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Introduction
The	 traumatic	 bone	 cyst	 was	 first	
described	 by	 Lucas	 in	 1929	 and	 later	 by	
Rushton.[1]	 The	 term	 “traumatic	 bone	 cyst”	
is	 more	 widely	 used	 in	 the	 literature,	 but	
the	 International	 Histological	 Classification	
adopted	 by	 the	 WHO	 for	 odontogenic	
tumors	uses	the	term	“solitary	bone	cyst.”[2]

A	 solitary	 bone	 cyst	 (SBC)	 is	 a	
nonneoplastic	 osseous	 lesion	 affecting	
≥95%	 of	 the	 metaphyses	 of	 long	 bones	
such	 as	 the	 proximal	 humerus	 and	
femur.[3]	 The	 incidence	 of	 cyst	 affecting	
the	 jaws	 is	 1%	of	 all	 the	 cyst.	Nearly	 89%	
of	 the	 lesion	 occurs	 in	 the	 mandible	 and	
11%	 in	 the	maxilla.	Majority	of	 the	 lesions	
occur	 in	 the	 posterior	 mandible,	 especially	
in	 the	 premolar–molar	 region,	 while	 in	
the	 maxilla,	 they	 are	 more	 common	 in	 the	
anterior	aspect.[4]

Til	 date,	 many	 cases	 of	 SBC	 have	 been	
reported	 in	 the	 orofacial	 region	 34	 out	 of	
them	 are	 cases	 comprising	multiple	 lesions	
in	 the	 mandibular	 region.	 In	 this	 case	
report,	 we	 are	 presenting	 one	 such	 case	 of	
multiple	 lesions	 of	 SBCs	 in	mandible	with	
systematic	review	of	the	literature.

Case Report
A	 25 ‑years‑old	 female	 patient	 reported	
to	 our	 unit	 with	 pain	 in	 the	 right	 lower	
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back	 tooth	 region	 for	 1	 month.	 Pain	 was	
sudden	 in	 onset,	 throbbing	 in	 nature,	 and	
continuous	 in	 character.	 There	 was	 no	
history	 of	 fever,	 swelling,	 or	 paraesthesia	
associated	with	the	pain.

On	 intraoral	 examination,	 pain	 seemed	 to	
be	 because	 of	 irreversible	 pulpitis	 with	
respect	 to	 46.	 There	 was	 no	 sinus	 opening	
or	 tooth	 mobility	 present	 with	 respect	
to	 the	 same	 tooth.	 Electric	 pulp	 vitality	
test	 was	 negative.	 Medical	 history	 was	
noncontributory.	 IOPA	 was	 obtained	 and	
periapical	 radiolucency	 of	 4	 cm	 ×	 4	 cm	 in	
size	was	seen	with	respect	to	the	same	tooth.	
Thereafter,	 an	 orthopantamogram	 (OPG)	
was	 recommended.	 The	 OPG	 revealed	
well‑defined	multilocular	lesions	[Figure	1],	
around	4	cm	×	4	cm	in	size	associated	with	
respect	 to	 the	 right	 mandibular	 first	 and	
third	 molars	 and	 a	 well‑defined	 unilocular	
radioluceny	 of	 about	 12	 cm	 ×	 5	 cm	 size,	
extending	from	the	mandibular	canine	to	the	
third	molar	on	the	left	side	of	the	mandible.	
Another	 well‑defined	 unilocular	 lesion	 of	
10	 cm	 ×	 10	 cm	 in	 size	 was	 present	 with	
respect	 to	 the	 mandibular	 anterior	 region.	
There	was	no	associated	resorption	of	roots	
or	pathological	displacement	of	tooth.

A	 cone‑beam	 computed	 tomography	 image	
was	acquired	to	establish	the	position	of	the	
inferior	 alveolar	 neurovascular	 bundle	 and	
to	 determine	 the	 status	 of	 bone	 [Figure	 2].	
The	findings	 revealed	no	buccal	and	 lingual	
expansion	 of	 bone.	 The	 inferior	 alveolar	
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canal	 was	 severely	 displaced	 downward.	 On	 the	 basis	 of	
radiological	 and	 clinical	 findings,	 our	 differential	 diagnosis	
of	 the	 individual	 lesions	 consisted	 of	 SBC	 (traumatic	 bone	
cyst	 [TBC]),	 keratocystic	 odontogenic	 tumor	 (KCOT),	
and	 central	 giant‑cell	 granuloma.	 Multiple	 KCOTs	 are	
seen	 in	 basal	 cell	 nevus	 syndrome.	 However,	 on	 clinical	
examination,	 no	 evidence	 was	 found	 for	 the	 same.	 We	
subsequently	proceeded	with	the	diagnosis	of	multiple	TBC.

