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MEPINHWH: H OpBokepativoroinuévn Odovtoyeviig
Kéotn (OOK) xapaktnpiCetar iotomaboloyikd and tnv
Tiapoucia opBokepativoroinpévou KuatikoU emonAiou.
Nedtepa dedopéva umodnhwvouv &t dev amoteel ioto-
AoyIkr) TToIKIAIa TG 0dovToyevoUg KepATIvVOKUOTNG aMd
EexwploT KAvIKoTiaBoAoyikr) ovtdtnta.

Jkoré¢ NG mapouoag epydoiag efvar n mapouaiaon
oIV epmtwoswy OOK

Empdkerto yia dvdpeg nAikiag 37, 57 kai 65 etwv pe PAG-
Bn mou aktvoypagikd epgavitoviay wg povoxwen (2/3)
f ToAUxwpn aktvodiavyaon (1/3). Qg Beparmeia emAéx-
Bnke n exmuprjvion. H 1otomraBoloyikr| e&étaon armokd-
Aue Kuotikr) KoIANOTNTa emevoudpevn and Aertol md-
xou¢ opBokepativorroinpévo TToAUCTIBO TTAAKWOEG €TTI-
BriNio, pe katd Béoeic oaer| kokk)on otolfdda kar amou-
ofa katadloewv. Me ouvekTipnon Twv KAIVIK@V, aKTivo-
YPAPIKWV Kal I0ToTaBoAoyIKOV eupnudtwy tébnke n did-
yvwon g OOK. 6-18 prjveg peteyxeipnuikd dev mapou-
o1doTNKAV UTTOTPOTIEC,

Jupnepaopatxd n OOK amotehel diagopetikr| KAvIKoTa-
BoAoyikd ovrdtnta amd v odovioyevr| KepATvVoKUoTh).
Oepareia ekhoyr|g eival n exmuprivion g PAABNG, ka-
Bwg n OOK eppaviCel rima Blooyikr] cupmepipopd pe
XAPNAS TTOCOOTS UTTOTEOTIWY.

AEZEIX KAEIAIA: kepativokuoTikOG odoviovevig OyKog,
odovtoyeviig KUotn, opbokepativorioinuévn odovtoye-
VAG KUoTn.

SUMMARY: Orthokeratinized Odontogenic Cyst (OOC)
is a lesion characterized histologically by the presence of
orthokeratinized cystic epithelium, believed to be a dis-
tinct clinical entity from the widely known odontogenic
keratocyst (Odontogenic Keratocystic Tumor -OKT).
The aim of this study is to present three cases of OOC
and discuss their clinical and histopathological features.
All patients were males aged 37, 57 and 65 years respec-
tively. Two of the lesions were located in the posterior
mandible and the third one in the posterior maxilla. Ra-
diographically, they presented either as unilocular (2/3)
or as multilocular radiolucencies (1/3). Enucleation was
the treatment of choice. Histopathological analysis re-
vealed in all cases a cystic cavity lined by thin and flat or-
thokeratinized multilayered squamous epithelium, with a
prominent granular cell layer and absence of basal cell pal-
isading. The final diagnosis was OOC and the follow-up
period 6-18 months postsurgically has been uneventful.
CONCLUSIONS: OOC is not a histological variant of
odontogenic keratocyst but a distinct clinical entity. Enu-
cleation of the lesion is the treatment of choice. OOC
shows a benign biological behavior with a low risk for re-
currence.

KEY WORDS: keratocystic odontogenic tumor, odonto-
genic cyst, orthokeratinized odontogenic cyst.
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EIZATQrH

