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Abstract
The aneurysmal bone cyst (ABC) is a benign, blood-filled bony lesion that commonly affects the vertebral column and long bones 

of the body. ABCs can appear in the head and neck on rare occasions. ABCs have the ability to grow quickly and weaken the associated 
bone, resulting in pathological fractures as an early symptom. ABCs are usually asymptomatic, but they can cause local pain and 
swelling. Only 2-3% of ABCs occur in the head and neck region, with the mandible and maxilla being the most common sites of 
occurrence. 

Aneurysmal bone cysts can be surgically or non-surgically treated. Surgical intervention, regardless of where the ABCs are located 
in the body is the mainstay of treatment. En-bloc resection is the gold standard of treatment for ABCs because it has the lowest risk 
of recurrence and also because majority of ABCs are found elsewhere other than head and neck. More delicate surgical techniques, 
such as curettage with bone grafting, are preferred due to the delicate nervous and vascular structures found in the head and neck 
region, as well as aesthetic considerations.

The present paper highlights the screening, examination and management of two cases of ABC that were accidentally diagnosed 
during routine dental checkup.
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Abbreviation

ABC: Aneurysmal Bone Cyst; JABC: Juvenile Aneurysmal Bone Cyst; 
KCOT: Keratocystic Odontogenic Tumor

Introduction

The aneurysmal bone cyst of the jaw is a type of pseudocyst. It 
is a non-neoplastic bone lesion characterized by the replacement 

of fibro-osseous tissue with blood-filled sinusoidal or cavernous 
spaces. The lesion is still a relatively uncommon finding in the 
facial bones, etiology and pathogenesis are unknown and they are 
most commonly found in the metaphysis of the long bones and 
the vertebral column [1]. Jaffe and Lichtenstein coined the term 
aneurysmal bone cyst in 1942 to describe two cases of erosive, 
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Expansile, blood-filled cystic lesions in an 18-year-old boy’s 
vertebra and a 17-year-old boy’s pubic symphysis [2]. Around 
2-3% of these lesions are found in the head and neck region, with 
mandible being the most common location [1]. ABC was thought 
to be a pseudocyst of hemodynamic or reaction origin, in other 
words, “primary ABC” or “secondary” to other diseases. Any 
traumatic cause that results in intra medullary or sub periosteal 
haemorrhage, followed by an incorrect repair process, or other 
hemodynamic states, can result in an enlarging vascular bed and 
bone erosion. The term “secondary aneurysmal bone cyst” refers 
to a hemorrhagic reaction in a pre-existing bone lesion. The initial 
lesion may be completely replaced by a secondary ABC or it may 
remain a part of it [4]. This uncertainty makes distinguishing 
between a pure ABC and an affiliated ABC more difficult, even 
though histopathology is critical in the final diagnosis [3]. The 
majority of ABC cases are asymptomatic, but swelling and local 
pain may occur [4]. Surgery, such as complete excision, curettage, 
and bone grafting, is currently the treatment of choice for ABCs 
[5]. The aneurysmal bone cyst’s also have characteristics, such as 
sudden growth, bicortical expansion, cortical destruction, osteoid 
formation, and tumour - like appearance, can easily be confused 
with malignancy. 

There is very less literature on ABC in pediatric head and neck 
region indicating that these clinical entities are underserved. ABC 
in children occurs very rarely in the jaws, representing about 
1.5% of all non-odontogenic and non-epithelial cysts of the jaws. 
ABC represent only 0.5% of all the jaw cysts. The average age of 
occurrence is 13 years and 80% of patients are less than 20 years 
old with no gender predilection. An aneurysmal bone cyst of the 
condyle is even more unusual, with only 6 cases reported in the 
literature [6].

Case Presentation

We report the clinical manifestations and management of ABC 
of mandibular condylar neck in two pediatric patients with similar 
radiological features, and also the review of literature to further 
discuss about diagnostic and treatment challenges.

Case I 

A 14 year old healthy female visited a dental clinic with chief 
complaint of prominent lower jaw. OPG and Cephalograms 
were advised for radiological assessment. Upon radiographic 

examination a well-defined oval shaped radiolucent lesion was 
detected in the left condylar neck region by chance. Mouth opening 
was adequate with no history of pain, discomfort or trauma in 
that region. A Cone beam computed tomography (CBCT) was 
obtained, which presented a unilocular well defined radiolucent 
lesion involving neck of the left mandibular condyle measuring 
approximately about 18.8 X 8.4 mm with circumferential expansion 
and thinning of cortical plates suggestive of cystic/benign lesion 
(Figure 1).

Figure 1: Pre-operative radiograph showing well defined 
radiolucent lesion in the left mandibular condyle neck region.

