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Abstract 
Introduction: Odontogenic cysts are characterized by an expansile non–infiltrative growth through several mechanisms which 
include presence of mast cells in the capsule. The mast cells can be demonstrated histochemically as well as 
immunohistochemically. 
Aim and Objectives: The primary objective of the study was to analyze the presence and distribution of mast cells in radicular 
cyst, dentigerous cyst and keratocystic odontogenic tumor histochemically and immunohistochemically, to intercompare their 
expression and to correlate it with the degree of inflammation.  
Material and Methods: Tissue sections of 30 cases each of radicular cyst, dentigerous cyst and keratocystic odontogenic tumor 
were stained with toluidine blue and CD117. Quantitation and localization of mast cells was determined by dividing the section 
into subepithelial and deep zone. The mean number of mast cells was compared between toluidine blue and CD117 for each cyst, 
and also between two zones for each cyst, using ANOVA test. Correlation of mast cells with degree of inflammation was done 
using Pearson’s correlation coefficient. 
Results: The mean number of mast cells were maximum in keratocystic odontogenic tumor, both histochemically and 
immunohistochemically, with high localization in the subepithelial zone. Immunohistochemical staining detected higher number 
of mast cells than histochemistry (4.54 and 3.23 respectively). Statistically significant correlation of mast cells with degree of 
inflammation was observed. 
Conclusion: Mast cells may play a role in the pathogenesis of odontogenic cysts as an elevated number of mast cells were found 
in the connective tissue capsule of all three odontogenic cysts. 
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Introduction 
Odontogenic cysts, possibly the most common 

benign destructive lesions in human maxillofacial 

skeleton, are characterized by an expansile non–

infiltrative growth.(1) The exact mechanism of growth 

and expansion associated with these lesions is still not 

clear, but it is known that several different cell types, 

including mast cells, can participate in these 

phenomena.(2) 

Mast cells have often puzzled investigators from 

the time they were first identified and named by Ehrlich 

in 1879 as ‘Mastung’/‘Mastzellen’, i.e. they exist to 

nourish the surrounding tissue.(3,4) They are divided into 

two subsets in rodents – connective tissue mast cells 

(CTMC) that are located in connective tissue, 

demonstrated by toluidine blue, and secrete enzymes 

tryptase and chymase; and mucosal mast cells (MMC) 

that are located within mucosa, demonstrated by Alcian 

blue at acidic pH, and secrete enzyme tryptase. The 

MMCs are predominantly found in the alveolar walls 

and small intestinal mucosa, whereas the CTMCs are 

ubiquitous.(5,6) Moreover, the visualisation of MMCs 

requires the application of appropriate fixative and 

staining procedures, as the glycosaminoglycans stored 

in their granules have relatively low molecular weight 

and though they are coupled with proteins, they can 

easily be dissolved in routinely used fixatives.(7) In 

humans, three types of mature mast cells are identified: 

MCt - mast cells containing only tryptase; MCtc - 

containing tryptase, chymase and carboxypeptidase; 

and the less frequent MCc - containing chymase.(8) 

Mast cells participate in events associated with 

inflammation and bone resorption and interact with 

other cells of the immune system.(9) Their presence has 

also been recognized in odontogenic cysts in terms of 

total glycosaminoglycan content (heparin) of cyst 

capsular wall.(10) 

Mast cells are not easily recognized by 

hematoxylin and eosin staining,(11) hence they are 

commonly stained by basic dyes like toluidine blue. 

