CASE REPORT
Inflammatory Dentigerous Cyst in Mixed Dentition- An Enigmatic Diagnosis
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ABSTRACT: Odontogenic cysts commonly seen are the radicular cysts and dentigerous cysts. Radicular cysts arising from
deciduous teeth are very rare. ADentigerous cyst may be of two types; the developmental dentigerous cyst which usually occurs in
mature, impacted orunempted teeth and the inflammatory dentigerous cyst which is only found in the mixed dentition. The choice
of treatment of the inflammatory dentigerous cysts in mixed dentition would be to extract the infected primary teeth and leave the
cystic cavity open for drainage, so as to facilitate the spontaneous emption of the badly dislocated permanent teeth. The ossification
of the bony defect is also found to occur simultaneously. This paper describes an inflammatory dentigerous cyst that was treated by
extraction of the non-vital primary tooth and marsupialisation of the cyst. A seven month follow-up of the treatment is presented.
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A dentigerous cyst is one that encloses the crown of an
unerupted tooth by expansion of its follicle, and is
attached to its neck[1• 21• According to Shear, about 9% of
dentigerous and 1% of radicular cysts occur in the first
decade of life, while Donath stated that about 4% of
dentigerous and less than 1% of radicular cysts appear
during this period[31•
Radicular cysts arising from deciduous teeth are very
rare because, pulpal and periapical infections in
deciduous teeth tend to drain more readily than those of
permanent teeth. Differences also exist between them, in
the kind of the antigenic stimuli that evoke the changes
leading to the formation of a radicular cyst [I J.
There are two types of dentigerous cysts. The
developmental variety occurs in mature teeth as a result
of impaction, while the inflammatory type occurs in
immature teeth, due to spread of inflammation to the
follicle from the overlying necrotic deciduous tooth or
other source. These inflammatory dentigerous cysts are
common in the first and early part of the second decade.
They are usually diagnosed either on routine
radiography or when a patient complains of a slowly
expanding swelling, with or without pain. The
mandibular premolars are commonly involved.
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Histopathology reveals a lining of hyperplastic nonkeratinizing stratified squamous epithelium of varying
thickness which frequently shows anastomosing reteridges. They may histologically be indistinguishable
from radicular cysts.
All cases are inflamed.c41 Such inflammatory dentigerous
cysts are found more frequently in boys than girls and are
found only in the mixed dentitionY1
The suggested treatment of choice of these lesions
consists of extraction of the non-vital deciduous tooth,
thereby removing the source of inflammation, followed
by marsupialization of the cyst to allow normal eruption
of the permanent tooth.[41
This paper describes an inflammatory dentigerous cyst
that was treated by extraction of the non-vital primary
tooth and marsupialization of the cyst. The outcome of
the treatment is also presented.
CASE REPORT
In July 20 l 0, a 10 year old boy reported to the clinic with
a swelling on the left side of the mandible. The parents
had observed the changes for three months but the
swelling was painless. The child was otherwise healthy.
On examination there was a swelling on the buccal
surface of the mandible on the left side, extending from
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Fig 1: Intraoral frontal view showing the swelling on the buccal
surface of the mandible on the left side, extending from distal
aspect of left lower lateral incisor to the mesial aspect of left lower
first permanent molar, obliterating the buccal vestibulum.
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Fig 2: Occlusal photograph showing class II cavitated lesion
in left first primary molar, erupting right first premolar and
obliterated buccal vestibule in relation to left first and second
primary molars.

showed caries extending into the pulp and minimal root
resorption.
Aspiration yielded yellowish straw colored fluid, which
was consistent with the diagnosis of a cystic lesion. A
provisional diagnosis of dentigerous cyst was made.
Extraction of lower left first primary molar followed by
marsupialisation of the cystic lesion was planned.

Fig 3: Panoramic radiograph showing a unilocular radiolucent
area with sclerotic border associated with the crown of
unerupted lower left first premolar and the roots of the
first primary molar extending into the radiolucency.

distal aspect of left lower lateral incisor to the mesial
aspect of left lower first permanent molar, obliterating
the buccal vestibule (Fig-1 ). It was firm in consistency.
The left first primary molar had a proximal
(disto-occlusal) deep cavitated lesion. On the right side,
the first premolar was erupting (Fig-2).
The panoramic radiograph showed a unilocular
radiolucent area with sclerotic border attached to the
neck of the crown of the lower left first premolar. The
radiolucency seemed to be associated with the carious
first primary molar, but on careful examination it was
noted that there was complete destruction of the
pericoronal space and the bony crypt of the unerupted
first premolar (Fig-3). The permanent canine was
displaced medially and inferiorly with its crown lying in
relation to the apex of lateral incisor, causing flaring of
the crown of lateral incisor. The left first primary molar

