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Abstract
Odontogenic cysts comprise most of the cystic lesions of the maxillofacial region. In our daily practice, it may be the most common
pathology we face. In many cases, the diagnosis of these lesions occurs randomly during routine checks or as a result of secondary
inflammation overlapping in these pathologies. Sometimes, when diagnosed late these lesions appear with enlarged proportions
with a wide spread of tissue, even replacing bone tissue and exacerbating their prognosis, which however remains positive but with
a tendency of recurrence especially when these pathologies are of a great magnitude.
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Introduction
The aim of this paper is to look at the sum of the
periodontium, its functions, the possibility of its substitution
or not, and we won’t only shed light on the etiologic factors of
this pathology but we will also present complications
stemming from a late diagnosis of these lesions.

Another problem worth discussing in our study is the
definition of the exact boundary between periapical lesion,
cystic granuloma, and radicular cyst, in order to be correct
when defining them. For this problem, we have used the
imaging and diameter of the periapical lesion.

Based on imaging when the lesion was over 1 cm we
thought of a radical cyst and under this limit, we thought of
cystic granuloma or periapical lesion. We think that it has a
relative value in order to determine how to treat these lesions
by conservative or surgical treatment. We are of the opinion
that lesions below 1 cm when therapeutic treatment has failed
several times should retreat with the correct endodontic
treatment of the canal and apical resection should be
performed, while in lesions over 1 cm the teeth involved in
the cyst should be endodontically treated and cystectomy
should be performed.

Using bone grafts, the application of the elements gained by
the patient's own blood processing by gaining plasma with
enriched elements or growth-centered factors remains
undoubtedly one of the primary goals of this paper, and as
such the clinical cases that we will present will reflect these
applications.

The etiology of this pathology remains theoretically correct.
Their description remains an obligation not only because it is
an important part of the anamnesis, but in some clinical cases,
although without obvious symptoms at certain times, it may
be the cause of various infections that can be dangerous for
the patient's life.

• Traumatic causes: As a consequence of trauma,
disruption of the neurovascular bundle and of the
pulmonary circulation occurs. In the long term, this adds
to the small and persistent trauma, which for the moment
causes chronic aseptic periodontitis that is later joined by
bacterial flora. Traumatic periodontitis can appear as a
complication of the therapeutic treatment of radical canals

by canal expansion instruments, or the passage of gutta-
percha cones or filling materials beyond the apex to the
periodontal space

• Infectious causes: Although the periodontium does not
communicate with the oral environment, bacterial flora
can penetrate (for continuitatum) from neighboring tissues,
however, the periodontal space may communicate with the
mouth environment via root canal or gingiva on the tooth
in the cases with paradontopathy

• Chemical causes: Medicines such as arsenic, used during
various therapeutic stages may be a causing factor of
periodontitis, especially in the cases where the patient does
not appear within 48 hours, but the periodontitis caused by
medications may also appear from silicate-based filling
materials and when there is no good isolation of the pulp
chamber. We can mention the use of the cement in the
cases of deep caries. The orthophosphoric acid-free
through the dentinal channels gives pulp necrosis which,
after the overlap of the bacterial flora over time, gives
periodontitis

• Human causes or factors: Sometimes for a variety of
reasons, ranging from social and economic ones to the
negligence of the patient, we don’t pay dental care enough
attention

Accurate diagnosis also requires auxiliary examinations
especially the radiological ones. Nowadays, as we’re living in
the digital era, intuition guides you infallibly to the panoramic
graphs as a first step and allows you to go step step-by-step to
the tomographic graphs. In this context, we cannot leave
without mentioning telemedicine, although we think that it is
still in the first step of implementation.

Based on imaging when the lesion was over 1 cm we
thought of a radical cyst and under this limit, we thought of
cystic granuloma or periapical lesion. We think it has a
relative value for the treatment of these lesions by
conservative or surgical path. We are of the opinion that
lesions below 1 cm when therapeutic treatment has failed
several times should be re-treated with the correct endodontic
treatment of the canal and apical resection, while in lesions
over 1 cm the teeth affected by the cyst should be
endodontically treated and cystectomy should be performed.
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The periodontium formation ends approximately one year
after the formation of root apex. In patients with mixed
dentition in addition to the milk absorption phenomenon,
periodontal space is reduced. The periodontium is replaced by
granulates. Thus during these developments, the periodontal
has no stable structure and thickness. Its thickness ranges
between 0.2-0.25 mm. This thickness can change from a
variety of reasons, from the tooth function, age or any
pathological process. The periodontal is composed of collagen
yarn, of elastic fiber, short hairline connective tissue, cellular
elements and many blood vessels, lymph, and nerves.