The presence of sulphated mucopolysacchrides, within 

the granules gives the characteristic metachromatic 

staining reaction with toluidine blue.(12) However, such 

staining seems to be dependent on an intact number of 

mast cell granules, whereas the more sensitive 

immunohistochemical techniques are able to detect 

partially degranulated mast cells, which still contain 

enough tryptase.(9) Moreover, basophils also have the 

capacity to release tryptase in vivo, and so anti-tryptase 

antibodies cannot be used to distinguish these two cell 

types from one another; and therefore tryptase is not an 

exclusive marker of mast cells.(13)  
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Existing data revealed that mast cells have strong 

membrane reactivity for CD117 that may be useful in 

diagnosis of mast cell disorders.(14) Since literature 

review revealed very few studies where 

immunohistochemical evaluation of mast cells has been 

carried out using CD117 in periapical lesions and 

odontogenic cysts, the present study was planned with 

the aim of analyzing the presence and distribution of 

mast cells in radicular cyst (RC), dentigerous cyst (DC) 

and keratocystic odontogenic tumor (KCOT) 

histochemically and immunohistochemically; to 

intercompare their expression and to correlate it with 

degree of inflammation.  

 

Material and Methods 
Patients: The study comprised of total 90 cases, 30 

each of RC, DC and KCOT diagnosed on the basis of 

clinical and histopathological correlation. The 

specimens of those patients who presented with the 

history of chronic allergic reactions, inflammatory and 

parasitic infections were excluded. Also, the specimens 

that had undergone decalcification were excluded as 

mast cell granules could be masked by this technique. 

The study protocol was reviewed by the Ethical 

Committee of the institute and was granted ethical 

clearance. Formalin fixed paraffin embedded tissue 

blocks of these cases were retrieved from the archives 

of the Department of Oral and Maxillofacial Pathology 

of the institute.  

Histochemical staining and evaluation: Serial 

sections of 4-5 µm thickness were cut from the paraffin 

wax blocks of 90 specimens. For histochemical 

evaluation, the sections were stained with freshly 

prepared 1% toluidine blue (adjusted at ph 2.0 – 2.5) for 

2-3 minutes, using Toluidine blue staining protocol for 

mast cells.(15) Following dehydration and clearing, the 

sections were mounted with resinous mounting media 

[DPX (Rankem, RFCL Ltd)] and followed by mast 

cells counting. Round, oval, or fusiform cells 

containing purplish red metachromatic granules in their 

cytoplasm were considered to be mast cells (Fig. 1). 

 

 
Fig. 1: Photomicrograph showing mast cells under 

toluidine blue stain (100x magnification) 
Immunohistochemical staining and evaluation: For 

immunostain with CD117, the sections were mounted 

on super frost slides, dewaxed, and incubated with 

0.3% hydrogen peroxide in methanol at room 

temperature for 10 min. Slides were then washed in 

running tap water for 15 min and treated with 0.1% 

trypsin (Sigma) mixed in 0.1% calcium chloride (pH 

7.8) for 10 min at room temperature. Nonspecific 

binding of protein was blocked by incubation in normal 

rabbit serum diluted 1:5 in Tris-buffered saline (TBS; 

pH 7.6) for 15 min. the slides were then incubated for 

18 h at 4⁰C with the polyclonal rabbit anti-human 

antibody CD117 (anti-c kit antibody) DAKO ((A) 4502, 

Dako, Cambridge, UK), washed in TBS (Tris-buffered 

saline) for 7 min and then incubated for 30 min with 

biotinylated rabbit anti-mouse IgG (Amersham, UK). 

Later, the slides had been washed in TBS for 7 min; 

they were further incubated with streptavidin-biotin 

complex conjugated with HRP (horse-radish 

peroxidase) polymer for 30 min. The slides were 

developed in diaminobenzidine-hydrogen peroxide 

substrate (Sigma) for 10 min, rinsed in TBS and washed 

in tap water for 5 min. Sections were then 

counterstained with Harris’ hematoxylin, dehydrated, 

cleared, and mounted in DPX (Rankem, RFCL Ltd). 

The controls for staining were obtained by omitting the 

primary antibody in the staining sequence which was 

replaced by normal mouse serum (Dako, Glostrup, 

Denmark). 

The immunohistochemical results demonstrating 

strong membrane positivity in the round, oval, or 

fusiform cells, were considered to be mast cells (Fig. 2). 

