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Residual radicular cyst in primary molar extraction
socket: An unusual clinical entity
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ABSTRACT
Radicular cyst is a most common type of odontogenic cyst that develops mostly as sequel
of untreated dental caries. It is classified as inflammatory type originated mostly from cell
rests of Malassez. Radicular cyst arising from deciduous teeth is rare, accounting for just
0.3% to 5% of the total number. Residual kind of radicular cyst in deciduous teeth are
still very sparse in literature. Most of the residual cysts are asymptomatic and are found
only on routine radiographic examination. We are presenting an interesting and rare
case of symptomatic residual radicular cyst of left primary first molar extraction socket
with secondary infection in a 5-year-old child. Our aim is to emphasize on investigations,
recognition, and treatment of such inflammatory residual radicular lesions associated with
deciduous teeth, which has been an unreported clinical entity.
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INTRODUCTION
Radicular cysts are the most common inflammatory jaw
cysts and develop as a sequel of untreated dental caries with
pulp necrosis and periapical infection.[1] Although dental
caries is very common in children; however, radicular cysts
affecting deciduous dentition appear to be rare with the
incidence being as low as 0.5% to 3.3% of the total number
of radicular cysts in primary and permanent teeth.[2] Residual
radicular cysts are those inflammatory periodontal cysts that
are periapical in position and persist after removal of the
associated tooth. They represent approximately 10% of all
odontogenic cysts,[3,4] but are not included within the WHO
classification.[5] Oehlers[6] made a radiographic study of 168
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presumed residual cysts, left in situ for periods of up to 7
years and concluded that most lesions resolved, while a small
percentage remained static and in none of the cases increased
in size, due to repair following removal of the irritant process.
Killey and Kay[4] described incidence figures for residual cysts
during an 11-year period; residual cysts were more common
in the maxilla (61%). Cases of symptomatic residual radicular
cyst of primary dentition are very sparsely found in literature.
Hence, we are presenting a case of residual radicular cyst in
left side of primary mandibular molar socket with secondary
infection.

CASE REPORT
A patient aged 5 year reports to Department of Pedodontics
and Preventive Dentistry with a chief complain of pain,
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swelling, and pus discharge in lower left back tooth region
since 2 days. Patient provided history of tooth removal 1
month back. History of pus discharge in the same tooth
region, which increases while having food was given. Patient
had taken medication for pain. No contributory medical
history. On clinical examination, a diffuse swelling seen
in lower body of mandible region on left side which is size
1 × 0.75 cm and tender on palpation . Facial asymmetry
is seen. Submandibular lymph node on left side is tender
and palpable and slightly enlarged [Figure 1]. On intraoral
examination, adjacent to left mandibular molar extraction
socket, obliteration of buccal sulcus with slight erythema
was observed [Figure 2]. On palpation, hard bony expansile
vestibular swelling extending from 73 to 75 was found.
Periapical radiograph showed radiolucent lesion with ill-defined
irregular border with respect to extraction socket [Figure 3].
Panaromic radiograph revealed hazy radiolucent lesion of 1 ×
1.5 cm. Ill-defined irregular border in the tooth space of 74.
Occlusal radiograph confirmed the expansion of buccal cortical
plate. Expansion of buccal cortex with thinning seen, which
was extending from distal of 73 to beyond distal aspect of 75
of size 3.5 × 1 cm with hazy internal structure was observed

