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CASE REPORT
CLINICAL TECHNIQUES
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Residual Radicular Cyst - Case Report
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ABSTRACT - The odontogenic cysts can be classified based on its etiology, into
inflammatory and development cysts. The residual cyst has an inflammatory origin,
with pathogenesis associated to a lack of adequate curettage of the alveolus of a tooth
that showed periapical inflammatory lesion. The goal of the present paper is to report
a case of residual cyst in a man, 42 years old, who exhibited a radiolucent unilocular
image located in the edentulous region of the teeth 11 and 12. On CT scan, it could
be detected destruction of the vestibular cortical bone. Based on the clinical and
radiographic findings the clinical diagnosis was of residual cyst. The patient was
submitted to excisional biopsy with subsequent histopathological examination that

confirmed the diagnosis.
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Introduction

The odontogenic cysts are considered
osteolytic lesions that commonly involve
the jaws and cach lesion has different
clinical behavior. Its histogenesis is usually
related to the epithelial remnants of the
enamel organ (1). Some odontogenic cysts,
such as radicular and dentigerous cysts,
tend to exhibit indolent clinical course with
slow growth (2). In contrast, odontogenic
keratocyst (OK), described in the last
classification of odontogenic cysts and
tumors of the World Health Organization
WHO as an odontogenic cystic tumor
which has aggressive clinical behavior and
high recurrence rate (3).

According to its etiology, the odontogenic
cysts are classified in inflammatory and
development cysts. The radicular cyst is
inflammatory with pathogenesis associated
to pulpar necrosis, leading to periapical
inflammation, which results in proliferation
of epithelial rests of Malassez, development
and expansion of the cystic cavity (4). The
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therapeutic options indicated for this pathology
range from the conventional endodontic
treatment to surgical treatment (5).

According to Neville et al. the absence
of curettage of the periapical tissue during
surgical removal of a tooth can lead to
formation of an inflaimmatory cyst called
residual cyst (2). The treatment for this
lesion is enucleation and special attention
should be given in order to remove all
remains of the epithelial lesion. Thus,
possible recurrence tend no be minor with
such procedure (6). The aim of the present
paper is to report a case of residual cyst
treated by simple enucleation.

Case Report

A male patient with 42 years was
referred to the school of Dentistry at
the State University of Paraiba, Brazil,
due to a radiolucent unilocular image
located in the edentulous region relating
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Figure 1. Computed Tomography showing destruction of vestibular

cortical bone.

Figure 3. Surgical cavity after complete removal
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to teeth 11 and 12, which was observed in
panoramic radiography by his clinical dentist.
During anamnesis, the patient presented
good general health without history of allergy
medication and reported extraction the tooth
11 approximately 1 year before.

Extra-oral examination did not show

Residual Radicular Cyst

any alteration, however, during the intra-oral
evaluation, the presence of a small fistula in the
region of lesion was noticed. Discomfort on
palpation was present. The patient underwent
a computer tomography and it was observed
that the vestibular cortical bone of the jaw
had already been destroyed (Figure 1).

b

Figure 2. Transoperative view of the lesion.
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anal g cystic lesion

lined by squamous stratified epithelium and fibrous capsule with intense
inflammatory infiltrate.

Based on the clinical and radiographic
findings, the hypothesis of diagnostic
was residual cyst. An excisional biopsy
was indicated to confirm diagnosis.
Under local anesthesia, the patient
was submitted to angular incision,
which extended from tooth 13 to 21.
Destruction of the cortical vestibular
bone as observed during the surgical
procedure. Ostectomy of cortical
vestibular to expose the lesion was
done, forming a bone window of
approximately 2.0 x 4.0 cm (Figure 2),
for. Curettage was performed (Figure
3) and irrigation with physiologic

serum 0.9%, followed by regularization
of borders and repositioning the
mucoperiosteal flap for subsequent
suturing. The specimen was submitted to
histopathology exam which identified the
presence of cystic lesion of odontogenic
origin exhibiting a pathologic cavity lined
by squamous stratified epithelium. Regions
of hyperplasia and arciform projections
were noticed. The capsule was constituted
by vascularized fibrous connective
tissue exhibiting intense mononuclear
inflammatory infiltrate (Figure 4). Based
in these findings, conclusive diagnosis of
residual cyst was performed.
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Discussion

The term “cyst” is defined as
pathological cavity lined by epithelium
exhibiting content fluid or semi-solid
inside. The epithelium of the cysts that are
detected in the jaws may be of odontogenic
or non odontogenic origin (7). Among
all odontogenic cysts, the RC is the most
common and it is believed that it arises
from epithelium rests of Malassez. If a tooth
showing a RC is extracted, the residual
tissue remaining from the inflammatory
periapical lesion originates the so called
residual cyst (2).

