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A b s t r ac t
Background: Odontomas are common odontogenic tumors and generally appear as small, solitary, or multiple radiopaque lesions found on
routine radiographic examinations. They are malformations of dental tissues and may interfere with the eruption of permanent tooth. This
lesion occurs because of the developmental disturbances where dental components are laid down in a disorganized manner, due to the failure
of normal morphodifferentiation.
Case description: A 9-year-old boy reported to the Outpatient Department of Pediatric and Preventive Dentistry with the chief complaint of
missing lower anteriors. Orthopantomogram revealed congenitally missing both lower lateral incisors and multiple pearl-like radiopacities in
the association of mesial root of primary mandibular right first molar. Extraction of carious primary first molar under local anesthesia followed
by the removal of multiple pearl-like structures were sent for histopathological examination.
Discussion: Odontomas are common odontogenic origin benign tumor. Clinically, odontoma may result in over-retention of deciduous teeth,
non-eruption of permanent teeth, pain, expansion of the cortical bone, and displaced tooth. Prognosis is favorable and relapse is rare but in
our case odontoma recurred but it did not hamper the eruption of permanent premolar.
Conclusion: Early diagnosis prevents further complications and reduces psychological and financial burden.
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B ac kg r o u n d
Odontomas or hamartomas have odontogenic origin but having
limited growth prospective. They are the most common type of
odontogenic tumors reported.
In literature, they are divided as central (intraosseous)
odontoma, peripheral (extraosseous or soft tissue) odontoma,
and erupted odontoma clinically, though histologically they
can be compound (tooth-like structures) or complex (mixture of
odontogenic tissues without dental organization).1
Exact etiology is not yet known but it may occur due to trauma
to primary dentition or inflammatory or infectious in origin. It is
suggested that hyperstimulation of odontoblast and changes in
genetic components are responsible for dental development that
may cause development of odontoma.2
They may present as a one of the clinical manifestations of
syndromes, such as basal cell nevus syndrome, Gardner syndrome,
familial colonic adenomatosis, Tangier disease, or Herrmann
syndrome.3
Though they are benign in nature but problems, such as
disturbance in tooth eruption—impaction, delayed eruption, or
retention of primary teeth, may be caused by odontomas.1
Conservative surgical excision is the treatment of choice.
Compound and complex odontomas are well encapsulated and
easily enucleated from the surrounding bone.
This case report highlights the importance of early diagnosis
and management to ensure better prognosis.

C a s e D e s c r i p t i o n
A 9-year-old boy reported to the Outpatient Department of
Pediatric and Preventive Dentistry with the chief complaint of
missing teeth in lower anterior region. Intraoral examination
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showed the presence of mixed dentition with missing mandibular
permanent both central incisors. Along with this, carious # 54, 64, 65,
42, 84 were present (Figs 1 and 2). Orthopantomogram (OPG) was
advised, which showed congenitally missing # 32, 42 and multiple
radiopacities in association with 84 region above the tooth bud
of 44 which do not show resemblance to morphology of tooth
(Fig. 3). Provisional diagnosis of odontoma was performed. Medical
history was not contributory and hematological investigation was
not contributory. After parents’ consent, extraction of 84 under
local anesthesia (2% lignocaine with adrenaline, 1:80,000; Lignox®)
using inferior alveolar nerve block and buccal infiltration. After
extraction of 84, all odontomas were removed through the socket
of 84 with spoon excavator # EX 131(GDC) without damaging the
follicle of developing follicle of 44 (Fig. 4). Complete removal of
odontoma was confirmed with intra-oral periapical radiograph
(IOPA) (Fig. 5). Followed by irrigation of 10 mL tincture iodine dilute
with saline (2:1), pack was given and post-extraction instructions
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Fig. 1: Intraoral examination reveals mixed dentition with missing 42,
32 and carious 41, 84

Fig. 2: Orthopantomogram showing congenitally missing 42, 32 and
multiple radiopacities with 84

Fig. 3: Intraoral radiograph showing multiple pearl-like radiopacities in
association with mesial root of 84
Fig. 4: Total 9, 0.5 to 1 cm diameter-sized pearl-like structures removed

Fig. 5: Immediate postoperative IOPA of 84 region

and care were explained to patient and parent. Anti-inflammatory
drug was prescribed and the patient was recalled after 24 hours,
and a week for follow-up. Patient was kept under follow-up. All
specimens were sent for histopathological examination. After
6-month follow-up, recurrence of odontoma was observed but it
was positioned at cervical third of permanent right first premolar
(Fig. 6). Due to its position near to permanent tooth, removal was
not attempted and the patient was kept under further follow-up till
the eruption of 44 (Fig. 7). Parents were not willing for the removal
of recurred odontoma.

Fig. 6: Follow-up OPG showing recurred radiopacity in the association
of follicle of 44

Histopathological Examination
Histological examination showed the presence of enamel, dentinal
tubules, and pulp-like cells but they were arranged randomly
confirming the diagnosis of complex odontoma (Fig. 8).

D i s c u s s i o n
Odontomas are common odontogenic origin benign tumor.
Generally clinically symptomless and diagnosed in or before second
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Fig. 7: On follow-up after 1 year, intraoral examination shows erupted 44

decade of life. Frequently they are associated with impacted or
over-retained tooth.4,5
In our case reported, the incidence age of odontoma is
consistent with the literature.
A/c to WHO, odontomas are classified as (1) complex
odontoma—where dental tissues are well formed but less orderly
arranged. (2) Compound odontoma—where all dental tissues are
more orderly arranged and resembles tooth structure.
In our case, histological examination revealed less organized
dental tissues which confirmed the diagnosis of complex odontoma.
If lesion is composed of more than one tissue, it is known as
composite odontoma.
Further can be classified as:
•
•

Complex composite odontoma.
Compound composite odontoma.

In our case, histological more than one tissue was seen and
was not orderly arranged, so the diagnosis was complex composite
odontoma made.
Clinically, odontoma may result in over-retention of deciduous
teeth, non-eruption of permanent teeth, pain, expansion of the
cortical bone, and displaced tooth. But in our case, no clinical signs
and symptoms were present but as diagnosis was made only on
OPG. Due to early diagnosis, we could prevent the complications,
such as over-retention of primary tooth and unerupted permanent
tooth.6
Radiographically, depending on calcification, three stages of
development of odontoma are in the first stage the lesion appears
radio-lucid (due to lack of calcification of dental tissues), the
intermediate stage is characterized by partial calcification, and in
the final stage the odontoma appears radiopaque and surrounded
by a radio-lucid halo.7
A/C to literature, surgical extraction or extraction with removal
of any associated soft tissue should be carried out to prevent
complications like interference with the eruption of permanent
tooth or the occurrence of dentigerous cyst.
Extraction of associated mandibular primary first molar along
with removal of odontoma was carried out under local anesthesia.
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Fig. 8: Histopathologically, hematoxylin and eosin staining shows
randomly arranged enamel, dentin, and fibroblast-like cells

Prognosis is favorable and relapse is rare but risk of relapse
is more when nucleation is carried out in the first stage of
calcification.7,8
In our case, though intermediate stage of calcification was
identified radiographically but odontoma recurred but it did not
hamper the eruption of permanent premolar.

C o n c lu s i o n
Odontoma is the most commonly reported odontogenic tumor,
mainly in the second decade of life. But it can occur in primary
dentition which can result in the genesis of complications. Early
diagnosis and ministrations can prevent further complications.
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