O 6pog «odovtoyevig kepativokuatnp eiorjxOn amd tov
Philipsen to 1956, yia va mepiypdyel pia opdda kiotewv
Twv yvdbwv pe 181aitepa KAIvIKG kai iotorraboloyikd xa-
paktnpiotikd (Philipsen, 1956). Or kloteig autég eppd-
vifav emMOEUKY OUPTTEPIQOPA KAl CUOXETICOVIAV [IE TO
oUvVEPOpO TIOMAMAGY OTMACEISWV BACIKOKUTIAPIKWY
kapkivwpdtwv (Nevoid Basal Cell Carcinoma Syndrome-
NBCCS, ouvdpopo Gorlin-Goltz). lotooyikd, n ouvtpr-
ke MAeloPngia xapaxktnei¢étav and Aemou mdxoug
TIQPAKEPATIVOTIOINKEVO EMONNIO e XapaKTnPEIoTIKH TTao-
oa)oeidry didta&n twv kuttdpwy TG Baciknig oupddag,
av Kal oTopadIkEG avapopEg TEPIEypapayv emévouon
TNG KUOTIKAG KOINGTNTAG amd apiywg opOokepdtivortol-
nuévo emBrhio (Philipsen, 1956, Brannon, 1977). O
Wright to 1981, rjtav o mpwtog mou mpdteive 6T N api-
yWG opBokepativoTroinpévn Tapahiayr] tg Kepativoky-
otng mpérel va Bewpeital Eexwplotr ovtdtnta (Wright,
1981). Av kai otnv ovtétnta autr anoddbnkav katd kai-
poug dideopeg ovopaoieg, o dpog «OpbBokepativoror-
nuévn Odovtovevric Kiomn» (OOK) Bewpeital miéov wg
o o &6kipog (Li kai ouv. 1998). H mpdopatn ta&ivé-
pnon Twv odovtoyevwv dykwy amd tov MNaykdopio Op-
yaviopo Yyefag (WHO), to 2005, améxieioe g OOK
and 10 GAoPa TWV KEPATIVOKUOTEWY, HE TIG TEAEUTAIEG
va Katatdooovtdl OrHEPd OTOUG 0OOVIOYEVEIG GYKOUG
uttd v ovopaoia «Kepativokuatikol Odovtoyeveig Oy-
ko (KOO) (Philipsen, 2005).

2KoTdGg NG Tapouoag epyaociag eivar n mapousiaon
TV mepimwoewy OOK kai n avaokdmnon twv KAvi-
KOV Kal I0TONOYIKWY XaPAKINPIOTIKWY TTou SiaxwpiCouv
TN ouykekpigévn ovtdtnta amé toug KOO.

MEPIFTPA®H MEPINTQXEQN

In mepimwon

Avdpag 37 etwv, pe eAeUBePO 1aTPIKG I0TOPIKOS, EPE-
VIOE WG TUXaio aKTivoypagikd elpnua povoxwpn axti-
vodialyaon TePIPETPIKE TG HUANG eykAeioTou owepo-
viotripa NG Kdtw yvdbou &e€id (Eik. a). TéBnke n -

INTRODUCTION

The term «odontogenic keratocyst» was introduced by
Philipsen, in 1956, to describe a group of cysts of the
jaws with distinct clinical and histopathological features
(Philipsen, 1956). These lesions had an aggressive clinical
behavior and were related with Nevoid Basal Cell Car-
cinoma Syndrome — NBCCS (Gorlin-Goltz syndrome).
Even though the vast majority was histopathologically
characterized by the presence of thin parakeratinized ep-
ithelium with prominent basal cell palisading, there were
occasional reports of cystic lesions lined by orthokera-
tinized epithelium (Philipsen, 1956, Brannon, 1977).
Wright, in 1981, was the first to propose that the ortho-
keratinized variant of odontogenic keratocyst should be
considered a distinct entity (Wright, 1981). Various terms
have been used to describe this lesion, but the most ap-
propriate is currently considered to be «Orthokera-
tinized Odontogenic Cyst» (OOC) (Li et al. 1998). The
recent classification of odontogenic tumors by World
Health Organization (WHO), in 2005, excluded the
OOC from the spectrum of odontogenic keratocysts,
which are nowadays classified among the odontogenic
tumors under the name «Keratocystic Odontogenic
Tumory» (KOT) (Philipsen, 2005).

The aim of this study is to present three cases of OOC
and discuss the clinical and histopathological features that
distinguish this lesion from OKT.

