Oral Pathology 

Lecture 9


Orthokeratinized Odontogenic Cyst
It's a variant of the odontogenic keratocyst and it forms 3-12% of the keratocysts. It occurs solitary and not associated with Neviod Basel cell carcinoma.
It's unilocular, not multilocular. It's associated with impacted teeth. It's not an aggressive cyst, it's is of low proliferative activity concerining the lining epithelium. Very low recurrence rate 2%, in contrast to the ordinary keratocyst may reach up to  50% specially in cases associated with syndromes. 
Histological Features

Orthokeratinized squamous epithelium and simple basal cell layer.

Glandular Odontogenic Cyst
It originates from the rest of serres which is the reminant of the dental lamina. It's of slow growth potential; in comparasion to the lateral periodontal cyst that has a high recurrence rate. The main site is primarily in the anterior region of the mandible.
Radiographical Features
It occur either unilocular or occasionally multilocular radiolucencies.  Mainly in old patients;  50 years of age.  

Histological Features

As the name indicates, glandular shows the presence of a glandular tissue within the area,there are microcystic spaces in the thick epithelial region that are filled with PAS+ secretions. 
It's thin uniform epithelium or with plaques (variable thickening of the epithelium). It's  keratinised stratified squamous epithelim. The surface epithelium is columnar and you may find mucous cells in the lining epithelium. 
It's may be confused with the salivary gland tumor; mucous cells, small cystic spaces, that may look like the acini. 
Nasopalatine Duct Cyst

(( Invasive canal cysts
It's non-odontogenic cyst; it's the most common type of the true non-odontogenic cyst that is it forms 70% of the nonodontogenic cysts. It occur within the maxilla. It is a developmental lesion thought to arise from epithelial remnants of the nasopalatine duct which connects the oral and nasal cavities in the embryo. 
It arises along the canal mostly close to the foramen. This canal connecting the floor of the nose and the anterior part of the palate and opens into the incisive foramen (incisive papilla), so it may originate from any point along the distance from the floor of the nose to the incisve foramen (incisive papilla). Sometimes it may occur in the incisive papilla itself so it's sometimes called Incisve papilla cyst. 

It affect the old patient in their 5th- -6th decade, and hence a large percentage of the patients are edentulous. 
Clinical features

Swelling in the anterior region of the hard palate, in the incisive papilla region or a pain elicited in that area if it infected, so you may find that it open in a sinus, or in some other cases fluid or discharge comes out from the area affecting the taste. In the early stage you can diagnose it through the radiograph.
Radiographic Features
Well-defined unilateral radiolucency in the midline of the maxilla above the roots of the central incisors, sometimes having a hurt-shaped radiolucencies, in the midline. It's may be confused with incisive fossa that is found in that area but it's 6-7 mm maximally in comparesion to the nadopalatine duct cyst which is much more larger. The apical radicular cyst also may occur in that area, here the difference is that in this case the teeth are vital but in the apical radicual cyst the teeth are not vital, so you have to check the vitality of the central incisors. 
Histological Features

It’s located between the floor of the nose and the oral cavity, so it's lining can be respiratory or similar to the oral epithelium. If it was close to the nasal floor so it's pseudostratified columnar ciliated epithelium, if it was close to the oral cavity it will be non-keratinised stratified squamous epith , sometimes it's a mixture , the lining epithelium may be columnor and stratified squamous epithelium and sometimes it's cuboidal.
The Fibrous wall, the duct you will predict that there is a nerves and blood vessels passing through, the wall of the cyst you will see large blood vessels and peripheral nerves, and you will find mucous minor salivary glands in that area, in the wall, and sometimes you will find chronic inflammatory cell infiltrate, it's developmental not inflammatory but some time you will have trauma or infection , so you will find such findings. 
There are several additional developmental cysts derived from embryologic structures or fault which involve oral or adjacent soft tissue structures. 
The Nasolabial cysts 
( Nasoalveolar cyst ) 

It's a rare, non-odontogenic, traue cyst. It's not found within bone, it's a soft tissue cyst, it's between the nose and the upper lip hence the name. It has been suggested that this cyst originates from the nasolacrimal duct epithelium. 
Clinical Features 

The Nasolabial cyst may cause a painless swelling often unilateral, or bilateral (10% of the cases) in the upper lip in the maxilla; it appears in the vestibule.

