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Rezumat

Keratochisturile odontogene(KO) repre-
zintd leziuni benigne uni- sau multichistice ,
intraosoase de dezvoltare cu localizare in re-
giunea oro-maxilo-faciald. Apar ca urmare a
perturbarii odontogenezei , principale surse
find lamina dentara cu resturile sale si exten-
siile stratului bazal al epiteliului de acoperire
oral. Se caracterizeaza printr-un potential
comportament agresiv, infiltrativ sau difuz.
Din motivul cd afectiunea este asociata cu
un tablou clinic asimptomatic, se diagnostica
tardiv, atunci cdnd formatiunea se afld intr-o
fazd de evolutie cronica , atingand dimensiuni
considerabile. Astfel, apare o dilema in randul
specialistilor privind alegerea metodei optime
de tratament, abordand necesitatea combi-
ndrii metodelor chirurgical-conservative cu
metodele chirurgicale ce prezinta un caracter
radical, precum rezectia mandibulara. Scopul
studiului este diagnosticul precoce al kera-
tochistului odontogen si tratamentul afecti-
unii pe cale minim-invaziva. In studiu a fost
analizat un pacient care a fost diagnosticat cu
keratochist odontogen si tratat prin metoda
de chistectomie. Analizind datele literaturii
si aspectele tratamentului keratochisturilor
odontogene, s-a constatat ca managementul
chirurgical al pacientilor cu KO este individu-
al fiind influentat de rata inaltd de recidiva si
particularitatile sale morfopatologice .

Cuvinte-cheie: Keratochist odontogen,
recidiva, OPG, CBCT.

Introducere.

In a 4-a editie a Organizatiei Mondiale a Sanatatii
(OMS) in cadrul temei ,,Clasificiarea tumorilor capu-
lui si gatului’, publicatd in ianuarie 2017, a fost re-
clasificatd tumoarea keratochistica odontogend drept
»keratochist odontogen (KO)”. Conform datelor epi-
demiologice, keratochistul odontogen este acum con-
siderat un chist benign de origine odontogena care
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Summary

Odontogenic keratocysts (KO) are benign
uni- or multichystic, intraosseous lesions of
development located in the oro-maxillo-facial
region. They appear as a result of the disrup-
tion of odontogenesis, the main sources be-
ing the dental lamina with its remains and the
extensions of the basal layer of the oral cover-
ing epithelium. It is characterized by a poten-
tial aggressive, infiltrative or diffuse behavior.
Due to the fact that the condition is associated
with an asymptomatic clinical picture, it is di-
agnosed late, when the formation is in a phase
of chronic evolution, reaching considerable
dimensions. Thus, there is a dilemma among
specialists regarding the choice of the optimal
treatment method, addressing the need to
combine surgical-conservative methods with
surgical methods that have a radical charac-
ter, such as mandibular resection. The aim of
the study is the early diagnosis of odontogenic
keratocyst and the treatment of the disease in a
minimally invasive way. The study examined a
patient who was diagnosed with odontogenic
keratocyst and treated by the cystectomy meth-
od. Analyzing the data of the literature and the
aspects of the treatment of odontogenic kera-
tocysts, it was found that the surgical manage-
ment of patients with KO is individually being
influenced by the high recurrence rate and its
morphopathological peculiarities.

Keywords: Odontogenic keratocyst, re-
currence, OPG, CBCT.

Introduction.

The most recent (4th) edition of the World Health
Organization (WHO) on “Classification of head and
neck tumors”, published in January 2017, reclassified
odontogenic keratocystic tumor as “odontogenic ker-
atocyst (KO)”. According to epidemiological data, the
odontogenic keratocyst is now considered a benign
cyst of odontogenic origin which represents approxi-