REPORT OF CASES

I'st case

A 37 years old male patient, with unremarkable medical
history, was referred for evaluation of an incidental radi-
ographic finding, consisting of a unilocular radiolucency
around the crown of an impacted mandibular wisdom

y/e

S e .
Eic. . Mepfmwon In. Tprjua mavopapikrg akuvoypagiag (a). lotohoyikég ikdveg pe xpwon aipato&uiivng-nwoivng 25x (B) kai 400x (y).
Fig. 1. Case Nol. Part of panoramic radiograph (a). Histologic images with hematoxylin and eosin stain 25x (b) and 400x (c).
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Bavr) kKhiviki) Sidyvwaon tng odovio@dpou KUoTNG Kal
armogaciotnke n ekmuprvion TG PAGPNg umd Tomik
avaioBnofa. H iotomaboloyikr e&€taon amokdAuge ku-
oTKr KOINGTNTa emevoudpevn amd Aermoy mdxoug op-
Bokepativoroinpévo moAdotifo MAakwdeg embrAio, e
katd Béoeig oagr] Kokkwdn otolBdda kar amouoia Ka-
Tadloewv. To kuoTikd Toixwpa amoteholviay and ay-
yeloPpIOr Ivddn ouvoeTikd 10Td e Amma didxutn Xpdvia
@Aeypovndn diNbnon evw n kolAdTnta mAnpoulvtav and
dpBoveg Qohideg kepativng. Euprjpata xapakinpiotikd
NG 0dovtoyevoug Kepativokyotng OTwg Trapouaia mmo-
Awpévav BaBuxpwpatik®v TUPAVEY Kal TTA0OAAOEISHG
didtagn twv kuttdpwy G Pacikrig otoifadag r mapou-
ola Buyatépwv KUOoTEWV OTO KUOTIKS TofXwla Ogv Tia-
patnpeouvtav (Eik. |B kary). H tehikq didyvwon frav
OOK. H emolthwon rtav opah, evw 18 prjveg petey-
XelpNTka dev TTapatnErBnKe UToTEOTH.

2 mepimwon

Avdpag 57 1wy, pe ehelBepo Iatpikd IoTopIkd, eUOAvI-
O€ WG TUXAlo aKTIvoypapiko eUpna MOAUXwEN aKTivo-
Sialyaon otov kAado g kdtw yvdbou degid (Eik. 2a).
TéBnke n mBavr kKhvikr) Sidyvwon tou KOO kai anoga-
OIOTNKE N CUVINENTIKA AVTILETWTTION PECW EKTTUPIVIONG
umé torikr) avaioBnofa. H iotoraBoloyikr eE€taon aro-
kdhue eupripata oupPatd pe OOK (Eik. 2 kary). Aev
TrapatEnOnKkav emMmAoKES 1| urtotporieg, 10 prjveg pe-

TEYXEIPNTIKA.

3n mepimwon

Avdpag 65 1wy, Pe eAelBepo 1aTPIKS 1I0TOPIKS, EPPAVIOE
diéykwaon otnv omiobia dvw yvdBo (Eik. 3a), n omola ma-
PepMddICe TV epappoyr g oNkrg odovtootoixiag. H
aktivoypa@ikry digpelvnon anmokdue eupeyédn povoxw-
pn akuvodiatyaon (Eik. 3B). Tébnke n mbavr Khvikr did-
YVWON TNG UTTOAEIMPATIKAG KUOTNG Kal Tipdy patoroiionke
N exmuprvion G BAGRNG umd torikr avaiobnoia (Eik. 3y).
H 1otomaBoioyikr| e&€taon amoxkdhue euprjpata oupBatd
pe OOK (Eik. 36 kar €). H emouAwon rjtav opay, eve 6
prjveg peteyxeipnukd Sev rapatneribnke umotpory.
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)
Fig. 2. Case No 2. Part of panoramic radiograph (a). Histologic images with hematoxylin and eosin stain 25x (b) and 400x (c).

tooth (Fig. 1a). The clinical diagnosis was dentigerous cyst
and the lesion was enucleated under local anaesthesia.
Histopathological analysis revealed a cystic cavity lined
by thin and flat orthokeratinized multilayered squamous
epithelium, with a prominent granular cell layer. The cys-
tic wall was formed by highly vascular connective tissue
with mild diffuse chronic inflammation. The cavity was
filled with keratin flakes. Typical findings of odontogenic
keratocysts, such as basal cell palisading or daughter cysts,
were absent (Fig. Ib and c). The final diagnosis was
OOC. Healing was uneventful and no recurrence was
noted 18 months postsurgically.

