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Introduction
The term odontogenic keratocyst was introduced
by the oral pathologists in Europe in the mid
1950’s, to denote a cyst with specific histological
behavior. In earlier literature, the keratocyst was
described as a cholesteatoma. Odontogenic
keratocyst has a keratinized lining and the cyst
arises from the cell rests of dental lamina rather
than from reduced enamel epithelium or the cell
rests of Malassez. Odontogenic keratocyst may
occur at any age but is rare below 10 years of
age. Mandible is more affected than maxilla and is
common in the ramus third molar area. The
associated symptoms include pain and soft tissue
swelling. Multiple odontogenic keratocyst are
associated with syndromes such as Basal Cell
Nevoid Syndrome usually in younger patients. An
exceptional case of multiple odontogenic
keratocysts in a non-syndromic patient associated
with impacted third molars has been presented.
These cysts that were enucleated followed by the
application of Carnoy’s solution were found to
have diverse histopathology.
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initially small and was painless and gradually increased
to present size. There was no pain or swelling in the
right side of angle of mandible. Extra oral examination
revealed a diffuse swelling on left side of mandible in
the angle region ,which was tender on palpation.
Intraoral examination revealed buccal cortical
expansion at the same site of the mandible & there
were no skin lesions suggestive of basal cell nevus
syndrome.

Investigations
An Orthopantomograph was advised and it revealed a
well defined radiolucency extending from distal aspect
of left lower first molar involving the angle, ramus and
the coronoid process of mandible wherein, the third
molar tooth was displaced to the neck of condyle (Fig
1). Inadvertently, the right side also revealed a well-
defined multilocular radiolucency extending from the
angle to the ramus of the mandible with an impacted
third molar. A bilateral incisional biopsy led to the
diagnosis of an odontogenic keratocyst.
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Case report
A 21-year-old female patient reported with swelling
and pain in the left angle of mandible. The swelling was

Histological features
The left cyst was parakeratinized type, wherein the H
& E sections revealed cystic lining composed of
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uniform layers of stratified squamous epithelium of
6-8 cells thickness. The luminal surface had
flattened parakeratotic epithelium cells, exhibiting
wavy surface appearance. The basal cell epithelial
layer was composed of palisaded layers of hyper
chromatic columnar epithelial cells (Fig 2).

Fig 2: slide showing diverse histological
features; one is orthokeratinized(left side) and

other is parakeratinized(right side).

The right cyst was orthokeratinized type, wherein
the H & E sections revealed cystic lining
composed of stratified squamous epithelium with
an orthokeratotic surface of varying thickness.
Cystic lumen showed flakes of orthokeratin,
which matched with the cheesy material observed
on gross examination.

Management
Under General anesthesia, the left & right sided
cystic lesions were enucleated along with the

lower third molars to which the cystic lining was
adherent, followed by application of Carnoy‘s
solution ( Fig 3).

Fig 3: shows cystic lining after enucleation.

Discussion
The odontogenic keratocyst is an epithelial
developmental cyst of the jaw.[1] Some surgeons
believe the cyst can be properly treated with
enucleation if the lesion is removed intact.[2,3]

However, complete removal of the OKC can be
difficult because of the thin friable epithelial lining,
limited surgical access, skill and experience of the
surgeon, cortical perforation, and the desire to
preserve adjacent vital structures.[4]

An odontogenic keratocyst may envelope an
adjacent impacted tooth (envelopmental
keratocyst).[5] Very occasionally the lining of a
cyst in a true dentigerous relationship may be
identical to that of an odontogenic keratocyst.[6]

Altini et al[7,8] termed this as follicular primordial
cyst (follicular keratocyst).
An odontogenic keratocyst associated with an
impacted third molar appears to arise at a
younger age and grow more rapidly than a cyst
unrelated to an impacted tooth & may affect the
proliferaton of an adjacent odontogenic
keratocyst.[9]

Recurrence is common in infected cysts than in
non-infected cysts. Based on the high rate of
recurrence, most authors advocate radical
enucleation for small unilocular keratocysts and
suggest resection & bone grafting for very large
lesions. Advocates of conservative management
of large multilocular odontogenic keratocysts
outline some technical difficulties in attempting the

Fig 1 : OPG Showing bilateral well defined
radiolucency in the angle, ramus and coronoid
process with displaced 3rd molar on left side
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complete enucleation due to the limited access to
the depth of the mandible.[11] Extensive resection
of the mandible with its high morbidity maybe too
radical for large odontogenic keratocysts and
even an over-treatment. In any case clinical and
radiological follow-up is mandatory for years after
surgery because recurrence may occur even years
later. Our patient is on regular follow up and till
date showed no signs of recurrence.
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