Figure 2: Intraoperative photograph showing empty cavity 
with a thin epithelial lining.
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Case II 

A 14-year-old male reported to our center with a history of mild 
pain and swelling in front of his left ear. Overlying soft tissue was 
normal and mouth opening was adequate without deviation except 
tenderness over left pre auricular region. Patient gave no history of 
trauma in that region. Cone beam computed tomography (CBCT) 
was obtained which revealed a unilocular well defined radiolucent 
lesion involving neck of the left mandibular condyle measuring 
approximately 31.5X16.5mm with similar way of cortical plates 
thinning and expansion suggestive of a cystic/benign neoplastic 
lesion. 

Figure 3: Post-operative radiograph showing adequate bone 
formation and regression of the cyst after one year.

Figure 4: Pre-operative radiograph showing well defined 
radiolucent lesion in the left mandibular condyle.

Figure 5: Intraoperative photograph showing empty cavity 
with a thin epithelial lining.

Figure 6: Post-operative radiograph showing adequate bone 
formation and regression of the cyst after one year.

Based on radiographic findings, a keratocystic odontogenic 
tumor (KCOT)/central giant cell granuloma/cystic changes in a 
fibro-osseous lesion and ameloblastoma were considered in the 
differential diagnosis of above mentioned cases (Figure 4).

Clinical workup

 Incisional biopsy or needle aspiration was not preferred as the 
lesions in both the cases were not under direct surgical access, 
keeping in view the possibility of vascular component within the 
lesion. Hence it was decided to explore the lesion under general 
anesthesia with a working plan of enucleation in case of cystic 
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lesion or resection of the affected condyle and reconstruction of 
ramus- condylar unit with a costochondral graft in case of benign 
tumour avoiding second surgical procedure.

Surgical workup

Both the patients were proposed surgical procedure under 
general anesthesia. Pathological site was exposed via Risdon’s 
incision approach. The outer cortex was thin with visible 
expansion and a pinkish hue indicating a cystic lesion. Therefore, 
needle aspiration with 18 gauge needle was performed. There 
was no positive aspirate of blood, cystic fluid or pus except for a 
drop of blood coated to the hub of the syringe. Later buccal cortical 
window/outer cortical de-roofing over neck of the condyle was 
done to enter the cavity, where we found scanty blood clot and 
a thin friable lining, which was carefully curetted and sent for 
histopathology. Since it was an empty cystic cavity in both the 
cases suggestive of either ABC or traumatic bone cyst was packed 
with absorbable gel foam and the surgical site was closed in layers 
instead of resection and reconstruction. Final Histopathological 
reports suggested ABC in both the cases. Patient was maintained 
on liquid/soft diet for 2 months to facilitate uneventful healing 
(Figure 2 and 4).

Treatment outcome

Both the patients were kept under periodic follow-up. Extra 
oral wound healing was uneventful. Radiographs were taken at an 
interval of 3 months that showed reduction in the size of the cystic 
cavity with no further expansion. By the end of 1 year a CBCT was 
obtained which presented satisfactory bone formation within the 
cystic cavity providing adequate shape and strength to the condyle 
of mandible (Figure 3 and 6).

Discussion

Aneurysmal bone cyst is definitely a non- neoplastic lesion, and 
no evidence exists to suggest that trauma has any role other than to 
signal a preexisting lesion [7].

The cause of aneurysmal bone cyst remains unclear, although 
there are several theories on it. Lichtenstein - proposed that the 
lesion originates in a circulatory disturbance, which leads to 
a dilated and congested vascular bed. This engorged vascular 
bed then causes resorption of spongy bone, erosion of cortical 

bone, and expansion of the lesion, which is why it is described 
as “aneurysmal.” Biesecker., et al. proposed that formation of 
aneurysmal bone cyst is secondary to a primary benign bone 
lesion. The primary lesion prompts arterio-venous malformation, 
thereby creating a secondary reactive bone lesion (known as 
aneurysmal bone cyst), which is supported by a series of 66 cases 
in which a primary bone lesion. Bernier and Bhaskar ‘’ proposed 
that aneurysmal bone cyst begins as a focus of intra medullary 
haemorrhage and that the lesion represents an unusual reparative 
response to haemorrhage. If a connection is maintained between 
the hematoma and the damaged blood vessel, aneurysmal bone 
cyst results. If the connection is obliterated, giant cell reparative 
granuloma results [8].

Juvenile ABCs can affect people of any age, however the first 
two decades have higher occurrence. Typically there is no gender 
predominance, and the susceptibility to damage is more in 
mandible having more than 90% of JABCs occurring in the posterior 
aspect. JABC can have a wide range of clinical characteristics, from 
asymptomatic lesions that infrequently appear as radiolucencies 
on standard radiography to occasionally expanding and destructive 
patterns. According to the available data, a painless swelling is 
the primary sign of JABCs [7]. Pain and/or edema are the major 
symptoms [9]. Rapid growth has frequently been documented and 
less frequently, lesions may throb or feel as though they are under 
pressure, and occasionally they may even pulsate [9]. Headache, 
diplopia, blurred vision, proptosis, loosening of the teeth, hearing 
loss and nasal obstruction have all been reported as additional 
symptoms.