2nd case

A 57 years old male patient, with unremarkable medical
history, was referred for evaluation of an incidental radi-
ographic finding, consisting of a multilocular radiolucency
in the right mandibular ramus (Fig. 2a). The clinical diag-
nosis was KOT and the lesion was treated conservatively
via enucleation under local anaesthesia. Histopathologic
findings were consistent with OOC (Fig. 2b and c). No
complications or recurrences were recorded, |0 months
postsurgically.

3rd case

A 65 years old male patient, with unremarkable medical
history, was referred for evaluation of a swelling in the
posterior maxilla (Fig. 3a), which prevented the use of a
full denture. The radiographic analysis revealed a large
unilocular radiolucency (Fig. 3b). The clinical diagnosis
was residual cyst and the lesion was enucleated under
local anaesthesia (Fig. 3c). Histopathologic findings were
consistent with OOC (Fig. 3d and e). Healing was un-
eventful and no recurrence was noted 6 months post-
surgically.
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2YZHTHXH DISCUSSION

H OOK epgaviCetar ouxvotepa WG AOUPTTTWHATIKA
S1dykwon 1) we Tuxaio edpnua oty omiobia kdtw yvdbo
o€ Gvdpeg petall 3ng kai 4ng dexaetiag (Dong kai ouv.
2010). Aktuvoypagikd, Tapatneeital ovieng, ouviBwg
povoxwpn aktivodiauyaotiki BAARN, oe oxéon pe €y-
khelota dévua (Macdonald-Jankowski, 2010). 2tnv ma-
pouoa epyaocia kai oe oupgwvia pe ta dedopéva g Pi-
BAioypaoiag, Aol ol acBeveig Atav avdpeg péong nhi-
kiag, o BA&Peg evtomiCovtav ouxvdtepa otnv oriobia
Kdtw yvdBo kal ouvnBéotepn aktivoypapikr ekdva aro-
TehoUoe n povoxwpn aktivodialyaon. Emmiéov, kaveig
aocBevrig Sev ep@dviCe KAIVIKA eupriata oupdBatd pe to
oUvdpopo Gorlin-Goltz, Evtoutolg, ta khivikd kar akt-
voypaikd euprjuata g OOK dev eival maboyvwpovi-
K4, dmwg eivar epgaveg kal otnv mapouoa epyacia dmou
n diagopikr didyvwon cupmepieAdpBave kai v odov-
T0pSPo Kiotn, Tov KOO Kkar tnv uroAeigpatikr KUotn.

Ta Khvikd kai aktivoypagikd otoixeia dev eival emapkr
yia n dlapopodidyvwaon g OOK amé tov KOO. O te-
Aeutaiog epgaviCetal oAU ouxvdtepa w¢ MOAUIXwEN
aktivodialyaon, v Propei va amotehel ekdriAwon Tou
ouvopdpou TTOAAMAGY OTAOEIBWY BACIKOKUTIAPIKOV
kapkivwpdtwy (Chirapathomsakul kai ouv. 2006, Nayak
kat ouv. 2013). Amd v dMn mheupd, n OOK eppavite-
Tal oTTavIOTEPA WG TTOAUXWPEN PAAPN Kai Sev amotelel ex-
dnhwon ouvdpdpou (Dong kar ouv. 2010, Macdonald-
Jankowski, 2010). Evtoutoig og mpdopatn epyaoia me-

Eix. 3. Mepfmwon 3n. Mpoeyxeipnukr] KAIVIKH
eikéva (a). Eykdpoia topr| urohoyiotikig
Topoypagiag (B). To xeipoupyikd Tapaokelacua
(y)- lotohoyikég eikdveg pe xpwor aipato&uAivng-
nwoivng 25x (8) kai 100x (g), ot oroieg
Tiapatnpeitar avanveuotikoy timou emBriio

O€ €71AQr| PE TO TOXWHA TNG KUOTNG.