Periodontal blood supply is partially provided by the
arterial branches before they are inserted into the root canals.
With interstitial arteries, they form anastomoses for the jaw. In
addition, there are other anastomoses between arterioles or
periodontal and gingival capillaries. Blood vessels provide,
especially in the period of osteogenesis or osteolysis, the
needs of mineralized tissue for bone cement. These blood
vessels serve at the same time as dental shock absorbers
during the pressure exerted on them in chewing. Lymphatic
periosteum and soft tissue lymph vessels together with the
lymphatic vessels of the outer and inner limbs of the jawbone
end up in the regional lymph nodes; this explains their
involvement in the inflammatory processes. Periodontia is
rich in cellular elements that allow it to perform a number of
important functions.

• Formation: This is accomplished mainly by
cementoblasts and osteoblasts. This is important for the
treatment of periodontitis

• Holder and support: This limits the tooth movements
when it is not in use, causes its fibers to disappear and be
replaced with conjunctival tissue

• Sensitive: This serves as a warning system in cases of
overload or trauma

• Feeder: This is necessary for the bone of cement
• Adaptive: This in the case of functional stimulants helps

in the formation of the new cement needed for biological
regeneration in the case of periapical pathological
processes

• Fixing: This favors the physiological movement of the
teeth as it not only connects the tooth with the alveolar but
keeps it through the circular ligament

• Amortization: This is achieved by changing the volume
of blood vessels and the combination of a large amount of
fluid with colloidal cells

From this point of view, we should look at periodontium as
closely related to the surrounding tissues; this is emphasized
especially during the inflammatory processes when the initial
changes affect one of the structures, which will also be
reflected in the neighboring structures [1-3].

Material and Method
For this paper, we have used our personal theoretical-practical
experience in the surgical treatment of patients who have been
exposed and have undergone surgical interventions during a
time period of many years. In this paper, we will present some
clinical cases as below.

Case Report 1
Patient XH.L 45 years old is presented in our clinic on
02.10.2017 after the clinical examination was asked to have a
secondary examination (radiological examination and lab
tests).

The patient was diagnosed with 'Cysta region 21, 22, 23’.
We think that the etiology of this case comes as a consequence
of endodontic and orthopaedic treatment.

The recommended intervention is 'Cystectomy with 21.22
resection’ (Figure 1).

The patient undergoes surgery, where it was immediately
discovered that the cystic pathology had overlapping
secondary purulent inflammation. However, the cavity was
carefully cleansed, sticky bone (Allograft) was prepared and
the bloodstream membrane was placed in the cave cavity
(Figure 1).

The postoperative condition of the patient is good, after
doing the control chart ambulatory treatment was
recommended to the patient. The wound was cured 'Per
premium'.

Having a clear etiology, no biopsy was performed after the
intervention.

The patient is put under observation.

Figure 1. 1st case pictures shows the stages of the surgery, starting
from the lembo preparation, the cavity cleansing, the placement of
the bone graft and the membrane APRF, and the enclosure of the
wound.
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In the chart of the 1st case, a cystic formation in the 21, 22
regions were observed. We can also see bone destruction at
the size of a coin. In the post-surgical chart, we can see the
graft bone placed in the cystic cavity [4-7].

Case Report 2
The DH.Z. 32-year-old patient appears in the clinic with a
perimandibular edema clinic. Panoramic graph confirms the
diagnosis: 'Cysta regio 45, 46' (Figure 2). We think that the
etiology of this case comes as a consequence of radix residue.

The recommended intervention is: 'Cystectomy with radix
extraction 45, 46'.

After radiological and laboratory auxiliary examinations,
the patient underwent surgery.

Attempts were made and the intakes of the clay sacus were
removed (Figure 2). The patient's postoperative posture status
after doing the control chart was given ambulatory
medication. The patient is under observation. No biopsy was
performed.

Figure 2. Second case pictures show the stages of the surgery,
starting from the lembo preparation, the cavity cleansing, the
cystic sacus, the placement of the bone graft and the membrane
APRF, and the enclosure of the wound.

In the chart of the 2nd case, the cystic formation in the
region of corpus mandibulae is easily observed. Bone
destruction is also seen. In the post-operative chart, we see the
first results of the healing process [4-7].

Discussion
Most of the cystic formations are discovered during
radiological examinations. However, even during a clinical
visit to cases of painlessness of the tonsils, there should be
suspicion of a cystic pathology or not, and additional auxiliary
examinations should be performed. Given reasonable doubts,
it is necessary for the dentist to instruct patients to perform
these radiological examinations not only to carry out the most
accurate professional diagnosis but also to avoid the possible
complications or consequences that stem from them [8,9].

Conclusion
1. The introduction of bone or synthetic bone grafts combined
with the use of the membranes obtained by processing the
patient's blood has brought a positive and incredibly useful
innovation during the surgical treatment of the cysts with an
absolute impact on their progress either in the post operator
stage or in the long-term pursuit

2. Diagnosis and early treatment of periapical lesions based
on contemporary protocols prevent the passage of massive
cysts into the jaws, which causes major health problems to the
patient

3. The basic method for the treatment of radicular cysts is
cystectomy and in some cases, it is necessary to perform tooth
preservation inside the cyst, this is especially necessary when
dealing with patients of young ages
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