reprezintd aproximativ 10-12% din toate chisturile
odontogene.[2,4] Opinia generald a lui Mérgaritescu
, Simionescu, s.a este ca KO se dezvoltd din epiteliul
odontogen, principale surse fiind lamina dentara cu
resturile sale si extensiile stratului bazal al epiteliului
de acoperire oral. Se caracterizeaza printr-un spatiu
chistic care contine cheratind descuamata cu o cap-
tuseald uniforma de epiteliu scuamos parakeratinizat
sau ortokeratinizat [1,7]. Potrivit lui Philipsen HP
distributia raportatd in functie de varsta a KO este
considerabil de vasta, cu un varf de incidentd in a 3-a
decadd a vetii si o usoard prevalentd masculina.[6]
Studiile sale relateaza faptul ca mandibula este mult
mai frecvent afectatd, ea fiind interesata in 65-83%
din cazuri. In 50% din cazuri se dezvolta la nivelul
unghiului mandibulei, in aria celui de-al 3-lea molar,
de unde se pot extinde superior in ramul mandibulei,
sau anterior spre simfizd. Cea mai frcventa localizare
maxilard este regiunea canina.[6,1] Borghesi consi-
derd ci in aproximativ 30% din cazuri, nu au relatii
cu structurile dentare si in ciuda comportamentului
lor agresiv, KO in majoritatea cazurilor, determina o
expansiune osoasa minima datorita tendintei lor de a
se raspandi de-a lungul spatiului intramedular ,,cres-
cand in lungimea osului” [2]. Leziunile mari, care
provoacd eroziune semnificativa a placilor corticale
si implicarea structurilor inconjuritoare, Borhesi,
le-a observat in special la pacientii asimptomatici.
In contextul dat, a constatat ci in tirile occidentale,
prezenta KO poate fi depistaté la o etapd tardiva ca o
constatare in timpul investigatiilor radiologice de ru-
tind [2]. O revizuire sistematicd a literaturii publicate
in 2011 de MacDonald-Jankowski a aratat ca paci-
entii originari din Asia de Est pot prezenta mai des
simptome precoce, caracterizate prin edem si durere,
in timp ce parestezia si hemiestezia nervului alveolar
inferior sunt descrise mai frecvent la latino-ameri-
cani [5]. Spre deosebire de alte leziuni odontogene
care au un comportament agresiv similar, cum ar fi
ameloblastoamele, KO cauzeazi rar resorbtia rada-
cinilor dintilor adiacenti. Rata de recidiva raportata
a KO dupa interventia chirurgicala este mare, pana
la 30%, majoritatea recidivelor apar dupa tratamente
conservative precum enucleerea unor leziuni simple.
Ratele mai mari de recidiva sunt raportate la pacientii
afectati de formatiunile multiloculare [2] .

Mai multi autori (Philipsen H.P, Bucur A., Pogrel
M.A.) sustin ipoteza cé etiopatogenia recidivelor KO
este determinatd de anumifi factori:

1. indepirtarea incompleta a stratului bazal ex-

trem de activ al captuselii chistului epitelial

2. cresterea chisturilor satelite intramedulare

mici raimase in urma tratamentului conserva-
tor

3. dezvoltarea leziunilor localizate in regiunea

adiacenta a maxilarelor

Tipul de interventie chirurgicala poate sa nu fie
singurul factor determinant si unii autori au sugerat
ca recidiva poate fi legata de natura biologica a le-
ziunii in sine §i de expresia markerilor proliferativi

mately 10-12% of all odontogenic cysts. [2,4] The
general opinion of Margaritescu, Simionescu, etc. is
that KO develops from the epithelium odontogenic,
the main sources being the dental lamina with its re-
mains and the extensions of the basal layer of the oral
covering epithelium. According to Philipsen HP, the
reported age distribution of KO is considerably wide,
with a peak incidence in the 3rd decade of age and a
slight male prevalence. [6] His studies report that the
mandible is more frequently affected , being inter-
ested in 65-83% of cases. In 50% of cases it develops
at the level of the mandibular angle, in the area of
the 3rd molar, from where they can extend superiorly
in the mandibular branch, or anteriorly to the sym-
physis. The most common maxillary location is the
canine region. [6,1] Borghesi believes that in about
30% of cases, they have no relationship with dental
structures and despite their aggressive behavior, KO
in most cases, causes minimal bone expansion due
to their tendency to spread along the intramedullary
space «increasing in bone length.» [2] Large lesions,
which cause significant erosion of cortical plaques
and involvement of surrounding structures, Borhesi
observed especially in asymptomatic patients. In this
context, he found that in Western countries, the pres-
ence of KO can be detected at a late stage as a finding.
during routine radiological investigations. [2]

