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Rezumat

Standartul de aur de tratament al chisturi-
lor odontogene maxilare este metoda de enu-
cleare sau chistectomie. Desi aceastd metoda
este frecvent utilizatd, ea comporta unele nea-
junsuri: este traumatica, risc crescut de lezare
a formatiunilor anatomice adiacente (canal
mandibular, sinus maxilar, cavitatea nazald)
sau a fasciculului vasculo-nervos a dintilor
limitrofi formatiunii, este limitatd la pacientii
cu patologii cronice concomitente decompen-
sate. De aceea, in cazul chisturilor de dimensi-
uni mari (peste 3 cm), mai frecvent se recurge
la metode minim invazive (decompresie cu
aspiratie sau marsupializare). Prin urmare,
in acest articol, autorii au descris tratamen-
tul unui caz clinic de chist odontogen supra-
infectat gigant al mandibulei cu utilizarea in
premiera a unui dispozitiv special de decom-
presie si aspiratie, confectionat individual
din acrilat. In rezultat, cavitatea chistic s-a
micsorat in volum, iar fenomenul de apozitie
0soasd a contribuit la indepértarea formatiu-
nii de continutul canalului mandibular, ceea
ce a permis inldturarea resturilor de membra-
nd chistica fara lezarea lui, evitdnd riscul de
instalare a paresteziei ulterioare.

Cuvinte cheie: chist, marsupializare, de-
compresie.
Summary

Introducere

Tesuturile dure ale teritoriului oro-maxilo-facial
sunt adeseori sediul unor formatiuni chistice endoo-
soase captusite de o membrana epiteliala cu un con-
tinut lichid, semisolid sau gazos [9,25]. Dintre toa-
te tumorile si pseudotumorile de maxilare, 80-85%
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Summary

The golden standard treatment for odon-
togenic cysts of the jaws is the method of enu-
cleation or cystectomy. Although this method
is commonly used, it has some disadvantages:
it is traumatic, there is a high risk of damage
to adjacent anatomical structures (mandibu-
lar canal, maxillary sinus, nasal cavity) or to
the vascular-nervous bundle of the teeth ad-
jacent to the formation, and it is limited to
patients with concomitant decompensated
chronic pathologies. Therefore, in the case of
large-sized cysts (over 3 ¢cm), minimally in-
vasive methods (decompression with aspira-
tion or marsupialization) are more frequently
used. Therefore, in this article, the authors
described the treatment of a clinical case of
a giant infected odontogenic cyst of the man-
dible, using for the first time a special decom-
pression and aspiration device, individually
made of acrylate. As a result, the cystic cav-
ity decreased in volume, and the process of
bone apposition contributed to the removal
of the formation from the mandibular canal
content, which allowed the removal of the re-
maining cystic membrane without damaging
it, avoiding the risk of subsequent paresthesia.

Key words: cyst, marsupialization, decom-
pression.

Introduction

The hard tissues of the oro-maxillofacial region
are often the site of endo-osseous cystic formations
lined with an epithelial membrane containing liq-
uid, semi-solid or gaseous content [9,25]. Among
all tumors and pseudotumors of the jaws, 80-85%
are odontogenic cysts, of which 95% are radicular
cysts [3,5]. According to some domestic studies
[23], the frequency of patients with cysts located in
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constituie chisturile odontogene, dintre care in 95%
de cazuri sunt chisturile radiculare [3,5]. Conform
unor studii autohtone [23], frecventa pacientilor cu
chisturi localizate in teritoriul oro-maxilo-facial con-
stituie 6% din numdrul total de pacienti spitalizati in
sectia de chirurgie OME, majoritatea fiind de origine
odontogena (94%) si cu o localizare mai frecventa la
nivelul maxilarului superior (57%).