Aspiration	was	negative	and	an	 incisional	biopsy	specimen	
was	 obtained	 from	 the	 periapical	 region	 of	 the	 right	
second	molar	 under	 local	 anesthesia.	 No	 tissue	 lining	was	
obtained,	 so	 a	 second	 incisional	 biopsy	 was	 performed	
on	 the	 opposite	 side	 with	 respect	 to	 the	 left	 mandibular	
molars.	 Very	 scant	 tissue	 was	 obtained,	 which	 was	 sent	
for	 histopathological	 examination,	 which	 showed	 a	 thin	
band	of	vascular	fibrous	connective	tissue	with	scant	liquid	
content	 without	 any	 evidence	 of	 epithelial	 lining.	 These	
features	were	suggestive	of	a	TBC.

Under	 general	 anesthesia,	 enucleation	 and	 curettage	 of	
the	 lesion	 were	 done,	 followed	 by	 bone	 graft	 placement.	
The	 lesion	 was	 approached	 by	 buccal	 crevicular	 incision.	
Full‑thickness	 mucoperiosteal	 flap	 was	 raised.	 Surgical	
exploration	revealed	empty	cavities	with	scarce	amounts	of	
tissue	[Figures	3a	and	b].	A	diagnosis	of	multiple	SBC	was	
surgically	 confirmed.	 Thorough	 curettage	 of	 the	 internal	
walls	 of	 the	 cavities	 was	 carried	 out	 and	 bleeding	 was	
induced.	 The	 cavity	 was	 packed	 with	 chips	 of	 Perioglas	
allogenic	bone	graft	and	closure	was	done	using	3–0	vicryl	
sutures	[Figure	4].

Histopathological	 examination	 of	 the	 excised	 specimen	
confirmed	the	diagnosis.

Postoperatively,	 the	 patient	 had	 mild	 diffuse	 swelling	
for	 3–4	 days,	 which	 subsided	 eventually.	 The	 patient	 has	
been	 followed	 up	 for	 9	 months	 and	 is	 asymptomatic	 with	
no	 positive	 findings	 of	 pain,	 swelling,	 and	 paraesthesia.	
Follow‑up	 panoramic	 radiograph	 showed	 satisfactory	 bone	
healing	without	any	evidence	of	enlargement	of	 lesion	and	
recurrence.

Materials and Methods
We	 systematically	 searched	 the	 Medline,	 Pubmed,	 and	
Google	 Scholar	 database	 using	 the	 keywords	 traumatic	

bone	 cyst,	 solitary	 bone	 cyst,	 idiopathic	 bone	 cyst,	 empty	
bone	 cavity,	 maxilla,	 mandible,	 atypical,	 unusual,	 oral	
cavity,	and	palate.	However,	our	search	was	not	just	limited	
to	 these	 terms	 only.	 We	 checked	 the	 references	 of	 these	
articles	 for	 other	 cases	 and	 thoroughly	 studied	 them.	 In	
total,	 we	 found	 34	 cases	 of	 multiple	 SBC	 of	 jaws.	 The	
clinical	and	radiographic	findings	of	 these	cases	are	shown	
in	Table	1.[1,5‑32]

Discussion
The	TBC	is	an	uncommon,	nonepithelial	lined,	intraosseous	
bone	 cavity	 of	 the	 jaws.	 They	 have	 been	 reported	 in	 the	
literature	 under	 a	 variety	 of	 names:	 SBC,	 hemorrhagic	
bone	 cyst,	 extravasation	 cyst,	 and	 simple	 bone	 cyst.[33]	
This	 is	 suggestive	 of	 the	 lack	 of	 understanding	 of	 the	 true	
etiopathogenesis	 of	 this	 lesion.	 However,	 the	 term	 “TBC”	
is	most	widely	used	at	present.[34]

In	 the	 classification	 suggested	 by	 the	 World	 Health	
Organization	 (WHO),	 TBCs	 are	 included	 in	 the	 group	
of	 bone‑related	 lesions,	 together	 with	 the	 aneurysmal	
bone	 cyst,	 ossifying	 fibroma,	 fibrous	 dysplasia,	 osseous	
dysplasia,	 central	 giant‑cell	 granuloma,	 and	 cherubism.[33]	
The	 presence	 of	 multiple	 cysts	 is	 rare.	 So	 far,	 34	 cases	
have	 been	 reported	 in	 literature	 with	 only	 5	 cases	 being	
detected	after	the	third	decade	of	life.

