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A B S T R A C T   

Objective: This case series reports the clinical presentation and management of multiple odonto
genic keratocysts (OKCs) in patients with Gorlin Goltz syndrome and in non-syndromic patients. 
Material and methods: Eight patients presented with features of multiple odontogenic keratocyst at 
department of Oral and Maxillofacial Surgery. The diagnosis was confirmed following clinical, 
radiographic and histopathological examination. Initially the diagnosis of OKC was confirmed on 
an incisional biopsy. Major and minor criteria were followed for the diagnosis of Gorlin Goltz 
syndrome. Smaller cysts in all patients were enucleated and for larger cysts marsupialization was 
planned either alone or followed by enucleation. Patients were followed at 1 month, 3 months, 6 
months and yearly interval to check for bone healing and recurrences. 
Results: Association of Gorlin Goltz syndrome was identified in four patients all of whom were 
males with age range of 12–37 years. Among four patients that had non-syndromic OKCs, three 
were female and one was male with age range of 09–50 years; two patients had familial non- 
syndromic multiple OKCs. In syndromic patients, multiple OKCs, recognized manifestations of 
Gorlin Goltz syndrome were identified with variable frequency: calcification of falx cerebri and 
chest deformity (100%); macrocephaly with frontal bossing (100%); hypertelorism (75%); basal 
cell carcinoma (25%); pectus deformity with flame shaped hands and feet (25%) and syndactyly 
(50%). Palmar or plantar pits, cleft lip or palate, ovarian fibroma and medulloblastoma was not 
identified in any patient. In patients with non-syndromic multiple OKCs mandible was more 
commonly involved than maxilla. 
Conclusion: Patients with multiple OKCs, should be evaluated thoroughly and basal cell carci
nomatous lesions should be ruled out. Meticulous follow up is vital as Gorlin Goltz syndrome is 
associated with malignancies and OKCs may be the first manifestation of this syndrome. Given the 
fact that OKCs associated with this syndrome have higher rate of recurrence than the isolated 
OKCs, long term follow up is warranted.   
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1. Introduction 

Odontogenic keratocyst (OKC) is the third most common cystic lesion of the oral cavity [1]. It was previously called as primordial 
cyst or Keratocystic odontogenic tumor (KCOT) but in 2017 it was renamed as odontogenic cyst [2]. OKC is a developmental cyst and 
originates from the rest cells of dental lamina [3]. It is a benign, locally destructive lesion and may be unicystic or multicystic [4]. 

The incidence of OKC is 10–20% of all the odontogenic cyst [2]. Most of the cases are reported during first to eighth decade of life 
with peak reported in 30 years of age and more commonly occurring in males [5]. Lining of the cyst is parakaratinized stratified 
squamous epithelium with a thickness of 5–10 layers of cells. The basal layer consists of cuboidal or columnar cells. Epithelium 
connective tissue interface is flat and has high mitotic activity resulting in daughter cells [6]. 

Mandible is more commonly involved as compared to the maxilla. The most common site in mandible is the molar region and the 
ramus whereas in maxilla anterior region is the favorite site of OKC followed by third molar region. It may be associated with the 
lateral root or the periapical region of the teeth or with the crown of the tooth [5]. OKCs are associated with medullary expansion and 
buccolingual expansion may not be visible until the lesions become advanced. The recurrence rate of OKCs is high may range from 25% 
to 60%. This may be attributed to a thin, friable epithelial lining which may rupture during removal, presence of daughter cysts. 
Moreover, new OKC lesions may develop from remnants of dental lamina [7]. 

Treatment options consists of conservative and surgical management i.e., enucleation, marsupialization, with or without peripheral 
procedures like curettage, peripheral ostectomy, Carnoy’s solution, electrocautery, cryotherapy and resection [8]. 

Gorlin Coltz syndrome (GCS) is also known as nevoid basal cell carcinoma syndrome (NBCCS) and is the most recognized syndrome 
associated with multiple OKCs [9]. Less commonly oral-facial-digital syndrome, Noonan syndrome, Ehlers-Danlos syndrome and 
Simpson-Golabi-Behmel syndrome may also present with multiple OKCs [10]. Patient with multiple OKCs are reported to have a higher 
recurrence rate [1]. Multiple OKC not associated with a ny syndrome are reported rarely [3]. 

This case series reports management of patients presenting with multiple OKCs with and without associated Gorlin Goltz syndrome. 