The lesion may resemble a malignant tumour due to its rapid and 
destructive growth which is accompanied by significant osteolysis 
and cortical damage [9]. Initial lesions are tiny and are less likely to 
expand the bone but could have a concerning permeative pattern. 

The lesion is medullary-based, eccentric or centric, always exhibits 
osteolysis, resulting in expansion of the host bone, and almost 
always has a pattern of geographic distribution.

The expansion and thinning of the cortex as well as the 
enlarged, modified “blown-out” or “ballooned” body contour of the 
host bone are frequent effects of ABC growth. Sharp, well-defined, 
trabeculated margins without signs of periosteal response are also 
typical of ABC [10]. Both the cases in the present paper represented 
similar pattern as mentioned above. 
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is recommended as the primary treatment [11]. If the lesion 
progresses, it becomes painful, or distrusts bone structures then 
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may be done in tiny lesions with low morbidity and recurrence risk 
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In both the cases reported in this article, on exploration under 
GA it was an empty cystic space which was suggestive of ABC and 
Considering various treatment options, Curettage was done and 
patient was kept under close observation for a year. This follow 
up period showed satisfactory bone formation and no recurrence 
was noted. These two case studies suggest that early detection and 
curettage can definitively eradicate this aggressive bone lesion. 

Conclusion

Aneurysmal bone cysts, which can be surgically or non-
surgically treated, require early detection and management. The 
mainstay of treatment is surgical intervention, regardless of where 
the ABCs are located in the body. Alteration of the dynamics of the 
lesion by de-roofing or creating a window and gentle curettage 
facilitate uneventful healing. Such lesion in the condylar region 
warrants extra oral approach under general anesthesia. Therefore, 
we recommend surgeon to be prepared to perform definitive 
treatment immediately once it is explored under general anesthesia 
to avoid second surgical procedure.

13

Aneurysmal Bone Cyst of Mandibular Condylar Neck and its Management - A Fortuitous Appearance in Pediatric Population

Citation: Vineeth Kumar K., et al. “Aneurysmal Bone Cyst of Mandibular Condylar Neck and its Management - A Fortuitous Appearance in Pediatric  
Population". Acta Scientific Otolaryngology 5.6 (2023): 09-14.

https://link.springer.com/article/10.1186/s12903-020-01264-7
https://link.springer.com/article/10.1186/s12903-020-01264-7
https://link.springer.com/article/10.1186/s12903-020-01264-7
https://link.springer.com/article/10.1186/s12903-020-01264-7
https://acsjournals.onlinelibrary.wiley.com/doi/abs/10.1002/1097-0142(19880601)61:11%3C2291::AID-CNCR2820611125%3E3.0.CO;2-V
https://acsjournals.onlinelibrary.wiley.com/doi/abs/10.1002/1097-0142(19880601)61:11%3C2291::AID-CNCR2820611125%3E3.0.CO;2-V
https://acsjournals.onlinelibrary.wiley.com/doi/abs/10.1002/1097-0142(19880601)61:11%3C2291::AID-CNCR2820611125%3E3.0.CO;2-V


3. Koo TK and Li MY. “A guideline of selecting and reporting 
intraclass correlation coefficients for reliability research”. 
Journal of Chiropractic Medicine 15.2 (2016): 155-163.

4. Swain SK. “Aneurysmal bone cyst in the head and neck region 
of the pediatric patients: a review”. International Journal of 
Contemporary Pediatrics 8.11 (2021): 1914.

5. Swain SK., et al. “Osteoclastoma at the maxillofacial region”. 
Annals of Indian Academy of Otorhinolaryngology Head and 
Neck Surgery 2.1 (2018): 12.

6. Pelo S., et al. “Aneurysmal bone cyst located in the mandibular 
condyle”. Head and Face Medicine 5.1 (2009): 1-6.

7. Sun ZJ., et al. “Aneurysmal bone cysts of the jaws: analysis of 17 
cases”. Journal of Oral and Maxillofacial Surgery 68.9 (2010): 
2122-2128.

8. Trent C and Byl FM. “Aneurysmal bone cyst of the mandible”. 
Annals of Otology, Rhinology and Laryngology 102.12 (1993): 
917-924.

9. Fechner RE. “A brief history of head and neck pathology”. 
Modern Pathology 15.3 (2002): 221-228.

10. Perrotti V., et al. “Solid aneurysmal bone cyst of the mandible”. 
International Journal of Pediatric Otorhinolaryngology 68.10 
(2004): 1339-1344.