Figure 1: Orthopantomogram showing multiple radiolucent lesions in the 
mandible

Figure 2: Cone-beam computed tomography Image showing multiple bone 
cavities in the mandible
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Suei	 et	 al.	 reported	 that 	 TBC	 of	 the	 jaws	 have	 an	 equal	
prevalence	 in	 both	 genders,	 with	 most	 lesions	 occurring	
among	 patients	 in	 the	 second	 decade	 of	 life.	 However,	
the	 lesion	 is	 also	 been	 found	 in	 older	 age	 brackets.[35]	The	
mandibular	 body	 is	 the	 frequent	 site	 of	 TBC;	 however,	
cases	involving	the	mandibular	symphysis,	ramus,	condyle,	
and	 even	 anterior	 maxilla	 have	 been	 reported.[36]	 Cases	
have	 also	 been	 reported	 where	 TBC	 was	 present	 in	 the	
zygomatic	bone.[37]

The	 pathogenesis	 of	 the	 TBC	 is	 not	 yet	 completely	
understood;	 several	 theories	 have	 been	 suggested.	 Trauma	
has	 been	 frequently	 suggested	 as	 an	 etiological	 factor.	
However,	 the	 incidence	of	a	positive	history	of	 trauma	has	
been	 rather	 variable	 in	 the	 reported	 series	 of	 cases	 from	
17%	 to	 70%.[33]	 In	 the	 present	 case	 report,	 no	 history	 of	
trauma	was	elicited.

Trauma	results	 in	 the	 formation	of	 intraosseous	hematoma.	
Subsequently,	 the	 blood	 clot	 liquefies,	 and	 surrounding	
bone	 is	 destroyed	 by	 enzymatic	 activity.	Blum	and	Thoma	
suggested	 that	 a	 previous	 history	 of	 trauma	 to	 the	 jaws	
contributes	 to	 the	 formation	 of	 most	 of	 TBCs.[36]	 Thoma	
believed	 that	 trauma	 results	 in	 a	 subperiosteal	 hematoma	
that	 reduces	 the	 blood	 supply	 to	 the	 region,	 causing	 bone	
resorption	by	osteoclasts.

There	 might	 be	 an	 underlying	 systemic	 component	 in	
patients	 with	 multiple	 SBCs,	 such	 as	 predisposition	 to	
vascular	 anomalies.	 This	 might	 also	 explain	 why	 women	
are	 more	 predisposed,	 who	 tend	 to	 have	 more	 conditions	
with	 vascular	 coagulopathies.[38]	 Another	 proposed	
mechanism	 considers	 these	 lesions	 to	 be	 synovial	 cysts	
arising	 from	 a	 developmental	 juxta	 epiphyseal	 error	 with	
the	 intraosseous	 incorporation	of	 synovial	 tissue.	However,	
this	 is	not	consistent	with	our	case	of	multiple	cysts	where	
no	synovial	lining	was	found.

Traumatic	 bone	 cysts	 are	 mostly	 detected	 accidentally	 as	
they	 are	 usually	 asymptomatic.[36]	 Cases	 were	 reported	
in	 literature	 where	 the	 lesion	 was	 asymptomatic	 and	
was	 detected	 during	 routine	 radiological	 examination.	 In	
most	 cases,	 intraorally,	 the	 soft	 tissues	 were	 found	 to	 be	
unaffected.	Moreover,	there	was	no	increased	mobility	of	the	
teeth	or	changes	in	their	color.	In	our	review,	we	found	only	
three	 cases	 where	 nonvital	 teeth	 were	 associated	 with	 the	
lesion.	 The	 presence	 of	 symptoms	 is	 quiet	 variable.	While	

some	 patients	 may	 be	 asymptomatic,	 others	 may	 develop	
symptoms	 such	 as	 altered	 sensations,	 numbness,	 swelling,	
and	 pain.[33]	 There	 may	 also	 be	 cortical	 plate	 expansion.[35]	
In	 the	 present	 case	 report,	 the	 patient	 had	 throbbing	 pain	
due	to	irreversible	pulpitis	but	no	paresthesia.

