
INTRODUCTION:

The aneurysmal  bone cysts  are  benign 
neoformations which can affect all the skeleton 
bones. More than 50% occur in the long bones 
(especially femur and tibia) and between 12 and 
30% in the spine. ABC occurs very rarely in the jaws 
out of that two thirds were located in mandible (the 
body of the mandible 40%, the ramus 30% and the 

[1, 4]. 
angle 19%) and one third in the maxilla They 
represent about 1.5% of all nonodontogenic and 
nonepithelial cystic of the jaws. Considering all 
types of jaw cysts the ABC is extremely rare with 
0.5%. The average age of occurrence is 13 years and 
80% of patients are less than 20 years old with no 
gender predilection.

The aneurysmal bone cyst of the jaw is a 
pseudocystic lesion. It is a rapidly growing and 
destructive bone lesion characterized by 
replacement of the normal bone with fibro-osseous 
tissue containing blood-filled sinusoidal or 
cavernous spaces. However an unusual solid, focally 
hemorrhagic variant has recently been reported 
[2].there are three types of ABC , The first solid type 
(5% of the cases) may present as a small, 
asymptomatic lesion first noticed as a radiolucency 
on a routine radiograph, or a small swelling. 
Bleeding is not as brisk during surgery with this 
type of ABC as with the vascular type. The second is 
the vascular type of ABC (95% of the cases), which 
manifests as a rapidly growing, expansive, 
destructive lesion causing cortical perforation and 
soft tissue invasion. A third form, or "mixed" variant, 
demonstrates features of both the vascular and solid 
types. In fact, this may be a transitory phase of the 
lesion because sudden "activation" or rapid 

enlargement of stable lesions has been reported.

The etiology of ABC is unclear and controversial. 
One theory states that trauma causes an inciting 
injury to periosteal vessels, thus initiating the 

[12]
development of ABC . However Tillman et al, 
reporting 95 cases, demonstrated no significant 

[4]
history of antecedent trauma . Jaffé and 
Lichtenstein refer to alteration in local  
haemodynamics causing increased venous 
pressures and engorgement of the vascular bed in 
the transformed bone, leading to resorption, 
connective tissue replacement, and osteoid 

[13]
formation . Additional theories about the etiology 
of this lesion are a subperiosteal intraosseous 

[12]hematoma  or other publications state that the 
ABC is a secondary phenomena occurring in 

[14].
primary cystic lesions of bone or tumours 

Histologically the ABC is considered a pseudocyst 
due to the absence of an epithelial wall. The ABC is 
an expanding osteolytic lesion containing blood-
filled spaces of variable size, separated by 
connective tissue by bone trabeculae or osteoid 
tissue and many osteoclastic giant cells. The lesion 
does not have any clinical or radiological specificity. 
Recurrence has been reported confirming the 

[3].aggressive behaviour of this lesion 

It can occur as a primary lesion or secondarily in a 
preexisting lesion. Martinez V and Sissons HA 
concluded that most of these cysts occur as a 

[15]
primary lesion . Giant cell tumor is the most 
common lesion associated with secondary ABC 
accounting for 39% of these lesions and similarly in 
14% cases of giant cell tumor, ABC components are 
seen. Murphey MD et al has detailed radiopathologic 

[23]
correlations of ABC and giant cell tumor . The 
other associated lesions are nonossifying fibroma, 
osteoblastoma, hemangioma, histiosarcoma, 

[2]
hemangioendothelioma. .

 CASE PRESENTATION: 

A 31 yr old female came to Dept. of Oral & 
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Maxillofacial Surgery, Manubhai Patel Dental 
College, Vadodara with complain of Swelling over 
right lower jaw which was progressively increasing 
since last 5 months. She had no significant systemic 
medical history or any history of trauma.