 

 
Fig. 2: Photomicrograph showing mast cells under 

CD117 stain in Keratocystic Odontogenic Tumor 

(40x magnification) 
 

Counting of mast cells: For the quantitation and 

localization of mast cells by both toluidine blue and 

CD117, the section was divided into two zones: 

subepithelial and deep zone; using an ocular grid. For 

the subepithelial zone, the 1 cm2 graticule was oriented 

along the connective tissue capsule at its junction with 

the epithelium and every alternate high power 

microscopic field was counted (The area encompassed 

by the graticule was taken as one microscopic field). 

The graticule was then moved two high power fields 

into the connective tissue and the procedure repeated 

for the deep zone. In this way, 10 fields were counted at 

each zone of the capsule in each specimen which makes 
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a total of 300 high power fields for each cyst (n=30 for 

each cyst). 

Degree of inflammation in the cyst wall was scored 

as per the criteria given by Netto et al,(2) Smith et al(10) 

and Debta P et al(16) by counting inflammatory cells in 

10 random high-power fields and describing the mean 

number of cells per field according to the following 

scale: no inflammation (zero inflammatory cells), mild 

+ (average of 15 inflammatory cells or fewer ⁄ field), 

moderate ++ (average of 16–50 inflammatory cells/ 

field), and severe inflammation +++ (average of more 

than 51 inflammatory cells ⁄ field). 

Statistical analysis: The total number of mast cells per 

high power field for individual cyst was recorded in the 

two zones and the mean and standard deviation (SD) 

values were calculated. The mean number of mast cells 

was compared between toluidine blue and CD117 for 

each cyst, and also between the two zones for each cyst, 

individually for toluidine blue and CD117 using one 

way ANOVA (Analysis of Variance) test, where 

significance was established as p<0.05. The quantity of 

mast cells in each cyst was correlated with the degree of 

inflammation using Pearson’s correlation coefficient. 

All the statistical analysis was carried out using SPSS 

software, version 11.5.  

 

Results 
Mast cells were evaluated in the connective tissue 

capsule of all the cyst specimens examined. On 

comparing the zone wise distribution of mast cells 

stained with toluidine blue, we found that the mean 

number of mast cells was higher in the subepithelial 

zone as compared to the deep zone in all the three cysts, 

with a statistically significant difference (p<0.05) 

between the observed zones. Also, this concentration 

was higher in KCOT (mean = 2.62) as compared to 

other cysts (Table 1). 

 

Table 1: Comparison of distribution of mast cells between zones in the three cyst groups stained with 

Toluidine Blue 

Cyst Zone Number of High 

Power Fields 

Mean± Standard 

Deviation 

p* 

Value 

Radicular 

Cyst 

Subepithelial  300 2.13 ± 1.342 0.012 

Deep  300 1.55 ± 1.176 

Dentigerous 

Cyst 

Subepithelial  300 1.34 ± 1.087 0.017 

Deep  300 1.14 ± 1.086 

KCOT Subepithelial  300 2.62 ± 1.529 0.041 

Deep  300 2.17 ± 1.655 

* p value < 0.05 = statistically significant 

 

Similarly, on comparing the zone wise distribution of mast cells stained with CD117, we found that the mean 

number of mast cells was higher in the subepithelial zone as compared to the deep zone in all the 3 cysts, with a 

statistically significant difference (p =0.001, 0.012, 0.009 for RC, DC and KCOT respectively) between the 

observed zones. Also this concentration was higher in KCOT (mean = 3.46) as compared to other cysts (Table 2). 