The	 majority	 of	 TBC	 range	 from	 a	 lesion	 of	 1	 cm	 in	
diameter	 to	 those	which	involve	 the	entire	body	and	ramus	
of	 the	mandible.	 In	 contrast	 to	 other	 cysts	 of	 the	 jaw,	 the	
hydrostatic	 pressure	 of	 TBC	 is	 relatively	 low,	 while	 the	
osmotic	 pressure	 in	 relation	 to	 blood	 is	 slightly	 higher.[33]	
The	 protein	 composition	 in	 the	 cystic	 liquid	 is	 similar	 to	
that	 in	 serum.	 It	 contains	 slightly	 more	 bilirubin.[39]	 The	
growth	 of	 some	 TBC	 can	 cause	 pathological	 fracture	 of	
the	 mandible.	 On	 the	 other	 hand,	 some	 TBC	 can	 have	
spontaneous	regression.

The	 structure	 of	 the	 inferior	 alveolar	 canal	 may	 in	 some	
cases	 be	 preserved	 but	 not	 always.	 There	 are	 chances	 of	
contact	 with	 remaining	 roots	 and	 impacted	 wisdom	 teeth.	
There	 is	 no	 resorption	 of	 the	 teeth	 roots.[33]	 The	 following	
differential	 diagnoses	 can	 be	 considered:[40]	 periapical	
cyst	 of	 radicular	 cyst,	 KCOT,	 lateral	 periodontal	 cyst,	
odontogenic	 tumors‑like	 ameloblastoma,	 fibrous	 dysplasia,	
cherubism,	 central	 giant‑cell	 granuloma,	 aneurysmal	 bone	
cyst,	arteriovenous	malformations,	and	hemangiomas.

The	 treatment	 is	 surgical.	 The	 procedure	 comprises	 the	
evacuation	 of	 the	 cystic	 contents	 followed	 by	 curettage	 of	
the	cavity	to	stimulate	bleeding	in	the	cavity.[39]	The	wound	
is	 then	 sutured.	This	 is	 followed	 by	 the	 formation/creation	
and	organization	of	 a	 clot	 and	healing	by	 the	 formation	of	
new	 bone.[41]	 Cases	 have	 been	 reported	 where	 TBC	 heal	
spontaneously	without	any	intervention.[33]	This	 is	probably	
the	 reason	 why	 they	 are	 rarely	 found	 in	 older	 age	 groups	
and	mostly	restricted	to	younger	age	groups.[40]	Recurrences	
are	 rare	 after	 surgical	 treatment.	 A	 histopathological	
diagnosis	will	 confirm	 the	 existence	 of	 a	TBC	using	 some	
of	the	tissues	obtained	from	the	bone	cavity.[42]	Histological	
examination	 of	 slides	 shows	 fragments	 of	 fibrovascular	

Figure 4: Suturing done

Figure 3: (a and b) Intraoperative photographs showing bone explorations

ba
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Table 1: Review of literature
Reference Age/sex Presentation History 

of trauma
Tooth 
vitality

Radiological features Recurrence Histopathology

Hankey	1947 15/male Routine	radiographic	
examination

No NS Scalloping Not	up	to	
6	months	
follow‑up

NS

Hutchinson	
1954

23/NS Routine	radiographic	
examination

No NS Scalloping,	loss	of	
lamina	dura

NS NS

Thoma	1963 15/female NS NS NS NA NS SBC
Szerlip	1966 15/female Routine	radiographic	

examination
NS Vital Scalloping 4	years	5	

months
SBC

Grasso	et al.	
1969

35/male Routine	radiographic	
examination

No Vital Scalloping,	multilocular	
expansion

7	months Sclerotic	bone

Morris	et al.	
1970

21/female Routine	radiographic	
examination

NS Vital NA NS NS

Hubner	1971 11/female Routine	dental	
examination

No Vital NS 6‑month	
postoperation	
no	recurrence

NS

Stewart	et al.	
1973

17/male Routine	radiographic	
examination

No NS Scalloping 6	months Lamellar	bone	and	
loose	erythrocytes

Schofield	1974 20/female Routine	radiographic	
examination

Yes Vital Scalloping,	multilocular	
buccal	erosion

4‑5	months Trabeculae	bone,	
connective	tissue

Ruprechet	and	
Reid	1975

17/male Pain NS Vital NS 7	months NS

Heimdahl	1978 16/male Swelling NS Vital Scalloping	and	expansion 3	months NS
Pogrel	1978 18/female Routine	radiographic	

examination
NS Vital Scalloping	and	expansion 1	year Bone	fibrous	tissue

Markus	1979 13/female Routine	radiographic	
examination

NS NS Multilocular	tooth	
displacement,	loss	
of	lamina	dura,	root	
resorption,	expansion