Fig. 3. Case No3. Initial clinical presentation (a).
Axial slice of CT scan (b). Surgical specimen (c).
Histologic images with hematoxylin and eosin
stain 25x (d) and 100x (e), where respiratory
epithelium is observed in contact with the

cystic wall.

Orthokeratinized Odontogenic Cyst (OOC) is com-
monly presented as a painless swelling or an incidental
finding in the posterior mandible in male patients be-
tween the 3rd and 4th decade (Dong et al. 2010). Radi-
ographically, a solitary unilocular radiolucency in close
proximity with impacted teeth is usually reported (Mac-
donald-Jankowski, 2010). In the present study, in agree-
ment with the literature review, all patients were mid-
dle-aged males, most lesions were located in the poste-
rior mandible and the radiographic analysis revealed a
unilocular radiolucency in most cases. Moreover, no pa-

Mivakag

KAWIKd, akTIvoypa®IKd, I0TOAOYIKE Kal BIOAOYIKA XAPAKTNEIOTIKA

g OOK mou N diagoporooly and Tov KOO

XapakTnpIoTIKa

KAwikd
AKTIVOYPAPIKE

loToAOVIKA

BloAoyikd

Opbokeparivoroinpévn Odovroyeviig Kiatn (OOK)

Aev amnotelel ekdr)Awon Tou cuvdpdpou Gorlin-Goltz
Movdxwpn ouvrBwg aktivodladyaon

* OpBokePATIVOTIOMUEVO KUOTIKO eTBr A0

* EEeonUaopEVn KOKKMING oTIREdA

* Baolkr) oTiBdda: KuBoeldn 1) eminedwuéva Kutrapa
® JUVINENTIKY QVTILETAOTION (OUVHBWS EKTIUPIVION)

* Yriotponéqg omndvieq (0-5,5%)

OOK: OpBokepartivortoinuévn Odovroyevrg Kuotn
KOO: Kepartivokuartikdg Odovtoyevrg ‘Oykog
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plypdeetal ondvia mepimwon moMamiav OOK oe vea-
pd Avdpa, o omoiog SWG Pdoel yeveTikoU eAéyxou Kl
SlayvwoTikwy Kprtnpiwv dev €maoxe amd to oluvopopo
TTOAMaNAWV oTIAOEIBWY BACIKOKUTIAPIKWY KAPKIVWHETWV
(Cheng kar ouv. 2015). Katd ouvéneiq, yia t didkpion
g OOK ané tov KOO anarteftar mpooeKTikr] ouvekti-
pNoN Twv 10ToTaBoAOYIKWY EUPNUATWY.
lotoraBohoyikd, n OOK amotelel kuotikf KoIAdTNta
emevoudpevn amd AermoU axoug MoAUCTOIRO TTAAK®-
deq opBokepanivorroinuévo embrANio, pe ouxvd egeon-
paopévn kokkwdn ouPdda, amoucia katadloewv Kai
KuBoeIdA 1) emmedwpéva kittapa tng Pacikrg otolBd-
8ag evh n koIAGTNTa propel va minpeital and dpboveg
@oNdeg Kkepativng (Wright, 1981). Ta iotomaBoioyikd
qutd otoixela Atav eugavn Kar otny mapodoa PeAeT).
AS v dMn meupd, o KOO xapaktnpiCetal amd Ae-
TIToU TIEX0UG TIAPAKEPATIVOTIOINKEVO MOAAIO e PUTI-
dwpévn emedveia kal amoucia katadloewy, Ta KUTtapa
NG Paoikig otufddag eival kuBoeidr f kuAvopikd kai
epaviCouv PaBuxpwpatikolc TTUPAVES [E TTACOANOEI-
or] didtagn ev) oto kuotikS Toixwpa eival duvatdv va
mapatnpouvial Buyatépeg KUoTelG. Av kai katd Béoeig
10 emBrhio tou KOO pmopel va eival opBokepativo-
TTOINWEVO, N TTAPOUGIA TOU TIAPAKEPATIVOTIOINKEVOU ETTI-
BnAiou e tn xapaktnpiotikr Baoikr oufdda eivar dia-
ywotikr Tou KOO (Chirapathomsakul kai ouv. 2006,
Nayak kar ouv. 2013). Zuvenag, ol oagei iotomrabohro-
YIKEG S1apoPEC emtpémouy T didkpion peta&y Twv duo
TaBoAoyIKGV OVIOTHTWV.

