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ABSTRACT  

Background:  The site and age predilection, as well as clinical and radiological findings can often be misleading 

in the diagnosis of a cystic lesion. Although a radicular cyst forms at the periapical region of a tooth, sometimes 

the position and extension of the cyst can be such that the periapical radiolucency can be mistaken as a peri-

coronal radiolucency, especially in mixed dentition stage where permanent developing tooth occupy the 

periapical region of primary tooth. In this article, we present a case report of radicular cyst associated with 

primary tooth in mixed dentition stage and their diagnosis and management in lieu to current literature. 
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INTRODUCTION 

Radicular cyst and dentigerous cyst are the 

two most common cysts of jaws. Radicular cysts are 

inflammatory in origin and  arise from the epithelial 

residues in the periodontal ligament as a result of 

inflammation, usually following death of the pulp. 

Dentigerous cysts can be developmental in origin 

and occur in permanent teeth usually as a result of 

impaction or it can be inflammatory in origin as a 

result of inflammation from a non-vital deciduous 

tooth follicle. Clinically and radiologically periapical 

radiolucency can be mistaken as a peri-coronal 

radiolucency in mixed dentition stage where 

permanent developing tooth occupy the periapical 

region of primary tooth. Thus we as clinician should 

be aware of the incidence, pathogenesis and precise 

treatment modalities in such cases.  

CASE REPORT 

A male patient aged 8 years reported to our 

department with chief complaint of pain and 

swelling in his right cheek region since 3 days. 

Patient gave history of swelling first occurring one 

year back for which he visited dental clinic and was 

advised medication, following which swelling and 

pain had subsided and has recurred again since 3 

days. Pain was severe, intermittent, non-radiating in 

nature, aggravated at night and relieved on taking 

medication. Swelling started 3 days back and was 

gradual in onset. Patient's medical history and 

family history was irrelevant and his dental history 

revealed that he visited dental clinic 2 days back for 

the same reason, where he was advised medication 

for the relief of pain. 

On clinical examination extra orally a 

diffuse swelling was seen on the right cheek region 

measuring about 5 x 6 cm, roughly oval in shape, 

extending antero-posteriorly from right corner of 

mouth to 2 cm anterior to angle of mandible and 

supero-inferiorly from ala-tragus line to lower 

border of mandible (figure 1 and 2). Mucosa over 

the swelling appeared to be shiny and stretched.  
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Fig 1: Front profile showing swelling. 

 

Fig 2: Lateral profile. 

 

Fig 3: IOPA radiograph irt 85 showing rarefaction in 

apical region of 85 and around neck of developing 

45. 

 

Fig 4: Occlusal radiograph showing rarefaction in 

relation to buccal cortex in the region of 85, but no 

expansion of cortex. 

 

Fig 5: OPG showing carious tooth irt 85 with 

rarefaction in apical region of 85 and around neck 

of developing 45. 

 

Fig 6: Extraction socket with 85. 

 

Fig 7: Extracted tooth with 85. 

 

Fig 8: Histopathology report showing cystic 

epithelium. 
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Fig 9: Preoperative radiograph. 

 

Fig 10: 1 Month Post-operative. 

There was mild increase in temperature 

over the swelling, and was tender on palpation. 

On intra oral examination on inspection, 

dental caries was noted i.r.t 85, and right lower 

vestibule was tender on palpation. Based on the 

history and present clinical findings a provisional 

diagnosis of ‘Acute exacerbation of chronic 

periapical abscess i.r.t 85' was given and ‘Infected 

radicular cyst' i.r.t 85 and ‘Infected dentigerous 

cyst' i.r.t developing 45 was given as possible 

differential diagnosis. On radiographic 

investigations periapical radiograph (figure-3) 

showed well defined radiolucency on the mesio-

occlusal aspect of 85, involving enamel, dentin and 

pulp. Periapically there was well defined 

radiolucency with uncorticated border measuring 

about 1 x 2 cm and seemed to surround the 

developing 45. Mandibular cross-sectional occlusal 

radiograph (figure-4) showed rarefaction in relation 

to buccal cortex in the region of 85, but no 

expansion of cortex noted. Digital panoramic 

radiograph (figure-5) showed well defined 

radiolucency on the mesio-occlusal aspect of 85, 

involving enamel, dentin and pulp. Periapically 

there is well defined radiolucency with uncorticated 

border measuring about 1 x 2 cm and seemed to 

surround the developing 45. 

Patient was put on antibiotic (Tab 

Amoxicillin (250 mg thrice daily) and analgesic (tab 

Paracetamol 160 mg + Ibuprofen 200 mg thrice 

daily) for three days following which tooth (85) was 

extracted (figure-6 and 7) and sent for 

histopathological examination. Histology report 

(figure-8) showed cystic epithelium of varying 

thickness overlying a connective tissue capsule with 

small number of lymphocytes and few plasma cells. 