The nasolabial fold [Note: the nasolabial fold is the line between the nose and angle of the mouth], may be infiltrated by the cyst, or it's may be obliterated due to the Nasolabial cyst swelling. 

The swelling of the cyst may cause elevation of the ala of the nose distorting the nostrils. It may reach a huge swelling if not treated early. 

Occur mostly in women, F>M  => 3:1, in their 4th and 5th decades; usually edentulous because they are old. Not common in children. 

Radiographic Features 

It's a soft tissue cyst so it's may not be visible in the radiographs, but sometime it's may be enlarged results in superficial erosion or saucerization of the outer surface of the maxilla produced by the pressure of the enlarged nasolabial cyst, so this resorbed surface may appear slightly radiolucent.

Contrast medium is usually used to identify it's size and expansion [Note: contrast  medium is any internally administered substance that has a different opacity from soft tissue on radiography]. 
Histologic Features
The Nasolabial cyst has variable lining;  pseudostratified columnar epithelium, which is sometimes ciliated, or by stratified squamous epithelium. 
Bone Cysts
Solitary Bone cyst 

( Simple bone cyst, Traumatic bone cyst, Haemorrhagic bone cyst, Unicameral bone cyst)

It's false or pseudocyst; there is no lining epithelium. It occurs in long bone and may occur less common in the maxilla and the mandible; specially in the molar and premolar region of the mandible.
Occasionally it's bilaterally, affect young patients (10-20 years), and rarely after the age of 35 years;  that it in old patient it disappears by itself through involution without any treatment. It's asymptomatic and it's a chance radiographic findings without being the patient's complaint. It does not cause noticeable swelling;  3\4 of the cases without a swelling or bone expansion.
Radiographic Features 

Well-defined radiolucency of variable size with scalloped upper border prominent particularly around and between the roots of standing teeth. There is no roots resorption. It's unilocular, rarely multilocular, with irregular lower margin. 

Histologic Features

It's a rough bony-walled cavity, occasionally it's empty and has no contents; it has gas and may sometimes has a clear fluid or blood stained fluid. No epithelial lining. Curettage (sraping) reveals that the bony walls are covered by a thin delicate layer of loose, fiberovascular connective tissue with no epithelial lining. 

Pathogenesis
It may result due to trauma. Trauma produces hemorrhage which fail to organize (convert into fiberous tissue) , a clot is formed and then cavitation occurs by subsequent haemolysis and resorption of the clot.

It's may be associated with other lesions; cemento-organ dysplasia, or other bone lesion, fibrosis lesions we will encounter latter on.
Aneurysmal Bone Cyst

It's false or pseudocyst with no epithelial lining. Remember that the term "Anuerysm" is related to the dilatation of the blood vessels; hence anuerysmal bone cyst presents as a massive rapid bony expansion consisting of blood-filled spaces, it's not a cyst it resemble a sponge that is filled with blood inside the bone. 
Exceedingly rare lesion and it occurs in the maxilla and the mandible, usually in the ramus of the mandible,  but mostly in the long bones. It affects young patients in their 2nd decade. 
Clinical Features 

Firm, massive, and diffuse bony swelling that  grows rapidly, result in facial deformity and malocclusion, specially inc the mandible region.
Radiographic Features 

Multilocular balloon-like radiolucencies, or it can be unilocular radiolucency. Associated with erosion of the cortex, displacement of the teeth, and root resorption. 

Histologic Features

This lesion consist of  spaces that have no epithelial lining, it's described as blood-soak sponge. These spaces are separated by connective tissue septa and you may encounter multinucleated giant cells in these fibrous septa. If a large number of these giant cells found  in these fibrous septa so it's may be classified as giant cell lesion of bone. Sometimes you may find bone in these fibrous septa, hemosiderin pigmentation as well. 

Pathogenesis

The pathogenesis of the anuerysmal bone cyst is unknown. It may proceeded or occurring along with other lesions specially , fibro-osseus lesions. 
Stafens Idiopathic Bone Cavity 
Radiographically this bony cavity appear as a cystic lesion and mistaken for a cyst but it's a bone cavity not a cyst.