A systematic review of the literature published in
2011 by MacDonald-Jankowski showed that patients
from East Asia may experience earlier symptoms,
characterized by edema and pain, while paresthe-
sia and hemyesthesia of the lower alveolar nerve are
more commonly described in latino-americans. [5]
Unlike other odontogenic lesions that have similar
aggressive behavior, such as ameloblastomas, KO
rarely causes resorption of adjacent tooth roots. The
reported recurrence rate of KO after surgery is wide,
up to 30%, most recurrences occur after conserva-
tive treatments such as enucleation of simple lesions.
Higher recurrence rates are reported in patients with
multilocular formations. [2]

Several authors (Philipsen HP, Bucur A, Pogrel
MA) support the hypothesis that the etiopathogen-
esis of KO recurrences is determined by certain fac-
tors:

1. incomplete removal of the highly active basal

layer of the epithelial cyst lining

2. growth of small intramedullary satellite cysts

left after conservative treatment

3. development of lesions located in the adjacent

region of the jaws

The type of surgery may not be the only deter-
mining factor and some authors have suggested that
recurrence may be related by the biological nature
of the lesion itself and the expression of proliferative
markers such as Ki-67, at the same time there are
numerous data that confirm the involvement of the
PTCH gene in the genesis of sporadic cases and the
occurrence of recurrences. [6,7,8,9]. Margaritescu
and Simionescu emphasize that KO is asymptomatic
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precum Ki-67, totodatéd existd numeroase date care
vin sd confirme implicarea genei PTCH in geneza
cazurilor sporadice si aparitiei recidivelor [6,7,8,9].
Margdritescu si Simionescu accentueazad ca KO este
asimptomatic pand cand atinge dimensiuni conside-
rabile. Corticala osoasd este initial respectata apoi se
deformeaza si devine palpabild. Ulterior, prin creste-
re invadeaza tesuturile moi inconjuratoare, devenind
vizibild la examenul endooral. In aceste cazuri, auto-
rii au observat ca la punctie s-a aspirat un confinut
alb laptos, mentionand cé foarte rar se mai pot insofi
si de durere, eliminarea continutului purulent si pa-
restezii.[1]

Aspectul radiologic al KO a fost descris drept o
zona de radiotransparenta uniloculard sau multilo-
culara cu contur clar, delimitatd de margini corticale
(Fig. 1), Leziunile uniloculare prevaleaza, in timp ce
varjanta multiloculard a fost observata in aproxima-
tiv 30% din cazuri. Localizarea cea mai frecvent in-
talnita de Borghesi era zona mandibulei (70-75%),
leziunea interesind corpul, unghiul si chiar ramul
ascendent, avind marginile bine delimitata cu aspect
de margine scleroticd, dar partial puteau fi si difu-
ze. Dintii adiacenti puteau fi deplasati, dar resorbtia
radacinilor a atestato rar. Asadar, a constatat cd as-
pectul radiologic nu este mereu unul patognomonic
[2,7]. In cadrul cercetdrilor sale, Andrea Borghesi a
atestat faptul cd un keratochist unilocular poate in-
teresa apexul radicular al dintelui, simuland un chist
periapical. Alternativ, putea interesa coroana unui
dinte afectat, potential confundat cu un chist denti-
ger. Daca keratochistul era localizat intre radacinile
unui dinte, acesta putea fi diagnosticat eronat drept
un chist radicular sau periodontal lateral. Un KO
care se dezvolta de-a lungul liniei mediane simula un
chist al canalului nazopalatin. La radiografia pano-
ramica, KO uniloculare mandibulare puteau prezen-
ta septuri putine si incomplete in cadrul leziunilor;
aceastd constatare este mai frecventa in KO de di-
mensiuni mari decat in cele mai mici.[2,1,7]

Avand in vedere complexitatea si actualitatea te-
mei abordate, tot mai multi specialisti fiind la etapa
de cercetare a metodelor inovative de tratament a
KO, la fel tendinta de diagnosticare a pacientilor intr-
un stadiu de evolutie incipient, au motivat initierea
acestui studiu. In acelasi timp a fost inspirat din cu-
riozitatea de a realiza o examinare cat mai complexa
a pacientilor cu tablou clinic specific keratochistului
odontogen.