In tratamentul pacientilor cu chisturi odontoge-
ne ale maxilarelor pot fi utilizate un sir de procedee.
Astfel, in vederea acordarii asistenfei medicale spe-
cializate, se recurge la chistectomie sau chistotomie
cu modificarile sale ulterioare [13,24,25]. Metoda
de tratament de electie a chisturilor de maxilare este
chistectomia, care constad in extirparea completd a
membranei chistice cu inchiderea ulterioara a pla-
gii prin aplicarea suturilor [5]. Desi aceastd metodd
este frecvent utilizata, ea comporta unele neajunsuri:
este traumatica, risc crescut de lezare a formatiunilor
anatomice adiacente (canal mandibular, sinus maxi-
lar, cavitatea nazald) sau a fasciculului vasculo-ner-
vos a dintilor limitrofi formatiunii, este limitata la
pacientii cu patologii cronice concomitente decom-
pensate. De aceea, in cazul chisturilor de dimensiuni
mari se recurge la marsupializare sau chistotomie
(Partsch-I), care consta in deschiderea cavitatii chis-
tice si transformarea acesteea intr-o cavitate anexa a
unei cavita{i anatomice (cavitatea orald, sinusul ma-
xilar, fosa nazald), membrana chisticd restanta fiind
lasata pe loc [4,10,18]. O alta metoda de tratament
al chisturilor maxilare este decompresia, care consta
in crearea unei ferestre intre formatiunea chistica si
cavitatea bucala, utilizand niste dispozitive speciale
precum tubul sau stentul [2,3,16,22]. Procedura de
decompresie poate fi mai usor de realizat si este mai
conservatoare decit marsupializarea [8,11]. Mai mult
ca atat, potrivit lui Y. Kubota [7], in cazul chisturilor
de dimensiuni mari, decompresia realizeaza o micso-
rare mai rapida a dimensiunii chistului in comparatie
cu chisturile mai mici [19].

In ultimii ani, in literatura de specialitate se
observi un deosebit interes fata de studierea meto-
delor de tratament a pacientilor cu chisturi odon-
togene ale maxilarelor [3,6,18,19,21]. Acest fapt se
explica prin prezenta unor controverse referitor la
utilizarea tehnicilor operatorii. Disputele vizeaza
si conduita fatd de dintii limitrofi chistului, fatd de
formatiunile invecinate (sinusul maxilar, planseul
nazal). Astfel, apare necesitatea unui studiu, vizand
alegerea metodei optimale de tratament pacientilor
cu chisturi odontogene ale maxilarelor, ceea ce ar
contribui atit la micsorarea duratei de tratament,
cat si la reabilitarea precoce a acestor pacienti. De
aceea, este importantd elaborarea si implementarea
in practica clinicd a metodelor minim invazive de
tratament a chisturilor maxilare voluminoase cu
utilizarea dispozitivelor de decompresie si aspiratie,
capabile de a produce fenomenul de apozitie osoasa,
fard lezarea formatiunilor anatomice importante si
cu efect terapeutic sigur.

the oro-maxillofacial region is 6% of the total num-
ber of patients hospitalized in the OMF surgery de-
partment, with the majority being of odontogenic
origin (94%) and more commonly located in the
upper jaw (57%).

Several procedures can be used in the treatment
of patients with odontogenic cysts of the jaws. In or-
der to provide specialized medical care, cystectomy
or cystotomy with subsequent modifications are
used [13,24,25]. The method of choice for treating
jaw cysts is cystectomy, which involves complete re-
moval of the cystic membrane with subsequent clo-
sure of the wound using sutures [5]. Although this
method is frequently used, it has some disadvan-
tages: it is traumatic, with a higher risk of injury to
adjacent anatomical structures (mandibular canal,
maxillary sinus, nasal cavity) or the vascular-nerve
bundle of adjacent teeth, and is limited to patients
with concomitant chronic pathologies. Therefore, in
the case of large cysts, marsupialization or cystotomy
(Partsch-I) is used, which involves opening the cystic
cavity and transforming it into an annex cavity of an
anatomical cavity (oral cavity, maxillary sinus, nasal
fossa), with the remaining cystic membrane left in
place [4,10,18]. Another method of treating jaw cysts
is decompression, which involves creating a window
between the cystic formation and the oral cavity, us-
ing special devices such as tubes or stents [2,3,16,22].
The decompression procedure may be easier to per-
form and is more conservative than marsupialization
[8,11]. Moreover, according to Y. Kubota [7], in the
case of large cysts, decompression achieves a more
rapid reduction in cyst size compared to smaller cysts
[19].