The epithelium is non-keratinized non-stratified 

squamous epithelium, suggesting ‘Infected 

Radicular cyst with 85. On recall visit after one 

month (figure-9, 10) extraction socket seemed to 

heal with normally erupting 45. 

DISCUSSION 

Both radicular cyst and dentigerous cyst 

are the most common of all jaw cysts.1, 2, 3 The 

Dentigerous cyst is most common in the paediatric 

age group, whereas the Radicular cyst is most 

common in the adult age group. 4 Radicular cysts 

also called as apical periodontal cyst or root end 

cyst are inflammatory jaw cysts arising from the 

epithelial residues in the periodontal ligament as a 

result of inflammation, usually following death of 

the pulp.4 Pathogenesis of radicular cyst suggest the 

inflammatory stimulation of ‘Epithelial Rests of 

Malassez' found in the apical periodontal ligament.5 

Stimulation of cell rests of Malassez result in 

formation of periapical granuloma and eventually as 

the granuloma enlarges, the epithelium becomes 

devoid of blood supply and undergo necrosis giving 

rise to cyst. Radicular cyst comprise about 52-68 % 

of all jaw cysts6 and 42-44% of all apical lesions. 7 It 

shows predilection for male patient in third decade 

of life with 60% occurring in anterior maxilla. 1, 6 

This may be attributed to their increase proneness 

to trauma and negligence in oral care. 8, 9 Clinically it 

is usually symptomless unless secondarily infected.2 

It generally causes displacement of neighbouring 

structures rather than resorption. Radiographically 
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radicular cyst usually present as well circumscribed 

periapical, unilocular, radiolucency. If the cyst is 

associated with acute or chronic inflammation at 

the cyst wall, the epithelial lining of the cyst wall 

may be destroyed, regardless of cyst origin, leaving 

the cyst wall with granulation tissue. 5 In deciduous 

teeth the involvement of furcation area is noted at 

much early stage. According to a study the mean 

diameter of Radicular cyst in paediatric age group 

was found to be 1.4 cm compared to 3.0 cm in adult 

age group.4 This can due to difference in sizes of 

jaws of child and adult and also due to tendency of 

postponement of treatment in adults.  

A follicular cyst or dentigerous cyst is a 

developmental odontogenic cyst developing around 

the crown of an un-erupted tooth and discovered 

mostly on routine radiographs.2, 10 The dentigerous 

cyst is most frequently found in the age group of 20-

40 years and involves mandible in 75% of cases. 

The most prevalent areas for dentigerous cysts are, 

in order of frequency: the mandibular third molar, 

maxillary third molar, maxillary canine and 

mandibular second premolar. Dentigerous cyst is 

caused by fluid accumulation between the 

epithelium and the crown of an un-erupted tooth.2 

Radiographically it presents as a unilocular, 

radiolucent lesion characterized by well-defined 

sclerotic margins and associated with the crown of 

an un-erupted tooth.2, 10 Radiographically there is 

no sharp borderline between a normal enlarged 

pericoronal space and a cyst, however in a study, 

the mean diameter of dentigerous cyst was found to 

be 2.1cm in paediatric age group and 3.2cm in adult 

age group.4 Dentigerous cysts may be classified as 

central, lateral or circumferential based on the site 

at which the cyst develops in relation to the crown 

of the tooth.10 Dentigerous cyst is aggressive and 

have a greater tendency to cause root resorption 

than other jaw cysts. According to Benn and Altini, 

two types of dentigerous cysts are said to occur. The 

first is developmental in origin and occurs in 

mature teeth usually as a result of impaction. These 

cysts generally occur in mandibular third molars 

and thus noted in second and third decades. The 

second type is inflammatory in origin and occurs in 

immature teeth as a result of inflammation from a 

non-vital deciduous tooth follicle. These are 

diagnosed in the first and early part of the second 

decade.11 The later type was the differential 

diagnosis for our case. The age of our patient, site 

involvement, the infected deciduous tooth and 

developing premolar created the diagnostic 

dilemma.  

Treatment strategy for radicular cyst 

depends on the size of the lesion. If the cyst is less 

than or equal to 1cm in diameter then conventional 

endodontics followed by a waiting period of 1 year 

to asses healing is advised which has a success rate 

of 85-90%.1, 6, 7, 12, 13  For larger lesions surgical 

means is advised. According to others, small cyst 

(<3cm) are usually enucleated, whereas large cysts 

(>3cm) are often marsupiliazed.14,15  

The disadvantage of marsupialization is 

that it is a two-stage surgical procedure and 

pathological tissue is left behind.16 Enucleation with 

primary closure is the treatment of choice as it is a 

one-stage surgical treatment, allows removal of all 

epithelial remnants and pathologic examination of 

the entire specimen.16, 17 The recommended 

treatment for dentigerous cysts is marsupialization, 

because it is the best way to conserve the 

permanent tooth.18 In our case, the cyst was 

enucleated with its capsule and teeth were 

removed, because cyst had caused resorption of 

distal root leading to poor prognosis of tooth 

involved and also developing second premolar was 

on the verge of eruption. 
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