 

Table 2: Comparison of distribution of mast cells between zones in the three cyst groups stained with CD 117 

Cyst Zone Number of High 

Power Fields 

Mean± Standard 

Deviation 

p* 

Value 

Radicular 

Cyst 

Subepithelial  300 2.89 ± 1.543 0.001 

Deep  300 2.19 ± 1.453 

Dentigerous 

Cyst 

Subepithelial  300 1.86 ± 1.134 0.012 

Deep  300 1.45 ± 1.563 

KCOT Subepithelial  300 3.46 ± 1.875 0.009 

Deep  300 2.45 ± 1.269 

*p value < 0.05 = statistically significant 

 

Further intercomparison between toluidine blue and CD117 for the three cysts revealed a statistical significant 

difference (p <0.05), clearly indicating that the mean number of mast cells detected was higher in all cysts when 

evaluated with immunohistochemical marker CD117 (Table 3). 
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Table 3: Comparison of toluidine blue and CD117 stained mast cells in the three cyst groups 

Cyst Stain Number of High 

Power Fields 

Mean ± SD p* 

Value 

Radicular 

Cyst 

Toluidine 

Blue  

300 3.22 ± 1.653 0.005 

CD 117  300 4.23 ± 1.542 

Dentigerous 

Cyst 

Toluidine 

Blue  

300 2.43 ± 1.647 0.007 

CD 117  300 3.65 ± 1.32 

KCOT Toluidine 

Blue  

300 4.06 ± 2.064 0.001 

CD 117  300 5.76 ± 3.786 

*p value < 0.05 = statistically significant 

 

Inflammation was maximum in the RC followed by KCOT and DC. The mean and standard deviation values for 

mast cells revealed a significantly positive correlation with the degree of inflammation in each of the cyst (Table 4). 

 

Table 4: Correlation of mast cells with degree of inflammation in odontogenic cysts 

 Inflammation RC DC KCOT 

Pearson Correlation 1 .680(*) .589(*) .697(*) 

Sig. (1-tailed)  .017 .034 .011 

N 90 30 30 30 

*Correlation is significant at the 0.05 level (1-tailed) 

 

Discussion 
Most physicians and immunologists, if they think 

of the mast cell at all, regard it as something of a 

‘pariah’. Other cells of the hematopoietic origin, such 

as neutrophils, macrophages, and platelets, are clearly 

important in host defense, hemostasis, or both. In 

contrast, the contributions of mast cell to pathologic 

conditions come to mind much more readily than any 

role it may have in the maintenance of health.(17) 

Mast cells contribute to a broad spectrum of 

physiologic, immunologic and pathologic processes of 

inflammation.(18) Degranulation, i.e. the extracellular 

release of mast cell mediators, releases both preformed 

[histamine, proteoglycans (heparin, chondroitin 

sulphates) and neutral proteases (tryptase) stored in 

secretory granules] and newly synthesized mediators 

[arachidonic acid metabolites such as leukotrienes and 

prostaglandins, cytokines, TNF and interleukins (IL)-4, 

IL-5 and IL-6]. Under normal circumstances, these 

mediators help to orchestrate the development of a 

defensive acute inflammatory reaction and immediate 

allergic reactions initiated by immunoglobulin IgE.(5) 

This action is significant in the pathogenesis of 

different lesions like lichen planus, early periodontal 

diseases, ulcerative colitis, pulmonary fibrosis, 

inflammatory bowel, systemic mastocytosis and 

odontogenic cysts.(19) 

Odontogenic cysts can destroy bone and undergo 

expansive growth in the jaw as a consequence of 

breakdown of the extracellular matrix, buildup of 

osmotic pressure in cystic fluid, and/ or perilesional 

bone resorption.(2) Chatterjee(1) formulated the 

mechanism of cystic expansion and proposed that the 

degranulating mast cells release products that contribute 

to cystic enlargement in different ways. The release of 

heparin and other hydrolytic enzymes facilitates the 

breakdown of glycosaminoglycans and proteoglycans 

present in the connective tissue capsule of odontogenic 

cysts. These released components then largely diffuse 

into the luminal fluid owing to the poor lymphatic 

drainage in the cyst wall, thereby raising the internal 

hydrostatic pressure.(16) Cyst expansion is also affected 

by the rate in which the surrounding bone is destroyed 

particularly at the cyst-bone interface. Teronen et al(20) 

stated that activated mast cells stimulate the production 

of prostaglandins, interleukin-1α, TIMP and other 

collagenases, which are said to be important in bone 

resorption. 

