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ABSTRACT

Dentigerous cyst (DC) is the most common odontogenic de-
velopmental cyst. However DCs are rare in the first decade of
life. They are always associated with an unerupted or devel-
oping tooth. The classic treatment option is the enucleation
of cyst and extraction of the involved tooth. However, in chil-
dren due to the great regenerative potential, marsupialization
or decompression should be considered as the first treatment
option in order to preserve the chance of the associated per-
manent teeth’s eruption. This article reports the treatment of
DCs in a six-year-old male and a nine-year-old female child
using decompression technique and management of the
unerupted teeth in the affected areas.

Keywords: Dentigerous cyst, conservative treatment, de-
compression, children

OZET

Dentigeroz kistler (DK), en yaygin odontojenik gelisimsel
kistlerdir. Bununla birlikte, DK'lar hayatin ilk on yilinda nispe-
ten nadiren goralur. DK'lar daima yeni olusmakta olan veya
gomulu kalmig digler ile iliskilidir. Klasik tedavi se¢enegi, kis-
tin enukleasyonu ve ilgili disin ekstraksiyonudur. Bununla
birlikte cocuklarda, yuksek rejeneratif potansiyelleri nedeni-
yle, bolgedeki kalici dislerin sirme sansini da artirmak icin
marsupializasyon veya dekompresyon ilk tedavi secenegi
olarak dusunalmelidir. Bu makale, alti yasindaki bir erkek ve
dokuz yasindaki bir kiz cocugunda dekompresyon teknigi
sayesinde DK'larin tedavisi ve bolgedeki dislerin surdtrulme-
sini rapor edilmektedir.

Anahtar Kelimeler: Dentigerdz kist, konservatif tedavi, de-
kompresyon, cocuk hasta

INTRODUCTION

Dentigerous cysts (DC) are rare in the first decade of life
and only 4-9% of them occur in this period." Clinically, it is
asymptomatic and incidentally diagnosed during routine
radiographic examination.? Traditional treatment involves
enucleation of the cyst and extraction of the surrounding
teeth. However considering the rapid recovery in children, it
can also be treated with marsupialization or decompression.?
This article reports the treatment of DCs in children using de-
compression technique and management of the unerupted
teeth.

CASE REPORT

Case 1

A nine-year-old girl was referred to our department regarding
to a swelling in the right side of the mandibula. In the clin-
ical examination, a healthy mucosa covered expansion was
detected in buccal sulcus of the right mandibular deciduous
molar teeth (Figure 1). In radiography, a large unilocular ra-
diolucent lesion was detected between the contralateral lat-
eral incisor and the permanent first molar. The first premolar

Ttepeklinik



tooth was located in a 90-degree angle to the inferior
distal of the cyst and the canine tooth was located in the
mesial border (Figure 2).

Figure 2. Orthopantomography images (Preoperative)

The lesion was initially diagnosed as DC and decompres-
sion was decided. After the removal of the deciduous
molar teeth, a thick cystic epithelium was seen through
extraction socket. Incisional biopsy was made and a
pre-prepared insulin syringe was placed and sutured in-
side the cyst cavity (Figure 3).

Figure 3: Placement of insulin syringe

The parents were informed that the cyst cavity should be
rinsed twice daily through the insulin syringe using saline
solution. The histological diagnosis was DC which was
transforming into a keratocyst (Figure 4 A,B).

Four months after the surgery, a significant shrinkage in
the cyst and a clear alignment in the axis of the teeth were
observed (Figure 5). After consultation with orthodontist
and it was decided to clean the rest of the cystic epithe-
lium and remove the second premolar due to its risk of
blocking the eruption the canine (Figure 6). After two
months from second surgery, despite the cystic lesion
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was completely disappeared, canine tooth did not fully
erupt (Figure 7). Orthodontic treatment was planned to
align the teeth and to help the canine tooth erupt. With-
in 10 months after, all the teeth were aligned; the canine
tooth erupted (Figure 8). In the second year follow-up, no
relapse was detected.
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Figure 4A: Odontogenic keratocyst paved with epithelium which showing fence-

style sequence in the parakeratinized basal layer. B: Squamous metaplasia in the
epithelial lesion (H&E; A: x200, B: x100)

Figure 6: Enucleation of the rest of the cyst and extraction of first premolar
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Figure 8: Second year follow-up

Case 2

A six-year-old boy consulted to our department due to a
swelling in the right maxillary premolar area. In the clinic
examination a large swelling reaching from the right de-
ciduous lateral tooth to the right permanent first molar
tooth detected (Figure 9).