The mandibular left primary first molar was extracted
under local anesthesia and an opening was made through
the exposed cyst to give a good view of the cyst lining
and the unerupted tooth. The tooth bud of left first
premolar was completely visible and was lying very
loose within the cyst cavity (Fig-4 & 5).
Histological examination could not be done because
sufficient amount of cyst lining was difficult to be
excised, as there was a danger of dislocating the tooth
bud of first premolar. The cyst cavity was irrigated and
was carefully packed with iodoform gauze.
Antibiotics and analgesics were prescribed. The gauze
was changed every second day for a period of two weeks.
A panoramic radiograph taken at the end of one month
revealed a reduction in the size of the radiolucency and
an improvement in the position of lower left permanent
canine, which was now lying more vertical (Fig -6).
A panoramic radio graph taken at around four and a half
months after the procedure, showed complete resolution
of the radiolucency and continued root formation and
eruption ofleft permanent canine and first premolar. The
left second primary molar showed complete resorption
of its roots and was about to exfoliate (Fig-7). Clinical
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Fig 4: Intraoperative view showing the cyst cavity
and the loosely placed tooth bud of first premolar
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Fig 5: Post operative view showing the cyst
cavity left open to receive the iodoform gauze

may be of either extrafollicular or
intrafollicular
• • [ I ] Th
.
ongm
. e notion
of a dentigerous cyst of
inflammatory origin was first given by Bloch-Jorgensen.
He found that the origin of all follicular cysts in his series
was from the overlying necrotic deciduous tooth[21 •
Benn and Altini proposed 3 feasible mechanisms in the
histogenesis of inflammatory dentigerous cysts:

Fig 6: Panoramic radiograph taken at the end
of one month revealed the radiolucent area became smaller
and an improvement in the position of lower left permanent
canine, which was now lying more vertical.

examination at the end of five months showed the cusp
tip of the first premolar emerging into the oral cavity
(Fig-8).
Following exfoliation of left second primary molar, it
was decided to utilize a removable acrylic space
maintainer with C- clasps placed on left lower lateral
incisor and first permanent molar to prevent their distal
and mesial drifting respectively so as to preserve space
for eruption of left permanent canine, first and second
premolars.
A panoramic radiograph taken in February 2011,
revealed complete disappearance of radiolucency,
erupted first and second premolars,and erupting canine
(Fig-9). Clinically the first and second premolars had
erupted and the cusp tip of canine was seen emerging into
the oral cavity (Fig-10).
DISCUSSION

Many theories have been proposed to describe the
atho enesis of a denti erous c st. Denti erous c sts
43 Journal of Scientific Dentistry, 2(2), 2012

1. Intra-follicular developmental dentigerous cysts
formed around the crowns of permanent tooth that
become secondarily inflamed, as a result of periapical
inflammation spreading from non-vital deciduous
predecessors.
2. Radicular cysts at apices of non-vital deciduous teeth
fuse with the follicles of un erupted permanent
successors. "Eruption" of successor teeth into the cystic
cavity results in the formation of extra follicular
dentigerous cyst.
3. Periapical inflammation from any source but usually
from non-vital deciduous teeth spreading to involve
follicles of un erupted permanent successors. The
inflammatory exudate causes separation of reduced
enamel epithelium (REE) from the enamel with resultant
cyst formation[41 •
This helped them conclude that two types of dentigerous
cysts occur. The first type is developmental in origin,
occurring in mature teeth as a result of impaction. They
are found to occur during the late second and third
decades, predominantly involving mandibular third
molars and are generally un inflamed unless secondarily
infected. Histologically they are lined by epithelium
resembling reduced enamel epithelium. The second type
is inflammatory and occurs in immature teeth due to
spread of inflammation to the follicle, from a non-vital
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Fig 7: Panoramic radiograph taken at around four
and a half months after the procedure shows complete
resolution of the radiolucency and continued root
formation and eruption of permanent canine and first
premolar. The second primary molar shows complete
resorption ofits root

Fig 8: Occlusal view at the end of five months showing
the cusp tip of first premolar emerging into the oral
cavity.

Fig 9: Panoramic radiograph at the end of 7 months
showing complete resolution of radiolucency and
erupted first and second premolars and canine.