Scopul lucrarii.

Diagnosticul precoce al keratochistului odonto-
gen si tratamentul KO prin chistectomie ca remediu
de electie in prevenirea aparitiei complicatiilor.

Materiale si metode.

Studiul de caz clinic s-a efectuat in baza pacien-
tului R.A. M/32 de ani, care s-a adresat la Clinica
stomatologia ,,Omni Dent” pentru tratament stoma-
tologic. Deoarece KO au in marea parte a cazurilor

until it reaches considerable size. The bone cortex is
initially observed then deforms and becomes palpa-
ble. , becoming visible at the endooral examination.
In these cases, the authors observed that a milky
white content was aspirated at the puncture, noting
that very rarely they can be accompanied by pain, the
elimination of purulent content and paresthesias.[1]

The radiological aspect of KO was described as
an area of unilocular or multilocular radiolucency
with a clear outline, delimited by cortical edges (Fig.
1), Unilocular lesions prevail, while the multilocu-
lar variant was observed in about 30% of cases. The
most common location encountered by Borghesi was
the mandible area (70-75%), the lesion affecting the
body, angle and even the ascending branch, having
well-defined edges with the appearance of sclerotic
margin, but partially could be diffuse. Adjacent teeth
could be displaced, but the resorption of the roots
was rarely attested. Therefore, he found that the ra-
diological aspect is not always pathognomonic. [2,7]
In his research, Andrea Borghesi stated that a uniloc-
ular keratocyst can affect the root apex of the tooth,
simulating a periapical cyst. Alternatively, it could
affect the crown of an affected tooth, potentially
confused with a dentiger cyst. If the keratocyst was
located between the roots of a tooth, it could be mis-
diagnosed as a lateral root or periodontal cyst. A KO
that develops along the midline simulates a cyst of
the nasopalatine canal. On panoramic radiography,
unilocular mandibular KO could present few and
incomplete septa in the lesions; this finding is more
common in large KO’ than in smaller ones. [2,1,7]

Given to the complexity and timeliness of this
subject, more and more specialists are at the stage
of researching innovative methods of treatment of
KO, as well as the tendency to diagnose patients in
an early stage of evolution, motivated the initiation
of this study. At the same time, he was inspired by
the curiosity to carry out a more complex examina-
tion of patients with a clinical picture specific to the
odontogenic keratocyst.

Purpose of the study.

Early diagnosis of odontogenic keratocyst and
treatment of KO by cystectomy as a remedy of choice
in the prevention of complications.

Materials and methods

The clinical study of case was performed based on
patient R.A. M / 32 years old, who went to the «Omni
Dent» Dental Clinic for dental treatment. Because
KOs have in most cases an asymptomatic evolution
[2], the patient’s accusations were aesthetic disorders
and masticatory disorders in the maxillary and man-
dibular region at 16, 46, 47, denying the presence of
associated pathologies. At the clinical examination,
symptoms that could have revealed the presence of a
cystic form were not detected. The given results in-
dicate that it must be that the patient turned to the
specialist in an early stage of development of some



Fig.1 Pacientul. R.A.,32 ani, OPG preoperator A. Prezenta zonei de radiotransparentd B. Conturarea marginilor zonei de radiotransparentd

Fig.1 The patient. R.A., M/32 years old, preoperative OPG A. Presence of radiolucency zone B. Contouring the edges of the radiolucency zone

o evolutie asimptomaticd [2], acuzele pacientului au
fost deregldrile estetice si tulburérile masticatorii in
regiunea maxilara si mandibulara dreapta la nivelul
dintilor 16, 46, 47, negand prezenta unor patologii
asociate. La examenul clinic, simptome care ar fi pu-
tut pune in evidenta prezenta unei formatiuni chisti-
ce nu au fost depistate. Rezultatele date denoté faptul
cé pacientul s-a adresat la specialist intr-o faza preco-
ce de dezvoltare a formatiunii, KO fiind in stadiul de
evolutie intraososa [2]. Examinarea radiologicd OPG
si CBCT s-a efectuat prelucrdnd datele prin inter-
mediul programului ,,SIDEXIS 4.2”. Diagnosticul de
»Kkeratochist odontogen” a fost stabilit in baza supra-
punerii rezultatelor examenului clinic si paraclinic.

