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ABSTRACT

The author presents the case of a patient afflicted by pes anserine bursitis completely resolved thanks to treatment 
with oxygen-ozone therapy. The complete recovery was confirmed by the control with Magnetic Resonance one month 
after the treatment.

The imaging-guided intra-bursal injection of the oxygen-ozone gas mixture can therefore be considered a valid 
therapeutic alternative in the treatment of inflammatory and overload joint pathology; as a method of simple and rapid 
implementation with low costs and without significant side effects or contraindications.
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INTRODUCTION

Pes anserine bursitis is part of the large group of so-called overload diseases. The inflammatory process affects 
the bursa’s anatomical complexity of the goose paw (sartorius, gracilis, and semitendinosus). The treatment of pes 
anserine bursitis finds as the first therapy the suspension of the activity that caused the inflammation, then uses not 
particularly aggressive therapies such as anti-inflammatory drugs, cryotherapy (for periods of 15 min), ultrasound 
physiotherapy, tecar therapy, strengthening of the quadriceps muscles, stretching of the internal flexor and rotator muscles 
of the knee. Oxygen-ozone therapy can be a valid and effective alternative in the treatment and resolution of the 
inflammatory process of pes anserine bursitis. In addition, the infiltration of the mixture directly into the bag, thanks to 
ultrasound control, allows the anti-edema effect of ozone optimally and effectively activates the mechanisms that oversee 
the anti-inflammatory response (1, 2).

Clinical Case
A 41-year-old male amateur basketball player underwent arthroscopic surgery for a medial meniscectomy in 

January 2016. In March, he came to our attention complaining of pain on the inside of the knee. The pain increased with 
movements, while a state of rest relieved the symptoms. Physical activity exacerbated the symptoms, and the pain was 
evoked by pressure palpation in the affected area. Following the poor results obtained after the targeted physical therapies 
and the administration of anti-inflammatory drugs, he was subjected to magnetic resonance imaging of the knee (3) (Fig. 
1).
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ABSTRACT

Root cysts are inflammatory odontogenic cysts related to the teeth. Most of these lesions involve the apex of the tooth 
and appear as well-defined radiolucency with clear margins without erosion of the neighbouring structures. Rhizolysis, 
defined as the process of resorption of the hard tissues of the dental element, appears to be physiological during tooth 
exfoliation, pathological in the permanent elements and is a possible consequence of many dental treatments. This case 
report documents a large root cyst associated with external root resorption. Based on the clinical, radiographic and 
histopathological findings, the present case was diagnosed as an infected root cyst. The lesion was surgically enucleated 
with the extraction of the associated tooth. Preservation of all other teeth and vital structures was achieved without 
postoperative complications and satisfactory healing.
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INTRODUCTION

A radicular cyst is defined as a chronic inflammatory lesion of the periapical tissues of the tooth (alveolar bone and periodontal 
ligament) originating from infectious or degenerative pathologies of the internal tissues of the tooth (1). It is the most common 
form of cystic pathology of the jaw bones, most frequently affecting between thirty and fifty years of age.

The pathology usually remains asymptomatic for a long time and is typically diagnosable only by radiographic examination 
(2). In this phase, it is clinically and radiologically little distinguishable from the apical granuloma, from which it develops. 
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However, over time it can tend to increase in size, causing bone 
deformation, thus manifesting a symptomatology linked to the process 
of expansion and compression of the neighbouring structures (3, 4). The 
aim of this study was to describe the clinical management of a giant root 
cyst in the upper jaw.

Case Report
A 33-year-old male presented with localized swelling on the 

left upper jaw (Fig. 1). According to the patient, the swelling was 
insidious onset, gradually progressive, and fistulized. Element 1.1, 
already endodontically treated for 20 years, presented external root 
resorption and evident discolouration. External examination revealed 
widespread swelling on the left side of the jaw. The overlying skin 
was normal and painless, with no associated lymphadenopathy. 
Intraoral examination revealed an intact permanent dentition, 
swelling in the left upper alveolus associated with lateral incisors 
and mild palatal swelling. On palpation, the surface was smooth, 
with no noticeable fluctuations. It showed a faint bony crepitus in 
both the buccal and palatal sides.