According to Camarini et al. (8), the
theory for the formation of cysts would be
one which combines the beginning of the
proliferation of epithelial fragment, leading
the formation of islets, without blood vessels,
degenerating in its central region. These islets,
being away from the adjacent connective
tissue, release enzymes which degenerate
their own cell protoplasm. In the case of cysts
of inflammatory nature, the involvement of
inflammatory cytokines presents significant
role in the evolution of the lesion (9).

The inflammatory cysts constitute
about 85% of the maxillary cysts. (10). If
the radicular cyst is not removed after tooth
extraction by alveolar curettage procedure,
the degree of inflammation may continue
(9). During anamnesis, the patient referred
that he had been submitted to the extraction
of tooth 11due to pulp necrosis with the
presence of a periapical lesion. The cystic
lesion was not properly removed during
surgery, originating the residual cyst.

Residual cysts, although in less extent
than periapical radicular cysts, have the
potential to expand (9). According to
Cedin et al. the intracystic liquid has
increased osmotic pressure more that on
the liquid surrounding tissues, which leads
to progressive cystic growth (7). This event
could have occurred in this case report
since a significant destruction of bone
cortical was present and corroborating the
report above that the residual cyst shows
expansive potential.

Silveira et al. (10) studied the role
of metalloproteinases (MMPs) MMP-1,
MMP-2 and MMP-9 in the growth of
the odontogenic lesions. In specimens of
residual radicular cyst the authors observed

diffuse expression of these MMPs in
epithelial lining and focal expression in
mesenchyme. It could be concluded that
both epithelium as capsule may influence
the mechanisms of growth and expansion
cystic, through of the participation of
MMPs in the degradation of extracellular
matrix these cells.

Radiographically, the residual cyst
in this case showed the features related
to apical periodontal cysts. Ribeiro, Jr.
et al. (11) report that the most common
findings are regular radiotransparents areas,
unilocular, surrounded by a radiopaque well
defined line .

To establish definitive diagnosis the
lesion was subjected to an excision biopsy
followed by histopathological examination.
On microscopic examination, the cystic
epithelium was showed squamous stratified
layer and its capsule consisted of dense fibrous
connective tissue. These characteristics are
in accordance to histopathologic criteria
presented by Kuc (11).

Periapical cystic lesions are generally
treated by endodontic treatment
(conservative) or surgical approache, which
is divided into enucleation, marsupialization
and decompression. Surgical treatment is
the only option in cases of residual cysts.
Cedin et al. (7) and Shear (12) defined the
decompression and marsupialization as a
step for the definitive treatment, in which
the prime objective of these techniques
is to realize a reduction of the cyst to
the posterior enucleation. However, the
enucleation should be recommended as a
way to completely remove the lesion in a
unique surgical time. It was the alternative
adopted for the resolution of the residual
cyst presented in this report.

Final Considerations

This report highlights the need for
knowledge of clinical and radiographic
characteristics of cystic lesions, emphasizing
the importance of histopathological
examination for conclusive diagnosis.
Additionally, it reinforces the importance of
post-extraction alveolar curettage in order
to avoid the permanence of an odontogenic
lesion, as a residual cyst, which may present
potential expansive and destructive if it is
not properly removed.
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Resumo

LIRA, Alexandre Aires Braga de,
EVANGELISTA, Augusto Pierry de Aratjo,
BRITO, Hiarles Barreto Sampaio, FARIAS,
Alan Bruno Lira de, GODQY, Gustavo
Pina, ALVE, Pollianna Muniz. Cisto
Residual - Relato de Caso. Oral Sci., Jan/
Apr. 2010, vol.2, no.1, p. 33-36.

Os cistos odontogénicos dos maxilares
podem ser classificados, com base na
sua etiologia, em inflamatdrios e de
desenvolvimento. O cisto residual é de
origem inflamatdria, com patogénese
associada a uma auséncia de curetagem
adequada no alvéolo de um dente com
lesdo periapical inflamatéria e por esta
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razio submetido a exodontia. O presente
relato de caso ocorreu em um paciente de
42 anos, género masculino, que exibiu
uma imagem radioldcida unilocular
localizada na regio edéntula referente aos
dentes 11 e 12, vista através de radiografia
panorimica. Ao exame tomogrifico
observou-se destruigio da cortical dssea
vestibular. Diante dos achados clinicos
e radiogrificos chegou-se a hipétese
diagndstica de cisto residual, o que
levou o paciente a ser submetido a uma
bidpsia excisional com posterior exame
histopatolégico, que confirmou a hipétese
diagnéstica clinica.
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