Figure 9: Pre-operative intraoral image

Radiologic examination revealed a radiolucency in this
area, associated with canine and second premolar. In ad-
dition, first premolar was absent (Figure 10).
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Figure 10: Preoperative image

Considering the age of the patient, the cyst decided to
be treated with decompression. An insulin syringe was
placed and sutured inside the cyst cavity (Figure 11).

Figure 11: Placement of insulin syringe

During the procedure, an incisional biopsy was made
and the diagnosis was DC. The area was rinsed twice dai-
ly for four months through insulin syringe by the parents.
When the cyst reached an acceptable size, enucleation
was carried out and unerupted second premolar tooth
was extracted (Figure 12).

Figure 12: Sixth month follow-up

In the second year follow-up, it was seen that the area
was completely recovered and the canine tooth was in
the appropriate position (Figure 13).

Figure 13: Second year follow-up

DISCUSSION

DCs occur as a result of fluid accumulation between the
dentin and the tooth crown. The enlargement in the area
is related to increased osmolality due to inflammatory
cells and desquamated epithelium cells passing through
the cyst lumen.* Differential diagnosis includes eruption
cyst, idiopathic bone cyst, lateral periodontal cyst, uni-
cystic ameloblastoma, ameloblastic fiboroma and odonto-
genic keratocyst.?

DCs can show an epithelium transformation and areas
with orthokeratinization can contain ciliated cells or cells
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that secrete mucin. Therefore some long undetected DCs
canturninto aggressive lesions such as odontogenic ker-
atocysts, ameloblastoma, mucoepidermoid carcinoma or
squamous cell carcinoma.®® In one of our cases, transfor-
mation to odontogenic keratocyst was detected in the
pathological examination.

Orthopantomography is usually enough to determine the
borders of the DCs. Under certain circumstances, com-
puted tomography can be a useful technique to especial-
ly evaluate large lesions and determine their relations to
other anatomic forms. In our cases, orthopantomography
was enough for decompression technique which has low
risk of damaging anatomical structures.’*

The surgical treatment of DCs usually involves enucle-
ation and the removal of the unerupted teeth. An alterna-
tive treatment is marsupialization, which involves creat-
ing an opening in the deepest point of the cystic cavity.
However it is hard to trust this treatment option because
of the difficulty of maintaining the opening without a
drainage material. Thanks to decompression treatment,
the cyst can be freed from important anatomic forms and
these forms do not suffer during a possible enucleation.
Also a late secondary enucleation after decompression
can be done if it is necessary.”

Since in one of our case the cyst was related to inferi-
or alveolar nerve and in the other one was related with
maxillary sinus, firstly the shrinkage of the cyst and late
secondary enucleation was planned. In addition, it was
thought that the time required for the decompression
would allow the guided eruption of the teeth and devel-
opment of the roots. However, the disadvantages of the
technique are that mostly the patient performs the clean-
ing of the cavity and the patient is required to conform
the periodic follow-ups.

Compared to adult patients, pediatric patients recover
quickly and also unerupted teeth are more likely erupt.
However, eruption depends on various factors such as
the age of the patient, the location of the cyst, and the
location of the tooth in relation to the cyst, axial slope
and the degree of root formation.® Fuijii et al.® reported
that during the marsupialization, the rate of eruption of
the teeth surrounding the cyst is 72%. In our cases, one
apiece unerupted premolars were extracted.

According to Tolstunov™ ideal decompression material
should not move into the cavity; it should be easily fas-
tened to the surrounding tissues and remove when nec-
essary; and allow the cavity to be effortlessly cleaned dai-
ly without sacrificing hygiene. The insulin syringe used
in our case had nearly all the features suggested by the
author except for the rigidity of the material.

This case presentations show a simplified surgical pro-
cedure which can be implemented under clinical condi-
tions using local anesthesia for pediatric patients with a
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large DC. Also this procedure creates the best chance for
save the unerupted teeth. On the other hand this tech-
nique requires frequent monitoring by the doctor and
regular maintenance of the area by parents of the patient.
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