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ABSTRACT

Odontome, tumor of odontogenic origin, is associated with
disturbances in the eruption of teeth such as impaction,
delayed eruption or retention of permanent teeth. It is seen on
radiographic examination as a radiopaque lesion which may be
single or multiple. Morphologically, odontomes are of two types-
compound or complex and can be found at any age with high
prevalence in maxilla than in mandible. In this case report, lack
of eruption of permanent mandibular canine owing to presence
of associated compound odontome is presented.
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INTRODUCTION

‘Odontoma’ by definition refers to any tumor of odontogenic
origin. The term odontoma was coined by Broca in 1868.!
The World Health Organization (WHO) defines odontomas
as of two types:> Complex Odontomas, in which all dental
tissues are present, but arranged in a more or less disorderly
pattern; and compound odontomas, in which all of the dental
tissues are represented in a pattern that is more orderly than
that of the complex type. Thus, in compound odontomes,
enamel, dentine, cementum and pulp are arranged as they
would be in the normal tooth.> Compound odontomes are
found more frequently than complex odontome.*?

Though the factors responsible for development or
formation of odontomes are unknown, it may be because of
local infection or trauma,® while genetic component has also
been suggested as probable etiology.” Compound odontome
commonly occurs in the incisor-canine region of the maxilla
and complex odontome is frequently located in the premolar
and molar region of both jaws.

Most odontomes are asymptomatic; occasionally signs
and symptoms relating to their presence do occur. These
consist of disturbances in the eruption of teeth, such as
impaction, delayed eruption or retention of primary teeth.
In the following case report, lack of eruption of permanent
mandibular right canine owing to presence of associated
compound odontome is presented.

CASE REPORT

A healthy 14-year-old male patient reported to department of
Pedodontics and Preventive Dentistry with a chief complaint
of over retained deciduous teeth. His medical history was
noncontributory with no history of trauma to the orofacial
region. There was no family history of retained primary
or unerupted permanent teeth or hypodontia. Intraoral
examination revealed presence of following over retained
teeth: 55, 54, 53, 63, 64, 65,
85, 84, 83, 73, 74, 75.
A panoramic radiograph was made to assess the presence
and status of development of the succedaneous teeth
(Fig. 1). It showed presence of unerupted permanent

Fig. 1: Panoramic radiograph
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Fig. 2: Intraoral periapical radiograph (preoperative)

Figs 4A and B: View of the odontomes after buccal
mucoperiosteal flap was raised

canines and premolars with almost two thirds root
development. Interestingly, the radiograph also revealed
multiple radiopaque masses around the crown of permanent
mandibular right canine. Intraoral periapical radiographs
for the same region helped in arriving at provisional
diagnosis of an odontome (Fig. 2). Clinically, all the
retained primary teeth were firm and asymptomatic (Fig.
3). But since there seemed to be lack of eruptive forces
of the succedaneous teeth and the resultant inadequate
root resorption, extraction of all retained primary teeth
was planned. Also, the patient was scheduled for surgical
removal of odontome in relation to permanent mandibular
right canine. Prior to this, the procedure with possible
discomfort and risks was explained to the parent and
informed consent was obtained. Routine hematological
examination was done. The surgical procedure was carried
out under local anesthesia. Primary mandibular right
canine was extracted to facilitate access to the lesion.
Buccal mucoperiosteal flap was raised in the canine region

(Figs 4A and B). Bone was removed by drilling from the
buccal alveolar ridge to remove the scattered hard tissue
mass. The multiple hard tissue masses were removed
from canine region with the help of curettes, tweezers
and forceps (Fig. 5). Subsequently, another radiograph
of the same region was made to verify complete removal
of all the radiopaque mass (Fig. 6). The surgical area was
closed with the help of catgut suture (Fig. 7). The samples
obtained were sent for histological evaluation, which then
confirmed the diagnosis as compound odontome (Figs 8A
and B). The patient has been evaluated regularly to check
for the eruption of the permanent teeth.

DISCUSSION

Odontomes account for 30 to 40% of all the odontogenic
tumors and show similar predilection of occurrence in either
maxilla or mandible.!® Trauma, infection and hereditary
factors are possible causes of development of these kinds
of lesions.
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Fig. 5: Multiple odontomes

Fig. 7: Postoperative image

Figs 8A and B: Histological appearance of the lesion

According to Budick,® odontomes occur at any age and
in either arch, i.e. maxillary or mandibular. Compound
odontome is observed more in the maxillary anterior
region (61%) and is more commonly observed on the right

side of the jaw. But in the present case it was observed
in the mandibular arch, was asymptomatic and the lesion
was diagnosed on routine radiographic examination. It
appeared as irregular mass of calcified material surrounded
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Fig. 10: Six months postoperative intraoral appearance

by narrow radiolucent bands with smooth outer periphery or
as a variable number of tooth like structures with the same
peripheral outline.

The differential diagnosis for this could be amelo-
blastic fibroma, ameloblastic fibro-odontoma and
odontoameloblastoma.>>!? Odontomes can also manifest
as part of syndromes, such as basal cell nevus syndrome,
Gardner syndrome, familial colonic adenomatosis, Tangier
disease or Hermann syndrome.’ Thus, after surgical
removal of the lesion, it was evaluated histologically and
the diagnosis as that of compound odontome was confirmed.

In the present case, there was delay in exfoliation of
the primary teeth and lack of eruption of succedaneous
teeth. Many permanent teeth with 2/3 root development
were seen as unerupted in the panoramic radiograph, in
this patient 14-year-old patient. There could be associated
eruptive forces being inherently less in the canine premolar
area, with the odontomes causing further delay in the region
of 83. Tooth impaction'! refers to situations where failure
to erupt appears to be due to a mechanical blocking and the
tooth remains unerupted beyond the normal time of eruption.
When there is enough space for impacted permanent teeth
to erupt in the dental arch and primary teeth have already
exfoliated, surgical exposure with removal of the overlying
gingiva or orthodontic traction is the treatment option. When
there is insufficient space for the tooth to erupt, it may
be necessary to increase the space by uprighting inclined
neighboring teeth. In the present case, lack of eruptive
forces of the permanent teeth and resultant inadequate
root resorption of primary teeth was responsible for the
noneruption of permanent teeth. The presence of odontome
had further led to impaction of the permanent mandibular
canine in this case.

Management of odontomes consists of surgery*®!?
with good prognosis and less chances of relapse. It has

been observed that chances of relapse are high if non-
calcified tissue lesion is removed.>!? Relapse of the lesion
has been observed by Tomizawa et al.'® Thus after surgical
management it is necessary to remove the lesion and
enveloping soft tissue with curettage. This is to prevent
the possibility of cystic degeneration as dentigerous cysts,
odontogenic keratocysts and calcifying odontogenic cysts
have been associated with odontomes.*'* Once odontome is
removed surgically along with any lining epithelium, there
is usually no recurrence. In this patient’s case, even though
there was no evidence of cyst formation, the surgical area
was thoroughly debrided by curettage and radiographic
confirmation was made to ascertain removal of all hard
tissue masses.

In the case of this patient, impacted permanent
mandibular canine tooth started to erupt spontaneously at
1 month, as seen radiographically. By the end of 6 months,
on radiographic observation, slightly delayed eruption of this
tooth was observed (Fig. 9). Following extractions of the
retained primary teeth, other permanent canines and premolars
had already begun to erupt in the oral cavity (Fig. 10). The
patient continues to be kept under clinical and radiographic
follow-up.
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