In recent years, in the specialized literature, there
has been a particular interest in studying the meth-
ods of treating patients with odontogenic cysts of
the maxillae [3,6,18,19,21]. This fact is explained by
the presence of controversies regarding the use of
surgical techniques. The disputes also concern the
conduct towards the teeth adjacent to the cyst and
towards neighboring formations (maxillary sinus,
nasal floor). Thus, there is a need for a study aimed
at choosing the optimal method of treatment for
patients with odontogenic cysts of the jaws, which
would contribute to reducing the duration of treat-
ment as well as the early rehabilitation of these pa-
tients. Therefore, it is important to develop and im-
plement minimally invasive methods of treating large
cysts of the jaws using decompression and aspiration
devices, capable of producing the phenomenon of
bone apposition, without damaging important ana-
tomical formations and with a safe therapeutic effect.

Purpose of the study — Analysis of the treat-
ment results of a clinical case of a giant, infected
odontogenic cyst of the mandible using, for the
first time, a specially designed individualized de-
compression and aspiration device made of acrylic
material.



Scopul studiului — analiza rezultatelor trata-
mentului unui caz clinic de chist odontogen suprain-
fectat gigant al mandibulei cu utilizarea in premierd
a unui dispozitiv special de decompresie si aspiratie,
confectionat individual din acrilat.

Prezentare de caz clinic. Rezultate si discutii

Pe data de 22.12.2020 in sectia de Chirurgie oro-
maxilo-faciald din cadrul Institutului de Medicind
Urgenta din or. Chisindu s-a adresat pacienta X in
varstd de 39 de ani cu acuze la prezenta asimetriei
faciale pe stinga, senzatiei de amorteala a bérbiei,
buzei inferioare si a unei pérti a mucoasei cavitétii
bucale pe stdnga. Din anamneza dintele 36 a fost tra-
tat endodontic cu 5 ani in urma. Cu 3 zile inainte de
adresare a aparut o tumefactie faciala pe stanga, care
s-a extins pand in regiunea cer-
vicald laterald superioara.

La examenul exobucal s-a
determinat prezenta asimetriei
faciale cauzata de edemul tesu-
turilor moi din regiunea jugala
si submandibulard pe stdnga.
Pielea edematiatd a fost hipere-
miatd, dar in plica se strangea.
Ganglionii limfatici regionali
submandibulari mariti in volum,
mobili si sensibili la palpare.
Gura se deschidea liber. La exa-
menul endobucal s-a constatat
prezenta discromiei dintelui 36 §i a unei obturatii
coronare masive (figura 1). Dintele 36 era dureros la
percutia marginald si in ax cu mobilitate patologicd
de gradul II. Mucoasa cavitatii bucale la nivelul ver-
santului vestibular man-
dibular in limitele dintilor
35-37 a fost edematiats,
hiperemiati si dureroasa la
palpare.

In urma examindrii ra-
diografiei panoramice s-a
constatat prezenta unei for-
matiuni radiotransparente
cu dimensiune de 36.95

Fig. 1. Aspectul clinic endobucal
Fig. 1. Endooral clinical aspect

Fig. 2. Aspectul radiologic initial al formatiunii chistice
Fig. 2. Initial radiologic aspect of cystic formation

Presentation of a clinical case. Results and
discussion

On December 22, 2020, a 39-year-old patient, X,
presented to the Oro-Maxillo-Facial Surgery Depart-
ment of the Emergency Medicine Institute in Chi-
sinau, complaining of left facial asymmetry, numb-
ness of the chin and lower lip, and a part of the oral
mucosa on the left side. From the patient’s medical
history, it was found that tooth 36 had undergone
endodontic treatment 5 years ago. Three days prior
to the visit, the patient developed facial swelling on
the left side, which extended to the upper lateral cer-
vical region.

Upon external examination, facial asymmetry
caused by soft tissue swelling in the left jugal and
submandibular region was determined. The edema-

) tous skin was hyperemic, but
could be pinched. The subman-
dibular regional lymph nodes
were enlarged, mobile, and
palpable. The patients mouth
opened freely. Endobuccal ex-
amination revealed discolor-
ation of tooth 36 and a massive
coronal filling (figure 1). Tooth
36 was tender to percussion and
showed pathological mobility
of grade II. The oral mucosa on
the vestibular side of the man-
dible within the boundaries of
teeth 35-37 was edematous, hyperemic, and tender
to palpation.

