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Introduction

Dentigerous cysts are benign
odontogenic cysts associated with
the crowns of unerupted teeth.
They are often single, and 75% of
cases are located in the mandible.1

The mandibular or maxillary third
molars and maxillary canines are
most frequently involved.1,2 The
ectopic teeth may be located in an
orbit, the palate, a nasal cavity, the
maxillary sinus roof, or the chin.2

The cyst may be the result of aber-
rant development, trauma, genetic
factors, or infections.3 Multiple
cysts may be associated with
mucopolysaccharidosis, basal cell
nevus syndrome, or cleidocranial
dysplasia.2 Bilateral and multiple
cysts have also been reported after
prolonged use of cyclosporine-A
and calcium channel blockers.2

Maxillary cysts may displace
and obliterate the maxillary
antrum or the nasal cavity.3 They
may cause fractures and become
infected. Metaplasia or dysplasia
may occur. Ameloblastoma,
mucoepidermoid carcinoma, or
squamous cell carcinoma may
develop from the epithelium of a

dentigerous cyst. Aneurysmal
bone cysts and hemangiomas have
been reported on rare occasions.2

Submasseteric abscess and superi-
or orbital fissure syndrome may
occur when a dentigerous cyst of
the maxillary sinus becomes
infected.4,5

Small lesions are completely
removed to prevent tooth damage,
whereas large lesions are drained
and marsupialised to relieve pres-
sure. Dentigerous cysts rarely
recur.2

Case report

A 24-year-old woman presented to
our dentistry clinic with headache,
facial pain, and facial swelling of
6 months’ duration. Her history
was significant for slight lower
oesophageal sphincter relaxation,
gastritis, and social anxiety disor-
der. After a dental examination,
she was referred to our clinic
because a panoramic mandible
radiograph had located her third
molar tooth in the right maxillary
sinus. Results of an ear, nose, and
throat examination revealed only
right maxillary dysaesthesia. The

other findings were normal.
Paranasal sinus computed tomo-
graphy showed a dentigerous cyst
on the floor of the right maxillary
sinus (Figure 1).

Using a 30-degree endoscope,
an adequate middle meatal antros-
tomy was created transnasally. A
dentigerous cyst was located in
the inferoposterior portion of the
right maxillary sinus (Figure 2).
Grasping forceps and curette were
used to dissect the cyst from the
floor of the maxillary sinus
(Figure 3), and the third molar
tooth was extracted transnasally
using the endoscope (Figure 4).
Pathologic examination of the
excised specimen was consistent
with a dentigerous cyst. After suc-
cessful surgery, the patient was
observed regularly at 6-month
intervals for one year.

Discussion

Developmental odontogenic cysts
account for 10% of all cysts of the
jaw. Odontogenic keratocysts and
dentigerous cysts comprise 8% of
all developmental odontogenic
cysts.5 Dentigerous cysts have also
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been called follicular cysts.
Dentigerous cysts are always
associated with an unerupted or
impacted tooth. The cyst develops
when a follicle is separated from
the crown of a developing tooth. It
presents in the second or third
decade of life and is rarely seen in
children. Incidence is the same
both sexes.5

Dentigerous cysts are usually
painless but may cause facial
swelling and delayed tooth erup-
tion.2 Avitia et al.6 have reported a
case of dentigerous cyst presenting

as an orbital proptosis; these
authors treated their patient via an
endoscopic route. The lateral
nasal wall was removed endo-
scopically from the inferior orbital
rim to the inferior turbinate to
expose the lateral portion of
maxillary sinus. Alexandrakis et al.7

reported 2 patients with nasolacry-
mal duct obstructions secondary
to an ectopic tooth. One patient’s
tooth was extracted endoscopical-
ly and the other patient’s tooth
was extracted using the Caldwell-
Luc approach. Our patient, who

presented with facial swelling and
pain, was treated endoscopically
via the transnasal route. 