2. Methods 

. Eight patients presented to the Oral and Maxillofacial Surgery department, Allied Hospital Faisalabad from November 2017 to 
March 2021 and included three females and five males. The common presenting symptoms included swelling, pus discharge, or pain in 
at least one quadrant of the oral cavity; one patient also presented with pathological fracture of the mandible. All patients were initially 
investigated with orthopantomogram (OPG). Multiple well defined, radiolucent lesions involving the maxilla and mandible were 
observed in all patients (Fig. 1). The lesions in all patients presented as a combination of multilocular and unilocular radiolucencies. 

Clinical examination and investigations according to the protocol described by Lo Muzio [10] were followed to rule out the 
syndromic association of multiple cystic lesions. Frontal bossing, macrocephaly (>55 cm), hypertelorism with increased intercanthal 
distance (>36 cm), palmar and plantar pits along with aspiration of the cystic lesion was done on clinical examination. Out of eight 
patients, four were suspected to be associated with Gorlin Goltz syndrome (GGS). These patients were further advised CBCT, brain CT, 
and radiographs for chest, spine, hand and feet. These patients were evaluated by dermatology, neurology, ophthalmology and 
otorhinolaryngology specialists. 

Initially incisional biopsies of the cystic lesion were performed. Presence of a parakaratinized stratified squamous epithelium with 
5–6 cell layer thickness, basal palisading, a thin connective tissue capsule and luminal content of cheesy proteinaceous material were 
used to confirm the diagnosis of OKC (Fig. 2). 

Four patients with features of GCS, were investigated further regarding any family history (FH) of cysts and tumors or other features 
of syndrome and first-degree relatives examined for any positive findings. Syndromic association was not identified in four patients 

Fig. 1. Orthopantomogram (OPG) showing multiple cystic lesions in the maxilla and the mandible.  
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and they did not require additional investigations. 
Enucleation with peripheral ostectomy was planned for cysts less than 3 cm in size. For larger cysts marsupialization alone or 

followed by enucleation was planned. Associated impacted teeth were extracted and root canal therapies were done for teeth that were 
deemed to be restorable. Smaller cystic cavities were closed primarily and antiseptic bismuth iodoform paraffin paste (BIPP) dressing 
was placed in larger cystic cavities that were changed every week. Two patients with non-syndromic familial multiple OKCs refused 
treatment. The remaining the patients were followed closely. OPG was repeated at 03-month, 06-month, 09 month and at 12 months. 
Bone healing was monitored radiographically for 12 months with serial radiographs at 03 months intervals. 

Ethics approval for the study was gained from the institutional review board (IRB) for publication of this case series study. 

3. Results 

Among four patients who were diagnosed as having GGS, all were male with an age range of 12–35 years. All the patients were 
diagnosed following the major and the minor criteria of GGS (see Table 1). Considering the major criteria, 100% had multiple OKC 
involving the maxilla and mandible. The most common site of cyst was mandibular body followed by ramus and then the posterior 
maxilla. Maxillary cyst was symptomatic only in one patient. 100%of patients had calcification of falx cerebri (Fig. 3). Chest deformity 
consisting of bifid ribs, were present in 100% of patients with scoliosis in 25% of patient (Fig. 4). First degree relative was involved in 
25% of patient. Basal cell carcinoma (BCC) of chest was found in only one patient and he was referred to general surgery for the 
treatment of BCC (Fig. 5). Palmar or plantar pits were not identified in any patient in this group. 

Considering the minor criteria for NBCCS, macrocephaly was present in 100% of cases (Fig. 6). Frontal bossing (Fig. 7) and coarse 
face was present in 4 (100%) of them with hypertelorism present in 3 (75%) cases. Pectus deformity was present in 1 (25%) patient, 
flame shaped hands and feet in 1 (25%) patient and syndactyly was noted in 2 (50%) patients (Fig. 8). Cleft lip or palate, ovarian 
fibroma or medulloblastoma were not identified in any patient. 

Among four patients that had non-syndromic OKCs, three were female and one was male with an age range of 9–50 years. Among 
them two patients had familial non-syndromic multiple OKCs. One patient had three cysts in the mandible and one in the maxilla, one 
patient had four in the mandible and one cyst in maxilla, one had two cysts in the maxilla and one in the mandible and the other patient 
was found to have one cyst in the maxilla and two in the mandible. One patient was asymptomatic and multiple cystic lesions were 
identified incidentallyon radiographic investigations. Rest of the three patients were asymptomatic for the maxillary cysts and pre
sented to us with symptomatic mandibular cysts. Two patients who had familial non-syndromic OKC had cysts associated with 
impacted teeth. One patient had impacted right maxillary third molar and left maxillary second molar associated with cyst. The other 
patient had cyst associated with impacted left maxillary second molar, left mandibular canine, right mandibular second premolar, 
right mandibular canine and lateral incisor and had retained deciduous right mandibular lateral incisor, canine and second molar. 

