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Introduction

Dentigerougysts arise from odontoge epthelium associated with an ungtedadult
tooth.(1,2,3,4,5,6,8) Gingival changes assotéa with these cysts can benimal to non
existent. Without adegate assessment of edentulous aceaslitions that result in patient
discomfort and tissidestruction may go undetected. This case report descrilgiaghesis
andsugical treatment of a dentigeroagst associated withgeeminglymissing mandibulaleft
first premolar (305) with minimalisible grosgyingival pathology.

History:

A three year old, maleeutered, Shih Tzu weighing 8 kg presentecafoannual examination
in March2002. No prior oral care had been provided by the owner. Dental cleaning had never
been performed.

Diagnostics:

Physical examination of thgatientwas within normal limits. Oral examinatioavealed a
gingivitis index of Il, a calculus index of I, and a plaque index §9)I There was a marked
distolingual rotation of the maxillary right (106hd left (206) second premolar teatid the
maxillary right (107 and left (207) third premolar teetlingual displacement of the
mandibular left (302and right (402) second incisor tesths noted. The patient was missing
the mandibular left first (305) drsecond (306) premolar teethd the randibular right second
premolartooth (406).Close inspection revealed a firm onellimeter nodule present dsally in
amelanotic gingiva simillimetersdistal to thdeft mandibular labial frenulum (Figure 1INo
additional abnormalities were preseiithe patient was kept for complete dental radiographs and
dental cleaning pending an appropriate-gmesthetic evaluation.
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The differential diagnosis for the nodule in amelanotic gingssociated with the missing
tooth included gingival ovgrowth obscuring a retained root fragment from previous tooth
fracture, absces3(5), neoplasiag,4,57,8,10)fibrous lesion of the mandibl@)and
cyst.(1,2,3,4,5,6,7,81)

_

Figure 1
A small amelanotic region is present just distal to the frenulum.
A small nodule can be seén the gingiva.

Preanesthetic blood testing included a complete blood count, ALT, BUNjlacdse which
were all within normal limits. Pranesthetic EC&analysis showed a normal sinus rhythm,
normal complexes and a heart rate of 106. Mucous membrane color, capillary refill time, pulse
character and chest auscultation were all within noliméts.

Butorphandl (3.2 mg IM) was giver80 minutes preoperatively and a 20 gaimjevenous
cathetet placedin the right cephalic veinGeneral anesthesia was induced with ketahgi®
mg 1V) and valiunf (2 mg IV). The patient was intubatedth a 5.5 mm cuffed endotracheal
tubd and the cuff was gently inflated. The animal wasntained with isoflurarfg(2.0-2.5%)
and oxygen (D L/min)12) using a semélosedanestheticlelivery systefy placed on avater
circulatedheating padand lead for the ECG monitSmpositioned. A balanced electrolyte
solutiorl was administered at 10ml/kg/fit2) Temperature, respiration, pulse and capillary refill

time were regularly recorded by a technician.



A complete oral examination was performed abdormalities noted on the dental chart. In
addition to the changediovered during the initial oral examinatisiight bleeding was present
upon probing the buccal aspectteeth206 and 207 at the furcation. All pocket depths were
within normal limis. The oral cavity was thoroughly rinsed with 0.12 % chlorhexidine
solution. @mplete supragingival and subgingival scdlimgs performedThe teeth were
polished using a disposable prophy aligia a slow speed handpi€@and polishing paste The
oral cavity was rinsed thoroughly with saline followed agai®Hy % chlorhexidinesolution.

Dental radiograps’ were taken of all teethRadiographic findings includedraunded one
centimeter diameter lucency in the left manditiextendedrom the mesial aspect of the
mandibulaideft third premolartooth (307) tothe centralaspect of theoot of themandibuladeft
caninetooth (304).(Figure 2)The apex of the mandibulbeft first premolartooth (305) was
displaced in @oronaland dstal direction and the roetastippeddistally. The distalcuspof

tooth 305 rested just above the level of the alveolar crest and bone was absent at this interface.

Figure 2
The cyst has displaced the unerrupted premolar and can be
seen surrounding a portion of tandibular leftcaninetooth (304)



Diagnosis:
Based on the radiographic appearance of this lucency and its desoweidlt unerrupted
tooth 305 a tentative diagnosi$ a dentigerousyst was made The tentative diagnosis was

relayed to the owner.

