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Introduction 
Odontogenic keratocysts (OKCs) are  

odontogenic cysts that originate from the  

dental lamina which First observed by  

Phillipsen in 1956 [1]. OKC is distinguished by 

its quick development, aggressive nature, and  

propensity to infiltrate the nearby tissues,  

particularly bone. It often recurs, and basal cell 

nevus syndrome is sometimes linked to it [2]. 

Specific histopathological and clinical  

characteristics of OKC point to a tumor rather 

than a cyst. OKC was identified by researchers 

as a benign cystic neoplasm. Multiple OKCs 

were first identified in Gorlin-Goltz syndrome 

in 1960, which also included cutaneous,  

skeletal, ophthalmic, and neurological  

abnormalities [2]. The World Health  

Organization classifies OKC as a benign  

unicystic or multicystic intraosseous tumor of 

odontogenic origin with parakeratinized  
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 Abstract  

Background and Aim: A developing odontogenic cyst known as 

odontogenic keratocyst (OKC) originates from the remains of dental 
lamina. Its aggressive pattern of expansion and high recurrence rate 
differentiate it from other odontogenic cysts. Herein, we describe a 
large OKC in the mandibular ramus, close to the condyle, in a  
juvenile patient with a third molar crypt.  Age and sex of patient, 
and size, location, and fast development of this lesion were different 
compared with previously reported OKCs. Our management strategy 

aimed to maintain the mandible's natural dentition, form, function, 
and continuity.    
Case Presentation: The conservative strategy of marsupialization 
and decompression, which results in final total clearance of the cystic 
lesion, is one of the treatment strategies for OKC. Segmental  
resection, en bloc, and complex procedures are other treatment  
options. Surgical enucleation of the lesion and subsequent  

marsupialization were conducted effectively in this case. After a 
lengthy follow-up, there was no recurrence.  

Conclusion: A detailed comprehension of the nature of the lesion 
supported by a strong clinical history and cutting-edge radiography 
may greatly aid the physician in making the appropriate treatment 
decision for patient's long-term interests.   
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stratified squamous epithelial lining and the 

potential for aggressive infiltrative behavior. 

The World Health Organization suggests using 

the term keratocystic odontogenic tumor  

because it more accurately shows its neoplastic 

nature [3,4]. Jaw lesions commonly affect the 

children, and their causes range from  

developmental anomalies to neoplasia.  

Odontogenic lesions of the jaw are the most 

frequent in children [5,6]. Dentigerous cysts 

are the most common odontogenic cysts  

associated with an erupted or developing 

tooth, most typically affecting mandibular third 

molars; other teeth that are frequently affected 

include the maxillary canines, maxillary third 

molars, and less frequently, central incisors 

[7,8]. In the current case report, we describe a 

case of major OKC in a teenager that caused 

mandibular damage. This case report discusses 

how to handle such uncommon situations 

while maintaining the mandible's continuity, 

original dentition, form, function, and contour.  

 

Case Presentation  
A 14-year-old patient who had been  

complaining of discomfort and swelling in the 

bottom left corner of his face for a few months 

was referred to our clinic. The patient had no 

other symptoms. An intraoral examination  

indicated integrity of the mucosa with mobile 

tooth #37 and edema in the left angle of the 

jaw. The patient had no prior dental or medical 

history. The patient underwent panoramic  

radiography. The third molar crypt and a  

well-defined radiolucent lesion were both  

detected on the panoramic radiograph at  

the left angle of the jaw with regard to teeth 

#36 and #37 (Figure 1a). After thorough  

explanation, the patient's parents signed an 

informed consent form on behalf of the patient. 

Because of the magnitude of the lesion,  

computed tomography (CT) was done  

(Figure 1b). 

The CT-scan revealed that an inferiorly  

located lesion was connected to the  

mandibular first and second molars, and that 
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Figure 1. Preoperative Panoramic radiograph (a) and 

computed tomography scan (b) showing a radiolucency in 

the left angle of the mandible. 