An orthopantomogram (OPG) and computed tomography (CT) 
were acquired (Fig.2-4). Lateral and axial sections of the CT scan 
were analyzed. On the OPG, the lesion appeared to have a rounded 
radiolucency with well-defined margins. CT revealed an expansive, 
primarily cystic lesion of maximum dimensions of 13.5 mm x 12.8 
mm x 11.6mm that had led to thinning and erosion of the bone along 
the cystic walls in the anterior maxillary areas. Laterally, the lesion 
was well circumscribed to the lateral and central incisors region. 
The central incisor had significant root resorption, and the cystic 
lining was in direct contact with the lateral incisor. The patient’s 
biochemical tests revealed normal serum calcium levels, phosphorus 
and alkaline phosphatase.

Based on the clinical and radiological data, a preliminary 
diagnosis of a root cyst was made. The differential diagnosis included 
odontogenic cyst, maxillary mucocele, giant cell tumor, odontogenic 
adenomatoid tumor, and uni- cistic ameloblastoma.

Since the involved bone had multiple cortical erosion involving 
the vestibular and palatal walls and the resorption of the associated 
tooth, enucleation of the lesion was planned with tooth extraction 
(Fig. 5, 6). After raising the flap, under local anaesthesia, the margins 
of the cyst were visualized and marked. The lesion was removed 
from the anterior maxillary wall. The defect was closed with a bone 
graft collected by the same patient (Fig.7, 8). The area was debrided 
entirely from the obtained hemostasis and closed in layers with 
resorbable sutures (Fig. 9, 10).

Appropriate antibiotics (Amoxicillin 875 mg + Clavulanic acid 125 
mg), pain relievers (Naproxen 550 mg tablet) and dietary instructions 
were provided. The lesion healed well during the postoperative period, 
and the patient had no recurrence at the 3-year follow-up.

Fig. 1. Frontal view of the oral cavity. Fig. 1. Frontal view of the oral cavity.
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Fig. 3. Lateral view of CT scan. 
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Fig. 5. Surgical exposures of external maxillary wall. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 6. Alveolus after tooth extraction. 

 

 

 

 

 

 

 

 

 

 

Fig. 5. Surgical exposures of external maxillary wall. Fig. 6. Alveolus after tooth extraction.

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 7. Bone empty space after cyst removal. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 8. Grafted bone. 

 

 

 

 

 

 

 

 

 

 

Fig. 7. Bone empty space after cyst removal. Fig. 8. Grafted bone.

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 9. Sutures. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 10. Cyst. 

 

 

 

 

Fig. 9. Sutures. Fig 10. Cyst.

DISCUSSION

The most common cause for root cyst formation is infectious (5-11). Infections derived from bacteria, toxins and 
products of metabolism can reach the periapical tissues (periodontal ligament and alveolar bone) through the internal 
canals of the tooth (12-13). Sometimes the pathology develops from a tooth previously treated for a pulp pathology 
(devitalization). In these situations, the case is still bacterial due to the permanence of untreated canal areas (subsequently 
to lack of instrumentation or canal toot aberrant geometry).

One of the most common complications is empyema or infection of the cystic cavity. In this case is an acute infection 
with pain, swelling and body temperature increase (14, 15). In addition, fistulization can occur in the oral cavity or, more 
rarely, in the facial skin.

A root cyst is unlikely to cause significant erosion of the tooth or roots, even in very large lesions. However, if tooth 
erosion appears radiographically, the coexistence of internal resorptions must be suspected (16).

In large cysts, massive growth can lead to compression of local nervous structures, with the consequent appearance of 
paresthesia and deformation of the bone and facial structures, due to its progressive enlargement (17, 18).

Sometimes the cystic lesion can reach dimensions able to cause fracture of the affected bone for simple, functional 
stresses such as chewing. In addition, the development of ameloblastoma and squamous cell carcinoma from a root cyst 
has been reported. However, given the rarity of these reports, the probability is very low (19).
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In order to remove the cyst, it is necessary to proceed with the surgical enucleation of the entire lesion (cystectomy 
or Partsch II intervention). Instead, when the cystectomy is not recommended due to the risk of damaging important 
structures such as vessels and nerves, a marsupialization (cystotomy or Partsch I intervention) is the best choice. The 
first type of intervention (cystectomy) aims to remove the cystic tissue altogether. The advantage of this procedure is 
the possibility of histological diagnosis of the entire lesion and the filling of the residual cavity with bone to reduce the 
recovery time (20, 21).
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