Treatment Plan:

The treatment plan included poperative and posiperative pain management, aspiration of
the cystfor cytologic evaluationandcomplete removal of thliningto prevent recurrence.
Placement of a synthetlwone implarit prior to closuren order to fill the defect and maintain the

alveolar ridge was also planned

Treatment:

The patientvas placed in right lateral recumbency. A mental nerve block was performed by
injecting bupivicaing(1.5 mg) using a tuberculisyringe and a 25 gauge 1 inch negdiethe
entrance to thieft middle mental forameand holding digital pressure ovéretforamen for
sixty secondsThe surgical site was thoroughly lavaged with 0.12 % chlorheXidiation.

A #15 Bard Parker bladleountedon a No. 7 scalpel handleas used tonaketwo divergent
vertical releasing incisits starting irthe gingva at thelingual aspect of thenandibleand
extending six millimeters beyond the mucogingival lif@ne incision was made at thresial
angle oftooth307 andhe othetthreemillimeters distal totooth304. The incisions were
connectedy incisingthe gingivaon themandibularcrest. A No. 2 Molt periosteal elevatdr
was used televatethe flap apicallyto expose the ared he distalportion of the crown ofooth
305 could be visualized with a portion of the cyst lining aeti¢o the neck of th@oth(Figure
3) The cyst opening could be seeradgtic area in the bone mesial and but¢odaboth304.
Tooth305was easilyextracted with a dental luxatbusing minimal effort. The fluid in the cyst
was clear and was aspirated into a 3 cc synitiea 22 gauge needland kept for cytology A
No. 4round bu¥ in a high speed delivery systemas used to remove a small portion of alveolar
bone to aid in cyst visualization andrettage.The cyst lining could be visualized adhered to the

exposedone and a portion of threot oftooth304 and extendearound the root, lingually and



bucally.(Figure 4) The cyst lining was grasped with an ophthalmic thumb féraeg(a

portion) was peeled from the bon®emnars of thelining were gentlyscrapedrom the walls
using aNo. 2 Molt periosteal elevatdbeing careful not to damage the exposed rotwath
304.(Figure 5) Following removal of the cyst lining the defect was thahly lavaged with
saliné® 24%EDTA was applied to the exposed cemenfor two minutes and rinsed from the
site with salin&. A syntheticbone implant was placedn the defecto the level of alveolar
crestal bone (Figure 6)The gingiva was sutured in a simple interrupted pattern hdayp

Hagar needle holdéfaand4-0 monocrylwi t h a -3dut8ng nebdi€'SFigure 7) A post

op radiograph showed complete fill of ttysticsite with bioglas$ (Figure 8) Ketoproferi® (16
mg IM) was administered for pain contralhe cyst linng was sent for histopathology.
Cytology of the contents of the cyst was unremarkable, containing only occasional red blood

cells.

Figure 3
A portion of the crown ofhe mandibulateft first premolar 805) could be
visualized with a portionf the g/st lining adhered to the neck of the tooth.
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Figure 4
The cyst lining could be visualized adhered to the exposed
bone and a portion of the root of 304

Figure 5
The cyst lining was carefully scraped from the walls
using a Na@2 Molt periosteal elevator.



Figure 6
A synthetic bone materiafas placed to fill the defeeind help
maintain the alveolar ridge.

Figure 7
The muoperiosteal flap was sutured witFO4monocryl
in a simple interrupted pattern



Figure 8
Complete fill of the cyst site with synthetic
bone materialmmediately posbp.

Postop Care

The patient was placed on a blanket in recovery and carefully monitored. At the first sign of
swallowingthe endotracheal tubaas délated and removed. The patient was monitored until
sternal recumbency was achieved. Head bobbing was encountered and the patient was held by a
technician until able to stand without danger of-tlifima. Prior to discharge the IV cath&ter
was removea@nd a light pressure bandage placed over the catheter site to aid in hemostasis.

A recheck was scheduled for two weeks pmsto monitor healing of the surgical site.
Instructions were to feed soft food only for a period of two weeks eliminatoegado anything
in the environment that was hard that could be chewed. Ketofrafas dispensed in a
flavored oral suspension (10mg/ml) with instructions to give 8 mg every twenty four hours for
three days starting twenty four hours popt Two daydgollowing discharge the owner was
contacted by phone. The patient showed no advéfesgsfrom the procedure.

A diagnosisf odontogenic cyst was confirmed by bisthologythree days later. The

results were relayed to the owner by phone.



