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ABSTRACT

Case Report

Solitary Bone Cyst of Maxilla in a
12-year-old Child: A Case Report

[[ES) & v-ric-rio |

Solitary Bone Cyst (SBC) are the bony cysts which lack epithelial lining. They are also known as simple bone cysts or pseudocyst.
This fluid filled lesions, lies in an intact bony wall. These lesions are not a common clinical finding and are frequently discovered by
chance in radiographs during routine examinations. The aetiopathogenesis has not been studied in depth, and the management
remains controversial. When presented in oral cavity, the most common site of occurrence is body of mandible with 75% occurrence
among jaw bones while prevalence in maxilla is only 1% in the jaw bone. In this case report, solitary bone cyst is presented in a 12-
year-old male patient, who came with chief complaint of bony enlargement on buccal aspect of maxilla in the posterior region. The
lesion presented as a painless swelling for three months gradually increasing in size. The patient was treated with surgical excision
and there was no sign of regional recurrence at three months of postoperative follow-up. In this paper, the authors presented a rare

case report of solitary bone cyst in maxilla in a paediatric patient.
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CASE REPORT

A 12-year-old male patient, reported to the Outpatient Department
with the chief complain of an enlargement present on right side of
the upper jaw since three months which was not associated with any
pain but patient was concerned due to increasing size of the lesion
as it was creating problems in masticatory functions and aesthetics
[Table/Fig-1]. On taking history, it was revealed that patient did not
have any history of trauma, also there were no associated symptoms
present. Patient noticed that the swelling enlarged rapidly within
two to three months from a small nodular growth to a large bony
mass. There was no significant past medical history and no family
history of similar occurrence. Patient was completely well on physical
examination.

The extraoral examination of child revealed leptoproscopic facial
form with mesocephalic head form. Lips were competent and no
facial asymmetry was observed. The patient was otherwise healthy.
Intraoral examination of oral cavity presented late mixed dentition
and revealed a unilateral enlargement present on posterior aspect
of maxillary bone on buccal cortical plate involving tooth number
14, 55, 16 and region posterior to tooth number 16 extending
upto the maxillary tuberosity. The enlargement was bony hard on
palpation, non tender, non mobile. The overlying mucosa was thin
and blanched. The lesion had clear boundaries with a diameter of
1.5 cm. The teeth 11,12,13,14,16 were vital on conducting vitality
tests using electric pulp tester.

Also, there was no history of pain or sensitivity associated with
any of the teeth adjacent to the area of lesion. Patient presented
with Cone Beam Computed Tomography (CBCT), obtained from
previous hospital, which showed a radiolucent unilateral lesion on
the right side, confined to the posterior region of maxilla on the
buccal aspect covering the roots of premolar and molar teeth, with
defined borders [Table/Fig-2]. On the basis of radiological findings,
the differential diagnosis was made as ameloblastoma, keratocystic
odontogenic tumor, myxoma, and central giant cell granuloma. With
available clinical and radiographic findings, the clinical diagnosis of
SBC was made. After taking an informed consent, the patient was
scheduled for excisional biopsy under general anaesthesia, the
treatment was planned to remove the bony mass.

A full thickness flap was raised to expose the lesion adequately.
Using a bone cutting carbide bur no. 702 SS white, the bony growth
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[Table/Fig-1]: Clinical presentation of lesion; blanching and thinning of mucosa
can be observed. [Table/Fig-2]: CBCT showing radiolucent unilateral lesion on
right side in posterior maxillary region. (Images from left to right)

was cut under continuous saline irrigation, using bone filer the rough
edges of the surrounding bone were smoothened and the granulation
tissues were curated using a curate. Once the smoothening is done,
the area was washed thoroughly with iodine and saline solution in
1:1 proportion. The flap was closed with sutures which was followed
by the placement of the periodontal dressing [Table/Fig-3]. Size
of excised lesion was 1.5 cm in diameter [Table/Fig-4], the lesion
was then sent for biopsy for the confirmation of pathology and final
diagnosis. Histopathological examination showed the fragments
of bony trabeculae with fibrous septa lacking any lining epithelium,
these findings were consistent with the diagnostic histological
features of SBC thus confirming the final diagnosis of solitary bone
cyst [Table/Fig-5,6].
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[Table/Fig-3]: Excisional biopsy performed under continuous saline irrigation.
[Table/Fig-4]: Excised bony mass, 1.5 cm in diameter. (Images from left to right)