Enucleation with peripheral ostectomy was done for small cystic lesions and marsupialization alone or followed by enucleation was 
done for larger cysts in all patients. Out of four syndromic patient one patient had recurrence after 14 months of follow up and had 
again undergone enucleation of the cysts. One patient was lost to follow up. Two patients are still under treatment and had not shown 
any recurrence so far. 

Out of four non-syndromic patients, two patients with familial non-syndromic OKC refused to treatment. Rest of the two patients 
had not shown any recurrence till date. 

Fig. 2. Histopathology showing parakaratinized squamous epithelium at low power (10) magnification with H&E staining.  
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Table 1 
Presentation and management of odontogenic keratocysts.  

Sr. 
No. 

Age Gender Syndromic/ 
Non- 
syndromic 

Major criteria 
[1–25] 

Minor criteria No. of 
cysts 
(=N) 

Location of 
cysts 

Management Follow-up 

1 12yrs Male Yes Multiple OKCs 
Calcification of 
falx cerebri 
Bifid ribs 

Macrocephaly 
Frontal bossing 
Coarse face 
Hypertelorism 
Syndactyly 

2 Anterior 
mandible (n 
= 1) 
Anterior 
maxilla (n =
1) 

Marginal resection 
Enucleation 

No recurrence 
since 1 year 

2 25yrs Male Yes Multiple OKCs 
Calcification of 
falx cerebri 
Bifid ribs 

Macrocephaly 
Frontal bossing 
Coarse face 
Hypertelorism 
Syndactyly 

4 Anterior 
mandible (n 
= 1) 
Posterior 
mandible (n 
= 1) 
Posterior 
maxilla (n =
2) 

Marsupialization 
Marsupialization 
Marsupialization and 
enucleation 

No recurrence 
for 1 year 

3 32yrs Male Yes Multiple OKCs 
Calcification of 
falx cerebri 
Bifid ribs 
First degree 
relative was 
involved 
BCC of chest 

Macrocephaly 
Frontal bossing 
Coarse face 

5 Posterior 
mandible (n 
= 2) 
Posterior 
maxilla (n =
2) 
Anterior 
maxilla (n =
1) 

Enucleation 
Enucleation 
Enucleation 

Recurrence after 
08 months of 
surgery 

4 35yrs Male Yes Multiple OKCs 
Calcification of 
falx cerebri 
Bifid ribs, 
scoliosis 

Macrocephaly 
Frontal bossing 
Coarse face 
Hypertelorism 
Pectus deformity 
Flame shaped 
hands and feet 

4 Posterior 
mandible (n 
= 2) 
Anterior 
mandible (n 
= 1) 
Anterior 
maxilla (n =
1) 

Marsupialization 
Marsupialization 
Enucleation 

Did not show for 
follow up 

5 9yrs Female No – – 4 Posterior 
mandible (n 
= 2) 
Anterior 
mandible (n 
= 1) 
Anterior 
maxilla (n =
1) 

Enucleation 
Enucleation 
Enucleation 

No recurrence 
since I year 

6 13yrs Female No – – 5 Posterior 
mandible (n 
= 2) 
Anterior 
mandible (n 
= 2) 
Posterior 
maxilla (n =
1) 

Refused treatment – 

7 24yrs Female No – – 4 Anterior 
mandible (n 
= 2) 
Posterior 
maxilla (n =
2) 

Refused treatment – 

8 50yrs Male No – – 3 Anterior 
mandible (n 
= 1) 
Posterior 
mandible (n 
= 1) 
Anterior 
maxilla (n =
1) 

Enucleation 
Marsupialization 
followed by 
enucleation 

No recurrence 
for 1 year  
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4. Discussion 

OKC was first described by Mikulicz in 1956. It is a developmental cyst arising from the overlying basal epithelium or from the rests 
of dental lamina [11]. OKC can occur in any age group with peak age reported from 10 to 40 years [3]. Reported ratio of occurrence of 
OKC in mandible and maxilla is 2:1 [11]. In line with the literature, mandible was involved more commonly in the present study in 
syndromic as well as non-syndromic cases. OKCs often present as the initial lesions of GCS followed by other symptoms at a later stage 
[2]. Patients with single OKC are mostly older in age as compared to multiple OKCs occurring in either syndromic or non-syndromic 
patients [12]. 

