
Case Report

INTRODUCTION

The term “odontoma” by definition refers to any tumor 
of  odontogenic origin. Odontomas are developmental 
anomalies resulting from the growth of  completely 
differentiated epithelial and mesenchymal cells that give 
rise to functional ameloblast and odontoblast. Odontomas 
represent a hamartomatous malformation rather than a 
neoplasm.[1] They are benign tumors, slow‑growing and 
show nonaggressive behavior.[2] Erupted odontomas occur 
very rarely in both the primary and permanent dentition. 
The eruption of  an odontome in relation to a primary 
tooth is very rare. Clinically, odontomas are often associated 
with alteration in permanent or temporary tooth eruption. 
The diagnosis is established by routine radiographical 

examination or on the evaluation of  the cause of  delayed 
eruption.[3] The aim of  this paper is to discuss only an 
erupted odontome in the first decade of  life associated with 
a primary first molar erupted into the oral cavity.

CASE REPORT

A 7‑year‑old female patient has come to the Department 
of  Pedodontics and Preventive Dentistry with a complaint 
of  pain and food impaction in the lower back teeth on both 
sides, for a month. The pain was of  constant nature and 
aggravated on mastication.

Routine clinical examination revealed dental carious lesions 
in the mandibular molar teeth on both sides. In addition to 
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the carious teeth, there was an unusual tooth like structure 
in the left primary first molar region. The typical coronal 
portion of  the tooth is surrounded by a white‑colored 
globule of  tooth material circumferentially and extending 
below the gingival margin. The gingival aspect of  this tooth 
structure extended below the cervical area [Figures 1 and 2]. 
The gingival area under the odontome was inflamed and 
edematous. The patient revealed a history of  a slow 
growing and slowly erupting tooth‑like structure during 
the past 6 months. Orthopantomogram (OPG) revealed 
a radiopaque mass overlapping the tooth crown, giving it 
an irregular shape. The permanent premolar tooth bud 
appeared normal under the tooth‑like mass. Informed 
consent was taken from the patient and parent of  the child, 
and the positive outcomes of  the treatment were explained 
to the parent before the surgical extraction of  odontome.

The carious molar teeth were treated by placing resin‑based 
fissure sealants and glass ionomer cement restorations 
followed by surgical extraction of  the odontome‑like 
structure [Figure 3]. The extracted specimen was sent for 
histological evaluation [Figure 4]. The lesion surrounding 
the primary molar tooth was sectioned and evaluated, 
which revealed normal enamel and dentine without any 
pulpal tissue signifying the extra mass of  tooth structure 
attached to coronal portion of  the primary molar. Basing 
on the clinical, radiographic and histological evaluation 
the lesion was diagnosed as an erupted compound 
odontome because of  the well‑structured anatomic tooth 
attached with the lesion.

Follow‑up
After 3 years of  follow‑up, there was a fibrous thickening 
of  the mucosa at the site of  extraction of  the odontome 
and the vestibular region. There was no sign of  eruption 
of  the permanent first premolar tooth, though the contra 
lateral premolar on the right side was erupted [Figure 5]. 
At the end of  4th year, the permanent first premolar finally 
erupted with an unusual occlusal morphology resembling 
the occlusal table of  primary first molar [Figure 6]. OPG 
revealed no supplemental/supernumerary teeth in the 
vicinity of  the erupted tooth. A sharp contact point with 
the adjacent canine is evident in the OPG [Figure 7].

DISCUSSION

Few case reports have been reported on odontomas in 
pediatric dentistry in the second and third decades of  
life. This case report discusses an erupted odontome 
in the first decade. Odontomas attached to the primary 
molars circumferentially and erupting into the oral cavity 
are very rare. The first case of  an erupted odontoma was 

described in 1980 by Rumel et al. and since then only few 
cases of  erupted odontomas in pediatric dentistry have 
been reported till date.[4] An exceptional circumstance is a 
spontaneous eruption of  an odontoma into the oral cavity, 
i.e., exposure of  the tumor through the oral mucosa. This 
situation can cause pain, inflammation of  the adjacent 
soft tissues or infection associated with suppuration.
[5‑7] In the present case, the odontoma has erupted into 
the oral cavity slowly and had caused pain and gingival 
inflammation.

Clinical indicators of  odontoma may include retention of  
deciduous teeth, noneruption of  permanent teeth, pain, 
expansion of  the cortical bone and tooth displacement. 
Other symptoms include anesthesia in lower lip and swelling 
in the affected area.[8] In the present case, eruption of  
permanent premolar was prevented by the fibrous thickening 
of  the mucosa or an inherent incapability of  the tooth bud 
to erupt due to the lack of  eruptive forces. Impaction or 
altered eruption in case of  permanent successors associated 
with odontomas occur because the odontoma obstructs the 
eruptive trajectory of  the teeth.[8‑11] The main issue with an 
erupted odontome in a child is the difficulty to maintain 
proper oral hygiene due to accumulation of  debris and 
plaque in the vicinity of  the odontome.

The differential diagnosis for the present case comprised 
of  gemination, fusion with the underlying permanent 
premolar tooth or a supernumerary tooth fused with the 
primary mandibular left first molar. An erupted odontome 
is often confused with a case of  gemination or fusion with 
the permanent predecessor. Gemination is a condition 
where a single tooth with a completely or incompletely 
bifid crown with a single root and root canal. The normal 
complement of  the teeth is present.[1] In fusion clinical 
appearance depends on the stage of  tooth bud formation 
when they are fused. The normal complement of  teeth 
may not be present.[1] In the present case, the normal 
complement of  teeth was present.

There is no general agreement on the best management 
approach for impacted teeth associated with odontomas. 
The treatment options comprise surgical extraction, 
fenestration, posterior orthodontic traction or simple 
observation with periodic clinical and radiographical 
controls, to evaluate the course of  these teeth.[10,12,13] In the 
present case, we have adopted a wait and watch approach to 
let the permanent premolar erupt on its own. It took 4 years 
for the permanent first premolar to erupt in the oral cavity.

Finally, we conclude that a clinician can never be sure about 
the eruption of  permanent predecessor at its actual time 
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Figure 1: The clinical picture showing the erupted odontome attached 
circumferentially to the left mandibular primary first molar and extending 
below the gingival margin in direct vision

Figure 2: The clinical picture showing the mirror image of erupted 
odontome attached circumferentially to the left mandibular primary 
first molar and extending below the gingival margin

Figure 3: The clinical picture showing the surgical removal of erupted 
odontome with a periosteal elevator Figure  4: The picture shows the specimen of extracted erupted 

odontome held with a toothed forcep

Figure  5: The picture shows the erupted the first premolar on the 
contralateral side of the same arch and noneruption of the premolar 
on the extracted erupted odontome side

Figure 6: The picture shows the eruption of an unusual first premolar 
on left side of the arch, whose occlusal table is morphologically similar 
to primary first molar after 4 years of follow‑up (mirror image)

after extraction of  an erupted odontome. The clinicians 
should be aware of  such cases to avoid unnecessary 
extraction of  such permanent teeth without proper 

evaluation, as they morphologically resemble primary 
first molars. An early evaluation, precise diagnosis of  
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odontomas interfering with erupting teeth is essential for 
prevention of  malocclusion in young children.
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Figure 7: Orthopantomogram taken after 4 years of follow‑up reveals no 
supernumerary or impacted tooth in relation to the erupted first premolar 
and a sharp contact area of the premolar with the adjacent canine