Antibiotics, analgesics and mouthwash were prescribed for next
seven days and patient was kept on a liquid diet. No postoperative
complications were noticed and patient was discharged the next
day. Follow-up appointment was scheduled after 10 days of surgery
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[Table/Fig-5]: Histopathological image with 10x magnification, using H&E stain.
Bony trabeculae with fibrous septa without epithelial lining can be seen.

[Table/Fig-6]: Histopathological image with 100x magnification, using H&E stain.
Bony trabeculae with fibrous septa without epithelial lining. (Images from left to right)

and suture removal was done. Tissue appeared healing and patient
was asymptomatic after 10 days. The lesion healed uneventfully
and no postoperative complications were seen after three months
follow-up [Table/Fig-7,8].
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[Table/Fig-7]: Follow-up after 10 days, healing tissues can be observed.
[Table/Fig-8]: Follow-up after three months, complete healing can be observed.
(Images from left to right)

DISCUSSION

Solitary Bone Cyst (SBC) was described as an entity in 1929 by
Lucas. The diagnostic criteria were first established in 1946 by
Rushton. [1,2] This is an idiopathic cyst, also considered as a
pseudocyst. Some other names include traumatic bone cyst, simple
bone cyst, haemorrhagic bone cyst, haemorrhagic cyst, idiopathic
bone cavity and unicameral bone cyst. The term “solitary bone
cysts” was recommended by international [3]. SBC are intraosseous
pseudocyst having a connective tissue lining without any epithelial
lining, from inside it is either empty or filled with blood, serum, or
serosanguineous liquid [2,4].

The SBC are commonly found in other parts of skeleton, normally
in the medulla of long bones (90-95%) with a high prevalence
in the proximal metaphyseal region of the humerus (65%) and
the diaphyseal axis of the femur (25%) [5,6]. Only 10% occurs
in the jaws; 75% of these occurs in the body of mandible, more
frequently involving the posterior region and less common in the
anterior mandible/mandibular symphysis. In the body of mandible,
the second premolar is the most common location [5]. Only 1% of
maxillary cysts constitutes solitary bone cysts, with most reported
cases in the anterior region than posterior region and therefore, the
presented case added an important contribution. The occurrence
of SBC majorly happens during second decade of life without any
sex discrimination [7,8,9]. However, some authors reported male
predilection with male:female ratio of 1.6:1. Seen more commonly in
Asian and black females according to Howey’s analysis [10].
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The lesions of SBC are commonly asymptomatic; however, some
authors have reported complains of pain, tooth sensitivity and
paresthesia associated with displacement of the inferior dental
canal [10]. As reported by Forssell K et al, in 1988, 30% of SBC
cases there was presence of pain in the affected area [11].

Three main theories have been speculated to explain the
aetiopathogenesis of SBC as: a) abnormal osseous growth
b) degenerating tumoral process c) A particular factor triggering
haemorrhagic trauma [12]. However, the most accepted theory
is intermedullary haemorrhage. In SBC the haemotoma fails to
organize in marrow space leading to liquefaction of clot and necrosis
of bone marrow which causes trabecular resorption by osteoclastic
activity. Following this, there is increase in osmotic pressure which
is due to the breakdown products of haemolysis, the increased
osmotic pressure leads to transudation and cyst formation [13,14].
Therefore, most of the SBC develops after trauma or previous
injuries. The spongy bone contains haemopoietic marrow and
gets enclosed in heavy compact cortical layer, this explains the
common occurrence of SBC in mandible and in young people and
children [13].

Most widely accepted treatment for SBC is surgical exploration
followed by curettage of the bony walls. The surgical exploration
produces bleeding in the cavity and serves as diagnostic maneuver
and a therapeutic therapy [15,16]. Resolution of the lesion
depends upon size of the lesion and usually takes place in six
months with a good prognosis and rare reoccurrence rate. Other
approaches for the treatment include use of allogenic materials
like lyophilized bone, hydroxyl-apatite or gel foam to fill the bone
cavity in cases where conventional management fails and dental
implant rehabilitation is required [17,18]. These cystic lesions are
often asymptomatic without any complain of pain and diagnosed in
routine radiographic examinations. Radiographically SBC presents
radiolucent lesions mostly having well-defined margins and normal
appearance [8].