Small OKCs are often asymptomatic while larger cysts may present with swelling, pain or discharge [13]. Patients in the current 
case series presented to us with swelling, pain or discharge and one patient with pathological fracture of the mandible. Multiple OKCs 

Fig. 3. Axial CT scan of brain showing calcification of falx cerebri.  

Fig. 4. Chest radiograph (PA view) showing scoliosis of spine.  

O.S. Janjua et al.                                                                                                                                                                                                      



Oral and Maxillofacial Surgery Cases 8 (2022) 100253

6

are most commonly associated with GCS while non-syndromic cases often present with solitary lesions [3]. Kimonis et al. modified the 
criteria for the diagnosis of GCS. It has major and minor criteria. Diagnosis for GCS requires two major criteria, or one major and two 
minor criteria [14]. 

The major criteria are:  

• Multiple BCCs or one occurring under the age of 20 years.  
• OKCs of the jaws confirmed on histopathological examination.  
• Palmar or plantar pits (three or more).  
• Bilamellar calcification of the falx cerebri.  
• Bifid, fused or markedly splayed ribs.  
• First-degree relative with NBCCS. 

Fig. 5. Basal Cell Carcinoma on the anterior chest wall at the level of 7th rib.  

Fig. 6. Showing macrocephaly with enlarged head circumference.  
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The minor criteria are:  

• Macrocephaly  
• Congenital malformation: cleft lip or palate, frontal bossing, coarse face, moderate or severe hypertelorism.  
• Other skeletal abnormalities: Sprengel deformity, marked pectus deformity, marked syndactyly of the digits  
• Radiological abnormalities: Bridging of the Sella turcica, vertebral anomalies such as hemivertebrae, fusion or elongation of the 

vertebral bodies, modeling defects of the hands and feet or flame shaped hands or feet.  
• Ovarian fibroma.  
• Medulloblastoma. 

In our study four patients with GCS, one patient fulfilled 5 major criteria i.e., multiple OKCs, calcification of falx cerebri, bifid ribs, 
BCC, first degree relative was also affected and had 2 minor criteria i.e., frontal bossing and macrocephaly. The second patient had 3 
major criteria i.e., multiple OKCs, calcification of falx cerebri, bifid ribs and had 4 minor criteria i.e., frontal bossing, macrocephaly, 
syndactyly and hypertelorism. The third patient had 3 major criteria i.e., multiple OKCs, calcification of falx cerebri, scoliosis and had 
5 minor criteria i.e., frontal bossing, macrocephaly, hypertelorism, flame shaped hands and feet and marked pectus deformity. Finally, 

Fig. 7. Lateral view of the face showing frontal bossing.  

Fig. 8. Polydactyly of fifth metatarsal.  
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the fourth patient had 3 major criteria i.e., multiple OKCs, calcification of falx cerebri, bifid ribs and had 4 minor criteria i.e., frontal 
bossing, macrocephaly, hypertelorism and syndactyly. Bomfin et al. and Balland et al. in their studies found the incidence of multiple 
OKCs in GCS from 62 to 100% [15,16]. Reported incidence of macrencephaly (>55 cm) is 5–80%, calcification of falx cerebri in 
21.2–92%, hypertelorism is 6–78%, bifid rib is 16–58%, ovarian cysts in 25–50%, cleft lip and palate in 0–9%, in patients of NBCCS 
[17,18]. Although chromosomal mapping is advisable for patients with multiple OKCs, this facility was not available at the study 
center. 

Fig. 9. (a) Preoperative OPG (b) postoperative OPG after 6 months of marsupialization (c) postoperative after 9 months of marsupialization.  
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Four patients in our study had multiple non-syndromic OKCs, constituting half of the cohort in this case series. Brannon in his study 
of 312 cases of OKC found that only 5.8% of cases had multiple OKCs without any associated syndrome [19]. Parikh and Sholapurkur 
et al. in their study reported cases of multiple OKCs that were not associated with any syndrome [20,21]. Habibi et al. and Bartake et al. 
also reported same results in their studies [6,22]. 

Out of four syndromic patients, one patient reported with recurrence of multiple OKCs, while one patient did not report back for 
follow-up. (Fig. 9). The patient with recurrence was re-treated with enucleation and peripheral ostectomy of the cysts. Out of four non- 
syndromic patients, two patients with familial multiple OKCs refused treatment, while the two treated cases showed no recurrence 
after 1 year follow up. 

