
ÅCyst: is definedasa pathologicalcavity whichmay
or may not be lined by epithelium and is filled with
solid,semisolidor gaseousmaterial .

ÅOdontogenic cyst:a cyst in which lining of lumen  
is derived from epithelium produced during tooth  
development.



Types of cyst

Å1.true cysts:that which is lined by epithelium  
e.g: dentigerous cyst, radicularcyst.

Å2.pseudo cysts: not lined by epithelium, e.g:  
solitary bone cyst , aneurysmal bonecyst



Mechanism of cystformation

ÅProliferation of the epitheliallining

ÅFluid accumulation within the cystcavity

ÅBoneresorption



Classification of cystsof theorofacial region Based on  
the World Health Organizationclassification

ÅEpithelialcysts
A ) Odontogeniccysts
1) Developmental odontogeniccysts

Å keratocyst
Å Dentigerous cyst (follicular cyst)
Å Eruptioncyst
Å Lateral periodontal cyst
Å Gingival cyst of adults

2) Inflammatory odontogeniccyst
Å Radicular cyst (apical andlateral)
Å Residualcyst

B ) Non-odontogeniccysts
Å Nasopalatinecyst
Å Nasolabialcyst
Å GlobulomaxillaryCyst

ÅNon-epithelial cysts (not true cysts)
Å Solitary bonecyst
Å Aneurysmal bonecyst



ÅOther cyststhat occur in the soft tissues  
of orofacial regions (out of the coverage  
of this lecture) like ; Mucocel , Ranula ,  
Dermoid cyst, thyroglossal duct cyst ,  
and branchial cyst.



General clinical features of the cysts

ÅCyst usually asymptomatic.  

but some symptoms may  

occure like :

Åω swelling

Åω displacement or loosening
of teeth

Åω Ǉŀƛƴ (if infected).

ÅEggshellcraking

Åfluctuance may beelicited





Radiological examination: generalprinciples

ÅAs a basic principle, for smallcystic  
lesions, intra-oral films may be all  
that is needed for diagnosis.

ÅFor larger lesions, more extensive  
radiography isappropriate

( extraoral radiograph , CT scanΧύ



Radiologicalsigns

Åwell-defined round or ovoid  
radiolucencies, surrounded by  
sclerotic margines (white lines)

Å 'Scalloped' margins are seenin  
larger lesions, particularly  
keratocysts.

Å Infection of a cyst tends to  
cause loss of the welldefined  
margin.

ÅLocularity. True locularity  
(multiple cavities) is seen  
occasionally in odontogenic  
keratocysts.



General principles of cysttreatment

ÅCysts of the jaws, may be treated by one of the  
following basicmethods:

1. Marsupialization(decompression)

2. Enucleation

ÅEnucleation andpacking

ÅEnucleation and primaryclosure

Å Enucleation and primary closure with  
reconstruction/bonegrafting.



Marsupialization(Decompression)

Åcreating a surgical window in the wall of the  
cyst, and evacuation of the cysticcontents.

Ådecreases intracysticpressure

Åpromotes shrinkage of the cyst and bonefill.











Indications of Marsupialization

ÅAge: In a young child, with developing tooth  
germs,where enucleation would damage the tooth  
buds.In the elderly, debilitated patient,  
marsupialization, is less stressful and a reasonable  
alternative.

ÅProximity to vital structures: When proximity of the  
cyst to vital structures, could create an oronasal or  
oroantral fistula, injure neurovascular structures or  
damage vital teeth, then marsupialization should be  
considered.

ÅSize of cyst: In very large cysts, where enucleation,  
could result in a pathological fracture,  
marsupialization,can be accomplished, through a  
more limited bonyopening.



Advantages of Marsupialization

ÅSpares vital structures

ÅAllows eruption ofteeth

ÅPrevents oronasal, oroantral fistulae

ÅPrevents pathologicalfractures

ÅReduces operatingtime

ÅReduces blood loss

ÅHelps shrinkage of cysticlining

ÅAlveolar ridge ispreserved.