A bony hard, non tender, diffuse swelling of about 
3.5 x 2 cm was palpable on right body mandible. 
Intraorally the lesion was extending from right 
lower canine to retro molar region with expansion 
of buccal cortical plate and displacement of 
premolars and molars. There was no palpable 
lingual cortical expansion. There was no paresthesia 
of lower lip. Patient had restricted mouth opening of 
about 2 cm. The overlying skin and oral mucosa 
were normal. Lesion was non pulsative. Primary 
impression on OPG was fibro-osseous lesion. As 
expanded buccal cortical plate was hard, FNAC 
could not be performed.

Incisional biopsy of the lesion revealed multiple 
giant cells in a fibrous stroma suggestive of a benign 
vascular tumour.  

 As OPG was not giving the clarity of the margins and 
extend of the lesion CT scan was advised. 3-D images 
of the CT scan showed multilocular expansile lesion 
of the mandible extending from midline to the 
ramus of mandible with impacted mandibular third 
molar on right side.  Lesion had perforated lingual 
and buccal cortical at the lower border in the molar 
region.

Combining the clinical, histological and radiological 
impression it was diagnosed  aggressive vascular 
lesion .Segmental resection of the mandible was 
planned. 

Patient was operated under General Anesthesia and 
Segmental resection of mandible with 1 cm clear 
margins done by sub mandibular incision.  Resected 
mandible was reconstructed with stainless steel 
reconstruction plate so patient can have acceptable 
esthetics and function. 

Histopathological examination of the resected 
lesion revealed multiple empty spaces filled with 
blood and scattered haemosiderin pigment, 
suggestive of aneurysmal bone cyst.

DISCUSSION:

The true etiology of ABC is unknown. Most believe 

that ABC is the result of a vascular malformation 
within the bone. The cause of the malformation is 
however a topic of controversy. Three theories 
concerning the cause and pathogenesis of ABC have 
been proposed, trauma can result  in subperiosteal 
or intra-medullary hemorrhage with misguided 

 [3]
reparative processes;  altered hemodynamic state 
leading to a dilated congested vascular bed, causing 
resorption and erosion of bone with expansion of 
the lesion; the second theory suggest  secondary 
phenomenon that occurs in a primary cystic lesion 

 or tumor of the bone. Third theory suggest
chromosomal anomalies can cause ABC .In our case 
there is no history of trauma which could have 
contributed to the development of the lesion. It 
could be either secondary phenomenon occurred in 
primary osseous lesion or chromosomal anomalies.
The radiographic features are not confirmative and 
there is no consensus in the literature in this regard. 
The "blown-out" appearance in radiographs gives 
the appearance of a "bone cyst". The lesion may 
appear unicystic or as a unilocular, multilocular 
(soap-bubble or honeycomb) or moth-eaten 
radiolucency, causing expansion, perforation or 
destruction of the bony cortices. There may also be 
an associated periosteal reaction with reactive new 
bone formation, resulting in a peripheral sclerotic 

 border in some cases. Our case presented as a 
unilocular radiolucency on OPG however, 
resorption of roots of the involved teeth was not 
observed in spite of the close proximity of the 
radiolucency to the roots and clinically 
displacement of teeth. 3D CT scan was showing 
multilocular expensile lesion with expansion of 
both the cortices and erosion of the lingual cortex 
which was mimicking aggressive lesion.

Histologically, ABC consists of a fibrous connective 
tissue stroma with numerous blood filled caverns of 
sinusoids, multinucleated giant cells and osteoid. 
Hemosiderin is present in variable amounts and 

 [17]
osteoid and bone formation is variable.  Since a 
normal epithelial lining is lacking, the lesion is also 
referred to as pseudocyst. The histologic 
appearance in our case was consistent with the 
abovementioned features.

The clinical course of the ABC is inconsistent, 
ranging from a self-limiting lesion to an aggressive. 
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Treatment consists of resection of the affected jaw 
or curettage depending on the clinical, radiological 
and histology of the lesion.
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