6	months Lamellar	bone,	fibrous	
tissue

Raibley	et al.	
1979

13/female Routine	radiographic	
examination

No NS Scalloping	multilocular	
expansion

Granulation	tissue,	
foreign	body	giant	cells

Kuroi	1980 36/female Routine	radiographic	
examination

No Vital NA Recurrence	
3	months,	
second	year	9	
months,

Traumatic	bone	cyst

Patrikou	et al.	
1981

15/NS Pain NS Vital Scalloping,	expansion 16	months Traumatic	bone	cyst

Foress	et al.	
1988

NS NS NS Scalloping Yes/NS Cancellous	bone,	
lamellar	compact	bone

Brannon	and	
Houston	1991

21/female Routine	radiographic	
examination

No NS NS NS Reactive	bone,	fibrous,	
and	granulation	tissue

Saito	et al.	1992 <30,	NS Routine	radiographic	
examination

NS Vital NA Yes NS

Saito	et al.	1992 >30,	NS Routine	radiographic	
examination

NS Vital NA Yes NS

Saito	et al.	1992 >30,	NS Routine	radiographic	
examination

NS Vital NA Yes NS

Prakash	et al.	
1992

32/male Pain/swelling NS Vital Scalloping,	expansion 16	months Bone	fragment,	
inflammatory	
granulation	tissue

Feilding	1992 15/female Routine	radiographic	
examination

No Vital Scalloping,	expansion 1.5	years Dense	cortical	bone

Jones	and	
baughman	1993

23/female Pain	and	swelling No Vital Expansion Not	up	to	
2	years

Bone	trabeculae,	
fibrous	connective	
tissue

Contd...
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connective	tissue,	cholesterol	clefts,	and	foreign	body	giant	
cells.

In	 our	 case	 report,	 there	was	no	 sign	of	 a	fibro‑osseous	or	
any	other	lesion	and	numerous	extravasated	red	blood	cells	
were	 present.	 The	 specimen	 was	 noted	 for	 the	 absence	 of	
epithelium	 prompting	 the	 diagnosis	 of	 a	 traumatic	 bone	
cyst.	 However,	 if	 no	 tissue	 is	 found	 in	 the	 cavity	 for	
histopathological	 examination,	 a	 decision	 on	 diagnosis	 of	
a	 TBC	will	 be	 according	 to	 the	 clinical	 experience	 of	 the	
operating	surgeons.

There	 maybe	 the	 possibility	 of	 damage	 to	 the	 inferior	
alveolar	 nerve	 in	 cases	 where	 the	 mandible	 is	 operated.	
In	 cases	where	 substantial	 bone	 resorption	 occurs,	 there	 is	
also	 the	 possibility	 of	 a	 fracture.	 In	 our	 case,	 however,	 no	
nerve	 damage	 was	 seen	 and	 at	 7	 months	 follow‑up,	 there	
was	 no	 paresthesia.	 Radiological	 examination	 showed	 that	
satisfactory	 bone	 formation	was	 present,	with	 no	 evidence	
of	recurrence.

Conclusion
Multiple	 traumatic	 bone	 cysts	 are	 a	 very	 rare	 finding.	
Although	 successful	 treatment	 outcomes	 are	well	 reported,	

the	 precise	 nature	 and	 etiopathogenesis	 of	 the	 lesion	 is	
not	 completely	 understood.	 The	 treatment	 modality	 in	
most	 cases	 is	 the	 same.	 A	 thorough	 clinical	 examination,	
patient	 history,	 and	 careful	 radiological	 evaluation	 will	 be	
helpful	when	deciding	on	 the	final	diagnosis	and	 treatment	
plan.	 Surgical	 exploration	 followed	 by	 histopathological	
examination	 can	 establish	 the	 final	 diagnosis.	 Recurrence	
after	surgery	is	extremely	rare.
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Table 1: Contd...
Reference Age/sex Presentation History 

of trauma
Tooth 
vitality

Radiological features Recurrence Histopathology

Oda	et al.	2002 12/male Swelling Yes Vital Multilocular,	tooth	
displacement,	loss	
of	lamina	dura,	root	
resorption,	expansion