Previous literature has reported some differences between syndromic and non-syndromic OKCs. The mean age of presentation of 
OKCs in syndromic patients is 40 years and in non-syndromic is 10–30 years, with a predilection for females in syndromic and male in 
non-syndromic cases. Histopathological findings in non-syndromic OKCs report a thin epithelial lining, fewer mitotic figures and 
satellite cysts [12]. In the present study, syndromic patients had a mean of age of 29 years with range of 12–35 years and 
non-syndromic had an age range of 9–50 years. Male predominance was seen in syndromic patients and female in non-syndromic 
patients. Histopathology of OKCs did not identify any difference between the syndromic and non-syndromic cases. 

The main limitation of this study is that genetic screening of patients was not undertaken due to resource constraints. GCS is 
transmitted as an autosomal dominant (AD) trait and the reported prevalence range from 56,000–164,000 [23]. Molecular genetics 
studies show that GCS involves mutations in the PTCH (Patched) gene found on chromosome arm 9q22.3, 9q31, and 1p32 [24,25]. 
Mutations in GCS underscore the need for undertaking genetic testing in the diagnostic work-up for patients with suspected syndromic 
involvement such as occurrence of multiple OKCs. This approach also provides an opportunity for identifying hereditary risks and 
providing genetic counseling to affected families. 

5. Conclusion 

Patients presenting with OKC should be investigated for the presence of additional OKCs at the time of presentation and also during 
the follow up. Presence of multiple OKCs warrants a thorough assessment to rule out syndromic association as OKCs may be the first 
and only manifestation of this syndrome. Given that OKCs associated with this syndrome have higher rate of recurrence than the 
isolated OKCs, long term follow-up of patients is also essential. Affected patients need support and counseling regarding risk of 
developing malignancies such as BCC and other complications. 

Author contributions 

OS Janjua conceptualised the study and carried out the data analysis. R Tariq, M U Khalid and S M Qureshi were responsible for 
data collection. K Ali was responsible for review and final drafting of the manuscript. 

Declaration of competing interest 

None of the authors have any conflicts of interest to declare. 

Acknowledgement 

Open Access funding provided by the Qatar National Library. 

References 

[1] Vandana S, Jahan AJ, Kavya L, Palla S. Non-syndromic multiple odontogenic keratocysts- a case report. Int J Med Dent Case Rep 2017;4:1–4. 
[2] Sundaragiri KS, Saxena S, Sankhla B, Bhargava A. Non-syndromic synchronous multiple odontogenic keratocysts in a western Indian population: a series of four 

cases. J Clin Exp Dent 2018;10:1–6. 
[3] Kargahi N, Kalantari M. Non-syndromic multiple odontogenic keratocyst: a case report. J Dent Shiraz Univ Med Sci 2013;14:151–4. 
[4] Narsapur SA, Choudhari S, Warad NM, Manjunath S. Non-syndromic multiple odontogenic keratocysts associated with dental anomalies: a report of unusual 

case and its management. J Indian Acad Oral Med Radiol 2015;27:268–72. 
[5] Borghesi A, Nardi C, Giannitto C, Tironi A, Maroldi R, Bartolomeo F, et al. Odontogenic keratocyst: imaging features of a benign lesion with an aggressive 

behaviour. Insights Imaging 2018;9:883–97. 
[6] Bartake AR, Shreekanth NG, Prabhu S, Gopalkrishnan K. Non-syndromic recurrent multiple odontogenic keratocysts: a case report. J Dent Tehran 2011;8: 

96–100. 
[7] Pogrel MA. The keratocystic odontogenic tumor. Oral Maxillofac Surg Clin 2013;25:21–30. 
[8] Giovacchini F, Bensi1 C, Paradiso D, Belli S, Mitro V, Tullio A. Factors influencing the recurrence of keratocysts: monocentric study. J Oral Med Oral Surg 2020; 

26:1–7. 
[9] Brechard PM, Herve G, Descroix V, Lescaille G, Guyon A. A non-syndromic case of maxillo-mandibular keratocysts. J Oral Med Oral Surg 2020;26:1–4. 