Disadvantages of Marsupialization

ÅPathologic tissue is left in situ

ÅHistologic examination of the entire cystic  
lining is notdone

ÅProlonged healingtime

ÅProlonged follow up visits

ÅPeriodic irrigation of cavity

ÅPeriodic changing ofpack

ÅSecondary surgery may beneeded



Enucleation

Enucleation allows for the cystic cavity to be covered  
by a mucoperiosteal flap and the space fills with  
blood clot, which will eventually organize and form  
normal bone.

Indications:
ÅSmallcyst

ÅTreatment of odontogenickeratocyst

ÅRecurrence of cystic lesions of any cysttype















Advantages of Enucleation

ÅPrimary closure of thewound

ÅHealing is rapid

ÅPostoperative care is reduced

ÅThorough examination of the entire cystic lining  
can bedone.



Disadvantages of Enucleation

üAfter primary closure, it is not possible to  
directly observe the healing of the cavity as  
with marsupialization

ü In young persons, the unerupted teeth in a  
dentigerouscyst will be removedwith the lesion

üRemoval of large cysts will weaken the  
mandible,making it prone to jaw fracture

üDamage to adjacent vitalstructures

üPulpalnecrosis



Adjuncttherapy

1.Chemical cauterization. (carnoyssolution)

2.Cryotherapy.(liquidnitrogen)  

3.Peripheralostectomy



Complications of cysticlesions

ÅPathologicalfracture

ÅPostoperativewound  
dehiscence

ÅLoss of vitality of teeth

ÅNeuropraxia in infectedcysts

ÅPostoperativeinfection

ÅRecurrence in somecysts

Å Dysplastic, neoplastic or  
even malignant changes.



odontogeniC Cysts





Primordial Cyst(Keratocyst)

üarising from dental lamina or its remnants.

üIncidence : about 5 to 10 per cent of odontogenic  
cysts of the jaws and are seen predominantly in  
the second, third and fourth decades of life.

üSite : most common site are posterior mandible.



Clinical features

ÅA small cyst generally detected accidentally on a  
radiographicalexamination.

Åusually extend in anteroposteriordirection.
Å Large mandibular cysts deflect the neurovascular bundle  

into an abnormalposition.
ÅNeuropraxia may associated with infected cyst (When  

tension is relieved, with spontaneous discharge of pus via  
a sinus tract or surgical drainage, sensation returns to  
normal).



Radiologicalfeatures

Åunilocular or multilocular radiolucency with  
well defined border and some times  
associated with sclerotic margin .



ÅCyst contents(aspirate)
Å white, kreamy suspention (consist mainly from  

keratin), which has an appearance of pus, but  
without an offensivesmell.
ÅThese suspension charectarized by that the amount  

of protein content will be less than that present in  
the other cysts (total protein will be found to be  
below 4 gm/100 ml).



Pathology : The primordial cysts are thinwalled  
and are lined by a regular keratinized stratified  
squamous epithelium. The keratin formed by the  
epithelium is seen in two variants,

üparakeratinized ςin which there is persistence  
of the nuclei

üorthokeratinized - in which the nucleiare  
absent

Clinically, the parakeratinized variant appears to  
have a much higher incidence of recurrence



ÅRecurrence: high tendency to recur. The recurrence rate  
about 5 to 62 % with most occurring in the first 5 years.

Åpossible reasons reported for high recurrence rate :
ïScollopedmargins

ïPresence of daughtercysts

ïCystic lining is very thin and fragile, portions of which may be  
left behind

ïEpithelial lining of keratocysts have an intrinsic growth potential

ïnew cysts can arise from basal cells of the oralmucosa

ïPatients with nevoid basal cell carcinomasyndrome (Gorlin-
Goltz syndrome) have a particular tendency to form multiple  
keratocysts with other manifestations in different parts of the  
body (Multiple basal-cell carcinomas of the skin, rib and  
vertebrae anomalies,intracranial calcifications, frontal bossing,  
hypertelorism, and mandibular prognathism .palmar and  
plantar pitting)