After examining the panoramic radiograph, the
presence of a radiotransparent formation with di-
mensions of 36.95 mm x
20.38 mm, oval-shaped,
and with well-defined con-
tours was observed (figure
2). The cystic formation
extended from the mesial
surface of the root of tooth
35 to the distal root of
tooth 37. Occupying most
of the mandible body; it ex-

Fig. 3. Sectiunea panoramica a formatunii chistice in aspect sagital si coronar

Fig. 3. The sagittal and coronal views of the cystic formation on the panoramic section
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Fig. 4. Segmentarea si determinarea volumului formatiunii chistice la momentul adresarii

Fig. 4. The segmentation and determination of the volume of the cystic formation at the time of the patient’s visit

Fig. 5. Dispozitivul de decompresie cu tub de aspiratie

Fig. 5. The decompression device with aspiration tube

mm x 20.38 mm, de forma ovald si cu contur bine
delimitat (figura 2). Formatiunea chisticd se extindea
de la suprafata meziala a raddcinii dintelui 35 pana la
radacina distald a dintelui 37. Ocupand cea mai mare
parte a corpului mandibulei, se extindea inferior pana
la marginea bazilara a mandibulei si compresa conti-
nutul canalului mandibular stang (figura 3).

Pentru a determina volumul formatiunii chistice
s-a efectuat segmentarea acesteea, utilizind mdsura-
rile efectuate pe tomografia computerizata cu fasci-
cul conic (figura 4).

In baza examenului clinic si paraclinic a fost sta-
bilit diagnosticul: ,,Chist odontogen suprainfectat
gigant al mandibulei pe stinga de la dintele 36. Lim-
fadenita acuta seroasa odontogend submandibulara
pe stanga“.

Luénd in considerare dimensiunile majore ale for-
matiunii chistice si riscurile de lezare intraoperatorie
a fasciculului nervos alveolar inferior cu instalarea ul-
terioard a paresteziei s-a decis alegerea unei metode

tended inferiorly to the basal margin of the mandible
and compressed the contents of the left mandibular
canal (figure 3).

To determine the volume of the cystic formation,
segmentation was performed using measurements
taken from cone-beam computed tomography (fig-
ure 4).

Based on the clinical and paraclinical examina-
tion, the diagnosis was established as ,,Infected giant
odontogenic cyst of the left mandible from tooth 36.
Acute serous odontogenic submandibular lymphad-
enitis on the left”

Considering the major dimensions of the cystic
formation and the risks of intraoperative damage to
the inferior alveolar nerve bundle with subsequent
paresthesia, a minimally invasive method of decom-
pression with aspiration was chosen. For this pur-
pose, a special pre-extraction decompression device
was made, in the form of an acrylic microprosthesis
with an attached suction tube (figure 5).



minim invazive de decompresie
cu aspiratie. In acest scop, pre-
extractional, s-a confectionat un
dispozitiv special de decompre-
sie de tipul unei microproteze
acrilice la care s-a solidarizat un
tub de aspiratie (figura 5).

Sub anestezie locald cu artica-
ina de 4% cu epinefrina 1:100 000
s-a efectuat extractia dintelui 36.
Imediat postextractional, din
alveola dintelui extras, s-a obfi-
nut continut purulent cu cristale
de colesterol, ceea ce a sugerat
prezumtiv prezenta formatiunii chistice. O portiune
a membranei chistice a fost colectatd si indreptatd la
examenul histologic. Ulterior, s-a adaptat dispozitivul
de decopresie in aga fel ca tubul de aspiratie sa fie in-
trodus in interiorul cavitdtii chistice (figura 6).

Aspectul radiologic imediat postextractional al
cavitdtii chistice cu prezenta dispozitivului de de-
compresie este prezentat in figura 7.