Rezultate si discutii.

Rezultatele obtinute la pacientul in studiu tratat
prin chistectomie s-au extras din evidenta pre- si
postoperatorie a pacientului. Imagistica radiologi-
cd, in special tomografia computerizatd joaca un rol
important in diagnosticul precoce si monitorizarea
KO. Desi aceasta nu oferd intotdeauna un aspect pa-
tognomonic al acestei patologii, cunostintele despre
caracteristicile radiologice tipice si atipice ale KO
sunt esentiale in diagnosticarea si planificarea tra-
tamentului. In special, combinarea datelor clinice si
radiologice obtinute este utila in evaluarea amplorii
leziunilor KO si a relatiilor acestei patologii cu struc-
turile anatomice invecinate.

La investigatia radiologica s-a detectat o forma-
tiune chistica localizatd la nivelul mandibulei pe
dreapta. Examinarea OPG a evidentiat o zona bine
definitd de radiotransparenta, omogend cu margini
drepte, conturate interesind molarul 3 si 2 mandibu-
lar, extinzandu-se vertical in sus in zona unghiului
mandibulei si intramedular in profunzimea ramului
asecendent drept (fig.1). La investigarea CBCT s-a
reperat limitele chistului vis-a-vis de formatiunile
anatomice inconjuratoare, canalul mandibular, rada-
cinile dentare (Fig.2). Pe sectiunea axiala si coronara
s-a Inregistrat ingustarea corticalei osoase mandi-

formations, KO being in the stage of intraosseous
evolution [2]. The radiological examination of OPG
and CBCT was performed by processing the data
using the «SIDEXIS 4.2» program. The diagnosis of
«odontogenic keratocyst» was established based on
the overlap of clinical and paraclinical examination
results.

Results and discussions.

The results obtained from the patient in the study
treated by cystectomy were extracted from the pre-
and postoperative analizes of the patient. Radiologi-
cal imaging, especially CBCT, plays an important
role in early diagnosis and KO monitoring. Although
it does not always provide a pathognomonic aspect
of this pathology, knowledge of the typical and atypi-
cal radiological features of KO, so is essential in the
diagnosis and planning of treatment. In particular,
the combination of clinical and radiological data ob-
tained is useful in assessing the extent of KO lesions
and the relationships of this pathology with neigh-
boring anatomical structures.

On radiological investigation, a cystic formation
located in the right mandible was detected. The OPG
examination showed a well-defined area of radiolu-
cency, homogeneous, with straight edges, contoured
affecting the mandibular molar 3 and 2, extending
vertically upwards in the mandibular angle and in-
tramedullary in the depth of the right ascending
branch (fig.1). The CBCT investigation found the
limits of the cyst respecting the surrounding ana-
tomical formations, the mandibular canal, the dental
roots (Fig.2). On the axial and coronary section there
was a narrowing of the mandibular bone cortex on
both sides in the region of the molar 3, the dental
roots were not interested in formation, respectively
the mandibular canal was moved downwards. (fig.3).

Preoperatively, during the patient’s consultation,
the treatment plan, its conditions, its possible com-
plications and the risks of post-operative recurrence
were discussed. The treatment plan included the op-
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B. Aspect tomografic frontal

Fig.2 3D reconstruction of the cystic formation through the “SIDEXIS 4.2” program A. Right profile tomographic aspect B. Frontal tomographic aspect

bulare de pe ambele parti in regiunea molarului 3,
rddicinile dentare nu erau interesate de formatiune,
respectiv si canalul mandibular fiind deplasat spre
inferior. (fig.3).

Preoperator, in timpul consultarii pacientului,
s-a discutat despre planul de tratament, conditiile de
realizare ale acestuia, posibilele complicatii si riscu-
rile recidivarii post-operatorii. Planul de tratament
a inclus operatia chistectomie” urmata de examenul
histopatologic pentru confirmarea morfopatologicd
a formatiunii. Obiectivul principal a fost minimali-
zarea traumatismului operator.