It is very uncommon to see the presence of fistulas, root resorption,

paresthesia, and pathological fractures in association with these
lesions [18]. CBCT aids in authentic radiographic diagnosis of SBC
if orthopantomography fails to do so. Major complications have
not been reported with these cystic lesions but extensive lesions
can cause pathological bone fractures [19]. The main radiographic
feature is scalloping which is seen in the lesions that are extended
towards the apex of roots. In extensive lesions, the cortical bone
tends to be thinned due to intraosseous erosion without causing
bone expansion or fracture [20].

In this case, the patient came with the chief complaint of unusual
swelling on right side of the maxilla which gradually increased in
size within two to three months. On clinical presentation the lesion
was bony hard on palpation without any pain or tooth sensitivity.
Also, patient did not provide any history of previous trauma. Surgical
excision or curettage was the treatment of choice, therefore
excisional biopsy of the lesion followed by curettage was chosen
as treatment plan. Treatment was uneventful and the child did not
present any complications after 3 months of follow-up. Similar case
reports have been tabulated in [Table/Fig-9] [21-23].

Author’s
S. name and Age of Site of
No. year Place of study subjects occurrence Clinical findings Diagnosis and treatment
No clinically detectable lesion. On radiographic
examination, panoramic view showed a 2 cmx1.5 cm ) .
Department of ) : ) . : . Solitary or traumatic bone cyst.
- well-defined unilocular radiolucent lesion with sclerotic ’ h
. Oral Medicine and . ) . Treatment: Patient was advised
Patil SP et al., . 15-year- . . border extending from the apical region of the upper . .
1. Radiology, Rural Posterior maxilla | for conservative surgical
2019 [21] old female right second premolar to the second molar. CBCT of o : A
Dental College, ] o ) excision, but patient did not
maxilla (5 mA, 90 kV, and 360°) also revealed single,
Ahmednagar ) . ) ) . show up.
large, well-defined, expansile radiolucent lesion of size
2.8 cmx2.1 cm on the right side of the maxilla.
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A slow-growing, asymptomatic, Indurated lesion for
2-years. Clinically there was an increase in the right .
. . . ) ) . Solitary bone cyst on upper and
~ Right side of the | region of the upper jaw, measuring approximately 1.5 cm. h
Saldafia SA ) . . . . lower jaw.
. 45-year- upper jaw and | Palpation of lower jaw revealed bilateral volume increase . BT,
2. et al., 2018 Mexico ) . . ) ) Treatment: Surgical incision
old male both sides of in the region of the mandibular body and chin area. Three . )
[22] ) . h . ) of cystic cavity followed by
the lower jaw. dimenstional reconstruction of the facial mass revealed
. ) . ) ) curettage of the affected area.
expansion and perforation of bilateral mandibular vestibular
cortical plate, with no data of tooth displacement.
Liobet L et University of 15-year- Posterior region No CI|Q|CaI variation was prgsent, lesion was detected Solitary bo.ne cy;t of mandn?le.
3. . ) . in routine prosthodontic visit. The CBCT showed the Treatment: Continuous surgical
al., 2019 [23] | Barcelona, Spain old patient of mandible. . . ) ) ;
presence of well-defined unilocular radiolucent lesion. decompression was done
g;ggg&;?itczf Unilateral enlargement presents on posterior aspect of Excisional biopsy was done
: 12-year- Posterior region | maxillary bone on buccal cortical plate involving tooth under general anaesthesia
4. Present study | and Preventive } . )
. . old-male of maxilla. number 14, 55, 16 and region posterior to tooth number and the sample was sent for
Dentistry, Bilaspur, h ; . } ) L
Chhattisgarh 16 extending upto the maxillary tuberosity. histological examination.

[Table/Fig-9]: Similar case reports of solitary bone cyst [21-23].
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