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Case Report

Management of a Large Erupting Mandibular Complex Odontoma
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Abstract
Complex odontomas are a benign odontogenic tumour commonly found in the posterior region of the mandible and
prevalent in young adults. They are often incidental findings on routine radiographic dental examinations. Although
they rarely erupt and are usually asymptomatic, they can be of significant importance when they prevent normal eruption of teeth and dentists should refer to the local maxillofacial team for management. The treatment of choice is often
surgical removal with the specimen submitted for histologic diagnosis. We present a case of a large complex odontoma
of the mandible in this report.
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Introduction
An odontoma is a hamartomatous odontogenic tumour composed of pulp tissue, cementum, dentine and enamel which
may be arranged in the form of a tooth [1]. Odontomas develop from pathologic proliferation of enamel and dentine producing cells [2]. They are classified as hamartomas because they are made up of benign, normal but disorganised dental
tissues [3,4,5]. Studies have found overall odontomas are more common in females with a higher incidence in the maxilla
[6]. Although there are variants with some discrepancy in epidemiology. The two main classifications of odontomas,
based on radiographic and histologic features are the compound and complex odontomas [3]. However, they can be
found in combination as complex-compound odontoma, albeit rarer [3,7]. Compound odontomas are composed of multiple teeth-like structures contained within a sac [8]. Complex odontomas on the other hand appear as an irregular mass
of dental tissue consisting of enamel, dentine and cementum with no resemblance to normal tooth form and appear later
in life [3,9]. Although usually incidental findings and rarely symptomatic, odontomas may be associated with dental issues including impaction of teeth, swelling, mal-positioning, aplasia. [2,10].
The aetiology of odontomas is not fully understood. Predisposing factors include local trauma, infection and genetics
(hereditary and sporadic mutations). Odontomas have also been linked to syndromes e.g Gardner’s syndrome, Hermann’s syndrome cleidocranial dysplasia, familial colonic adenomatosis and naevoid basal cell carcinoma syndrome
[3,9]. Other causes such as neoplasm, autoimmune disease and radiotherapy have also been implicated [11-15]. The clinical significance of odontomas are shown that without appropriate treatment, odontomas can cause devitalisation, displacement, resorption and malformation of adjacent teeth [2,7,10,16].

Case Report
A 26-year-old Caucasian female patient was referred to the Oral & Maxillofacial Surgery Department by the Accident and
Emergency (A&E) Department at Musgrove Park Hospital. The patient presented with left-sided facial pain and inability
to eat for the past three days and was reviewed the next day as an outpatient by our department after her initial presentation. Previously she had been seen by their general dentist for probable pericoronitis of the lower left second molar
(37) over the past year. The clinic examination revealed normal sensation to the lower lip and tongue, no teeth were
tender to percuss, an inter-incisal opening of 30mm and tenderness on palpation of the left jaw joint and muscles of
mastication.
Intra orally there was a white-grey mass just visible through the mucosa in the lower left third molar region. A panoramic radiograph taken (Figure 1) showed an unerupted horizontally impacted lower left wisdom tooth (38) with a dense
radiopaque mass overlying it. Both appear to involve the IDN canal with loss of cortication and there was darkening.
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A CT scan was carried out, a 3-D reconstruction is seen in Figure 2 and also buccal and lingual bone expansion demonstrated in the axial and coronal view (Figure 3).

Figure 1: Routine radiograph (panoramic radiography) presenting radiopacity lesion involved with the unerupted 38

Figure 2: CT reconstruction views showing, left to right (A.) Front view (B.) Right half profile (C.)
Right half view (D.) Lingual view

Figure 3: Showing a hypodense image with lingual and buccal bone expansion from CT. Left to right
(A.) axial view and (B) coronal view
Following full examination and investigation the patient was listed for surgical removal of the odontoma under general
anaesthesia (GA). Having obtained informed consent and material risks including particularly altered sensation to her
lip and tongue, the risk of jaw fracture and potential further treatment were discussed.
A full thickness mucoperiosteal flap was raised with mesial and distal relieving incisions. The lesion was immediately
partly visible, bone removal carried out and lesion excavated and removed and sent for histologic analysis, the impacted
38 was also removed in the process.
A small part of the ID nerve was visible at the base of the socket but was intact. The surgical site was irrigated with 0.9%
saline solution and simple interrupted sutures placed using 3/0 vicryl rapide. The patient received an intraoperative
dose of Co-amoxiclav 1.2g stat and was discharged same day once deemed fit with a 5-day course of Co-amoxiclav
625mg and co-codamol prn. She developed post op complication three days later with swelling, trismus and pain which
subsided over the next few days. A histologic diagnosis of benign complex odontoma was made. No atypical or malignant
cells were seen (Figure 4). The patient is being followed up on an outpatient basis.
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Figure 4: Histology result of complex odontoma

Discussion
Odontomas represent between 21-67% of all odontogenic tumours [5]. They arise from the abnormal proliferation of
cells of the enamel organ that give rise to ameloblasts and odontoblasts which produce enamel and dentine [5,6,8,11,17].
Compound odontomas appear more frequently within the anterior aspect of the maxilla at a median age of 14.8 years old
[6,8,18,10]. Complex odontomas unlike their compound counterpart tend to develop slightly later in life within the posterior region of the mandible with the average age of 20.3 years of age and can grow several centimetres in size [5,6 1921].
The lesion in this case was described radiographically as a completely radio-opaque lesion as the body, representing the
masses of dental tissue with a radiolucent surrounding zone, making up the connective tissue capsule [5,11]. Although
Odontomas often appear radiographically to be closely associated with an adjacent tooth, these tumours are often separated from the teeth by a septum of bone [11]. Few cases have been reported showing fusion between the complex odontomas and the associated tooth with normal morphology [6,11]. The association of odontomas with dentigerous cysts is
also rare [22].
The differential diagnosis of complex odontomas include; calcifying epithelial odontogenic tumour, adenomatoid odontogenic tumour, cementoblastoma, osteoid osteoma, and fibro-osseous lesions such as cemento-ossifying fibroma and
periapical cemento-osseous dysplasia and a more serious odontoameloblastoma which appears in the similar age range
and clinical location of the odontoma [23,24]. Periapical cemento-osseous lesions are however, generally located deep
within the alveolar bone whilst complex odontomas are located towards the crest of the alveolar ridge.[25]. It should be
noted neoplastic tumours often have clinically aggressive growth which can assist in diagnosis [8, 26-28]. Further special investigations, histologically show complex odontomas exhibiting mature tubular dentine forming a homogeneous
mass rounding empty spaces [5].
The prognosis is very good following surgery of complex odontomas as they do not tend to recur [5]. They rarely destroy
significant portions of the alveolar bone or cause significant external resorption in the adjacent dentition [8].

Conclusion
Complex odontomas although rare can reach significant size, causing expansion of bone and can also prevent eruption of
teeth with resultant malocclusion. They rarely erupt and in cases like this where it is partially erupted can cause significant pain and infection to the patient, mimicking pericoronitis causing the patient to repeatedly see her dentist for management. This case highlights the need for dentist to be familiar with appearance of complex odontomas and undertake
adequate radiographs to investigate dental symptoms where necessary and refer promptly to their local hospital if required for further management.
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