8	months Granulation	tissue

Kraut	and	Robin	
2003

43/female NS NS NS Scalloping	and	tooth	
displacement

1st	recurrence,	
18	months,	
2nd	14	months

Fragment	of	bone,	
granulation	tissue

Mupparappu	
et al.	2008

39/female Pain,	swelling NS Vital Multilocular,	loss	of	
lamina	dura

1st	recurrence	
‑	2nd	year,	2nd	
recurrence‑NS

Bone	trabeculae,	
fibrous	connective	
tissue,	rims	of	osteoid,	
acute	and	chronic	
inflammatory	cells

Kuhmichael	and	
boulox	2010

32/female Routine	radiographic	
examination

No Vital Scalloping,	expansion 12	months NS

De	Oliviera	
et al.	2012

22/male Routine	radiographic	
examination

No Vital Scalloping 12	months NS

Martins	filho	
et al.	2012

10/male NS No NS Scalloping,	multilocular	
expansion

NS NS

Mathew	et al.	
2012

15/female Swelling No NS Scalloping,	multilocular	
expansion

4	months NS

Seo	‑Yungan	
et al.	2012

11/female Routine	radiographic	
examination

No Vital Loss	of	lamina	dura,	
expansion

2	years NS

17/male Routine	radiographic	
examination

No Vital Scalloping,	loss	of	
lamina	dura,	root	
resorption

NS NS

18/male Routine	radiographic	
examination

No NS Scalloping,	loss	of	lamina	
dura,	root	resorption

3	months Viable	bone,	dense	
fibrous	connective	
tissue

SBC:	Solitary	bone	cyst;	NS:	Not	stated;	NA:	Not	available

7 Contemporary Clinical Dentistry | Volume 10 | Issue 1 | January-March 2019



Bindra, et al.: Traumatic bone cyst of mandible

References
1.	 Kuhmichel	 A,	 Bouloux	 GF.	 Multifocal	 traumatic	 bone	 cysts:	

Case	 report	 and	 current	 thoughts	 on	 etiology.	 J	Oral	Maxillofac	
Surg	2010;68:208‑12.

2.	 Strabbing	 EM,	 Gortzak	 RA,	 Vinke	 JG,	 Saridin	 CP,	
van	Merkesteyn	 JP.	An	 atypical	 presentation	 of	 a	 solitary	 bone	
cyst	of	 the	mandibular	 ramus:	A	case	 report.	 J	Craniomaxillofac	
Surg	2011;39:145‑7.

3.	 Harnet	 JC,	 Lombardi	 T,	 Klewansky	 P,	 Rieger	 J,	 Tempe	 MH,	
Clavert	 JM,	 et al.	 Solitary	 bone	 cyst	 of	 the	 jaws:	 A	 review	
of	 the	 etiopathogenic	 hypotheses.	 J	 Oral	 Maxillofac	 Surg	
2008;66:2345‑8.

4.	 Shear	M.	Cysts	of	the	Oral	Regions.	3rd	ed.	Oxford:	Wright	PSG;	
1992.

5.	 Hankey	 GT.	 Three	 cysts	 in	 the	 same	 mandible,	 not	 of	 dental	
origin.	 ?	 Solitary	 cysts	 or	 osteitis	 fibrosa.	 Proc	 R	 Soc	 Med	
1947;40:723‑6.

6.	 Hutchinson	 ACW.	 Haemorrhagic,	 traumatic	 or	 solitary	 bone	
cysts.	Dent	Oral	X‑ray	Diagn	1954:393‑6.

7.	 Thoma	KH.	Bone	cysts.	Oral	Surg	1963;4:897‑903.
8.	 Szerlip	 L.	 Traumatic	 bone	 cysts.	 Resolution	 without	 surgery.	

Oral	Surg	Oral	Med	Oral	Pathol	1966;21:201‑4.
9.	 Grasso	 AM,	 Demkee	 D,	 Finnegan	 J.	 Traumatic	 cyst	 of	 the	

mandible:	Report	of	case.	J	Oral	Surg	1969;27:341‑4.
10.	 Morris	 CR,	 Steed	 DL,	 Jacoby	 JJ.	 Traumatic	 bone	 cysts.	 J	 Oral	

Surg	1970;28:188‑95.
11.	 Huebner	GR,	Turlington	EG.	So‑called	traumatic	(hemorrhagic)	

bone	 cysts	 of	 the	 jaws.	 Review	 of	 the	 literature	 and	 report	
of	 two	 unusual	 cases.	 Oral	 Surg	 Oral	 Med	 Oral	 Pathol	
1971;31:354‑65.