The present study endeavors to compare the 

number, distribution, and location of mast cells in these 

cysts, both histochemically and 

immunohistochemically, and strives to elucidate their 

potential association with the processes related to cyst 

growth. Here, we observed that the number of detected 

mast cells was higher when stained with CD117 (mean 

= 4.54 mast cells/field) in comparison with toluidine 

blue staining (mean = 3.23 mast cells/field) in all the 

three cysts. Thus, in accordance with the results of 

Netto et al.(2) We suggest that immunohistochemistry 

should be employed whenever possible. Also, on 

comparing the three cysts using toluidine blue and 

CD117, we observed that the total mast cell count was 

higher in KCOT followed by RC and then DC. These 

results were in accordance with the results of Smith et 

al.(8) and Chatterjee et al.(1)  
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Chatterjee et al.(1) stated that the greater 

concentration of mast cells in KCOT than dentigerous 

and radicular cyst suggests an increased breakdown of 

capsular matrix. KCOT epithelium has been shown to 

be nonkeratinized at places, which causes a transport of 

breakdown matrix products into the cystic lumen, and 

consequently can determine an elevated osmolality of 

the cystic fluid, which partly explains the greater 

aggressiveness of KCOT compared to other 

odontogenic cysts. 

A few studies focusing on the presence of mast 

cells in periapical lesions using different histochemical 

and immunohistochemical techniques have been 

published. Rodini et al.(21) and Mahita et al.(22) through 

toluidine blue staining, found more mast cells in 

periapical cysts in comparison with periapical 

granulomas. Similarly, but through 

immunohistochemical membranous detection of CD117 

protein, Drazic et al.(9) found that mast cells were more 

common in cysts than in granulomas and suggested that 

this difference could be associated with the longer 

duration of cysts as well as with the presence of the 

fibrous connective tissue wall. In contrast to these 

studies, Shojaei S et al.(23) observed more numerous 

mast cells in periapical granulomas compared to 

periapical cysts suggesting that the fibrotic 

complications in periapical lesions are related to mast 

cells functions. But these results cannot be directly 

compared with the present study as these authors have 

not included other odontogenic cysts in their studies. 

Furthermore, on comparing the zone wise 

distribution of mast cells, we found that the number of 

mast cells was more in the subepithelial zone in all the 

three odontogenic cysts, both with toluidine blue and 

CD117, with a statistically significant difference 

between the observed zones. Also this concentration 

was higher in KCOT as compared to other two cysts. 

These results were in accordance with the results of 

Smith et al.,(10) Chatterjee et al.(1) and Shylaja et al.(19) 

Smith et al(10) and Shylaja et al(19) stated that the 

subepithelial collection of mast cells in odontogenic 

cysts could be ascribed to their chemotactic stimulus, 

attracting them to the epithelial lining or luminal fluid 

contents. The nature of such stimulus is ambiguous, but 

the secretory matrix proteins of the normal odontogenic 

epithelium have been reported to be chemotactic to 

mast cells. Although odontogenic cysts are not known 

to secrete enamel matrix proteins, the epithelial lining 

stains positively for keratins and has been shown to 

share common antigenic determinants with enamel 

matrix proteins. 

Our results were in contrast to that obtained by 

Netto et al.(2) and Teronen et al.(20) who used 

immunohistochemical staining of mast cell tryptase. 

Netto et al.(2) observed a higher frequency of mast cells 

in the deepest region of the connective tissue wall in all 

three studied groups. This can indicate higher activity 

of these cells in the most external layer of the cystic 

wall, in close proximity to perilesional bone, suggesting 

that these cells may be associated with the phenomenon 

of bone resorption. Similarly, Teronen et al.(20) noted 

that the density of intact mast cells decreased outwards 

from the cyst lumen. Degranulated mast cells were 

highest at the periphery of the cysts, at their border with 

bones, indicating higher activity of mast cells in this 

area. 