Pacienta a fost instruita in vederea irigarii cavita-
tii chistice cu solutie salini de 0,9% clorura de sodiu,
utilizand o seringa de plastic de unica folosinta. Acest
procedeu a fost recomandat de a fi efectuat zilnic (de
2-3 ori/zi) prin dispozitivul de decompresie fird a fi
inlaturat din cavitatea bucala.

cavitatea bucala

Fig. 6. The appearance of the decompression
device in the oral cavity

Under local anesthesia with
4% articaine with 1:100 000 epi-
nephrine, tooth 36 was extract-
ed. Immediately after extraction,
purulent content with cholester-
ol crystals was obtained from the
extracted tooth socket, which
presumptively suggested the
presence of a cystic formation.
A portion of the cystic mem-
brane was collected and sent for
histological examination. Sub-
sequently, the decompression
device was adapted so that the
aspiration tube could be inserted into the interior of
the cystic cavity (figure 6).

The immediate post-extraction radiological as-
pect of the cystic cavity with the presence of the de-
compression device is presented in figure 7.

The patient was instructed to irrigate the cystic
cavity with 0.9% sodium chloride saline solution us-
ing a disposable plastic syringe. This procedure was
recommended to be performed daily (2-3 times/day)
through the decompression device without removing
it from the oral cavity.

On the 14" day after extraction and decompres-
sion, the patient reported complete disappearance of
paresthesia sensation and regression of acute inflam-

Fig. 7. Aspectul radiologic imediat postextractional al cavitatii chistice cu prezenta dispozitivului de decompresie

Fig. 7. The radiological aspect immediately post-extraction of the cystic cavity with the presence of the decompression device

Fig. 8. Aspectul radiologic al cavitdtji chistice a 12 luni postextractional

Fig. 8. Segmentation and determination of the volume of the cystic formation at 12 months post-extraction
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volum — 1.62 cm3

Fig. 9. Segmentarea si determinarea volumului formafiunii chistice la 12 luni postextractional
Fig. 9. Segmentation and determination of the volume of the cystic formation at 12 months post-extraction

Fig. 10. Aspectul radiologic al cavitatii chistice la 18 luni postextractional
Fig. 10. The radiological aspect of the cystic cavity at 18 months post-extraction

m—0.773 cm3

Fig. 11. Segmentarea si determinarea volumului formatiunii chistice la 18 luni postextractional
Fig. 11. Segmentation and determination of the volume of the cystic formation at 18 months post-extraction



La a 14-a zi dupa extractie si decompresie paci-
enta a relatat disparitia completd a senzatiei de pares-
tezie si retrocedarea fenomenelor inflamatorii acute.
La vizita de control s-a efectuat aprecierea vitalitatii
dintilor limitrofi formatiunii chistice (35, 37) cu aju-
torul testului termic, utilizdnd un spray refrigerant
Endo Frost. Astfel, dupd o izolare prealabila a dinti-
lor examinati, s-a aplicat buletele de vatd imbibat in
spray pe o peroada de 5 secunde. In urma efectui-
rii acestui test pacienta a relatat aparitia unei dureri
acute, ceea ce a indicat prezenta vitalitatii dintilor
respectivi. Rezultatul examenului histopatologic a
confirmat prezenta membranei chistice cu semne de
suprainfectare.

Ulterior, pentru a aprecia evolutia formatiunii
chistice, pacienta a fost monitorizata in dinamici la
12 luni (figura 8,9) si la 18 luni (figura 10,11) postex-
tractional. Prin urmare, in urma vizitelor de control
efectuate s-a determinat ca formatiunea chisticé s-a
micsorat in volum.

Astfel, in urma studierii imaginilor radiologice in
dinamica, s-a determinat prezenta fenomenului de
apozitie osoasd, micsorarea volumului formatiunii
chistice de la 4,66 cm® pand la 0,773 cm’ si respec-
tiv de la 36,95 mmx20,38 mm la 12,3 mmx11,9 mm.
Micsorarea tridimensionald a formatiunii chistice a
fost apreciata si de alti autori [1,12]. Mai mult ca atat,
s-a determinat formarea completd a corticalei ves-
tibulare. Fenomenul de apozitie osoasa a contribuit

matory phenomena. During the follow-up visit, the
vitality of the teeth adjacent to the cystic formation
(35, 37) was assessed using the thermal test, using an
Endo Frost refrigerant spray. Thus, after prior isola-
tion of the examined teeth, cotton pellets soaked in
the spray were applied for a period of 5 seconds. As a
result of this test, the patient reported the occurrence
of acute pain, indicating the presence of vitality in the
respective teeth. The histopathological examination
confirmed the presence of the cystic membrane with
signs of superinfection.