It's asymptomatic chance finding lesion which appear as round or oval, unilocular and well-defined radioluceny in the posterior region of the mandible, specially in the molar region ,and is usually located beneath the mandibular canal, above the lower border of the mandible.

It's a static bone cyst. It should be classified as one of the bone developmental anomalies, but because it appear like a cyst it's classified as one. It's not a true cyst, it's round oval depression or concavity on the lingual aspect of the mandible posteriorly, sometimes it may occur on the anterior part of the mandible.
It's bilateral occasionally. In the majority of cases this cavity contain ectobic salivary tissue with the continuity of the submandibular salivary gland, as an extention of gland reaching that depression. Sialography is helpful in confirming the diagnosis. [Note: sialography is radiography of the salivary glands and ducts after the introduction of contrast medium into the ducts].

Cysts of the Soft Tissues 

Salivary Mucoceles (muco- = mucous,  -celse =cyst)
It's a cyst contains mucous that originate from the salivary glands. They are of 2 types:
1- Extravasation Cyst
About 90% of the cases are of extravasation type. 2\3 of the cases are under 30 yrs, so they are seen in young patients. 

The duct of a minor salivary gland is cut\ruptured, and the mucous exude to the outside "extravasate"  and make a collection of mucous. The extravasated mucus evokes a chronic inflammatory reaction, because it's considered as a foreign body in the region, and granulation tissue is formed surround the extravasated mucous. 

Most common site affected is the lower lip, least areas to be found with is the upper lip, but it can be seen in areas like the ventral surface of the tongue and the buccal mucosa. 
Pathogenesis

A history of a trauma can be revealed, that is the duct is ruptured, then the mucous is extravasated and the lesion occur. The lip is the most common site because it's more susceptible to trauma; external trauma, lip biting .. etc. The ventral surface of the tongue has the trauma due to tongue thrusting for example, from the incisal teeth, produce such a cystic lesion. [Note: tongue thrust is An atypical oral motor pattern evidenced by forceful protrusion of the tongue from the mouth]. 

According to the depth of the mucoceles , it can be:

i- Superficial mucoceles

The lesion presents as a translucent or fluctuant bluish (especially if it has been traumatized and bleeds so it comes blood-stained) swelling. It's usually asymptomatic. 

ii- Deep mucoceles

The mucosa is of normal color, swelling of the lower lip, but the color is not apparent whether it's bluish or translucent, 
The mucocele can be very superficial, and it looks like a vesicle, hence it's may be classified as a vesicular lesion.
There is history of recurrence in this lesion , that is when the lesion reaches a specific size and pressure, it ruptures, collapses, and refilling which may be repeated when epithelialization occur. It ruptures  may be elicited by the patient or it ruptures by itself and the mucous escape. The duration of the lesion, it extends until it rupture then it come back again, 

Histological Features
It's a mucous-filled cavity; this mucous is originated from the minor salivary gland. This cavity is lined by inflamed granulation tissue, so one of the finding would be may find foamy histocytes with vacuolated cytoplasm containing phagocytosed mucin.

 Beneath the cystic lesion, you find the duct and the gland that supplies the lesion with the mucous; "Fedre's duct" that is the one that rupture, and the gland is "Fedre's gland" , the source of the mucous.

There is an inflammation in the gland; the mucous is kept in it then the inflammation and fibrosis, the duct is dilated due to the pressure.

Ranula: clinical term used to describe a swelling in the floor of the mouth. It's sometimes unilateral, crossing the midline. 

Histologically, most ranulae are mucous extravasation cysts. It has a bluish surface with dilated capillaries resemble to a frog's bely.  
It has a large size that is due to it's origin, which is a major gland not a minor gland;  it originates form the sublingual gland or the submandibular gland. It's painless and  may reach 3cm or more, and hence sometimes the patient tongue is elevated and interfering with the functions of the tongue.

Occasionally, a ranula may extend through the mylohyoid muscle and present in the submandibular area or neck. Sometimes the swelling comes from submental region, if it extends under the myolohyoid muscle, but it's usually above the myiolohyoid muscle. 

