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Abstract

Dentigerous cyst is one of the most commonly seen odontogenic cyst in children. It is characterized by a
unilocular radiolucent lesion that encloses permanent tooth buds. Buccal bony expansion and a missing tooth
is the most common clinical feature. Various treatment modalities have been mentioned in the literature for
management of dentigerous cysts. This case report presents the management of a left mandibular dentigerous
cyst in a 10-year-old boy by surgical enucleation and its follow up.
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Introduction

A dentigerous cyst is a well-defined, odontogenic
lesion that surrounds the crown of an unerupted tooth
arising from the epithelial remnants of the tooth forming
organ.['l It can be developmental or inflammatory in
origin and is usually asymptomatic unless infected.
21 In children and adolescent, increased incidence of
dentigerous cysts and Keratocystic Odontogenic Tumour
(KCOT) are found when compared to other pathologies.
[3] Dentigerous cyst is managed by enucleation and
marsupialization.[*] In this case report we present a case
of unilateral dentigerous cyst resembling a KCOT in a
10 year old boy with its management and a 12 month
follow up.
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Case Report

A 10-year-old male boy had visited the Department
of Pediatric dentistry with a swelling since 3 days in
relation to lower left back region of face. No history of
pain, fever or other systemic symptoms were present.
On extra oral examination (Fig 1A), there was a hard
localized unilateral swelling of size 1.5x1.5cm on the
lower left lateral aspect of cheeks inferior & distal to
the lip commissure with no surface redness or increase
in surface temperature. Intra oral examination (Fig 1B)
showed restored lower left second primary molar with
grade II mobility but no tenderness on percussion. There
was a localized bony hard non tender swelling of the
buccal and lingual gingival region extending from distal
aspect of 73 to the mesial aspect of 36 with obliteration
of buccal vestibule and expansion of the buccal and
lingual cortical plates.

A panoramic radiograph (Fig 1C) showed
endodontically treated 75 with complete root resorption
and a unilocular well defined oval radiolucency
measuring 2x1.7cm in relation to the tooth bud of 35
extending from the mesial aspect of 34 to the mesial

aspect of 36. Based on the clinical and radiographic
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findings, a provisional diagnosis of dentigerous cyst was
made.

To evaluate the lesion three dimensionally a CBCT
scan was advised which (Fig 1D,1E, 1F) showed a well-
defined radiolucency measuring 17.85x20.63x18.25
extending from the periapical region of 34 to 36 and
surrounding the crown of developing 35. There was
expansion of buccal and lingual cortical plates with
thinning of the plates and partial loss of buccal cortical
plate along with the root resorption of 75. Based on the
above findings from CBCT a diagnosis of Keratocystic
odontogenic tumour (KCOT) was given.

A confirmed diagnosis of the pathology can
be obtained only after histological examination.
Management of KCOT requires a more aggressive

approach with marginal bone resection [°! along with
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complete removal of the lesion when compared to that of
dentigerous cyst wherein enucleation 1! is the standard
approach. Considering these factors and the age of the
child, surgical enucleation of the cyst under general
anesthesia (GA) was planned after consulting with the
Department of Oral and Maxillofacial Surgery and after
obtaining informed consent from the parent.

Extraction of 75 was done following which buccal
and lingual flaps were raised to visualize the lesion under
General anesthesia. Part of the thin and friable buccal
cortical plate was removed following which the entire
cystic lesion was enucleated ( Fig 1G,1H,11). As the cyst
was firmly attached to the neck of the developing 35 it
was decided to extract it. Following saline irrigation the
flaps were closed with non resorbable sutures. The biopsy

specimen was sent for histopathologic examination.

Fig 1: (A) Extra oral swelling on the left side. (B) Left buccal vestibule. (C) Orthopantomogram (D, E and F)
CBCT (G) Intraoral vestibular incision (H and I) Removal of second deciduous molar with cyst.

Histopathologic evaluation revealed cystic lining of 2-3 cell layers of non-keratinized stratified squamous

epithelium with fibro cellular connective tissue capsule which was attached to the cemento enamel junction of the

tooth giving a confirmed diagnosis of dentigerous cyst (Fig 2A,2B).
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Fig 2: (A) Cystic lining attached to the CEJ (B) Stratified squamous epithelium lining the wall.

Patient was recalled after 1 week for suture removal and follow up visits at 1, 3, 6 & 12 months. During follow

up visits, (Fig 3A,3B) uneventful healing of the lesion was noted.

Fig 3: (A and B) Post op photograph and OPG at 12 months.

Discussion

Odontogenic cysts are among the commonest lesions
encountered in children.>®!  According to Manor et all}
among the cystic lesions seen in children, developmental
cysts were found at higher rate. A prevalence study by
Li et alP! on the occurrence of developmental cysts in
children showed that 97.8% of the encountered lesions
were dentigerous cyst and Keratocystic Odontogenic
Tumour (KCOT). They also found that an increased risk
of occurrence of KCOT as compared to dentigerous cyst
in adolescent. This is in accordance with Tkaczuk et al®]
wherein out of 57 patients with true cystic lesions 33%
were keratocystic odontogenic tumors and 30% were

dentigerous cysts.

In children a dentigerous cyst may arise from
an infected carious predecessor tooth or due to the
continuous irritation of the follicle of the permanent tooth
bud by obturating material of the treated primary tooth.[!
In the present case dentigerous cyst was of inflammatory
origin developed from the pulpectomy treated deciduous
second molar. Management of dentigerous cysts is
commonly done by surgical enucleation and curettage
with removal of the impacted tooth or teeth. However,
if the lesion has larger dimensions and is causing tooth
displacement and involves multiple teeth with extensive
loss of bone marsupialization or decompression,
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followed by enucleation later on can be attempted.!?!

In the present case, there was mixed opinion
regarding diagnosis of the cyst suggested from OPG and
CBCT, but considering age of the patient, enucleation
of cyst was done with extraction of the associated tooth.
On surgical exposure the cystic lining was fibrous and
thick as opposed to the thin friable lining usually seen
associated with KCOT. The lesion was removed as a
whole which is difficult in case of KCOT. Extraction of
developing second premolar was done as the lesion was
found to be firmly attached surrounding the crown. The
biopsy report confirmed the lesion as a dentigerous cyst
due to presence of fibrous capsule that was attached at
the CEJ which is characteristic of dentigerous cyst.!!]

Conclusion

Management of odontogenic lesions like dentigerous
cyst in children can be challenging. Thus it is important
to understand the nature of such lesions thoroughly
backed by good clinical history and radiographic aids
which help the clinicians to arrive at proper treatment
protocol.
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