Protocolul operator In cadrul pregitirii preo-
peratorii s-a realizat asanarea cavitétii bucale; sub
anestezie loco-regionald cu potentiere s-a efectuat o
incizie marginala retromolara dreaptd pand la dintele
4.7 cu descircare spre vestibular; decolarea lambou-
lui muco-periostal s-a efectuat menajat astfel incét sa
expunem un cdmp operator bine vizibil pentru zona
de osteotomie; s-a realizat accesul cétre formatiunea
chisticd prin osteotomie; accesul s-a creat prin abord
retromolar sub forma unei ferestre ovale 3x1cm pla-
satd pe linia oblicd externd a mandibulei; Dupa inla-
turarea peretelui osos, cu ajutorul unei chiurete fine
ce se inserd intre capsula chistului si os, s-a decolat
peretele chistic si s-a realizat enucleerea formatiunii
chistice in totalitate; cavitatea osoasa rezultatd a fost

eration «cystectomy» followed by histopathological
examination for morphopathological confirmation
of the formation. The main objective was to mini-
mize operative trauma.

Surgical protocol During the preoperative prep-
aration, the oral cavity was rehabilitated; under loco-
regional anesthesia with potentiation, a right retro-
molar marginal incision was made up to tooth 4.7
with discharge to the vestibular; the removal of the
muco-periosteal flap was performed in such a way
as to expose a clearly visible operating field for the
osteotomy area; access to the cystic formation was
made by osteotomy; the access was created by retro-
molar approach in the form of a 3x1cm oval window
placed on the external oblique line of the mandible;
After removing the bone wall, with the help of a fine
curette that is inserted between the cyst capsule and
the bone, the cystic wall was detached and the enu-
cleation of the cystic formation was performed com-
pletely; the resulting bone cavity was inspected and
revised so that no remains of pathological tissue were
left; processing with antiseptic solutions of the oper-
ating field, hemostatic control; suturing and applying
drainage. The cyst membrane was thin, slightly de-
tached from the bone walls, the contents — an odor-
less white-yellow liquid. The cystic formation was
sent for examination for histopathological analysis

Fig.3 Sectiuni din (BCT preoperator a. sectiune coronara b. sectiune sagitala c. sectiune axiala”

Fig.3 Preoperative (BCT sections a. Coronary section b. Sagittal section c. Axial section
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Fig.4 Operatia Chistectomie (Aspect intraoperator) A. ALR; B. Incizia si decolarea muco-periostald; C. Osteotomia; D. Biopsia; E. Chistectomia
F. Revizia cavitatii osoase

Fig.4 (ystectomy Operation (Intraoperative Aspect) A. LRA; B. Muco-periosteal incision and detachment; C. Osteotomy; D. Biopsia;
E. Cystectomy F. Bone cavity revision

inspectatd si revizuitd pentru a nu fi ldsate careva ra-
madsite de tesuturi patologice; prelucrarea cu solutii
antiseptice a cAmpului operator, controlul hemo-
static; suturarea si aplicarea drenajului. Membrana
chistului era subtire, usor s-a decolat de la peretii
ososi, continutul — un lichid alb-gélbui fara miros.
Formatiunea chisticd a fost trimisa spre examinare la
analiza histopatologici.(fig.4). Rezultatele examenu-
lui morfopatologic au confirmat diagnosticul primar.

Managementul KO vizeazd reducerea complica-
tiilor, reducénd in acelasi timp, morbiditatea pacien-
tului. In prezent, nu existi consens despre cea mai
buna modalitate de tratament. Factorii cei mai im-
portanti care pot dicta tipul interventiei chirurgicale
sunt: varsta pacientului, localizarea si dimensiunea
leziunii, relaia cu rddécinile dintilor si perforatia
osului cortical cu sau fira extensia in tesuturile moi
adiacente. De asemenea, unilocularitatea sau multi-
locularitatea formatiunii [1,2].