2- Mucous Retention

It occur in 10% of the cases. They are derived from cystic dilatation of a duct; that is the duct closes and mucous result in an expansion of the duct, and are lined by epithelium of ductal type this partial obstruction is due to stones. In contrast to extravasation mucoceles, retention mucoceles occur most frequently in patients over 50 years of age and are almost never found in the lower lip.

The most common site is the floor of the mouth, buccal mucosa and rarely in the lower lip.

Clinically, you can't distinguish it from the mucous extravasation unless if you make an excision, then you will find that the lining epithelium is cuboidal or columnar, with   no inflammation because the mucous is retained and did not comes out of the duct.
Note: The differences between the 2 type of the salivary mucoceles are:  the extravasation type is surrounded by a granulation tissue, the retention type is not. In the retention type there is no inflammation and there is a ductal lining in the retention type.

Dermoid Cyst or Epidermoid Cyst
It occur at a variety of sites in the head and neck including, occasionally, the floor of the mouth. They may present as intraoral or submental swellings. 

The cyst is lined by a regular layer of orthokeratinized stratified squamous epithelium

resembling epidermis. To be designated as dermoid, skin appendages, such as hair follicles, sebaceous and sweat glands, and erector pili muscles, must be identified in the wall of the cyst. In the absence of skin appendages the cysts are designated as epidermoid.

Pathogenesis

It's a developmental cyst that is presumed to arise from enclavement of epithelium in the midline as a result of deranged fusion of the mandibular and hyoid branchial arches.

If this cystic lesion occur above the mylohyoid muscle, the swelling is the floor of the mouth, it's called then "oral dermoid"  , it's may be confused with the ranula; but it's a swelling, asymptomatic usually, and it contains keratin. 
It resembles to the dough, it has a putty-like consistency when palpated. Some cases present where it's below the myilohyiod muscle, so the swelling in the submental region.
Histological Features
Orthokeratinised stratified squamous epithelium lining, if it has skin appendages it's called then dermoid, no skin appendages it's called epidermoid. It differs from the ranula histologically, when occur above the mylohyoid muscle, so you can differentiate between the cysts. 
Lymphoepithelial Cyst or Branchial  cyst 
Pathogenesis

It's an epthielim inside a lymph node; this epithelium proliferate and make a cyst inside the lymph node. The epithelium originates from the salivary glands. It occurs unilaterally and the most common site is in the lateral part of the neck under the sternoclediomastoid, muscle, this is extraorally swelling.
Intraorally, it may occur as an oral lesion. Minor salivary gland epithelium inside any lymphatic tissue will produce a cyst, so you may encounter it a lot in the tonsils, that  you will find a crypt in the tonsils, these crypts close and produce a cystic lesion called lymphoepithelial cyst, or in other areas you may find epithelium that come into the lymphatic tissue.

Affect patient in their 2nd-3rd decade. it's painless swelling and it may be enlarged and open in a sinus or fistula, that drains to the outside. 

You need a biobsy to confirm the diagnosis, you can't conofirm it clinically, without a biobsy, the biobsy will identify it as a cavity in the lymph node lined by variable epithelium; it can be stratified squamous epithelium, columnar or cuboidal. It's a cystic lesion filled with a fluid in a lymph node, it's a normal lymph node , it's may be surrounded by active germinal centers, it's a normal lymphoid tissue.
Thyroglossal Cyst
 It's a remnant of the thyroglossal duct and it occurs anywhere between the foramen cecum and the thyroid gland. It may proliferate producing a cystic lesion. Affect mostly young patients in their 2nd-3rd decade of life

Clinical Features

The most common site, that is 70-80% of the cases is below the hyoid bone, rarely 2% is in the tongue midline close to the foramen cecum. You may encounter swelling in that area;  it's not a lingual thyroid but it's a thyroglossal duct cyst. 

It's asymptomatic, mobile because it moves along when the tongue moves, at any kind of movement you ask the patient to do it will move with it. It may open in a sinus or fistula and drain the infection if it's infected.
Histological Features
Thyroglossal duct cyst is related to the thyroid tissue, it's wall is normal lymphoid tissue, with variable lining; respiratory or stratified squamous epithelium. Associated with no inflammation and it's developmental cystic lesion.
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