Radiological and pathological
examination of the lesion are
essential for diagnosis. An radi-
ograph showing a well-defined,
unilocular radiolucency around
the impacted teeth with a thin
sclerotic margin is diagnostic for a
dentigerous cyst. However, com-
puted tomography is more accu-
rate than radiography, especially
if extensive bone involvement
or infection is suspected.8

Microscopic evaluation is often
necessary for definitive diagnosis
of this cystic lesion. The
dentigerous cyst typically has a
thin connective tissue wall that is
lined by a thin layer of stratified
squamous epithelium within the
lumen. Some cysts also may have
mucous cells within the lining.9

Radiologically, dentigerous
cysts may have features in com-
mon with radicular cysts, odonto-
genic keratocysts, and odonto-
genic tumours (such as ameloblas-
toma, odontoma, odontogenic
fibroma, cementomas, and
Pindborg tumour).8,10 Radicular
cysts are inflammatory cysts that
develop from a periapical
granuloma in a carious tooth.8,10

Odontogenic keratocysts are

Figure 1
Paranasal sinus computed tomography of dentigerous cyst on
the floor of the right maxillary sinus.

Figure 2
Endoscopic view of dentigerous cyst
located in the inferoposterior portion of
the right maxillary sinus.

Figure 3
Dentigerous cyst

Figure 4
The cyst was removed, and the third
molar tooth was extracted transnasally
using the endoscope.
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developmental cysts, and are most
commonly located in the ramus of
the mandibula. In cases of odonto-
genic keratocysts, the teeth may
be displaced or cortical perfora-
tion may occur; these effects are
more common with odontogenic
keratocysts than with other cystic
lesions.9 Ameloblastoma is a
benign odontogenic neoplasm that
may be locally invasive. This radi-
olucent tumour can be unilocular
or multilocular.8-10 Odontomas and
cementomas are benign lytic
lesions. They are often accompa-
nied by amorphous calcification.
An odontogenic fibromyxoma
usually has multiple radiolucent
areas of varying sizes and bony
septations; however, unilocular
lesions have also been
described.2,8,10 Pindborg tumours
grow slowly and are locally inva-
sive odontogenic tumours. They
are rare odontogenic tumours that
may appear as diffuse or well-cir-
cumscribed unilocular radiolucen-
cies associated with calcified
radiopaque foci.9 In patients with
hypercalcaemia and an osteolytic
expansive bone lesion, brown
tumour should be considered.11

Foreign intra-sinusal bodies as a
consequence of different
endodontic treatments of posterior
maxillary teeth should also be
considered in differential diagno-
sis.12

Dentigerous cysts are always
managed surgically. Adequate
treatment consists of completely
removing the cyst and extracting
the teeth. The Caldwell-Luc
approach, which is a more com-
mon method for this type of
surgery, is used to remove teeth in
the sinus. Caldwell-Luc indica-
tions are mainly chronic maxillary
sinusitis, maxillary sinus disease
refractory to endoscopic surgery,
antrochoanal polyp, foreign

bodies, mycetoma, approaches to
pterygomaxillary space and trau-
ma.13 This method is suitable if the
cysts are positioned laterally or
posteriorly in the maxillary sinus.3

Although this procedure provides
direct exposure of the maxillary
sinus, it results in higher morbidi-
ty than transnasal endoscopy.
Caldwell-Luc is contraindicated
in cases of routine sinus disease,
in infancy or childhood, the
maldevelopment of maxilla and
malignant maxillary lesion.14

Experienced surgeons may use
endoscopy to remove laterally and
posteriorly located cysts.5 The
endoscopic approach is preferred
if the cyst is located near the
osteomeatal complex. If the cyst
and teeth are too large, combined
Caldwell-Luc and endoscopic
approaches should be used. After
successful surgical treatment,
patients should be observed for
malignant transformation or
recurrence.3

Conclusion

Our case is exceptional because
the patient’s dentigerous cyst was
found in a rare location outside the
dental area on the floor of the
maxillary sinus, and the cyst was
removed endoscopically via the
transnasal route. Cyst size,
localisation, and the surgeon’s
experience are important factors
that determine the approach
chosen to treat dentigerous cysts.
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