Analizénd literatura de specialitate, observam ci
tratamentul KO cuprinde interventii cu caracter con-
servator: enucleerea formatiunii, chiuretaj agresiv sau
non agresiv, marsupializarea si decompresia KO.[9]
Asocierea enucleerii formatiunii cu tehnica adjuvan-
ta prin cauterizare cu solutia Carnoy (un amestec de
alcool 6,0 ml, cloroform 3,0 ml, acid acetic glacial 1,0
ml si clorurd fericd 1,0 gr, care pitrunde in os pand
la o profunzime previzibild, dependenta de timp, fara
a trauma structurile neurovasculare adiacente)[11].
Williams si Connor in KO foarte mari recomanda
folosirea interventiilor cu caracter radical precum
rezectia in bloc, eventual dezarticulari, indeosebi in
cele mandibulare care au distrus marginea inferioard
a osului precum i in cele cu localizare posterioara
maxilard, considerand ci aceste metode sunt asociate
cu cea mai mica rata de recidiva [12].

Analizind rezultatele obtinute la pacientul in stu-
diu prin compararea acestei metode subiectiv dupa

(Fig. 4). The results of the morphopathological ex-
amination confirmed the primary diagnosis.

KO management aims to reduce complications,
while reducing patient morbidity. Currently, there is
no consensus on the best way to treat it. The most
important factors that can dictate the type of surgery
are: the patient’s age, the location and size of the le-
sion, the relationship with the roots of the teeth and
the perforation of the cortical bone with or without
extension in the adjacent soft tissues. Also the uni-
locularity or multilocularity of the formation [1,2].

Analyzing the literature, we notice that the KO
treatment includes conservative interventions:
enucleation of the formation, aggressive or non-ag-
gressive curettage, marsupialization and KO decom-
pression. [9] Combination of the enucleation of the
formation with the adjuvant technique by cauteriza-
tion with Carnoy’s solution (a mixture of alcohol 6.0
ml, chloroform 3.0 ml, glacial acetic acid 1.0 ml and
ferric chloride 1.0 gr, which penetrates the bone to a
depth predictable, time-dependent, without trauma
to adjacent neurovascular structures) [11]. Williams
and Connor in very high KO recommend the use of
radical interventions such as block resection, pos-
sibly disarticulations, especially in the mandibular
ones that destroyed the lower edge of the bone as
well as in those with posterior maxillary location,
considering that these methods are associated with
the most low recurrence rate [12].

Analyzing the results obtained from the patient
under study by comparing this method subjectively
according to the morbidity of the intervention, we
can say that it has a low morbidity rate like other
surgical-conservative treatment methods, operat-
ing trauma extending only within the pathological
tissue, preserving cortical integrity bone and lower
alveolar nerve. The morpho-functional rehabilita-
tion of the patient took place typically. Postoperative
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criteriul morbiditatii interventiei putem afirma ca
are o ratd de morbiditate scdzuta precum alte metode
de tratament chirurgical-conservative, traumatismul
operator extinzdndu-se doar in limitele tesutului pa-
tologic, pastrandu-se integritatea corticalei osoase si
a nervului alveolar inferior. Reabilitarea morfo-func-
tionald a pacientului a decurs tipic. Complicatii post-
operatorii pe parcursul monitorizarii pacientului nu
s-au determinat.

Concluzii.

1. Diagnosticarea precoce a KO intru-un stadiu in-
cipient de evolutie, va reduce semnificativ creste-
rea in dimensiuni a formatiunii, astfel interventia
chirurgicala va fi una minim-invaziva, diminuén-
du-se traumatismul operator va rezulta o reabili-
tare morfofunctionala fard complicatii.

2. Examenul histopatologic furnizeazd informatii
exacte care pot confirma prezenta KO. Rata de re-
cidiva relativ inaltd, in special dupd interventiile
chirurgicale de tip conservativ, impune monito-
rizarea radiologica periodica a pacientilor cu KO
tratati chirurgical, cel putin odata/an in primii 5

complications during patient monitoring were not
determined.

Conclusions.

Early diagnosis of KO in an early stage of evolu-
tion, will significantly reduce the increase in size
of the formation, so the surgery will be minimally
invasive, reducing surgical trauma, will result a
morphofunctional rehabilitation without compli-
cations.

Histopathological examination provides an exact
information that can confirm the presence of KO.
The relatively high recurrence rate, especially af-
ter conservative surgeries, requires periodic radi-
ological monitoring of patients with KO treated
surgically, at least once / year in the first 5 years

[2].

ani [2].
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