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ARTICLE INFO                                         ABSTRACT 
 

 
 

Congenital pathologies are those existing at or dating from birth. Occurrence of congenital cystic 
lesions in the oral cavity is uncommon in neonates. Eruption cyst (EC) is listed among these unusual 
lesions. It occurs within the mucosa overlying teeth that are about to erupt and, according to the 
current World Health Organization (WHO) classification of epithelial cysts of the jaws, EC is a 
separate entity. This paper presents a case of congenital EC successfully managed by laser 
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INTRODUCTION 
 

Eruption cysts are benign cysts that appear on the alveolar 
ridge shortly before the eruption of a tooth.1 In the past, they 
were classified as dentigerous cyst but according to the World 
Health Organization’s classification of odontogenic tumours, 
eruption cyst is a separate entity.2  
 

The exact etiology of occurrence of eruption cyst is not clear. 
Studies have found early caries, trauma, infection and the 
deficient space for eruption as possible causative factors.3 
Clinically, the lesion appears as a circumscribed, fluctuant 
swelling on the alveolar ridge over the site of the erupting 
tooth.4 They most commonly occur in the first and second 
decades of life, usually coinciding with the eruption of the first 
permanent molars and maxillary incisors.5   
 

Case Report 
 

A 15 months old baby along with his parents came to our 
hospital with a chief complaint of bilateral swellings in upper 
and lower back tooth region of the jaw for the past 10 days. 
History of swelling has started as small bulges on all four 
quadrants, and progressively increased to the present size. 
Owing to rapid increase in the size of the swellings, the parents 
had sought treatment with the fright that it might be neoplasm. 
Also, the child had difficulty in occlusion and mastication. The 
child was otherwise apparently healthy. 
 

Intraoral examination revealed two bilateral, sessile swellings 
in the upper and lower gum pads corresponding to first 
deciduous molar region. The swellings in the upper jaw 
measured about 2 cm in diameter and those in the lower jaw 
measured about 1.5 cm in diameter. The mucosa over the 
swelling in lower right quadrant alone had bluish black 
discolouration, rest of the swelling was that of normal mucosa. 
There were no surface ulcerations, pus discharge or bleeding. 
On palpation, they were soft, fluctuant and non-tender. No 
pulsations were felt. An orthopantamogram revealed no bony 
involvement.  
 

A diagnosis of eruption cyst was made based upon the clinical 
and radiographic findings. Considering the size of the 
swellings and difficulty in occlusion and mastication, the 
choice of spontaneous regression of the cyst was neglected.  
 

The procedure was clearly explained to the parents and written 
consent was obtained. Necessary blood investigations were 
carried out before the procedure. As the child was too young to 
co-operate for the procedure, the procedure was done under 
general anaesthesia. Er, Cr-YSGG laser was used as laser has 
the advantages of less intra-operative bleeding and lesser post-
operative complications. Review was done after a week and 
the patient was kept under observation to monitor the eruption 
of the underlying teeth. The patient was reviewed after one 
week and a normal eruption pattern was observed. 
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Fig 1 Intraoral photograph depicting bilateral sessile swelling in the 
corresponding deciduous first molar alveolar region involving maxilla and 

mandible 
 

 
 

Fig 2 Post operative intraoral photograph after the excision of cyst with laser 
exposing the erupting deciduous first molars 

 

DISCUSSION 
 

The eruption cyst is a form of soft tissue benign cyst 
associated with an erupting primary or permanent teeth and 
appears shortly before appearance of these teeth in the oral 
cavity. Clinically, they appear as a dome-shaped swelling in 
the mucosa of the alveolar ridge, which is soft on palpation. 
The colour may range from transparent, bluish, and purple to 
blue-black. 6 

 

On radiographic examination, it is difficult to distinguish the 
cystic space of eruption cyst because both the cyst and tooth 
are directly in the soft tissue of the alveolar crest and no bone 
involvement is seen in contrast to dentigerous cyst in which a 
well-defined unilocular radiolucent area is observed in the 
form of a half moon on the crown of a non-erupted tooth. 6 
The differentially diagnosis of an eruption cyst could be 
dentigerous cyst, hemangioma, pyogenic granuloma and 
amalgam tattoo.7  
 

Mostly, the eruption cysts don’t require any treatment and 
most of them resolve on their own.8, 9. Surgical intervention is 
required when they hurt, bleed, are infected, or aesthetic 
problems arise.6,10 Simple incision or partial excision of the 
overlying tissue to expose the crown and drain the fluid is 
indicated when the underlying tooth is not erupting or the cyst 
is enlarging.11 In this case, intervention was done as the 
swellings interfered the occlusion and mastication.  
 
 
 
 
 
 
 
 
 

The use of Er, Cr-YSGG laser for treatment of eruption cysts 
has been suggested as a novel treatment modality.1 Compared 
with conventional scalpel there is mild bleeding and better 
visibility of working area.12 when laser cutting is in progress, 
small blood and lymphatic vessels are sealed due to the 
generated heat, thereby reducing or eliminating bleeding and 
oedema. Clinically, during 48 hours post-surgery, this layer 
becomes hydrated from saliva, swells, and eventually 
disintegrates to later reveal an early healing bed of new 
tissue.13 Tissue healing followed by laser is better and faster 
than tissues treated with conventional surgery, with reduction 
in scar tissue retraction, bleeding, oedema and postoperative 
pain.12 

 

CONCLUSION 
 

Eruption cysts are not so uncommon. Rapid increase in its size 
not only impedes the child’s normal life but also panics the 
child and parents. Careful examination and diagnosis, 
reassurance and right treatment option alleviates anxiety and 
facilitates normal eruption of the underlying teeth.  
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