
Introduction

Solitary bone cysts (SBC) and aneurysmal bone cysts
(ABC) are non-epithelial lined cysts of the jaw. The 2017
WHO classification categorises ABC and SBC under
“Bone Tumours and Related Lesions”.1

These cysts have similar clinical and radiographic
features as true cysts except that histopathologically they
do not possess an epithelial lining.

The aetiology is uncertain, but there are few theories
advocated of which the most well-known theory is
related to an intraosseous haematoma. The latter can be
caused by trauma, venous obstruction, irregularity of
bone growth, or malformations in the bone metabolism.2

There is lack of literature on ABC and SBC as the
incident of both these entities are rare. Also, due to the
ambiguity of the presentations of these lesions, diagnosis
and management can be challenging.

Aim

To describe the clinico-pathological features of non-
epithelial cysts of the jaws that presented at a tertiary
referral centre as well as their management and
recurrence patterns.

Methods and materials

A retrospective cross-sectional analytical study was
conducted for a period of 40 years. All cases included in
this study were confirmed by radiological and
histopathological findings prior to the inclusion in this
study. The data recorded included demographic details,
clinical signs and symptoms as well as history of trauma/
orthodontic treatment. Radiographic features assessed
included location, density, locularity, size and effects on
adjacent structures. Surgical approaches were analysed
along with follow-up records.

Data was analysed using Epi Info® 2000 to compare the
findings and to correlate these findings with different
clinico-pathological parameters.
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Results

A total of 32 SBCs and 5 ABCs were included with mean 
age of 21 years for SBC and 22 years for ABC.  The 
majority of SBCs occurred in males (58.62%) while four 
ABCs presented in females (80.0%). Only 2 cases of SBCs 
were symptomatic (6.2%) while no history of trauma was 
noted for both lesions. 

Most SBCs (96.8%) and all ABCs presented in the
mandible (Figure 1). Radiographically, the majority of
SBCs (75%) appeared as radiolucent while 2 lesions were
associated with cement-osseous dysplasia (6.2%). All ABCs
were of mixed density. Only one case presented with
bilateral SBCs.

Fig 1: Pantomograph of 15 year old female who presented with
unilocular cavity in premolar region. On surgical exploration, an empty
cavity was found without an epithelial lining.

Most SBCs were managed by surgical exploration (62.5%)
and curettage (37.5%). In majority of cases (62.5%), a fluid
filled cavity was found. In large defects, antibiotic soaked
Spongostan® was placed in the cavity to aid in healing and
eliminate the dead space. None of the SBCs recurred
following surgical management with a mean follow-up
period of 21.3 months (Figure 2)

Fig 2: Pre and post operative pantomographs of patient with SBC.

Discussion

The clinical and radiographic presentations of SBC and
ABC are widely varied and their behaviour can be atypical.
The majority of the features of these lesions in this study
were similar to those reported in the literature. Exceptions
included the larger size of these lesions in this sample and
the somewhat varied shape on pantomographs when
compared to other populations. Surgical exploration and/or
curettage have shown to be an acceptable treatment method
for the management of these lesions with no recurrence and
excellent prognosis.

Conclusion

Both lesions presented in younger individuals in the
mandible with no history of trauma and were mostly
asymptomatic. Most lesions appeared as lucent or mixed in
density on radiographs. ABC and SBC should form part of
differential diagnosis of well-defined radiolucencies not
associated with dentition in the jaws. These lesions should
be surgically explored/ curated to confirm the diagnosis
and this also forms part of their management.
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