the remaining bone defect primarily closed. The X-
-rays performed 6 weeks and 3 months after the
operation show good recovery of the bone and sig-
nificantly decreased cystic cavity. Continuation of
treatment is planned in approximately one month.
The results obtained show the justification of such
an approach in the treatment of large cysts.

NuzZnost standardizacije postupaka u lijecenju
odontogenih keratocista

Klara Sokler
Privatna stomatoloska ordinacija “Studio 33", Ljubljana,
Slovenija

Sazetak

Odontogene keratociste ¢ine priblizno 10% svih
odontogenih cista celjusti. Javljaju se kao samostalne
promjene ili u sklopu Gorlin-Goltzova sindroma,
¢escée u donjoj ¢eljusti u podrucju angulusa i uzlaz-
noga kraka. Radioloski se prema Stoelingi dijele
na unilokularne, multilokularne s koStanom pregra-
dom, multilokularne bez pregrade, i one s valovitim
rubovima. Kao moguci uzrok recidiva (3% - 62%)
navode se: tanka cahura i njezina nepotpuna izlju-
Stenost tijekom kirur§koga zahvata, satelitske ciste,
postojanje parakeratinizacije, “abtrofung ili dropping
down” epitelnih stanica itd. U klini¢kom uzorku Kli-
nike za kirurgiju lica, ¢eljusti i usta Klinicke bolnice
“Dubrava”, Zagreb, nadeno je 30 odontogenih cista
od kojih je 12 jednokratno recidiviralo, a 3 viSekrat-
no, §to ¢ini 50%. Time se je Cestoca recidiva na tome
uzorku izjednacila s vrijednostima recidiva amelo-
blastoma (50 - 90%). Ponasanje odontogene kerato-
ciste sli¢no je dakle ponaSanju ameloblastoma, pa
je to dovoljan razlog za oprez u postupku lijecenja.
Zakljucno se predlaze:

e Odontogenu keratocistu treba smatrati odonto-
genim tumorom sklonim recidivu, kao $to ju naj-
novije klasifikacije i svrstavaju pod pojam kera-
tinizirajucega cisti¢nog odontogenog tumora.

* Slucajeve kostanih prosvjetljenja s navedenim
radioloSkim karakteristikama suspektnim na
odontogenu keratocistu prije ili u tijeku zahvata
treba patohistoloski provjeriti.

* Slucajeve cisti¢nih promjena u sklopu Gorlin-
-Goltzova sindroma i bez prethodne patohisto-
loske provjere treba smatrati odontogenim kera-

tocistama i tako ih lijeciti, a pacijente neprekidno
nadzirati zbog trajne moguénosti da se stvore
nove ciste.

* Tijekom zahvata pazljivo odljustiti cahuru i po-
slije izbijeliti kost s 3% vodikovim peroksidom
da bi se vidjeli mogudi ostatci ¢ahure, a sva
mjesta nagrizene ili perforirane kosti, kao i pod-
minirana mjesta, treba prikazati i izbrusiti frezom
do glatke povrSine.

* Cijeljenje koStane Supljine osigurati jednim od
uobicajenih postupaka (Partsch II + dekortikacija
(Brosch), Partsch II + poslijeoperativna sukcija).

e Marsupijalizaciju treba primijeniti u slu¢ajevima
iznimno velikih cista radi drenaze i moZebitnog
smanjenja kostane Supljine ili kod zdravstveno
ugrozenih bolesnika rizi¢nih za zahvat u opcoj
anesteziji. Zbog dokazanih promjena potentnosti
epitela marsupijaliziranih keratocista otvara se
mogucnost Sire primjene te metode.

* Poslijeoperativno pacijenta treba klinicki i radio-
loski pratiti do potpunog cijeljenja kosti, od 2 do
15 godina nakon zahvata, a u slucaju znakova
recidiva odmah kirurski intervenirati kako bi se
izbjeglo nekontrolirano $irenje tvorbe.