Fig 10: Occlusal view atthe end of 7 months showing erupted left
first and second premolars and erupting canine. A removable
acrylic space maintainer with C- clasps was placed after
exfoliation of second primary molar to preserve space for
eruption of permanent canine, first and second premolars.

deciduous tooth or other source c•i . Our case is an
example of the latter.
The second mechanism stated by Benn andAltini may be
rare because radicular cysts involving deciduous
dentition are uncommon and in such cases the erupting
tooth may indent rather than penetrate the wall of the
radicular cyst, which could be only confirmed
histologically cii . Chronic irritation to the dental sac of
an un erupted premolar due to a persistent and prolonged
inflammation can lead to the formation of a dentigerous
cystcsi . Shaw et al found that inflammation at the apex of
a primary tooth can lead to the development of an
inflammatory follicular cyst.c61 Seddon et al support the
term "inflammatory dentigerous cyst" for the
dentigerous cyst triggered or hastened by periapical

inflammation of the primary tooth c7•81•
Radicular cysts arising from deciduous teeth are very
rare because, pulpal and periapical infections in
deciduous teeth tend to drain more readily than those of
permanent teeth. The reason for such low prevalence
could also be due to the fact that radicular cysts
associated with deciduous teeth tend to be neglected as
they usually resolve after removal of the offending teeth,
unlike those associated with the permanent teeth which
often require surgical enucleation c,i .
In the above case report the age of discovery of the
dentigerous cyst was 10 years, which is the normal age
range ( 10-12 years) for the eruption of the mandibular
first premolar. The radiographic appearance of the cystic
lesion was that of a unilocular, well defined radiolucency
Journal of Scientific Dentistry, 2(2), 2012
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enclosing the crown of the first premolar tooth and
attached at its cemento-enamel junction, suggesting the
diagnosis of a dentigerous cyst. Although sufficient root
formation had not occurred for clinical emergence of the
tooth, it cannot be decided, considering the age of the
patient that it might have been impacted. Therefore it
was unlikely that the pathogenesis was that of a
dentigerous cyst of developmental origin.
One of the characteristic features of a radicular cyst
associated with the carious primary first molar is that
they are usually associated with a normal appearing peri
coronal space of the underlining permanent tooth with an
intervening total or partially distinct cortical layer of
bone.[91 On the contrary, dentigerous cysts show no
distinct demarcation between the roots of the primary
tooth and the crown of the underlying permanent
tooM4' 61, and are characterized by the presence of a
radiolucency with ill-defined lesion borders, embracing
the permanent tooth bud and causing arrested root
development of the affected tooM 5' 91 •
In the above case there was complete destruction of the
follicular space and crypt of premolar tooth bud, thereby
ruling out the possibility of a radicular cyst of deciduous
first molar. Hence the likely diagnosis of this case would
be that of an inflammatory dentigerous cyst of the
unerupted first premolar which could have been
triggered by the inflammation about the roots of the
deciduous predecessor.
A histological investigation could not be performed in
the above case due to difficulty in obtaining the cyst wall
enclosing the loosely placed tooth germ of first premolar,
However it is important that a biopsy should always be
taken to exclude odontogenic tumours and other cystic
lesions such as the odontogenic keratocyst. These
lesions may present in a similar way but would
necessitate more aggressive treatment.
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cyst had badly dislocated the canine to a position below
the apex of the root of lateral incisor. However,
marsupialization following extraction of the infected
first molar, allowed eruption of the permanent premolar
and canine without opting for orthodontic intervention.
The removal of the permanent tooth may be considered if
it had suffered arrested development or is hopelessly
displaced. It has also been recommended to enucleate the
cyst wall without removal of the permanent tooth and use
a lingual-arch space maintainer to provide space for the
eruption of the permanent toothY1 In the above case, a
removable acrylic space maintainer with C-clasps was
used, yet there seemed to be insufficient space for
eruption, and this child may need additional orthodontic
treatment. The above case highlights the need for
preventive measures and proper management of carious
deciduous teeth to avoid these complications. Regular
follow-up of the deciduous dentition is of utmost
importance because an inflammatory dentigerous cyst
can attain a considerable size before the patient becomes
aware ofit and this is usually asymptomatic.
Conservative management of inflammatory dentigerous
cysts usually result in a satisfactory outcome without
loss of permanent teeth. The prognosis is much better in
children because of the greater eruptive potential of teeth
with open apices and the greater regenerative potential of
young bone.
CONCLUSION

Inflammatory dentigerous cysts can be treated
successfully by extraction of the non-vital or carious
primary tooth and decompression of the cystic cavity.
The procedure can be done under local anaesthesia,
However, the patient must be followed up until eruption
of the displaced permanent teeth and bony consolidation
of the cyst.
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