11. Posso-Zapata MV., et al. “Aneurysmal bone cyst of the mandible 
with conservative surgical management: A case report”. Journal 
of Clinical and Experimental Dentistry 11.6 (2019): e561.

12. Gray Jr GF and L Barnes. Surgical Pathology of the Head and 
Neck, Marcel Dekker, New York (1985).

13. Cawson RA., et al. “Lucas’s pathology of tumors of the oral 
tissues”. Churchill livingstone. Lucas’s pathology of tumors of 
the oral tissues (1998).

14. Struthers PJ and Shear M. “Aneurysmal bone cyst of the jaws: 
(I). Clinicopathological features”. International Journal of Oral 
Surgery 13.2 (1984): 85-91.

15. Lee JE., et al. “Quantitative analysis of the plain radiographic 
appearance of unicameral bone cysts”. Investigative Radiology 
34.1 (1999): 28-37.

14

Aneurysmal Bone Cyst of Mandibular Condylar Neck and its Management - A Fortuitous Appearance in Pediatric Population

Citation: Vineeth Kumar K., et al. “Aneurysmal Bone Cyst of Mandibular Condylar Neck and its Management - A Fortuitous Appearance in Pediatric  
Population". Acta Scientific Otolaryngology 5.6 (2023): 09-14.

https://www.sciencedirect.com/science/article/pii/S1556370716000158
https://www.sciencedirect.com/science/article/pii/S1556370716000158
https://www.sciencedirect.com/science/article/pii/S1556370716000158
https://www.researchgate.net/profile/SantoshSwain/publication/355585246_Aneurysmal_bone_cyst_in_the_head_and_neck_region_of_the_pediatric_patients_a_review_Santosh_Kumar_Swain/links/6177a2b10be8ec17a9305e2c/Aneurysmal-bone-cyst-in-the-head-and-neck-region-of-the-pediatric-patients-a-review-Santosh-Kumar-Swain.pdf
https://www.researchgate.net/profile/SantoshSwain/publication/355585246_Aneurysmal_bone_cyst_in_the_head_and_neck_region_of_the_pediatric_patients_a_review_Santosh_Kumar_Swain/links/6177a2b10be8ec17a9305e2c/Aneurysmal-bone-cyst-in-the-head-and-neck-region-of-the-pediatric-patients-a-review-Santosh-Kumar-Swain.pdf
https://www.researchgate.net/profile/SantoshSwain/publication/355585246_Aneurysmal_bone_cyst_in_the_head_and_neck_region_of_the_pediatric_patients_a_review_Santosh_Kumar_Swain/links/6177a2b10be8ec17a9305e2c/Aneurysmal-bone-cyst-in-the-head-and-neck-region-of-the-pediatric-patients-a-review-Santosh-Kumar-Swain.pdf
https://www.aiaohns.in/article.asp?issn=25893505;year=2018;volume=2;issue=1;spage=12;epage=14;aulast=Swain
https://www.aiaohns.in/article.asp?issn=25893505;year=2018;volume=2;issue=1;spage=12;epage=14;aulast=Swain
https://www.aiaohns.in/article.asp?issn=25893505;year=2018;volume=2;issue=1;spage=12;epage=14;aulast=Swain
https://cir.nii.ac.jp/crid/1363388844240692736
https://cir.nii.ac.jp/crid/1363388844240692736
https://www.sciencedirect.com/science/article/pii/S0278239109015560
https://www.sciencedirect.com/science/article/pii/S0278239109015560
https://www.sciencedirect.com/science/article/pii/S0278239109015560
https://journals.sagepub.com/doi/pdf/10.1177/000348949310201202
https://journals.sagepub.com/doi/pdf/10.1177/000348949310201202
https://journals.sagepub.com/doi/pdf/10.1177/000348949310201202
https://www.nature.com/articles/3880519
https://www.nature.com/articles/3880519
https://www.sciencedirect.com/science/article/pii/S0165587604001557
https://www.sciencedirect.com/science/article/pii/S0165587604001557
https://www.sciencedirect.com/science/article/pii/S0165587604001557
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6645265/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6645265/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6645265/
https://www.sciencedirect.com/science/article/pii/S0300978584800770
https://www.sciencedirect.com/science/article/pii/S0300978584800770
https://www.sciencedirect.com/science/article/pii/S0300978584800770
https://journals.lww.com/investigativeradiology/_layouts/15/oaks.journals/downloadpdf.aspx?an=00004424-199901000-00005
https://journals.lww.com/investigativeradiology/_layouts/15/oaks.journals/downloadpdf.aspx?an=00004424-199901000-00005
https://journals.lww.com/investigativeradiology/_layouts/15/oaks.journals/downloadpdf.aspx?an=00004424-199901000-00005

	_GoBack

