to 

[19]recurrences in OKC . In odontogenic conditions, hypoxia-inducible 
factor-1α (HIF-1α) serves as an indicator of hypoxia and has been 
linked to invasiveness and cystic formation. Elevated levels of this 

 [20]transcription factor have been documented in OKCs . Elevated Ki67 
expression and an increased AgNOR count have shown a robust 

[21]correlation with a heightened likelihood of OKC recurrence . 
Stratifying OKCs based on their clinicopathological characteristics for 
recurrence risk assessment holds signicant importance in patient 
management. Treatment options encompass a spectrum ranging from 
conservative approaches like enucleation (with or without curettage), 
decompression, and marsupialization, to more aggressive methods 
such as peripheral ostectomy, cryotherapy, application of Carnoy's 

[22,23]solution, and mandibular resection .

Lesions categorized as high risk should undergo more aggressive 
treatment approaches such as enucleation or resection, whereas low-
risk lesions may be managed more conservatively through 

 [24]marsupialization/decompression or enucleation alone .The objective 
of all these techniques is to eradicate the cyst and mitigate the risk of 

 recurrence.  

CONCLUSION:
Understanding both common and unusual radiological characteristics of 
OKCs are vital for diagnosing and planning treatment. Therefore, a 
collaborative approach involving various disciplines is necessary to 
classify these features accurately, enabling the selection of the most suitable 
management approach and reducing the likelihood of recurrences.
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