12.	 Stewart	 S,	 Sherman	 P,	 Stoopack	 JC.	 Large	 bilateral	 traumatic	
bone	 cysts	 of	 the	 mandible:	 Report	 of	 case.	 J	 Oral	 Surg	
1973;31:685‑8.

13.	 Schofield	 ID.	 An	 unusual	 traumatic	 bone	 cyst.	 Oral	 Surg	 Oral	
Med	Oral	Pathol	1974;38:198‑203.

14.	 Ruprecht	A,	Reid	J.	Simple	bone	cyst.	Report	of	two	cases.	Oral	
Surg	Oral	Med	Oral	Pathol	1975;39:826‑32.

15.	 Heimdahl	 A.	 An	 unusual	 case	 of	 “simple	 bone	 cyst”	 of	 the	
mandible.	Int	J	Oral	Surg	1978;7:32‑5.

16.	 Pogrel	MA.	Bilateral	 solitary	 bone	 cysts:	Report	 of	 case.	 J	Oral	
Surg	1978;36:55‑8.

17.	 Markus	AF.	 Bilateral	 haemorrhagic	 bone	 cysts	 of	 the	mandible:	
A	case	report.	Br	J	Oral	Surg	1979;16:270‑3.

18.	 Raibley	 SO,	 Beckett	 RP,	 Nowakowski	 A.	 Multiple	 traumatic	
bone	cysts	of	the	mandible.	J	Oral	Surg	1979;37:335‑7.

19.	 Kuroi	M.	 Simple	 bone	 cyst	 of	 the	 jaw:	Review	of	 the	 literature	
and	report	of	case.	J	Oral	Surg	1980;38:456‑9.

20.	 Patrikiou	A,	 Sepheriadou‑Mavropoulou	T,	 Zambelis	G.	Bilateral	
traumatic	 bone	 cyst	 of	 the	 mandible.	 A	 case	 report.	 Oral	 Surg	
Oral	Med	Oral	Pathol	1981;51:131‑3.

21.	 Forssell	 K,	 Forssell	 H,	 Happonen	 RP,	 Neva	 M.	 Simple	 bone	
cyst.	Review	of	the	literature	and	analysis	of	23	cases.	Int	J	Oral	
Maxillofac	Surg	1988;17:21‑4.

22.	 Brannon	 RB,	 Houston	 GD.	 Bilateral	 traumatic	 bone	 cysts	
of	 the	 mandible:	 An	 unusual	 clinical	 presentation.	 Mil	 Med	
1991;156:20‑2.

23.	 Saito	Y,	Hoshina	Y,	Nagamine	T,	Nakajima	T,	Suzuki	M,	Hayashi	T,	
et al.	 Simple	 bone	 cyst.	 A	 clinical	 and	 histopathologic	 study	 of	

fifteen	cases.	Oral	Surg	Oral	Med	Oral	Pathol	1992;74:487‑91.
24.	 Prakash	H,	Tiwari	P,	Goyal	M.	Multiple	 traumatic	bone	cysts	of	

jaws.	Report	of	a	case.	Indian	J	Dent	Res	1992;3:116‑20.
25.	 Fielding	CG.	The	 traumatic	 bone	 cyst:	 Review	 of	 literature	 and	

report	of	two	cases.	Mil	Med	1992;157:676‑80.
26.	 Jones	AC,	 Baughman	 RA.	Multiple	 idiopathic	mandibular	 bone	

cysts	 in	 a	 patient	 with	 osteogenesis	 imperfecta.	 Oral	 Surg	 Oral	
Med	Oral	Pathol	1993;75:333‑7.

27.	 Oda	Y,	Kagami	H,	Tohnai	I,	Ueda	M.	Asynchronously	occurring	
bilateral	 mandibular	 hemorrhagic	 bone	 cysts	 in	 a	 patient	 with	
idiopathic	 thrombocytopenic	 purpura.	 J	 Oral	 Maxillofac	 Surg	
2002;60:95‑9.

28.	 Kraut	 R,	 Robin	C.	 Idiopathic	 bone	 cavity.	A	 report	 of	 recurrent	
lesions	and	their	management.	N	Y	State	Dent	J	2003;69:30‑3.

