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Dentigerous Cyst of Inflammatory Origin
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Abstract

A dentigerous cyst encloses a crown of an unerupted tooth by its follicle and is attached to the neck of the tooth. They may be of
developmental or inflammatory origin. Dentigerous cyst of inflammatory origin occurs in immature tooth as a result of inflammation from
preceding non-vital deciduous tooth or from other source spreading to involve the tooth follicle. These are diagnosed in the first and early
part of second decade either on routine radiographic examination or when patient complains of swelling and pain. They generally involve
mandibular premolars.

This article presents a case report of an 11-year-old male patient with a dentigerous cyst of inflammatory origin in the left mandibular

premolar region with radiographic feature of a large unilocular radiolucency involving unerupted second premolar. The treatment rendered
in this patient comprised of surgical enucleation of cyst under local anesthesia along with extraction of mandibular first and second primary

molars.
Keywords : Dentigerous cyst, Enucleation, Inflammatory origin.

INTRODUCTION

A dentigerous cyst encloses the crown of an unerupted
tooth by expansion of its follicle and is attached to the neck
of the tooth.! It is caused by alteration of reduced enamel
epithelium after the completion of amelogenesis, which
results in fluid accumulation between epithelium and tooth
crown.>?

The incidence of dentigerous cyst has been reported
as 1.44 in every 100 unerupted teeth.! It is reported to be
present more in males than in females and reported to be
more commonly associated with unerupted third molars,
first and second premolars and canines.*

Dentigerous cyst may remain symptom less and may
be diagnosed on routine radiographs or patients may give
history of slowly enlarging swelling. Pain may be present
only when they are secondarily infected.

CASE REPORT

An 11-year-old male patient reported with a complaint of
swelling on the lower left side of the face which was present
since one month. The patient gave history of pain in that
region since one week on mastication.

Extraoral examination revealed swelling in the left
mandibular region which extended laterally 2 cm away

from the corner of the mouth to 2 cm prior to the angle
of the mandible and inferiorly to the lower border of the
mandible. The swelling was firm in consistency and tender
on palpation.

Intraoral examination revealed a swelling extending
laterally from distal surface of the mandibular left permanent
canine to the distal surface of the mandibular left first
permanent molar, superiorly up till the gingival margin and
inferiorly obliterating the vestibule. Mandibular left primary
first and second molars showed deep carious lesions (Fig. 1).
On percussion slight tenderness was present with the second
primary molar and grade II mobility was seen in relation to
both the primary molars.

The panoramic radiograph showed a coronal radiolucency
involving pulp with the mandibular left second primary
molar. A large unilocular, well-circumscribed radiolucency
enveloping the unerupted mandibular left second premolar,
attachment being at the cervical margin of the premolar was
also seen. Radiograph also showed furcation radiolucency
along with external root resorption of the second molar and
apical displacement of the unerupted second premolar (Fig.
2). Aspiration of the swelling with a fine needle revealed a
straw colored fluid (Fig. 3).
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considered were marsupialization of the cyst into the oral
cavity or enucleation of cyst.

Treatment procedure was started with administration of
local anesthesia by giving an inferior alveolar nerve block
on the left side. Sulcular and relieving incisions were given
using a number 15 BP blade. Mucoperiosteal flap was raised
by periosteal elevator and the cystic lesion with primary
molar roots was exposed.

It was decided to surgically enucleate the cyst because
of the extensive size of the lesion. This was done along with
extraction of mandibular left primary first and second molars

(Fig. 4). The mucoperiosteal flap was replaced and sutured

Fig. 1: Intraoral view of the patient showing extensive using 3.0 silk suture materials (Fig. 5).

hard swelling Macroscopically the specimen measured 3 x 2.5 cm,

which was attached to the neck of the left mandibular second
premolar and the apical view showed the apical displacement
of the tooth bud (Figs 6A and B). Microscopically,
hematoxylin and eosin stained section showed few areas
of thin, non-keratinized stratified squamous epithelium (2
to 3 layers thick). In certain areas proliferative stratified
squamous epithelium was seen. The underlying connective
tissue showed moderate infiltration of chronic inflammatory
cells mainly composed of lymphocytes and plasma cells with
budding capillaries. There was no evidence of malignancy
seen (Fig. 7).

On the basis of clinical, radiographic and histo-
Fig. 2: Straw colored fluid aspirated from the swelling pathological findings, the present case was diagnosed as

Fig. 3: Panoramic radiograph showing a unilocular radiolucency
enveloping the unerupted left mandibular second premolar

With above findings, it was preliminarily diagnosed as

dentigerous cyst with a differential diagnosis of radicular  fig 4. Enucleation of the cyst along with removal of second
cyst and odontogenic keratocyst. The two treatment options premolar and extraction of first and second primary molars
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early stage of development of the involved tooth whereas in
cases where the cyst originating after the completion of tooth
development, enamel hypoplasia is not a significant factor.’

Fig. 5: Sutured site after enucleation

dentigerous cyst of inflammatory origin involving the Fig. 6A: Enucleated cystic lesion along with the second
unerupted left mandibular second premolar. premolar (occlusal view)

DISCUSSION

Dentigerous cysts are benign odontogenic cysts associated
with crowns of unerupted permanent teeth.’ The dentigerous
cysts are mostly discovered by routine radiographic
examinations or by enlargement of affected region in the jaw.