This difference could be attributed to the mast cell 

anti-tryptase antibody that has been used as a marker 

for mast cell activation; which also stains degranulated 

mast cells, but this is not a property of the marker used 

in our study - CD117. CD117 is an important cell 

surface marker, which is a transmembrane tyrosine 

kinase receptor protein encoded by the proto-oncogene 

c-kit that maps to chromosome 4 (4q11-12).(24) When 

this receptor binds to its ligand known as SCF (a 

substance that causes certain types of cells to grow), 

also known as "steel factor" or "c-kit ligand",(25) it 

forms a dimer that activates its intrinsic tyrosine kinase 

activity, that in turn phosphorylates and activates signal 

transduction molecules that propagate the signal in the 

cell.(26) Moreover, CD117 is a proto-oncogene, meaning 

that overexpression or mutations of this protein can lead 

to cancer, which could partly explain the aggressive 

behavior and neoplastic nature of KCOT, as increased 

number of mast cells were found in it as compared to 

other to cysts. 

Further, the infiltration of mast cells in the present 

study revealed significant positive correlation with 

degree of inflammation in all three cysts; with 

maximum correlation with RC, followed closely by 

KCOT and DC. Smith et al(10) observed that the 

association of mast cells with increasing inflammation 

was apparent in non-keratinizing cysts, but not in 

odontogenic keratocyst. They also noted that mast cells 

were not found within areas of dense inflammatory 

infiltrate but rather more adjacent to them. While Debta 

et al.(16) found that the mast cell infiltration did not 

necessarily correlate with the degree of inflammation in 

the three cyst types. Netto et al(2) and Teronen et al(20) 

found that mast cells were especially localized in the 

connective tissue wall and also adjacent to 

inflammatory cells and speculated that mast cell 

participation in odontogenic lesions was at least 

partially associated with the presence of inflammation. 

The treatment protocol often used for these 

odontogenic cysts is surgical enucleation, but in 

extreme cases where surgical intervention is not 

possible, one might consider the role of the inhibitors of 

mast cells or that of mast cell tryptase. Substances 

directed to mast cell membrane targets, such as the 

humanized monoclonal antibody omalizumab, directed 

to the receptor binding domain of circulation IgE 

(blocking its attachment to FceRI on inflammatory 

cells), or to extracellular targets, such as tryptase 

inhibitors, should inhibit cystic growth, although there 

is no available confirmatory evidence. As mast cells 
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could also interact with other inflammatory cells, 

modulating antibody responses to specific antigens 

should promote other additional effects.(27-29) 

 

Conclusion 
Based upon the present study and previous similar 

investigations, it can be concluded that mast cells are 

imperative in the pathogenesis of odontogenic cysts as 

an elevated number of mast cells was found in the 

connective tissue capsule of all three odontogenic cysts. 

Also, the number of detected mast cells was observed to 

be higher with CD117 than with toluidine blue staining 

which suggests that immunohistochemistry should be 

employed whenever possible. Further studies 

examining the influence of mast cell antagonists on cyst 

expansion may help unravel the precise role of mast 

cells in the pathogenesis of odontogenic cysts. 

 

References 
1. Chatterjee S. Quantitative role of mast cells in 

odontogenic cysts enlargement. Braz J Oral Sci. 

2008;7(27):1662-5. 

2. Netto J, Pires FR, da Fonseca EC, Silva L, Lourenco S. 

Evaluation of mast cells in periapical cysts, dentigerous 

cysts, and keratocystic odontogenic tumors. J Oral Pathol 

Med. 2012;41:630-6. 

3. Welle M. Development, significance, and heterogeneity 

of mast cells with particular regard to the mast cell-

specific proteases chymase and tryptase. J Leukoc 

Biol. 1997;61(3):233-45.  

4. Crivellato E, Beltrami CA, Mallardi F, Ribatti D. Paul 

Ehrlich doctoral thesis: a milestone in the study of mast 

cells. Br J Haemat. 2003;123:19-21. 

5. Payne V, Kam PC. Mast cell tryptase: a review of its 

physiology and clinical significance. 

Anaesthesia. 2004;59(7):695-703. 