29.	 Mupparapu	 M,	 Milles	 M,	 Singer	 SR,	 Rinaggio	 J.	 Rare,	
simultaneous,	 multiple,	 and	 recurrent	 mandibular	 bone	 cysts.	
Quintessence	Int	2008;39:331‑6.

30.	 Oliveira	 JF,	 Barbosa	 DB,	 Pereira	 LC,	 Gabrielli	 MA,	
Sarmento	 VA.	 Mandibular	 simple	 bone	 cysts:	 A	 rare	 case	 of	
bilateral	occurrence.	Braz	J	Otorhinolaryngol	2012;78:134.

31.	 Martins‑Filho	 PR,	 Santos	 Tde	 S,	 Araújo	 VL,	 Santos	 JS,	
Andrade	 ES,	 Silva	 LC,	 et al.	 Traumatic	 bone	 cyst	 of	 the	
mandible:	 A	 review	 of	 26	 cases.	 Braz	 J	 Otorhinolaryngol	
2012;78:16‑21.

32.	 Mathew	R,	 Omami	G,	 Gianoli	 D,	 Lurie	A.	 Unusual	 cone‑beam	
computerized	 tomography	 presentation	 of	 traumatic	 (simple)	
bone	cyst:	Case	report	and	radiographic	analysis.	Oral	Surg	Oral	
Med	Oral	Pathol	Oral	Radiol	2012;113:410‑3.

33.	 Sebastijan	 Sandev.	 Traumatic	 bone	 cysts.	 Acta	 Stomatol	 Croat	
2001;35:417‑20.

34.	 Satish	 K,	 Padmashree	 S,	 Rema	 J.	 Traumatic	 bone	 cyst	 of	
idiopathic	 origin?	 A	 report	 of	 two	 cases.	 Ethiop	 J	 Health	 Sci	
2014;24:183‑7.

35.	 Madiraju	 G,	 Yallamraju	 S,	 Rajendran	 V,	 SrinivasaRao	 K.	
Solitary	 bone	 cyst	 of	 the	 mandible:	 A	 case	 report	 and	
brief	 review	 of	 literature.	 BMJ	 Case	 Rep	 2014;2014.	
pii:	bcr2013200945.

36.	 Blum	 T.	 An	 additional	 report	 on	 traumatic	 bone	 cysts;	 also	 a	
discussion	 of	 Dr.	 John	 G.	 Whinery’s	 paper,	 “Progressive	 bone	
cavities	 of	 the	 mandible”.	 Oral	 Surg	 Oral	 Med	 Oral	 Pathol	
1955;8:917‑39.

37.	 Kim	HK,	Lim	JH,	Jeon	KJ,	Huh	JK.	Bony	window	approach	for	
a	 traumatic	 bone	 cyst	 on	 the	mandibular	 condyle:	A	 case	 report	
with	 long‑term	 follow‑up.	 J	Korean	Assoc	Oral	Maxillofac	Surg	
2016;42:209‑14.

38.	 An	 SY,	 Lee	 JS,	 Benavides	 E,	 Aminlari	 A,	 McDonald	 NJ,	
Edwards	 PC,	 et al.	 Multiple	 simple	 bone	 cysts	 of	 the	 jaws:	
Review	of	the	literature	and	report	of	three	cases.	Oral	Surg	Oral	
Med	Oral	Pathol	Oral	Radiol	2014;117:e458‑69.

39.	 Kaugars	GE,	Cale	AE.	Traumatic	bone	cyst.	Oral	Surg	Oral	Med	
Oral	Pathol	1987;63:318‑24.

40.	 Xanthinaki	 AA,	 Choupis	 KI,	 Tosios	 K,	 Pagkalos	 VA,	
Papanikolaou	 SI.	 Traumatic	 bone	 cyst	 of	 the	 mandible	 of	
possible	 iatrogenic	 origin:	A	 case	 report	 and	 brief	 review	of	 the	
literature.	Head	Face	Med	2006;2:40.

41.	 Beasley	 JD	 3rd.	Traumatic	 cyst	 of	 the	 jaws:	Report	 of	 30	 cases.	
J	Am	Dent	Assoc	1976;92:145‑52.

42.	 Hansen	LS,	Sapone	J,	Sproat	RC.	Traumatic	bone	cysts	of	 jaws.	
Oral	Surg	Oral	Med	Oral	Pathol	1974;37:899‑910.

Contemporary Clinical Dentistry | Volume 10 | Issue 1 | January-March 2019 8


