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Abstract:

cyst is a Pathological cavity containing solid ,liquid,gases substance but not by the pus which does not always
with epithelial lining. its is a pathological lesion ,even it  is a bengin it required a attention ,large cyst may cause
the destruction  and displacement of the anatomical structure.killey and kay gave a definition of the cyst in 1966
that was modified by Kramer in 1974 due to the modification found in epithelial lining by Kramer in1974. The
treatment planning of the cyst in oral cavity is various according to the location,size and the involvement of the
structure that  occurs.
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Introduction:cyst management is highly required in thelarge lesion and even in small lesion greater  than 2cm
surgical management of the  cyst is necessary to avoid the loosening and displacement of the teeth and in the
large lesion may cause the fracture of the bone ,vital structure displacement around the cystic region,displacement
of inferior alveolar canal.surgical management should completely remove the pathological lesion.and restore the
normal function. 3Various  surgical technique involved in the cyst removal. Initially with partch-1 cystectomy
,followed by the various technique.

Material and methods: : over 20 article where selected for review following a comprehensive search of the
literature from pubmed central.
Development Cyst initiation: bacteria involved in the  teeth  causes periapical inflammation lead to periapical
granuloma .
Cyst formation: small cavity formation by the death of central cells by the proliferation of the epithelial lining.
cyst enlargement:enlargement of the cystic cavity various for each and every type of the cyst.  Malcolm harris4

in 1975 gives the various theory  in cyst enlargement mural growth theory by two proportion peripheral cell
division, and by the accumulation of cellular conent .i.e., Kubota et al5 in 2002 explained IL-1alpha  stimulates
the enzymatic  degradation of the extracellular matrix.osmotic theory was given by james and tratman explained
the expansion of hydrostatic cyst.bone resorptiontheory by the harris et al  by the factors prostaglandin
PGE2,PGE3 and leukotrines in increased in volume of conent.

Treatment Of Cyst
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General principle of treatment planning:

1.removal of the complete cystic  lining  to eliminate  the damage of  jaw.

2.unerupted and impacted tooth should be preserved from the infection .

3.preservation of the adjacent vital structure like neurovascular bundle etc.  In 1892 ,partsch1 explained the
partsch  1  technique of decompression and marsupilization. Where partsch  suggested the partsch 22 in 1910
enucleation and cystectomy followed by the antibiotic .

Discussion: Based on all the previously discussed factors, the following treatment protocol is advised.

For inflammatory cysts, which presented as periapical radiolucencies in relation to discoloured or fractured non
vital teeth (commonly in the anterior maxilla of young adult male patients), 10decayed or should be extracted and
the cyst to be enucleated the lesion of the cystic cavity are completely curetted to prevent from the recurrence. In
radicular cysts salvageable  in non vital tooth  and so the procedure should be combination of the apicectomy with
root canal treatment.. Teeth deemed unsalvageable should be extracted

*Partch -1(decompression
and marsupialization)

*modifications

Waldrons procedure(
marsupialization and
enucleation)

Marsupialization by opening
into maxillary sinus or nose

*Enucleation and packing

*Enucleation and primary
closure

*Enuclaetion and curetteage

*Enucleation and peripheral
osteotomy

*Enucleation and primary
closure withgraft
/reconstruction

*Enucleation  andchemical
cauterization with  carnoys
solution/liquid
nitrogen/cryotherapy

MARSUPIALIZATION

MANDIBLE

RESECTION
ENUCLEATION

MAXILLA

*Marginal/
enbloc

*segmental

*Partial
maxillectomy

*Semimaxillec
tomy

*Total
maxillectomy
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For dentigerous cysts, Craig G et al.,19 which are often seen as a unilocular radiolucency related to the crown of an
unerupted tooth, the status of the tooth/teeth in relation to the cyst should be evaluated first. The tooth eruption
can be guided by the orthodontic treatment and  followed by the marsupilization  with the preservation of the
tooth. The tooth is found to be malposed and difficult in reconstruct to the normal form and function the tooth
should be extracted along the cystic lining. the treatment of odontogenic keratocysts has remained un conclusive
so far.  usually  it is unilocular radiolucencies or multilocular radiolucencies,  scalloped margin mostly present in
the third molar region at the distal end of the mandibular region. They tend to grow in a horizontal fashion,
expand both the cortical plates, and at times perforate cortices. They are also more often associated with
resorption of related tooth roots. Even in the small cystic lesion the electrocautry are used to treat the cyst and
preserved the region even in the medically compromised patients.11 Large cysts, which are mutilocular or
unilocular with scalloped margins, and associated with aggressive features like resorption of related teeth, both
buccal and lingual cortical expansion, and multiple perforations, required a aggressive surgical management like
segmental recection given by Shear et al16 Main et al .,18Non odontogenic epithelial cysts  like nasopalatine cysts
are treated by simple enucleation. hemorrhagic cysts is curettage is favourable for all the patients. Grafting of the
cyst in the region of dead space. Cyst of minaor salivary gland should be  removed along the salivary gland
present near the cyst(mucocele).12

Conclusion: the successful management of a  oral  cyst by various technique like  decompression, enucleation,
grafting, and site rehabilitation. It various fordifferent type cyst with different loacality. Cyst is a cavity of solid
,liquid or agases substance that should be care taken to operate based on the size and amount of destruction and
deformation.
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