6. Krishnaswamy G, Ajitawi O, Chi D. The Human Mast 

Cell. In: Krishnaswamy G, Chi D, editors. Mast Cells: 

Humana Press. 2005;315:13-34. 

7. Mughal MA, Zubi S, Strojny P, Sawicki W. Stereological 

analysis of mucosal mast cell number in the rat intestine. 

J Pak Med Assoc. 1988;38(3):78-83. 

8. Castells M. Mast Cells: Molecular and Cell Biology. Int 

Arch Allergy Immunol. 1997;114(3):207-17. 

9. Drazic R, Sopta J, Minic AJ. Mast cells in periapical 

lesions: potential role in their pathogenesis. J Oral Pathol 

Med. 2010;39(3):257-62. 

10. Smith G, Smith AJ, Basu MK. Mast cells in human 

odontogenic cysts. J Oral Pathol Med. 1989;18(5):274-8. 

11. Li C. Diagnosis of mastocytosis: value of cytochemistry 

and immunohistochemistry. Leuk Res. 2001;25(7):537-

41. 

12. Metcalfe DD, Baram D, Mekori YA. Mast cells. Physiol 

Rev. 1997;77:1033–79. 

13. Foster B, Schwartz L, Devouassoux G, Metcalfe D, 

Prussin C. Characterization of mast-cell tryptase-

expressing peripheral blood cells as basophils. J Allergy 

Clin Immunol. 2002;109(2):287-93. 

14. Arber D TR, Weiss L. Paraffin section detection of the c-

kit gene product (CD 117) in human tissues: Value in the 

diagnosis of mast cell disorders. Hum 

Pathol 1998;29(5):498-504 

15. Churukian C, Schenk E. A toluidine blue method for 

demonstrating mast cells. J Histotechnol 1981;4:85-6. 

16. Debta P, Debta FM, Chaudhary M, Wadhwan V. 

Evaluation of infiltration of immunological cells (Tissue 

Eosinophil and Mast Cell) in odontogenic cysts by using 

special stains. J Clin Cell Immunol. 2010;1:1-4. 

17. Galli SJ. New concepts about the mast cell. N Engl J 

Med. 1993;328:257-65. 

18. Galli S, Kalesnikoff J, Grimbaldeston M, Piliponsky AM, 

Williams CM, Tsai M. Mast cells as “tunable” effector 

and immunoregulatory cells: recent advances. Annu Rev 

Immunol. 2005;23:749-86. 

19. Shylaja S. Mast cells in odontogenic cysts. J Clin Diagn 

Res. 2010;4:2226-36. 

20. Teronen O, Hietanen J, Lindqvist C, Salo T, Sorsa T, 

Eklund KK, et al. Mast cell-derived tryptase in 

odontogenic cysts. J Oral Pathol Med. 1996;25:376-381. 

21. deOliveira Rodini C, Batista AC, Lara VS. Comparative 

immunohistochemical study of the presence of mast cells 

in apical granulomas and periapical cysts: possible role of 

mast cells in the course of human periapical lesions. Oral 

Surg Oral Med Oral Pathol Oral Radiol Endod. 

2004;97(1):59-63. 

22. Mahita VN, Manjunatha BS, Shah R, Astekar M, Purohit 

S, Kovvuru S. Quantification and localization of mast 

cells in periapical lesions. Ann Med Health Sci 

Res. 2015;5(2):115-8. 

23. Shojaei S, Jamshidi S, Faradmal J, Biglari K, Ahmadi 

SK. Comparison of mast Cell presence in inflammatory 

periapical lesions including periapical cyst and granuloma 

using Cd117 (C-KIT). Avicenna J Dent Res. 2015;7(1): 

e24679. 

24. Yarden Y, Kuang WJ, Yang-Feng T, Coussens 

L, Munemitsu S, Dull TJ et al. Human proto-oncogene c-

kit: a new cell surface receptor tyrosine kinase for an 

unidentified ligand. EMBO J. 1987;6(11):3341-51. 

