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Early Recurrence of dentigerouscyst - A case report
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Abstract: Dentigerous cyst is a type of odontogenic cyst formed from the epithelium associated with the development of
dental apparatus. They are most common of all types of developmental odontogenic cysts of the jaw and account for
approximately 20 to 24 % of the jaw cysts. Diagnosis is usually made both by clinical and radiological examination and
confirmed histologically. Most dentigerous cysts are treated with enucleation and removal of the associated tooth. The
prognosis for most histopathologically diagnosed dentigerous cysts is excellent, recurrence being a rare finding. We
report an interesting case of recurrence in this cyst in a young man.
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INTRODUCTION

Dentigerous cyst is a type of odontogenic cyst
formed from the epithelium associated with the
development of dental apparatus. They are most
common of all types of developmental odontogenic
cysts of the jaw and account for approximately 20 to 24
% of the jaw cysts [1]. There are two types of
dentigerous  cyst reported in the literature;
developmental and inflammatory. They develop around
the crown of a un erupted tooth by expansion of the
follicle. A typical developmental cyst occurs as a result
of pressure exerted by un erupted tooth on the follicle
resulting in venous outflow obstruction, which further
results in accumulation of exudate [2]. Some authors
suggest that inflammation in  peri apical region of
temporary teeth (which is non vital), in proximity to
follicle of permanent teeth may be a trigging factor
resulting in dentigerous cyst formation [3, 4]. These
cysts are always associated with an unerupted tooth and
are commonly found around the crown of third molar of
mandible followed by maxillary, canine and third molar
respectively [5]. Swelling is the most common
presenting symptoms, followed by tooth displacement
or mobility [6]. Diagnosis is usually made both by
clinical and radiological examination and confirmed
histologically. Most dentigerous cysts are treated with
enucleation and removal of the associated tooth. The
prognosis for most histopathologically diagnosed
dentigerous cysts is excellent, recurrence being a rare
finding [7]

CASE REPORT
A 14-year-old boy presented with
complaint of large swelling over his right angle of

mandible. The swelling was 5x5 cm in size, spherical
with normal overlying skin and ill-defined margins (Fig
1). On palpation, it was firm in consistency, non-
fluctuant and did not show any transillumination.
Swelling appeared adherent to the underlying bone. X-
ray mandible showed a translucent area in the
uninterrupted right lower third molar with the tooth
lying in the cyst (Fig-2). CT face showed a multilocular
cyst at the right angle of mandible, with tooth at the
base of the cyst (Fig- 3). Fine needle aspiration
cytology from the swelling showed sheets of
neutrophils and few foamy macrophages with few
clusters of mature squamous epithelial cells.

Fig-1: Preoperativeppicture of patient
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Fig-4: Hisopatholog shwing features suggsti\}é of
Dentigerous cyst

Under general anesthesia, enucleation and
curettage was done and patient discharged on 5th
postoperative day. The histopathological report showed
presence of a cyst lined by stratified squamous
epithelium consistent with the diagnosis of dentigerous
cyst (Fig-4).

Five months later patient had disease
recurrence. Patient was taken up for repeat surgery.
Right hemi mandibulectomy with selective lymph node
dissection was done. Mandibular reconstruction was
done with vascularized free fibula (Fig-5).
Histopathology of the excised specimen was reported as
a cyst cavity lined by stratified squamous epithelium
with ulceration and inflammatory granulation acute and

chronic with foreign body reaction (consistent with
dentigerous cyst). No evidence of malignancy was
detected (Fig-6).Postoperative period was uneventful
and at two years of follow up patient has had no
recurrence (fig-7, 8)

Fig—5:|ntaoperative picture showing Mandible
reconstruction with free fibula graft.

Fig-6:Histopathology showing features of recurrent
dentigerous cyst

Fig-7 : 2 year Post operative picture of patient
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Fig-8: 2 year post operative OPG showing well healed fibula graft with no recurrence.

DISCUSSION:

The term dentigerous literally means ‘tooth
bearing’ [8]. Dentigerous cysts are associated with an
unerupted tooth. Radiographic appearance is that of a
well-defined radiolucent lesion, which may be
unilocular or multilocular in appearance and can be
divided into central, lateral and circumferential
varieties. This case was characteristically a 19 year old
boy with a circumferential variety of cyst on X- Ray.

Clinically it is difficult to differentiate
dentigerous cyst from periapical cyst, odontogenic
keratocyst, central giant-cell granuloma, and
ameloblastoma. The diagnosis is always confirmed by
subjecting the tisuue to histopathological examination.
Rarely, untreated dentigerous cysts may turn into an
odontogenic tumor (ameloblastoma) or a malighancy
(oral squamous cell carcinoma) [3]. To avoid such
complications, marsupialization and surgical
enucleation of the cyst are the treatment of choice for
these cysts.

Mc Donald and Fletcher [9] and Deboni M C
Z et al.;[10], in their studies states that dentigerous cyst
do not recur after complete excision. M. H. K.
Motamedi and K. T. Talesh studied the management of
extensive dentigerous cysts during an 11-year period
from 1991-2002, 40 cases of extensive (involving three
or more teeth) dentigerous cysts of the maxilla and
mandible were studied and none of the cases showed
recurrence [11].

On the contrary, HoonMyoung et al.; in their
study on 256 patients with odontogenic keratocyst
concluded that dentigerous cyst had 27.3% recurrence

rate. He also concluded that a significantly higher
recurrence rate was found in patients in the fifth decade
of life than in patients in the other age groups. However
in our study the recurrence occurred in second decade
[12].

Review of literature does not suggest any other
data related to recurrence in dentigerous cysts. The
probable reason for this is its rarity. In this case the
radiology and histopathology were all suggestive of
dentigerous cyst and recurrence after enucleation was a
strange occurrence.In the first stage, we decided to do
enucleation instead of marsupialization, as we wanted
to remove the pathology in total with out leaving behind
cyst wall. Subsequently, in view of recurrence, after due
consultation with patient’s attendants, it was decided to
go ahead with hemi mandibulectomy and reconstruction
with free fibula.

CONCLUSION:

The diagnosis of dentigerous cyst is always
confirmed on histopathological examination. The first
line of management is enucleation/ marsupialization.
Hemi mandibulectomy is reserved in case of recurrence
or malignant transformation.
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