Ol KAIVIKEG, aKTIVOYPAPIKES Kal I0ToTTaBoAoyIKES Siago-
PEG Sev eMapkoUV GHWG YIa VA TEKPNPINOOWY TO YEYO-
voG ot n OOK Sev mpémer va oupmepihapfBdvetal oto
¢dopa twv KOO, og avtiBeon pe v Pioloyikr) oupre-
plpopd Tou amoteel kaBopiotikd mapdyovta. Amd
pia mheupd, n OOK eivar pia kuotikr) BAGRN n omoia av-
TpetwmiCetar ouvinentikd, cuvnBéatepa pe ekTupAvIon,
Kal eppaviCel Ama PIoAoyikr cupmepipopd He eAXIOTEG
(0-5,5%) umotpomiég (Wright, 1981, Li kai ouv. 1998,
Dong kai ouv. 2010), énwg diagaivetal kar and TG mepi-
TIWOEIG TNG TTapoUoag epyaciag oG oToleg Og XPOVIKS

Clinical, radiographic, histopathological and biological characteristics
of OOC that differentiates it from KOT

Characteristics

Clinical
Radiographic

Histopathological

Biological

Orthokeratinized Odontogenic Cyst (OOC)

No manifestation of Gorlin-Goltz syndrome
Unilocular radiolucency in most cases

* Orthokeratinized cystic epithelium

* Prominent granular layer

* Basal layer: cuboidal or flat cells

* Conservative treatment (usually enucleation)
* Rare recurrences (0-5.5%)

OQC: Orthokeratinized Odontogenic Cyst
KOT: Keratocystic Odontogenic Tumor
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tient was diagnosed with Gorlin-Goltz syndrome. Nev-
ertheless, clinical and radiographic features of OOC are
not pathognomonic. In the current study, differential di-
agnosis included entities such as dentigerous cyst, residual
cyst and KOT.

Clinical and radiographic elements are not sufficient to
distinguish OOC from KOT. Keratocystic Odontogenic
Tumor (KOT) may be presented as a multilocular radi-
olucency more often than OOC and is also associated
with NBCCS (Chirapathomsakul et al. 2006, Nayak et al.
2013). On the other hand, OOC may occasionally be
presented as a multilocular radiolucency but it is not a
manifestation of the above syndrome (Dong et al. 2010,
Macdonald-Jankowski, 2010). A recently published study
reported a rare case of a young male with multiple
OOCs, who was not diagnosed with NBCCS based on
the genetic tests and the diagnostic criteria (Cheng et al.
2015). As a result, distinguishing OOC from KOT re-
quires careful histopathologic examination.
Histopathologically, OOC is characterized by a cystic
cavity lined by thin and flat orthokeratinized multilayered
squamous epithelium with prominent granular cell layer
and cuboidal or flat basal cells (Wright, 1981). These el-
ements are also reported in the present study. On the
other hand, histopathologic analysis of KOT reveals a cys-
tic cavity lined by thin and flat parakeratinized epithelium
with basal cell palisading and hyperchromatic nuclei and
the occasional presence of daughter cysts in the cystic
wall. Even though the cystic epithelium in KOT may be
orthokeratinized in certain areas of the specimen, the
presence of parakeratinized epithelium with the typical
basal layer is pathognomonic (Chirapathomsakul et al.
2006, Nayak et al. 201 3). Consequently, the histopatho-
logical differences distinguish OOC from KOT.
Furthermore, OOCs should not be included in the spec-
trum of KOTs, based on their biological behavior and
not their clinical, radiographic and histopathological fea-
tures. Orthokeratinized Odontogenic Cyst (OOC) is a
cystic lesion conservatively treated, usually via enucle-
ation, which exhibits benign clinical behavior with rare
recurrences (0-5.5%) (Wright, 1981, Li et al. 1998, Dong
et al. 2010). The above statement is also supported by
the present study, where no recurrences were reported
6-18 months postsurgically. On the contrary, KOTs are
considered by WHO as cystic neoplasms due to their
aggressive biological behavior (Philipsen, 2005), with a
high recurrence rate (2.5-62%) (Li, 201 1).