25. M. Miettinen JL. KIT (CD117): a review on expression in 

normal and neoplastic tissues, and mutations and their 

clinicopathologic correlation. Appl Immunohistochem 

Mol Morphol. 2005;13(3):205-20. 

26. Ronnstrand L. Signal transduction via the stem cell factor 

receptor/c-kit. Cell Mol Life Sci. 2004;61(19-20):2535-

48.  

27. Beck LA, Marcotte GV, MacGlashan D, Togias A, Saini 

S. Omalizumab-induced reductions in mast cell Fc 

epsilon RI expression and function. J Allergy Clin 

Immunol. 2004;114(3):527-30. 

28. Schmidlin F, Amadesi S, Dabbagh K, David EL, Patrick 

K, Nigel W, et al. Protease activated receptor 2 mediates 

eosinophil infiltration and hyperreactivity in allergic 

inflammation of the airway. J 

Immunol. 2002;169(9):5315-21.  

29. Sommerhoff C. Mast cell tryptases and airway 

remodeling. Am J Respir Crit Care Med. 2001;164:S52-8. 

https://www.ncbi.nlm.nih.gov/pubmed/9060446
https://www.ncbi.nlm.nih.gov/pubmed/9060446
https://www.ncbi.nlm.nih.gov/pubmed/15200544
https://www.ncbi.nlm.nih.gov/pubmed/9363900
https://www.ncbi.nlm.nih.gov/pubmed/9363900
https://www.ncbi.nlm.nih.gov/pubmed/20359310
https://www.ncbi.nlm.nih.gov/pubmed/20359310
https://www.ncbi.nlm.nih.gov/pubmed/2475616
https://www.ncbi.nlm.nih.gov/pubmed/11377678
https://www.ncbi.nlm.nih.gov/pubmed/11842299
https://www.ncbi.nlm.nih.gov/pubmed/11842299
https://www.ncbi.nlm.nih.gov/pubmed/9596274
https://www.ncbi.nlm.nih.gov/pubmed/9596274
https://www.ncbi.nlm.nih.gov/pubmed/25861530
https://www.ncbi.nlm.nih.gov/pubmed/25861530
https://www.ncbi.nlm.nih.gov/pubmed/?term=Coussens%20L%5BAuthor%5D&cauthor=true&cauthor_uid=2448137
https://www.ncbi.nlm.nih.gov/pubmed/?term=Coussens%20L%5BAuthor%5D&cauthor=true&cauthor_uid=2448137
https://www.ncbi.nlm.nih.gov/pubmed/?term=Munemitsu%20S%5BAuthor%5D&cauthor=true&cauthor_uid=2448137
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dull%20TJ%5BAuthor%5D&cauthor=true&cauthor_uid=2448137
https://www.ncbi.nlm.nih.gov/pubmed/2448137
https://www.ncbi.nlm.nih.gov/pubmed/16082245
https://www.ncbi.nlm.nih.gov/pubmed/16082245
https://www.ncbi.nlm.nih.gov/pubmed/15526160
https://www.ncbi.nlm.nih.gov/pubmed/?term=MacGlashan%20D%5BAuthor%5D&cauthor=true&cauthor_uid=15356552
https://www.ncbi.nlm.nih.gov/pubmed/?term=Togias%20A%5BAuthor%5D&cauthor=true&cauthor_uid=15356552
https://www.ncbi.nlm.nih.gov/pubmed/?term=Saini%20S%5BAuthor%5D&cauthor=true&cauthor_uid=15356552
https://www.ncbi.nlm.nih.gov/pubmed/?term=Saini%20S%5BAuthor%5D&cauthor=true&cauthor_uid=15356552
https://www.ncbi.nlm.nih.gov/pubmed/15356552
https://www.ncbi.nlm.nih.gov/pubmed/15356552
https://www.ncbi.nlm.nih.gov/pubmed/12391252
https://www.ncbi.nlm.nih.gov/pubmed/12391252
https://www.ncbi.nlm.nih.gov/pubmed/11734467