Subsequently, to assess the evolution of the cystic
formation, the patient was monitored dynamically at
12 months (figure 8,9) and 18 months (figure 10,11)
post-extraction. Therefore, following the control vis-
its, it was determined that the cystic formation had
decreased in volume.

Therefore, following the study of radiological
images in dynamics, the presence of bone apposi-
tion phenomenon was determined, as well as a re-
duction in the volume of the cystic formation from
4.66 cm® to 0.773 cm® and from 36.95 mm x 20.38
mm to 12.3 mm x 11.9 mm, respectively. The three-
dimensional reduction of the cystic formation was
also appreciated by other authors [1,12]. Moreover,
the complete formation of the vestibular cortical was
determined. The bone apposition phenomenon con-
tributed to the removal of the formation from the
content of the mandibular canal by 2.81 mm, allow-

Fig. 12. Chiuretajul restului de membrana chistica si a tesutului de granulatie

Fig. 12. Curettage of the remaining cystic membrane and granulation tissue

Fig. 13. Aspectul radiologic al situsului postoperator la 24 de luni dupa vizita initiald

Fig. 13. The radiological aspect of the postoperative site at 24 months after the initial visit
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la indepartarea formatiunii de continutul canalului
mandibular cu 2,81 mm, ceea ce a permis inliturarea
minim invaziva a resturilor de membrand chisticd
fara lezarea lui, evitdnd riscul de instalare a parestezi-
ei ulterioare. Aceastd interventie a fost efectuata la 18
luni postextractional sub anestezie locald cu articaina
de 4% cu epinefrina 1:100 000 (figura 12).

Dupi crearea lamboului trapezoidal cu baza mare
orientatd spre fundul de sant vestibular, s-a efectu-
at decolarea lui si expunerea corticalei vestibulare.
Apoi, cu ajutorul frezelor, s-a creat o ferestruica ova-
14 cu diametrul de 10/5 mm in corticala vestibulard
prin care s-a inlaturat in totalitate membrana chis-
ticd. Cavitatea postoperatorie a fost augmentata cu
material sintetic pe baza de colagen (Kolapol KP) si
acoperita cu membrane trombocitare imbogatite cu
fibrind (membrane A-PRF) pentru stimularea vin-
decdrii tesuturilor moi. Al{i autori au cercetat rege-
nerarea defectelor osoase postchistice prin utilizarea
diferitor materiale de augmentare [14,15,20,21].

Lamboul a fost repozitionat si fixat cu suturi in-
trerupte din polipropilen 5/0. Pentru a preveni su-
prainfectarea sau formarea hematomului postope-
rator, s-a efectuat drenarea plagii cu ajutorul lamelei
de cauciuc aplicate la nivelul partii meziale a inciziei
de descircare. Suturile au fost inlaturate la a 10-a zi
postoperator.

La examenul clinic endobucal, efectuat la 24 de
luni postextractional, tesuturile moi in regiunea al-
veolei dintelui 36 au fost de culoare roz-pala. La exa-
menul radiologic (figura 13) s-a constatat formarea
tesutului osos prin aparitia trabeculelor osoase radi-
otransparente.

Analizand cazul clinic descris, putem concluzi-
ona ca metoda de decompresie cu aspiratie aplicata
a contribuit la micsorarea in volum a cavitatii chis-
tice, ceea ce a permis inldturarea minim invaziva a
resturilor de membrand chistica §i, prin urmare, a
contribuit la menajarea continutului canalului man-
dibular, evitand riscul de instalare a paresteziei tran-
zitorii, de lunga durata sau permanente. De aceea, in
cazul chisturilor de dimensiuni mari, recomandim
utilizarea metodei descrise. Mai mult ca atat, portivit
lui Nakamura [9], marsupializarea sau decompresia
poate fi indicata pentru orice tip de chist de dimensi-
uni mari (peste 3 cm).

