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Abstract

Dentigerous cysts are relatively common cystic patholo-
gies in pediatric dentistry, particularly among children in 
mixed dentition stage. It develops in contact with a tooth 
whose roots have not yet formed. It most often constitutes 
a complication of the pulpal involvement of the temporary 
tooth, which extends to the underlying germ. It sits pref-
erentially on the second lower premolar. This case study 
delves into the fortuitous discovery of a sizable dentigerous 
cyst associated with the mandibular right second premolar 
in a 9-year-old boy. Radiographic and histopathological ex-
aminations confirmed the diagnosis. The cyst was marsupi-
alized, and a removable space regainer was confectioned to 
manage the necessary space for the eruptiong tooth. The 
patient was monitored on a regular basis. One year post-
surgery, the dentigerous cyst had completely regressed, 
and the impacted tooth spontaneously erupted without the 
need for further orthodontic treatment. The case under-
scores the importance of early detection and intervention, 
particularly in pediatric patients, and contributes valuable 
insights to the dental community regarding effective treat-
ment modalities and outcomes.
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Introduction

The dentigerous cyst stands as the second most prevalent 
odontogenic cyst, trailing the periapical cyst. Typically affixed to 
the cervical region, it encapsulates the crown of an unerupted 
or impacted permanent tooth, supernumerary teeth, odonto-
mas, and occasionally, primary teeth. The primary cause is the 
accumulation of fluid between the reduced enamel epithelium 
and the tooth crown [1]. In cases of inflammatory DC, radio-
graphic examination often reveals the cystic lesion in associa-
tion with an overlying necrotic primary tooth [2].

Dentigerous cycts frequently present as incidental findings in 
dental radiographs or as clinically asymptomatic swellings. Ra-
diographically, they typically manifest as well-defined, unilocu-
lar, symmetric radiolucencies around the crown of impacted 
teeth [3]. Pain or discomfort is usually absent unless secondary 
infection occurs.

Treatment options involve enucleation or marsupialization/
decompression. Both approaches have been effective, but the 
last one is increasingly favored due to its positive impact on pre-
serving developing tooth structure and bone [4] [5].

This case report describes a substantial infected dentigerous 
cyst surrounding the second premolar in a child’s lower jaw. The 
successful treatment involved marsupialization, leading to com-
plete regression of the inflammatory cystic lesion. Subsequent 
interceptive measures facilitated the full spontaneous eruption 
of the premolar in the correct direction, demonstrating the ef-
ficacy of this approach.

Case presentation

The current clinical case report follows the CARE (CAse RE-
port) Guidelines for reporting purposes.A nine-year-old male 
patient was referred to the department of pediatric and pre-
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ventive dentistry of the university hospital LA RABTA , Tunisia by 
his dentist for an oral sanitation. The patient’s medical history 
revealed no discernible systemic illnesses.

During the intraoral examination, it was observed that the 
patient presented with multiple decayed teeth, indicating an 
early mixed dentition stage in dental development. A panoram-
ic radiograph, initially conducted for oral cavity sanitation, inci-
dentally revealed a substantial, well-defined, radiolucent lesion 
in the right mandibular body region. The lesion involves the 
permanent mandibular right second premolar, with its crown 
positioned horizontally, along with the roots of the decayed pri-
mary right second molar (Figure 1).

Figure 1: The panoramic radiograph: An incidental finding of 
a large , well-defined ,radiolucent lesion in the right mandibular 
body region.

Further examination unveiled that the primary mandibular 
right second molar was necrotic, and its crown had been com-
promised by a carious lesion. Notably, mucosal examination de-
picted a normal appearance (Figure 2).

Figure 2: Intraoral view: The decayed primary mandibular right 
second molar and a normal appearing mucosa.

Palpation elicited no pain, and no sensory or motor deficits 
were identified in the orofacial structures.