The different biological behavior of the two entities lead
researchers to investigate the molecular pathways that
are activated. Immunohistochemical studies showed con-
siderable differences not only in the cystic epithelium but
in the cystic wall as well. As for the epithelium, the ex-
pression of keratins in OOC is more intense and even
among the layers, supporting constant keratinization, as
opposed to KOT (Li et al. 1998, da Silva et al. 2002).
Moreover, in KOTs there is increased p53, p63, ki67,
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didotnua Peteyxelpnukng Tapakoioubnong 6-18 pnvav
Sev mapatnpriBnkav umotporée. Avtibeta, or KOO Be-
wpoulvtal méov amé tov WHO kuotikd veonidouata
Aoyw NG emOeUKAG PIOAOYIKAG TOUG OUPTIEPIPOPAG
(Philipsen, 2005), pe to TOCOOTS UTTOTPOTIWY VA Kupai-
VeTal peta&y 2,5-62% efaptwpevo amd tn ouvtnpnukr
r emBetikr| avupetwmon g BAGPng (Li, 201 1).

H Siapopetikr) Blooyikr| oupmepipopd €dwoe évauoua
yia tn Sigpelvnon Twv HOPIaKWY UNXAVIGHWY TIoU EVep-
yorolouvtal otig dUo mabohoyikég ovidtnteg. Avoooi-
OTOXNMIKEG HENETEG £8eIEQV Onpavtikég SIapopEg TG00
oto embrAio oo Kkal ato Toixwpa tng kiotng. ‘Oaoov
agopd oto emBANIo, N €KPEAoN TWV KEPATIVOV OTNV
OOK eivar mo évrovn kai opoidyop®n avdpeod otig
otoIfddeg, elpnpa mou UmodnAWVel CUveXH Kal Opai
kepativoroinon, oe avtiBeon pe tov KOO (Li kai ouv.
1998, da Silva kar ouv. 2002). Emmpdobeta, otov KOO
Tiapatnpeftal augnuévn €kppacn twv popiwv p53, pé3,
ki67, TGF-a, bcl-2 kai cyclin DI evdeikuikr) augnuévou
kuttapikoU moMamiaoiaopou (Li kar ouv. 1998, Lo
Muzio kar ouv. 2005, Rangiani kai Motahhary, 2009,
Dong kar ouv. 2010, Gani kar ouv. 2012, Deyhimi kai
Hashemzadeh, 2014). Ooov apopd oto toixwpa g KU-
OTNG, TO TPATUTIO TNG €KPPATNG ToU KoMaydvou otnv
OOK unodniwvel auénuévn otaBepdtnta oe oxéon pe
tov KOO (da Silva kai ouv. 2002) eve) avtiBeta, n auén-
pévn mapouocia twv puoivopractwv otov KOO umoder-
kvUel emBeTr Blohoyikr) oupmepIpopd Kai tdon yia uro-
tpomég (Vered kai ouv. 2005, Roy kar Garg, 2013) .
2upmepaopatikd, n OOK amoteel diapopetikr| mabo-
Aoyikr) ovtdtnta amé tov KOO dmwg ouvdyetal and ta
KAIVIKG, aktivoypaegikd, iotorraBoAoyikd kai Biooyikd xa-
paktnpiotikd twv duo BAaBwv (MMivakag). Oeparmeia
exhoyric yia v OOK eivar n exkmuprivion, kabwg n Ku-
otk autr| eEepyaaia epgaviCer fima BioAoyikd oupre-
PIPOPd Pe XAUNAS TTOCOTTS UTTOTPOTIGV.
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