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Jaw Lesion

Diverse arrayof cysts, tumors, and reactive lesions can arise in the javany of which ar@ssociated
with odontogenesiswhich can involve both epithelial and mesenchymal elements.

Overall, odontogenic tumors arelatively rare comprising <1% of all oral tumors.

Although most odontogenic tumors are benign, they candoally aggressivand have a high rate of
recurrence.

Like with other bone tumorgadiographicand clinical correlations igssentialto form a diagnosis.
Particularly for odontogenic tumors, it is essential to know 1slationship of the lesion to nearby teeth
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Developmental Cysts
| Dentigerous CZst I aka Follicular Cyst

Most commondevelopmental cyst. Unilocular.

Envelops the crown of an unerupted tootfmost common around
impacted teeth, especially mandibular third moldrso most
common in teenagers). Often found incidentally orai( looking for
missing tooth.

Wall offibrous tissuewith regular squamoid epithelium
(sometimes glandular).
Variableinflammation, cholesterol clefts epidermal hyperplasia.

Cured with excision

|__Odontogenetic Keratocyst (OKd)

Odontogenic cyst with thin, regular lining of
parakeratinizedsquamous epitheliunwith bas
palisadinghyperchromatic cells

Secondmost commonodontogenic cyst. - ' sat 0B 2

Occur over a broad age range, majority in the £ & ‘% @? h'.'”.".@

mandible. Usually incidental painless findings. i { o ‘N zﬂ ' 4 ¥ - “,
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Can see satellite cysts & islands in wall.

If multiple or young patien®, think aboutGorlin

syndrome(Nevoid basal cell carcinoma syndrome), . ™ .

which is associated with germline PTCH1 ‘
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other things). - 5 ¢ -.$

PTCH1 mutations are also seen in sporadic OKC # - \

Higher rate of recurrencé~25%).

| Lateral Periodontal Cygt T

Odontogenic cyst lined byon-keratinizing squamous W

epithelium. Arises from thdateral aspect or between the
roots of erupted teeth

Epithelium usually only-2 cells thick with focal thicker
whorled areasgimilar togingival cyst below).

Uncommon. Usually adults in the mandible.
Multicystic variant = Botryoid odontogenic cyst

| Gingival Cys{

Odontogenic cysts in thalveolar mucosayst below oral mucosa surface.
Lined bya thin layer of squamous mucode? cells thick with focal thickening. (Similar to lateral periodol
cyst above)

Very common in infants (but often not biopsied as often spontaneously resolve).



| Glandular Odontogenic Cyjt ~

Cyst with epithelial features that simulate
salivary gland differentiation.

Variable epitheliumfrom 2-3 cells to thicker
stratified squamous epitheliumAlsocan see
cuboidal cellsmicrocysts apocrine metaplasia¥/ j
clear cells, tuftingmucous cellsand cilia A

Rare Often asymptomatic and mandibular. /
Associated with roots of multiple teeth. R
High rate of recurrence. Must exclude \
mucoepidermoid carcinoma

|_Calcifying Odontogenic Cy$

A simple cyst lined by) ameloblastoma ,
like epithelium (basal layer with palisading *
columnar cells with overlying area

resembling stellate reticulum), which often -~ ..

contains focal accumulations of @hos .. @_\.—r'
cells which carcalcify. G\
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Rare. Can be associated with an odontome
Recurrence is rare.

Odontogenic cyst lined kyrthokeratinized squamous
epithelium with a prominent granular layelooks like skir
but without rete ridges). ‘

| Nasopalatine Duct Cygt

Non-odontogenic cyst that arises in tmaidline of the anterior maxillain the hard palate.
Lined by mostly bgtratified squamous epitheliumMay see focal cuboidal, columnar, or ciliated areas.




Reactive/Inflammatory Conditions

| Osteonecrosiq oy, AR L ASMIUNe, T SRR

Avascular bone necrosis.

Common causes:

1) Radiation therapy(Osteoradionecrosis)
2) Bisphosphonates

Necrotic, devitalized bonéempty lacunae). : ,
Fibrosis, fibrinous exudate, and inflammation. - " -
Frequent bacterial colonization. Dead bone

Overlapping histologic findings with infection/trauma =

| Osteomyelitis|

Acute OsteomyelitisNeutrophilic inflammationwith
bone destruction, edema, and fibrosis

Chronic OsteomyelitiPlasma cells and lymphocyte
rich inflammation with bone destruction, edema,
and fibrosis

Necrotic bone with empty osteocyte lacunae.
May see brisk osteoclast activity
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Often secondary tpoor dentition or dental
extractions(direct inoculation). Can also result from
hematogenous spread.

| Radicular (Periapical) Cyst B

Inflammatoryodontogenic cysassociated with nonwta:.'lv’-' foaeh 2
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teeth. Most common cysts of the Jaw ;:V.,~,."‘,“,’m_ 3 %
Usually in maxilla at apex of tooth root f-'i;:: ,-,’.,"}-"-

Formed from proliferating tooth root sheath after pqu& z,,, 3
necrosis (usually due to dental caries) Y adn

Wall of mflamecflbrous/granulatlon tissuewith non- i.-",-, s e
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epithelium. Often foamy macrophages and cholesterc: ¥ |

clefts and eosinophilia w dza Kbibdieg(gonspecific) -*,‘ ’:",
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If remains after tooth is extractedyl residual cyst S\ R
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| InflammatoryCollateral Cys|

Inflammatory odontogenic cysts arising on the buccal aspect of toots of partially or recently erupted
teeth as a result of inflammation of thgericoronaltissues (tissue over the crown).
Nonspecific morphology indistinguishable for radicular cyst.




Epithelial Odontogenic Tumors 5&1
Ameloblastoma WWWWWW” %4

Benign intraosseous tumor Most often in mandible.
Most common odontogenic tumdexcluding odontomas).
Variable appearance of solid to cystic.

Most common is follicular type:

Columnar/cuboidal palisading cells with hvperchromatlc
nuclei and reverse polarity(think of piano keys!)

Central loosely arranged stellate cells resembling stellate
reticulum, can undergo cystic change.
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Other subtypes: desmoplastic, plexiform, granular, 44
acanthomatousand basaloid.

Usually MAPK pathway activation, frequerBRAF V600E 3 :_.:. 7
IHC: SOX10 Negative (as opposed to basaloid salivary tu’ :'“s %

Expansile growthlendency to recuif not completely
resectedy so treat with wide local excision.

Unicystic typéy, occurs as a single cystic cavity. Often
associated with impacted tooth.
Extraosseous/PerlpheraI typ® in soft tissues of glnglva
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Benign Relatively rare.

1) Polygonal cellsvith abundant cytoplasm and intercellular k,m%
brldges 2) Abundant plnk amyldeongo Red +3) Calmﬁcaﬂonf%ﬂv* -4
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Pleomorphic and giant nuclei, but low mitotic rate and Ki67.

Infiltrate bone, but less aggressive than ameloblastoma.
Treat with excision.

| Adenomatoid Odontogenic Tumar

Benigntumor. Usuallyteens or young adults.
Intraosseous, often in maxilla with unerupted teeth.

EncapsulatedMultinodular with minimal stroma, E—
spindled epithelial cellsand rosette oduct-like
spaceswith outward oriented nuclei

Limited growth potential (possibly hamartomas).
Enucleate witHow recurrence rate.