 

the crypt of the mandibular third molar was 

present in the ramus of the jaw close to the 

condyle. The left ramus was involved, and a 

well-defined osteolytic hypodense (5–10 HU) 

lesion spanning around 47 x 24 mm was  

identified, leading to bone growth. Cortex was 

intact, suggesting a benign etiology (mandibu-

lar cystic lesion). There was no sign of a soft 

tissue component. Under local anesthesia, the 

lesion was surgically removed by enucleation,  

followed by marsupialization and extraction of 

the crypts of the second and third mandibular 

molars (Figures 2a, b and c). A saline  
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irrigation was performed after the extraction of 

tooth #37 and the third molar's crypt (Figure 

2d). Iodoform dressing was applied after  

irrigation. For the next 10 days, the patient was 

recalled for periodic iodoform dressing. The 

specimen, which was a single cyst measuring 4 

x 3 x 2 cm was obtained (Figure 2e). Its outer 

surface had a sleek finish. The cut surface was 

cystic and tan in color. The biopsy report  

revealed odontogenic dentigerous keratocyst 

instead of a benign inflammatory cystic lesion. 
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(e) 

Figure 2. Sequence of treatment of patient:  

(a) Extraction of tooth #37, (b) Extraction of 3rd molar 

crypt, (c) Extraction of the involved tooth, (d) Irrigation 

with saline, (e) Iodoform dressing application  

 

After 6 months, the patient was recalled; 

neither radiolucency nor edema were seen. The 

patient seemed to be doing fine (Figure 3). 

 

 

 

 

 

 

 

 

 
 
 
 
Figure 3. Postoperative radiograph at the six-month 

follow-up 
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Discussion 
OKC is an aggressive lesion that  

develops from the dental lamina, while 

some experts speculate that it may have a 

basal cell origin [9]. The mandible accounts 

for 70% or more of OKC cases, particularly 

those involving the third molar, angle, and 

ramus. The maxillary third molar ranks next 

followed by mandibular premolar and  

maxillary canine region [10]. In comparison 

with radicular cysts or OKCs, dentigerous 

cysts have a stronger propensity to cause 

root resorption of neighboring teeth [11]. 

Cysts often grow faster in a growing 

youngster than they do in an adult. Lesions 

of 40 to 50 mm in diameter may form over a 

period of 3 to 4 years, yet patients may only 

report a history of swelling that is  

progressively growing [12,13]. When a cyst 

is infected, its boundaries may not be well 

defined, making it difficult to distinguish a 

tiny cyst from a healthy tooth follicle. Any 

follicular gap more than 4 mm should raise 

a serious concern for a dentigerous cyst,  

according to observations. Ameloblastoma, 

odontogenic keratocysts, and other  

odontogenic tumors, such as adenomatoid 

odontogenic tumor in anterior  

radiolucencies and ameloblastic fibroma in 

the posterior jaw of young patients, are  

included in the differential diagnosis list 

[14]. Cysts originate as a consequence of  

periapical inflammation, which generally 

starts in the follicles of non-vital deciduous 

teeth and spreads to unerupted permanent 

successors. Inflammatory exudates cause 

the reduced enamel epithelium to separate 

from the enamel, which leads to cyst  

formation. Dentigerous cysts come in two 

different varieties: inflammatory and  

developing [15]. Differential diagnoses for 

OKC include giant cell granuloma,  

dentigerous cyst, traumatic cyst,  

ameloblastoma, and odontogenic myxoma. 

Dentigerous cysts are attached to teeth at 

the cementoenamel junction. Traumatic 

cysts have unilocular, scalloped borders and 

seldom exhibit cortical extension [15]. The 

conservative methods of treating OKC, such 

as marsupialization and decompression,  

result in full clearance of the cystic lesion. 

They are preferred because they help  

protect vital structures, preserve bone and 

teeth, and reduce the risk of pathological 

fracture. The goal of the procedure is to 

lower the cystic osmotic pressure by  

exposing it to the oral cavity. It is helpful for 

bone deposition around the lesion's edge 

and for the cyst's size to gradually shrink. 

Segmental resection, en bloc, and complex 

procedures are other therapeutic options 

[16]. In the present case, the lesion was  

revealed to be related to permanent  

successor teeth, the mandibular third molar 

crypt, and was present in a 14-year-old  

asymptomatic and slow-growing youngster. 

We decided to remove the impacted teeth 

and lesion, followed by enucleation and 

marsupialization. In addition, periodic  

iodoform dressings were used to preserve 

the mandible's form, function, teeth, and 

contour. The six-month follow-up revealed 

no recurrence. 

 

Conclusion 

For general and pediatric dentists,  

managing odontogenic lesions in children may 

be difficult. A detailed grasp of the lesion's  

nature, supported by an excellent clinical  

history and cutting-edge radiography, may 

greatly aid physicians in making the optimal 

treatment decision for the patient's long-term 

interests. Such damaging lesions should be  

diagnosed and treated promptly and efficiently 

to prevent further damage.   
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