The Need for Standardisation of Procedures in
the Treatment of Odontogenic Keratocysts

Klara Sokler
Private Dental Practice “Studio 33”, Ljubljana, Slovenia

Summary

Odontogenic keratocysts comprise approximately
10% of all odontogenic cysts of the jaws and occur
as solitary lesions or within the framework of Gor-
lin-Goltz's syndrome, frequently in the mandible in
the area of the angulus and ramus. According to
Stoeling, they can be classified radiographically as
unilocular, multilocular with osseous trabecules,
multilocular without trabecules and those with wavy
edges. The following are reported as possible caus-
es of recurrence (3%-62%), the thin capsule and its
incomplete scaling during the surgical procedure,
satellite cysts, the presence of parakeratinisation,
“dropping down” of epithelial cells etc. Thirty odon-
togenic cysts were found in a clinical sample of the
Clinic of Maxillofacial and Oral Surgery, Univer-
sity Hospital Dubrava, Zagreb, of which 12 recurred
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once and 3 several times, which amounts to 50%.
Thus the incidence of recurrence in this sample was
equal to the values of recurrence in ameloblastoma
(50 - 90%). The behaviour of odontogenic kerato-
cysts is therefore similar to the behaviour of
ameloblastomas, which is sufficient reason for cau-
tion in the method of treatment. The following is
recommended:

* Odontogenic keratocyst should be considered an
odontogenic tumour with tendency to recurrence,
because in the latest classification it is included
under the term keratinising cystic odontogenic
tumour.

Cases of osseous translucency with the above
radiographic characteristics, resembling odonto-
genic keratocystic prior to or during the opera-
tion should be histopathologically checked.
Cases of cystic lesions in Gorlin-Goltz's syn-
drome, even without prior histopathological ver-
ification, should be considered odontogenic ker-
atocysts and thus treated, and patients continu-
ally monitored because of the constant possibil-
ity of new cysts forming.

During the operation carefully denucleate the
capsule and later whiten the bone with 3% hydro-
gen peroxide in order to see possible remains of
the capsule and all places of eroded or perforat-
ed bone, and also undermined sites should be
revealed and polished with a burr until the sur-
face is smooth.

Healing of the osseous cavity should be ensured
by one of the usual methods (Partsch II+ decor-
tication (Brosch), Partsch I+ postoperative suc-
tion).

Marsupialisation should be applied in cases of
exceptionally large cysts for drainage and even-
tual reduction of the osseous cavity, or in the case
of patients with health risk, who are a risk for
operation under general anaesthesia. Because of
the determined changes in virility of the epithe-
lia of marsupialized keratocysts wider applica-
tion of the method is possible.

Postoperatively the patient should be clinically
and radiographically monitored until complete
healing of the bone, from two to fifteen years
after the operation. In cases with signs of recur-
rence surgical intervention should be immediate,
in order to avoid uncontrolled expansion of the
formation/mass.

Neobic¢no metastaziranje melanoma lica nakon
sesnaest godina - prikaz slucaja

Irina Filipovi¢-Zore!, Aleksandar Milenovi¢?,

Zoran Ivasovié®, Jurica Siljeg?

1Zavod za oralnu kirurgiju Stomatoloskog fakulteta
Sveucilista u Zagrebu

2Klinika za kirurgiju ¢eljusti i lica, KB “Dubrava”
3Klini¢ki zavod za oralnu kirurgiju KBC “Zagreb”
4Specijalisti¢ka stomatoloska ordinacija za oralnu kirurgiju
prim.dr.sc. Tihomira Svajhlera

Sazetak

U radu prikazujemo slucaj neobi¢na metastazi-
ranja melanoma lica u limfni ¢vor vrata nakon Ses-
naest godina.

Pacijent M. S., Getrdeset godina, javlja se oral-
nom kirurgu zbog povecanoga limfnoga ¢vora desne
strane regije jedan. S obzirom na ¢injenicu da ima
dosta nesaniranih zuba i sijevajucu bol na desnoj
strani lica, dolazi na pregled zbog sumnje na odon-
togeni limfadenitis. Anamnesticki se utvrdi da je
pacijent prije Sesnaest godina u desnoj nazolabijalnoj
brazdi operirao melanom. Pregledom se nade post-
operativni oZiljak na desnome obrazu, tvrd, bezbolan
i pomican limfni ¢vor veli¢ine dva centimetra u regiji
jedan, te dosta nesaniranih zuba. Pacijent se uputi
prvo na citopunkciju ¢vora kojom se je utvrdilo da
se radi o metastazi melanoma. Nakon u¢injene pre-
operativne pripreme, ucini se radikalna disekcija
vrata desne strane te se izvade svi zubi koji nisu
bili za sanirati. U PHD pripravku nade se samo jedan
pozitivan limfni ¢vor. Pacijent se ukljuci u protokol
za melanom te se po klinickim smjernicama ucine
sve pretrage.

Buduci da su svi pacijentovi nalazi uredni, za
sada nije potrebna nikakva druga terapija.

Slucaj prikazuje da ni takve situacije ne mozemo
zanemariti u diferencijalnoj dijagnostici povecanih
limfnih ¢vorova vrata.
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