Prin urmare, decompresia este o metoda alter-
nativa si o abordare mai conservatoare de tratament
a chisturilor maxilare voluminoase. Mecanismul
de crestere a chistului se explicd prin faptul ca pre-
siunea coloid-osmotica din interiorul chistului este
mai mare, ceea ce determind acumularea de lichid si
implicit expansiunea hidrostaticd. Lent si progresiv,
se produce resorbtia osului inconjuritor. De accea,
procedura de decompresie permite un drenaj conti-
nuu, ceea ce inliturd acele conditii care favorizeaza
expansiunea chistului. Mai mult ca atat, dispozitivele
de decompresie au ca scop atit mentinerea drenaju-
lui leziunilor patologice maxilare, cét si sd faciliteze
irigarile repetate ale acestora.

ing for minimally invasive removal of the remaining
cystic membrane without damaging it, avoiding the
risk of subsequent paresthesia. This intervention was
performed 18 months post-extraction under local
anesthesia with 4% articaine with 1:100 000 epineph-
rine (figure 12).

After creating a trapezoidal flap with a large
base oriented towards the vestibular groove, it was
lifted and the vestibular cortical plate was exposed.
Then, using burs, an oval window with a diameter of
10/5 mm was created in the vestibular cortical plate
through which the cystic membrane was completely
removed. The postoperative cavity was augmented
with a collagen-based synthetic material (Kolapol
KP) and covered with platelet-rich fibrin membranes
(A-PRF membranes) to stimulate soft tissue healing.
Other authors have investigated the regeneration of
post-cystic bone defects using various augmentation
materials [14,15,20,21].

The flap was repositioned and fixed with inter-
rupted sutures made of 5/0 polypropylene. To pre-
vent postoperative infection or hematoma formation,
wound drainage was performed using a rubber band
applied to the medial part of the release incision. The
sutures were removed on the 10 day postoperatively.

At the clinical endobuccal examination per-
formed at 24 months postoperatively, the soft tissues
in the region of the tooth 36 alveolus were pale pink
in color. On radiographic examination (figure 13),
the formation of bone tissue was observed by the ap-
pearance of radiotransparent bone trabeculae.

Analyzing the clinical case described, we can
conclude that the applied method of aspiration de-
compression contributed to the reduction in volume
of the cystic cavity, which allowed for minimally in-
vasive removal of the cystic membrane debris and,
therefore, contributed to preserving the contents of
the mandibular canal, avoiding the risk of transient,
long-term, or permanent paresthesia. Therefore,
in the case of large cysts, we recommend using the
described method. Furthermore, according to Naka-
mura [9], marsupialization or decompression may be
indicated for any type of large cyst (over 3 cm).

Therefore, decompression is an alternative meth-
od and a more conservative approach to the treatment
of voluminous cysts of the jaws. The mechanism of
cyst growth is explained by the fact that the colloid-
osmotic pressure inside the cyst is higher, which
leads to the accumulation of fluid and, consequently,
hydrostatic expansion. Slowly and progressively, sur-
rounding bone resorption occurs. Therefore, the de-
compression procedure allows for continuous drain-
age, which eliminates those conditions that favor cyst
expansion. Furthermore, decompression devices aim
to maintain the drainage of pathological lesions and
facilitate their repeated irrigation.

It is worth mentioning that, for the first time,
as a decompression device in the treatment of vo-
luminous cysts, a dental technician fabricated a
decompression and aspiration device. For this pur-



De mentionat cd, in premierd, in calitate de
dispozitiv de decompresie in tratamentul chisturi-
lor maxilare voluminoase, a fost fabricat de catre
tehnicianul dentar un dispozitiv de decompresie si
aspiratie. In acest scop, preextractional, s-a efectuat
amprentarea, transmiterea amprentei in laborato-
rul dentar, sectionarea dintelui 36 din modelul de
gips si fabricarea dispozitivului din acrilat autopo-
limerizabil sub forma unei microproteze la care s-a
solidarizat un tub de decompresie din acrilat cu di-
ametrul intern de 2,45 mm si cel extern de 4,45 mm
(figura 5). Ulterior, acest dispozitiv a fost adaptat in
cavitatea bucald imediat dupa extractie. S-a efectu-
at verificarea functionalitatii lui si instruirea paci-
entei in vederea efectudrii de sine statatoare a lava-
jului cavitatii chistice la domiciliu cu solute salind
de 0,9%.