To further investigate the identified lesion, a cone-beam 
computed tomography (CBCT) was deemed necessary. The 
sagittal (Figure 3-A) and coronal (Figure 3-B) views of the CBCT 
affirmed the well-defined limits of the lesion, repressing with-
out invading the neighboring anatomical structures. Locally, 
the vestibular cortex of the mandibular right region exhibited 
resorption, with the adjacent tooth showing no signs of resorp-
tion. The panoramic section of CBCT disclosed that the apices of 
the primary right second molar extended into the cystic cavity 
without any signs of resorption (Figure 3-C).

Figure 3: CBCT sagittal, coronal and panoramic sections.

Regarding the clinical and radiological findings, a provisional 
diagnosis of an inflammatory dentigerous cyst associated with 
the unerupted permanent mandibular right second premolar 
was established, pending confirmation through pathological 
examination. During the surgical intervention, five tissue frag-
ments, ranging from 5 to 7 mm in length, were collected and 
subsequently sent for histopathological examination.

Microscopically, these fragments are provided with a largely 
abraded coating, in the few preserved territories, it appears to 
be made up of a non-keratinized pluristratified squamous epi-
thelium of variable thickness. It contains in places a few mu-
cus cells. The underlying connective tissue is remodeled by a 
dense and polymorphic inflammatory granuloma dissociating 
islands of odontogenic epithelium. Histopathological examina-
tion confirmed appearance of a dentigerous cyst with intense 
inflammatory reaction with the absence of histological signs of 
malignancy.

Considering the patient’s age and motivation, a conservative 
treatment approach was chosen. This involved the extraction of 
the decayed primary mandibular right second molar under local 
anesthesia, coupled with cyst decompression aimed at preserv-
ing the impacted tooth and facilitating its eruption. To maintain 
drainage and keep the cystic cavity open, a shortened stent was 
inserted and securely sutured at the site (Figure 4).

Figure 4: The shortened stent inserted and sutured at the site.

The patient’s mother received detailed postsurgical instruc-
tions, which included irrigating the cavity with chlorhexidine 
three times daily. Once the extraction site had healed, impres-
sions of the patient’s upper and lower arches were taken. Sub-
sequently, a removable space regainer was crafted to straighten 
the axis of the permanent mandibular right first molar and cre-
ate adequate space for the eruption of the permanent mandib-
ular right second premolar (Figure 5).

Figure 5: The removable space regainer.
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The patient was recalled every two weeks and periodic acti-
vation of the space regainer was done.The space regainer was 
removed when the eruption of the permanent mandibular right 
second premolar was visualized using a subsequent evaluation. 
The follow-up appointments were scheduled every two months 
postsurgery. The permanent mandibular right first molar was 
non vital, hence an endodontic treatment was carried out.

 After one year, Clinical inspection revealed a gradual sponta-
neous eruption of the tooth (Figure 6). 

Figure 6: one-year follow-up clinical view: spontaneous erup-
tion of the tooth.

Discussion

Dentigerous cysts rank among the most prevalent cysts af-
fecting the jaws, constituting 14-20% of mandibular cysts and 
accounting for 15.2% to 33.7% of all odontogenic cysts [2]. Typi-
cally, these cysts manifest in the late second and third decades 
of life, with minimal prevalence in children. However, 4-9% of 
Dentigeros cyst cases can arise within the first 10 years of life 
[5].

The pathophysiology of dentigerous cysts is associated with 
the pressure exerted by an erupting tooth on the follicle, lead-
ing to the rapid transudation of serum across capillary walls. 
The increased hydrostatic pressure in the pooling fluid results in 
the separation of the follicle from the crown [1].