The pathogenesis of dentigerous cyst is still controversial.
Three feasible mechanisms have been proposed for
histogenesis of the cyst by Benn and Altini:> They proposed
that developmental dentigerous cyst might form a dental
follicle and might become secondarily inflamd, a source of
inflammation being a non-vital tooth. The second mechanism
they proposed was formation of a radicular cyst at an apex
of a non-vital deciduous tooth followed by eruption of its Fig. 6B: Enucleated cystic lesion along with the apically
permanent sucessor into the radicular cyst resulting in a displaced second premolar (apical view)
dentigerous cyst of extrafollicular origin.

They also suggested that follicle of permanent successor
might get secondarily infected from either periapical
inflammation of a non-vital predecessor or other source
leading to a dentigerous cyst formation. Earlier reports of
dentigerous cysts associated with non-vital predecessors
support this mechanism.® Available evidence in our case
indicated that infection of the predecessor (second primary
molar) could have been the source of inflammation of the
dentigerous cyst.

Unerupted tooth enveloped by a dentigerous cyst may
or may not show enamel hypoplasia depending on the

time of commencement of a dentigerous cyst. Enamel  Fig. 7: Microscopic section (HE stained) of the cystic lining
hypoplasia is seen when a dentigerous cyst commences at an showing infiltration of inflammatory cells
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In the case presented here, the unerupted premolar did not
show enamel hypoplasia and it may be inferred that the
cyst may have developed after the crown was fully formed.

Dentigerous cysts are usually single lesions as presented
in this case. Bilatral and multiple cysts have been reported in
patients with syndromes, such as basal cell nevus syndrome,
mucopolysaccharidosis and cleidocranial dysplasia.®!!

Recommended treatment for dentigerous cyst is
marsupialization, if there appears to be a reasonable prospect
that the involved tooth might be brought into its normal
position in the arch,'? as dentigerous cysts are known to
recur rarely.'® Enucleation of a dentigerous cyst along with
removal of the associated permanent tooth is recommended
if it shows arrested development, is extensively displaced,'*
or if the lesion is extensive.

In the case presented here, enucleation of the cyst
along with the involved tooth was preferred because of the
extensive size of the lesion and apical displacement of the
unerupted second premolar.

REFERENCES

1. Shear M. Cysts of the oral regions. 3rd ed. UK: Blackwell
Munksgaard Publishers, Oxford Wright; 1992. p. 75-89.

2. Benn A, Altini M. Dentigerous cysts of inflammatory origin. A
clinicopathologic study. Oral Surg Oral Med Oral Pathol Oral
Radiol Endod 1996 Feb;81(2):203-209.

3. Brook AH, Winter GB. Developmental arrest of permanent tooth
germs following pulpal infection of deciduous teeth. Br Dent J
1975 Jul;139(1):9-11.

10.

12.

13.

14.

Mourshed F. A roentgenographic study of dentigerous cyst.
I. Incidence in a population sample. Oral Surg Oral Med Oral
Pathol 1964 Jul;18:47-53.

Miller CS, Bean LR. Pericoronal radiolucencies with and without
radiopacities. Dent Clin North Am 1994 Jan;38(1):51-61.
Azaz B, Shteyer A. Dentigerous cysts associated with second
mandibular bicuspids in children: report of five cases. ASDC J
Dent Child 1973 Jan-Feb;40(1):29-31.

Al-Talabani NG, Smith CJ. Experimental dentigerous cysts and
enamel hypoplasia: their possible significance in explaining the
pathogenesis of human dentigerous cysts. J Oral Pathol 1980
Mar;9(2):82-91.

Norris LH, Piccoli P, Papageorge MB. Multiple dentigerous cysts
of the maxilla and mandible: report of a case. J Oral Maxillofac
Surg 1987 Aug;45(8):694-697.

Ko KS, Dover DG, Jordan RC. Bilateral dentigerous cysts-report
of an unusual case and review of the literature. J Can Dent Assoc
1999 Jan;65(1):49-51.

Roberts MW, Barton NW, Constantopoulos G, Butler DP,
Donahue AH. Occurence of multiple dentigerous cysts in a patient
with the Morateax-Lamy syndrome (mucopolysaccharidosis,
type VI). Oral Surg Oral Med Oral Pathol 1984 Aug;58(2):
169-175.

. Trimble LD, West RA, McNeill RW. Cleidocranial dysplasia:

comprehensive treatment of the dentofacial abnormalities. J Am
Dent Assoc 1982 Oct;105(4):661-666.

Shafer WG, Maynard KH, Bernet ML, et al. A Text Book of
Oral Pathology. 4th ed. US: WB Saunders. 1993. p. 260-265.
Chapter 6, Cyst and tumors of odontogenic origin.

Omnell KA, Rohlin M. Case challenge. Chronic maxillary
inflammation. J Contemp Dent Pract 2000 Feb 15;1(2):100-105.
Kozelj V, Sotosek B. Inflammatory dentigerous cysts of children
treated by tooth extraction and decompression. Report of four
cases. Br Dent J 1999 Dec;187(11):587-590

198

g JAYPEE
©

8/13/2016 4:46:41 PM