[Figure 4]. Computed tomography revealed a well-defined lytic
lesions within the left mandible in the primary molar region
with cortical plate expansion measuring 13 × 19 mm suggestive
of odontogenic cyst [Figure 6]. The contents of the lesion was
aspirated and on histopathological examination; it was found
that the lesion contains predominantly acute inflammatory
cells admixed with few lymphocytes and plasma cells in pool
of RBC ( Red blood corpuscles), CT (Computed Toography),
which was suggestive of infection [Figure 7]. Taking into
consideration of clinical, radiographic, and aspiration cytology
report, a provisional diagnosis of infected residual cyst
was made and surgical curettage was planned. Under local
anesthesia incision was made from 73 to 75, flap was raised and
cystic site was exposed [Figure 8]. Careful curettage was done
with intermittent irrigation. Surgical exploration confirmed
that it was not communicating with permanent bud. Flap
was sutured back [Figure 9]. Curetted tissue was sent for
histopathological examination [Figures 10 and 11]. Excisional
Biopsy report showed proliferating nonkeratinized stratified
squamous epithelium. Supporting connective tissue wall was
fibrocellular consisting of delicate collagen fibers moderately
infiltrated with both acute and chronic inflammatory cells
suggestive of radicular cyst [Figure 5].

Figure 1: Frontal profile of patient.

Figure 3: Intraoral periapical radiograph with radiolucent lesion
of 1 × 1 with ill-defined irregular border wrt extraction socket.

Figure 2: Intraoral picture showing obliteration of buccal
sulcus.

Figure 4: Panoramic radiograph showing hazy radiolucent lesion
of 1 × 1.5 ill-defined irregular border wrt extraction socket.
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Figure 5: Occlusal radiograph showing bony expansion with
thinning extending from 73 to 75.

Figure 8: Intra Operative View

Figure 6: CT scan showing well-defined lytic lesion with cortical
plate expansion in left mandibular primary region.

Figure 9: Intraoperative picture of patient after surgical
curettage.

Figure 7: Aspiration cytology showing predominantly
inflammatory cells

Figure 10: Sample sent for biopsy.
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diagnosis of infected residual cyst was made and surgical
curettage was performed.
In our case since the cystic lesion was symptomatic with
secondary infection, so the patient did report the same. But
in most cases, this kind of lesion remains unreported and
undiagnosed. However, the most important thing is to avoid
its adverse effects on permanent tooth bud, which include
delayed eruption, malpostion, enamel defect, and may even
lead to nonvitality of permanent tooth.

CONCLUSION
Figure 11: Histopathological picture of biopsy material.

After 7 days, patient was recalled for suture removal. After
15 days, the swelling had completely reduced, obliteration,
and erythema disappeared.

DISCUSSION
Radicular cysts can occur in the periapical region of any
teeth, at any age, but seldom seen associated with the
primary dentition.[7] Lustmann and Shear[8] in an extensive
review from 1898 to 1985 found 51 cases, and Nagata et al.[9]
in their review reported 112 cases through 2004. A review
by Shear and Speight in 2007 showed that out of the 948
radicular cysts only 16 (1.7%) were seen in Johannesburg
occurred in pediatric patients (0–9 years).The reason for
this may be the short period for which the deciduous teeth
remain in oral cavity, easy drainage, and very low number
of teeth are brought for histopathological examination
after extraction.[9]
Residual radicular cyst till now has been reported by
Rohan et al.[10] Most of the residual cysts are asymptomatic
and eventually heal with time,[6] particularly in primary
dentition because the source of infection has been removed.
In our case, we did extensive investigations to rule out
other possible diagnosis. Panoramic radiograph to rule
out dentigerous cyst, which is most common at this age
because the radiolucency was not involving the tooth bud
of 34. Occlusal radiograph showed expansion of cortex with
thinning giving the possibility of either cyst or neoplastic
growth. CT scan report showed it to be a lytic lesion
suggestive of odontogenic cyst in the primary mandibular
area. Localization of retained residual cyst by CT scan had
been reported by Jmadade et al, alike our case. Aspiration
cytology was done to rules out any vascular lesion and it helps
in differential diagnosis, according to Whitten. Aspiration
was positive, so any neoplastic proliferation was ruled out and
histopathological report indicated infection. So provisional
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Considering the adverse effects of cyst on permanent
dentition, an early diagnosis and timely appropriate treatment
should be instituted. This article tries to give pedodontist a
new clinical scenario, which shows the existence of residual
cyst that may have far-reaching consequences on dentition.
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