Asadar, dispozitivul de decompresie si aspiratie
creat are urmdtoarele avantaje:

— Este usor de confectionat si, prin urmare,

poate fi efectuat de orice tehnician dentar fard
o pregatire speciald;

— Tubul solidarizat are un diametru suficient
pentru a preveni blocarea lui cu eventualele
cheaguri de singe sau continutul serosangvi-
nolent din interiorul formatiunii chistice;

— Usor poate fi ajustat si modelat in cavitatea
bucala;

— Este confortabil pentru pacient, deoarece nu
prezintd dificultati in aplicarea si indepartarea
lui din cavitatea bucalj;

— Are efect imediat de decompresie dupa aplica-
rea tubului in cavitatea chisticg;

— Permite minim invaziv reducerea presiunii
coloid-osmotice din interiorul chistului, fa-
vorizand atit micsorarea in volum a cavitaii
chistice, cit si mentinerea vitalitatii pulpare a
dintilor intrachistici;

— Are efect curativ in conditii de ambulatoriu,
evitand astfel spitalizarea pacientilor cu chis-
turi voluminoase ale maxilarelor;

— Actioneazd local si nu expune pacientul la
complicatii sistemice (reactii alergice etc.);

— Efectul economic este evidentiat prin lipsa ne-
cesitdtii in aparaturd si instrumentar deosebit
pentru confectionarea dispozitivului, nu este
costisitor.

Prin urmare, in concluzie, este necesar de remar-
cat ca desi sunt cunoscute multiple metode de trata-
ment al chisturilor maxilare, aparitia complicatiilor
dupa inldturarea formatiunilor voluminoase (lezarea
structurilor anatomice adiacente) a servit ca imbold
pentru elaborarea metodelor noi, minim invazive si
cu efect terapeutic sigur. In pofida faptului ca in stu-
diul respectiv a fost inclus doar un pacient cu chist
gigant al mandibulei, totusi, in opinia noastra, orice
experientd acumulata contribuie la elaborarea unui
management optimal de tratament al acestor paci-
enti.

pose, prior to extraction, an impression was taken,
transmitted to the dental laboratory, and the tooth
36 from the gypsum model was sectioned to fabri-
cate the device from self-polymerizing acrylic in the
form of a microprosthesis to which a decompression
tube with an internal diameter of 2.45 mm and an
external diameter of 4.45 mm was attached (figure
5). Subsequently, this device was adapted in the oral
cavity immediately after extraction. Its functionality
was verified, and the patient was instructed in per-
forming self-administered lavage of the cystic cavity
at home using 0.9% saline solutions.

Therefore, the created decompression and aspira-
tion device has the following advantages:

— It is easy to manufacture and can be made by
any dental technician without special train-
ing;

— The solidified tube has a sufficient diameter
to prevent blockage with any blood clots or
serosanguinous content inside the cystic for-
mation;

— It can be easily adjusted and shaped in the oral
cavity;

— It is comfortable for the patient as it does not
pose difficulties in application and removal
from the oral cavity;

— It has an immediate decompression effect af-
ter applying the tube to the cystic cavity;

— It allows minimally invasive reduction of the
colloid-osmotic pressure inside the cyst, pro-
moting both a decrease in volume of the cys-
tic cavity and maintaining the pulpal vitality
of the intracystic teeth;

— It has a curative effect in an outpatient setting,
thus avoiding hospitalization of patients with
voluminous cysts of the jaws;

— Tt acts locally and does not expose the patient
to systemic complications (allergic reactions,
etc.);

— The economic effect is highlighted by the ab-
sence of the need for special equipment and
instruments to manufacture the device, mak-
ing it cost-effective.

Therefore, in conclusion, it is necessary to note
that although multiple methods of treatment for cysts
of the jaws are known, the occurrence of complica-
tions after the removal of voluminous formations
(injury to adjacent anatomical structures) has served
as a stimulus for the development of new, minimally
invasive, and safe therapeutic methods. Despite the
fact that only one patient with a giant mandibular
cyst was included in the study, in our opinion, any
accumulated experience contributes to the develop-
ment of optimal treatment management for these
patients.

ie Oro-Maxilo- Faciala si implantologie orala
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