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obstruction in patients of  liver abscess. The clinical picture 
depends on whether the compression is complete or 
incomplete. Patients having complete obstruction have 
a fulminant course with high mortality. In the present 
case, the course was not fulminant due to incomplete 
obstruction. However, our patient presented with shock 
that resulted from decreased preload  (venous return) 
due to IVC obstruction due to large liver abscess. This is 
further evident by the fact that his blood pressure improved 
following drainage of  the abscess resulting in increased 
venous return.

Children with liver abscess are more prone to develop this 
complication as they have a relatively small liver tissue mass 
thus putting the IVC at a greater risk of  being compressed 
by a large abscess. The location of  the abscess on USG 
appears to be more important than its volume or size as a 
large abscess in the vicinity of  IVC is more likely to compress 
it than the one away from it.[2] Diagnosis can be confirmed 
with Doppler (sensitivity of  85-95%[3]) by demonstrating the 
reduced IVC/hepatic vein caliber and flow.

Since this condition is associated with a high mortality,[4] 
early intervention is mandatory and can be life saving. 
Percutaneous aspiration under USG guidance should be 
carried out complemented with broad spectrum antibiotic 
therapy. Open surgical drainage, as in this case, is indicated 
in the event of  failure of  percutaneous aspiration due to 
organized pus or inaccessibility, multiple abscess cavities, 
and ascites due to intraperitoneal rupture.[5] Recognizing 

IVC obstruction as a cause of  shock in patients with 
liver abscess is essential for effective management of  this 
potentially life threatening condition.
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Bimaxillary and Bilateral Dentigerous Cysts: A Rare and First 
Reported Case

The article ‘Bimaxillary and Bilateral Dentigerous 
Cysts ‑ A Rare and First Reported Case’[1] allows 
us, to reinforce the need for a systematic approach 

to clinical investigations.Without such an approach, the 
diagnosis of  rare conditions may well remain undiscovered.

The authors report a full clinical investigation that 
corresponds exactly to that required where buccal  (or 
lingually) placed swellings are found; the unusualness being in 
the antero‑posterior extent of  those swellings. The absence 
of  syndromic clinical findings will restrict any tentative 
diagnosis. The second stage of  investigation will normally 
be radiographic to allow the localisation of  oral hard or 
soft tissue pathology. The initial radiographic investigation 
normally requires the use of  two‑dimensional  (2D) 

radiographs. As a result, such radiographs can be referred 
to as a clinician’s main diagnostic aid.[2] In the context 
of  this article, a main clinical indication for periapical 
and/or panoramic radiography includes assessment of  the 
presence, and positionof  unerupted teeth and of  root and 
bone morphology prior and subsequent to extraction.[3] The 
panoramic radiograph comes into its own, in the realm of  
oral surgery diagnosis, allowing a full pictorial radiographic 
overview of  the maxillae, although only 2‑dimensional. 
Such an aid will allow the justification of  further 3D 
imaging:[4] The magnitude of  the lesions certainly justifies 
the use of  3D imaging. The authors applied CT imagery, 
as their cross‑sectional imagery ‘of  choice’. Today, it is 
questionable whether this should be the case ‑ the prime 
choice is suggested to be that of  CBCT.[5] However, this 
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application will be dependant on the corresponding costs 
of  change.

Having established a radiographic diagnosis of  the presence 
of  dentigerous cysts, the authors established its validity 
via the histopathological examination of  the obtained 
aspirates. Since it is reported that ameloblastomas[6] and 
squamous cell carcinomas[7] have occurred in the lining 
of  dentigerous cysts, a histopathological examination is 
mandatory to eliminate these and other possible lesions in 
the locations. Further, since other malignant lesions can 
mimic the imaging appearances of  dentigerous cysts,[8] 
it must be reinforced that a histological examination is 
carried out.[9]

The treatment of  choice for the dentigerous cyst is 
enucleation[10,11] along with the extraction of  the impacted 
teeth.[9] However, the potential for proliferation of  lining 
residue remains. Therefore, long‑term post‑operative 
follow‑up must be advocated. The authors show 
once again that the use of  2D panoramic imaging is 
the ‘modality of  choice’, due to its ease of  use and 
availability.

However, in the aid of  advancement of  techniques, 
what is missing here is the lack of  application of  
other, now accepted, adjunctive surgical techniques 
that bring traditional oral surgery techniques into the 
modern arena. These are extreme surgical defects 
left following such enucleations and extractions. 
The potential for intra‑wound healing infection and 
subsequent morphological anatomical anomalies is 
high, regardless of  the surgical techniques employed. 
Today, some regard to the application of  allografts 
or xenografts to the enormous wounds needs to be 
expressed in modern day oral surgery. Wound reduction 
decreases the potential for post‑operative infection and 
aids in the more rapid attainment of  natural anatomical 
morphology.[9]
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