Inflammatory dentigerous cysts are commonly found in 
mixed dentition. They develop when inflammation at the root 
apex of a non-vital primary tooth extends to involve the follicle 
of the unerupted immature permanent successor [6]. In the 
current case, the cyst was linked to the crown of the mandibular 
second permanent premolar in a 9-year-old child. These cysts 
are frequently asymptomatic and are typically discovered inci-
dentally during routine radiographic examinations. Radiograph-
ic imaging, including panoramic radiographs or cone-beam 
computed tomography (CBCT), plays a vital role in diagnosing 
dentigerous cysts. These imaging techniques enable a compre-
hensive assessment of the cyst’s size, location, and impact on 
adjacent structures [7]. However, radiographs alone are insuf-
ficient to differentiate these lesions, necessitating a histological 

The panoramic radiograph revealed complete bone remod-
eling of the area with no recurrence of the cyst (Figure 7).

Figure 7: One year follow-up panoramic radiograph: Complete 
bone remodeling of the area with no recurrence of the cyst

examination [8].

 Histologically, dentigerous cysts of typical non-inflammatory 
origin exhibit a relatively thin and non-keratinized lining of strat-
ified squamous epithelium. However, variations in the thick-
ness of the lining epithelium may be observed depending on 
the type and intensity of any associated inflammation [9]. The 
importance of early detection and treatment is underscored by 
the potential for alternative diagnoses, such as unicystic amelo-
blastoma, odontogenic keratocyst, and ameloblastic fibroma 
[10,11].

Dentigerous cysts have the capacity to cause bone destruc-
tion, alter the position of nearby teeth, and resorb the roots 
of affected teeth. Furthermore, they can lead to a delay in the 
eruption of permanent teeth associated with the cyst [7]. Sev-
eral factors, including the size, position, integrity of the cystic 
epithelial lining, patient’s age, proximity to healthy teeth, and 
connection to anatomical structures, influence the therapeutic 
approach for cysts [10]. 

The primary treatment goal is the complete elimination of 
the disease while preserving dentition with minimal surgical 
intervention. Various therapeutic options exist for the removal 
of dentigerous cysts, with total enucleation or marsupialization 
being viable choices for managing these cysts in infants [11]. 
Enucleation is typically recommended for small cysts as it com-
pletely removes the cyst without causing rupture. However, for 
larger cysts, this procedure carries the risk of weakening the 
jaw, leading to potential fractures, devitalization of surround-
ing teeth, or the loss of critical impacted teeth connected to 
the lesion. Enucleation should only be considered when there is 
no risk of harming anatomical structures like developing perma-
nent teeth, the maxillary sinus, essential tooth apices, or neuro-
vascular bundles [1]. 

While enucleation and removal of the affected tooth con-
stitute a radical surgical treatment, resulting in the loss of a 
valuable tooth, such as the premolar in our case [5], two more 
conservative procedures, marsupialization and decompression, 
offer better chances of preserving the impacted tooth. Marsu-
pialization involves converting a cyst into a pouch by suturing 
the cyst lining to the oral mucosa [12]. This method is preferred 
for treating cysts in children due to their greater and faster po-
tential for bone regeneration compared to adults, and imma-
ture teeth’s enhanced capacity for eruption [6]. However, it has 
drawbacks, including high recurrence rates influenced by fac-
tors such as the length of the follow-up period, treatment mo-
dality, lesion size, histopathological presence of daughter cysts, 
and the number of cases investigated [13].

Conclusion

The marsupialisation technique aims to preserve and pro-
mote the eruption of the teeth involved in the cyst, as well as 
maintaining the integrity of the neighboring anatomical struc-
tures. A multidisciplinary approach involving radiographic imag-
ing, histopathological analysis, and surgical intervention is es-
sential for the diagnosis and management of these cysts. Dental 
practitioners must be vigilant in detecting and addressing den-
tigerous cysts to ensure optimal patient outcomes.

In this case, the positive outcome, with complete regression 
of the cystic lesion and spontaneous eruption of the impacted 
tooth without the need for orthodontic treatment, underscores 
the effectiveness of the chosen approach. This highlights the 
importance of tailored and conservative management strate-
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gies in pediatric dentistry, emphasizing the significance of pre-
cise diagnostics and vigilant postoperative care for optimal pa-
tient outcomes.
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