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Dentigerous or follicular cysts are one of the
most prevalent types of odontogenic cysts and
are associated with the crown of an unerupted

or developing tooth.1'2 The cyst enclosing the crown of
the unerupted tooth also is attached to the tooth along
the cervical region. The teeth most often involved are
mandibular third molars, maxillary canines, and man-
dibular premolars.3 Usually, dentigerous cysts begin to
develop through an accumulation of fluid between the
remnants of the enamel organ and the subjacent tooth
crown shortly after complete formation of the crown.
The expansion of dentigerous cysts is related to a sec-
ondary increase in cyst fluid osmolality as a result of
passage of inflammatory cells and desquamated epithe-
lial cells into the cyst lumen.4 In rare cases, the
dentigerous cyst develops as a result of the intra-
follicular spread of
periapical inflammation
from an overlying pri-
mary tooth.1-3 The pur-
pose of this report is to
describe a case of a large
dentigerous cyst that im-
pacted a second premo-
lar, which erupted natu-
rally after marsupializa-
tion of the cyst.

Case report
A 12-year, 8-month-

old Japanese boy was re-
ferred to The Pedodontic
Clinic of Osaka Univer-
sity Dental Hospital with
the complaint of a pain-
less expansion of the re-
gion around the man-
dibular left primary
second molar. Clinical
examination revealed a
retained mandibular left

primary second molar that was mobile and gray (Fig
la). The patient had noticed a painless expansion of the
alveolus around the primary tooth about 2 weeks be-
fore without signs of acute or chronic infection. The
tooth had been treated endodontically about 4 years
prior and had the remains of occlusal resin.

Radiographic examination showed a large, circular,
well-defined and a unilocular radiolucent area sur-
rounding the crown of the mandibular left second
premolar with the tooth displaced horizontally under
the nonvital endodontically treated primary second
molar (Fig 2a). There had been considerable resorption
of the pulp chamber floor of the primary molar, but its
roots had failed to resorb physiologically. The apices
of the primary second molar appeared to project into
the lumen of the cystic cavity and were not resorbed

Fig 1. Oral photographs: a) On initial examination; b) Just after extraction of the primary
second molar; c) 5 months after the operation; the permanent tooth erupted naturally;
d) About 1 year postoperatively.
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Fig 2. Lateral radiographs: a) On initial examination; b) 1 month after the operation;
c) 5 months after the operation; d) About 1 year postoperatively.

abnormally, suggesting the possibility — albeit low —
of unicystic ameloblastoma. An occlusal radiograph
revealed buccal expansion of bone at the affected site.

The mandibular primary second molar was ex-
tracted under infiltration anesthesia and an opening
was made through the exposed cyst to give a good view
of the cyst lining and the unerupted tooth (Fig lb).
Histological examination was not done because the cyst
lining under the primary second molar could not be
excised. Antibiotics were administered for 2 days to
prevent postoperative infection and the operative site
was irrigated with saline for a month after the extrac-
tion. Radiographic examination a month after extrac-
tion revealed the circular radiolucent area had become
smaller, but the second premolar was still impacted
horizontally (Fig 2b). About 5 months postoperatively,
the affected tooth had partially erupted (Fig Ic). The
radiolucent area had disappeared and repair by new
bone tissue was observed (Fig 2c). After a year, the af-
fected second premolar had erupted almost completely,
but was displaced slightly distally with incomplete for-
mation of the bent root observed on radiographic ex-
amination (Figs Id & 2d). There were no other remark-
able findings. Eight months after the operation, the
right primary second molar exfoliated naturally, with
the successive second premolar erupting subsequently.

Only observation of the affected site has been con-
tinued since the patient refused orthodontic treatment.

Discussion
The association between an infected primary tooth

and the development of a dentigerous cyst involving
the pre-erupted permanent tooth has long been dis-

cussed. Azaz and Shteyer5

proposed that persistent
and prolonged inflamma-
tion caused chronic irrita-
tion to the unerupted
premolar's dental sac and
might cause a dentigerous
cyst. Furthermore, Shaw
et al.6 presented the possi-
bility in a series of 13 cases
that inflammation at the
apex of a primary tooth
can lead to the develop-
ment of an inflammatory
follicular cyst. On the
other hand, Shear3

doubted the association of
dentigerous cyst forma-
tion with the inflamma-
tion around primary teeth
and presented a probable
relationship wherein the
erupting permanent tooth
had indented the radicu-

lar cyst wall of primary tooth. Main7 categorized the
epithelial jaw cysts into two groups — developmental
and inflammatory — and added the inflammatory fol-
licular cyst to the latter group as a new type. Seddon
et al.8 showed an epithelial proliferation of the follicu-
lar tissues induced by chronic periapical inflammation
of the predecessor as the most likely pathogenesis of
cystic transformation. The authors support the term
"inflammatory dentigerous cyst" for the dentigerous
cyst induced or hastened by periapical inflammation
of the primary tooth.

Marsupialization is the best way to conserve a tooth
affected by a dentigerous cyst and to permit its erup-
tion, especially in a young person.9 Azaz and Shteyer5

described marsupialization in four cases of dentigerous
cysts involving second premolars that apparently were
associated with infected primary predecessors. Four
weeks postoperatively, the teeth had erupted. Further-
more, Shaw et al.6 reported similar findings in nine
cases. In our case, the second premolar, the origin of a
dentigerous cyst, showed a marked displacement and
was hopelessly impacted. However, marsupialization
after the extraction of the infected primary second
molar allowed eruption of the permanent premolar
without orthodontic treatment. In any case of inflam-
matory dentigerous cyst associated with an infected
primary tooth, marsupialization may be the first choice
of treatment to permit eruption of the permanent tooth.
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