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Fate of pulpectomized deciduous teeth: Bilateral odontogenic cyst?
B. Sandhyarani, Hina Noorani1, P. K. Shivaprakash1, A. Huddar Dayanand2

Abstract
Pulpectomy is preferably more conservative treatment option than the extraction of deciduous teeth despite few undesirable 
consequences of obturating materials of which odontogenic cysts are one. This article aims to report a case of an 11‑year‑old 
female child having bilateral odontogenic cysts, i.e., radicular and infected dentigerous cyst followed by pulpectomy of deciduous 
molars using zinc oxide eugenol which was surgically enucleated and followed up to 6 months until satisfactory healing of bone 
was observed. The article also emphasizes on the importance of regular follow‑up of the pulpectomized tooth which can be 
harmful otherwise.
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Introduction

Pulpectomy is intended to remove an irreversibly infected or 
necrotic pulp of deciduous tooth, meanwhile maintaining the 
functional state until the permanent teeth take its position. 
However, the procedure has its own shortcomings which 
include incomplete instrumentation of complex torturous 
canals and unavailability of ideal obturating materials.[1] 
Zinc oxide eugenol although commonly used since 1930 as 
the obturating material has many side effects like alteration 
in the path of eruption of succedaneous tooth, persistent 
interradicular pathologies, necrosis of bone and cementum, 
slower rate of resorption, and continuous irritation to 
periapical tissues.[2]

The death of pulp usually causes a continuous source of 
inflammation which may give rise to radicular cysts from 
epithelial residues of the periodontal ligament.[3] Dentigerous 

cyst arises because of the separation of the follicle from the 
crown of an unerupted tooth.[4] The presence of both the cysts 
can be either from foci of infection from carious tooth or 
because of obturating material causing continuous irritation. 
Thus, here we are presenting a case of pulpectomized 
tooth using zinc oxide eugenol which was followed by the 
occurrence of both radicular cyst and infected dentigerous 
cyst.

Case Report

An 11‑year‑old female child had come to the Department of 
Pedodontics, P.M.N.M. Dental College, Bagalkot, for regular 
follow‑up of pulpectomized tooth followed by stainless 
steel crown done 2 years back in the same department. At 
present, the patient did not have any pain or swelling but the 
only concern of parents was whether the tooth will exfoliate 
naturally or the crown has to be removed before the eruption 
of permanent tooth. Patient’s family and medical history were 
noncontributory. The patient had a dental history of pain with 
tooth number 55, 85, and 75 which underwent pulpectomy 
using zinc oxide eugenol as per previous case sheet records 
and followed by stainless steel crowns. However, the 
obturation technique and over or under obturation was not 
recorded in the case sheet. Intraoral examination revealed 
the patient with mixed dentition having physiologic mobility 
with 65, 74, and stainless steel crowns over 55, 85, and 75. No 
intraoral and extraoral swelling was seen. On taking intraoral 
periapical radiograph, radiolucency was seen beneath 75 
and thus orthopantograph, occlusal radiograph was advised 
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[Figure 1]. Orthopantomographic (OPG) examination revealed 
a well‑demarcated radiopaque line around the unerupted 45 
extending from cementoenamel junction of 45 to distal root 
of mandibular right permanent first molar and radiolucency 
was seen beneath 75 surrounding erupting 35. However, no 
pathology was found in and around the tooth number 55. The 
occlusal radiograph showed buccal cortical plate expansion 
on both right and left side of lower jaw. Provisional diagnosis 
was made as a dentigerous cyst with 45 and radicular cyst 
with 75.

A decision of enucleation was done along with the removal 
of deciduous teeth, i.e. 74, 75, and 85 under local anesthesia 
[Figures 2 and 3]. The tissue was sent for histopathological 
examination which confirmed the diagnosis as an infected 
dentigerous cyst with 45 and a radicular cyst with 75 
[Figure 4]. The enucleated site was thoroughly irrigated with 
saline and betadine and was sutured. The patient was recalled 
after a week for the suture removal. A 6 months follow‑up 
was done to check the condition of erupting premolars. 
Tooth number 35 had erupted in normal position and 45 
was partially erupted. OPG was taken to see the bony healing 

which was satisfactory [Figure 5]. The patient is now under 
regular follow‑up.

Discussion

Radicular cysts are considered to be extremely rare in relation 
to deciduous tooth[5] which arises from inflamed pulp that 
stimulates the proliferation of cell rests of Malassez.[6] 
Radicular cysts have been reported more commonly with 
permanent tooth and 56% of them are in response to pulp 
therapy and also cases are reported associated with the 
decayed deciduous tooth. However, the rare presentations 
in deciduous tooth can be because of short time span of 
primary dentition, numerous accessory canals facilitating 
easy drainage, general negligence toward exfoliation of tooth, 
and difference in biologic activity of pulp of the primary 
and permanent tooth.[5] Radicular cysts have also been 
documented in pulp treated tooth using formocresol and the 
reason stated was the antigenic nature of formocresol and 
cell and humoral mediated response to it.[7] Moreover, cases 
have been reported with the occurrence of apical periodontal 
cysts in relation to pulp treated deciduous teeth showing a 
direct relation of intraepithelial inclusions and continuous 
antigenic stimulation.[8] The occurrences of radicular cyst in 
pulpotomized tooth, defective Class II amalgam restoration,[9] 
and in incomplete endodontically treated deciduous molar 
tooth[10] are very well‑documented.

Dentigerous cyst forms when fluid gets accumulated in 
between the crown of the unerupted tooth and epithelial 
follicle. There is obstruction of follicular vein and thus 

Figure 1: Preoperative intraoral and occlusal radiographs

Figure  2: Enucleated dentigerous cyst along with the right 
deciduous second molar

Figure  3: Enucleated radicular cyst along with the left 
deciduous first and second molar Figure 4: Histopathology of both the cysts
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pooling of inflammatory exudates leading to unicentric 
expansion.[6] Similar to radicular cysts, dentigerous cysts 
have also been reported with endodontically treated primary 
molar; however, the material used was not mentioned. The 
inflammatory exudate is released by an infection which 
may cause the separation of enamel and reduced enamel 
epithelium.[11] Dentigerous cyst has been also identified with 
formocresol pulpotomized primary tooth.[12]

In the present case, bilateral presentation of cysts is seen 
of which one is radicular and other is dentigerous cyst. The 
etiology behind the cysts could be antigenic stimulus either 
because of infection left behind during pulpectomy procedure 
or the zinc oxide eugenol material. Exact reason cannot be 
stated as the details of pulpectomy procedures were not 
recorded. However, a regular follow‑up could treat the cysts 
in time and prevent the future discomfort to the patient.

Conclusion

This article not only presents a rare case of both radicular 
and dentigerous cysts in mandible related to pulpectomized 
deciduous tooth but also mentions the importance of 
continuous monitoring of any endodontically treated 
tooth. Regular checkups in dental clinics along with proper 
education and motivation of patients for regular visits should 

be a routine trend which helps in improving the quality of 
dental treatment as well as the quality of life.
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Figure  5: Postoperative orthopantomographic taken after 
6 months