[10] Lo Muzio L. Nevoid basal cell carcinoma syndrome (Gorlin syndrome). Orphanet J Rare Dis 2008;3:32. 
[11] Golgire SM, Varekar AA, Patil A, Shetti SS, Magdum D. Non-syndromic multiple odontogenic keratocysts: a case report and comparison with syndromic multiple 

odontogenic keratocysts. J Clin Case Rep 2016;6:1–4. 
[12] Hammannavar R, Holikatti K, Bassappa S, Shinde N, Reddy M, Chidambaram YS. Multiple, multifocal odontogenic keratocysts in non-syndrome patient: a case- 

report. Oral Health Dent Manag 2014;13:189–93. 
[13] Chirapathomsakul D, Sastravaha P, Jansisyanont P. A review of odontogenic keratocysts and the behavior of recurrences. Oral Surg Oral Med Oral Pathol Oral 

Radiol Endod 2006;101:5–9. 
[14] Kimonis VE, Goldstein AM, Pastakia B, Yang ML, Kase R, DiGiovanna JJ, et al. Clinical manifestations in 105 persons with nevoid basal cell carcinoma 

syndrome. Am J Med Genet 1997;69:299–308. 
[15] Bomfin LE, Vivas AP, Rocha AC, Achatz MI, Pinto CA, Alves FA. Keratocystic odontogenic tumor related to nevoid basal cell carcinoma syndrome: 

clinicopathological study. Braz J Oral Sci 2013;12:23–9. 

O.S. Janjua et al.                                                                                                                                                                                                      

http://refhub.elsevier.com/S2214-5419(22)00012-8/sref1
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref2
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref2
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref3
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref4
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref4
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref5
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref5
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref6
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref6
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref7
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref8
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref8
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref9
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref10
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref11
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref11
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref12
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref12
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref13
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref13
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref14
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref14
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref15
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref15


Oral and Maxillofacial Surgery Cases 8 (2022) 100253

10

[16] Balland CP, Gorry P, Boutet N, Magnaldo T, Mamelle G, Margulis A, et al. Clinical and genetic study in 22 patients with basal cell nevus syndrome. Ann 
Dermatol Venereol 2006;133:117–23. 

[17] Habibi A, Jafarzadeh H. Nevoid basal cell carcinoma syndrome: a 17-year study of 19 cases in Iranian population (1991-2008). J Oral Pathol Med 2010;39: 
677–80. 

[18] Lata J, Verma N, Kaur A. Gorlin–Goltz syndrome: a case series of 5 patients in North Indian population with comparative analysis of literature. Contemp Clin 
Dent 2015;6:192–201. 

[19] Brannon RB. The odontogenic keratocyst. A clinicopathologic study of 312 cases. Part I. Clinical features. Oral Surg Oral Med Oral Pathol 1976;42:54–72. 
[20] Parikh NR. Non-syndromic multiple odontogenic keratocyst: report of case. J Adv Dent Res 2010;1:71–4. 
[21] Sholapurkar AA, Varn RM, Pai KM, Geetha V. Non- syndromic multiple odontogenic keratocysts: report of case. Rev Clin. Pesqui Odontol 2008;4:193–9. 
[22] Habibi A, Saghravanian N, Habibi M, Mellati E, Habibi M. Keratocystic odontogenic tumor: a 10-year retrospective study of 83 cases in an Iranian population. 

J Oral Sci 2007;49:229–35. 
[23] Ramaglia L, Morgese F, Pighetti M, Saviano R. Odontogenic keratocyst and uterus bicornis in nevoid basal cell carcinoma syndrome: case report and literature 

review. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 2006;102:217–9. 
[24] Auluck A, Pai KM. Treatment of recurrent odontogenic keratocyst: a known but forgotten point. Br J Oral Surg 2006;44:74–75 5. 
[25] Mirowski GW, An-Ti Liu A, Parks ET, Caldemeyer KS. Nevoid basal cell carcinoma syndrome. J Am Acad Dermatol 2000;43:1092–3. 

O.S. Janjua et al.                                                                                                                                                                                                      

http://refhub.elsevier.com/S2214-5419(22)00012-8/sref16
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref16
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref17
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref17
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref18
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref18
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref19
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref20
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref21
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref22
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref22
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref23
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref23
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref24
http://refhub.elsevier.com/S2214-5419(22)00012-8/sref25

	Presentation and management of syndromic and non-syndromic patients with multiple odontogenic keratocysts
	1 Introduction
	2 Methods
	3 Results
	4 Discussion
	5 Conclusion
	Author contributions
	Declaration of competing interest
	Acknowledgement
	References


