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PERIAPICAL COMPLEX ODONTOME- A RARE CASE REPORT
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ABSTRACT:
Many developmental anomalies of the jaw are diagnosed during accidental radiographs. Odontoma are
considered as hamartomas of jaws, often presenting as quiescent tumors without causing symptoms in
most of the cases. Hereby, we report a case of odontoma presenting as tumor in the periapical region
which was diagnosed during chance radiograph of the region.

INTRODUCTION:
The term “Odontoma” was coined by Paul Broca
in 1867. Odontoma are considered as the
developmental anomalies resulting from the
growth of completely differentiated epithelial
and mesenchymal cells that give rise to
ameloblast and odontoblast. These tumors are
formed of enamel and dentin but they can also
have variable amount of cementum and pulp
tissue.1,2
Odontomas generally consist of unerupted or
impacted teeth and retained deciduous teeth.

Although rare, but there may be spontaneous
eruption of an odontoma into the oral cavity
which leads to pain and inflammation of
adjacent soft tissues and can be confused with
some bony lesion.3
These odontogenic tumors can be found
anywhere in the dental arches. The majority of
odontomas which are located in the anterior
region of the maxilla are compound, while the
great majority of odontomas located in the
posterior areas, especially in the mandible, are
complex odontomas.4,5,6
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According to 2005 WHO classification of
odontogenic tumours, there are two types of
odontomas, compound and complex odontomas.
Odontomas have also been classified as central
odontoma (which presents inside the bone),
peripheral odontoma( which occur in the soft
tissue covering the tooth bearing portions of
jaws and erupted odontome according to clinical
presentations.7,8
CASE REPORT:
A female patient 35 years of age with chief
complaint of pain in the left lower back teeth
region past 5 days. Pain was throbbing, severe,
continuous, radiating type, sudden in onset,
aggravated by chewing and relieved on taking
medication. Patient gave history of gastritis past
2 years and on medication. On intraoral
examination there was carious second molar on
the affected side which was tender on
percussion. Based on the history and clinical
finding provisional diagnosis of Acute apical
periodontitis was given.
On radiographic investigations intraoral
periapical radiograph revealed carious second
molar with widening of Periodontal ligament
space with respect to the affected tooth along
with this finding there was periapical
radioopacity of size 1×1mm roughly ovoid
inshape borders are regular with complete
internal radioopacity. This radioopacity was
surrounded by a layer of radiolucency roughly 1
mm diameter resembling a follicular space and
further this was surrounded by a layer of
radioopacity
resembling
bony
crypt
approximately of size 2 mm in diameter (figure
1,2). So a radiographic diagnosis of complex
odontome was given. Extraction of the tooth
and the odontoma was done (figure 3). The
specimen was photographed which was hard in
consistency on palpation and then radiographed
(figure 4,5) which revealed complete
radioopacity with no signs of layer diffentiation
such as enamel, dentin and pulp. The decalcified
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section, when stained with H/E, showed the loss
of the enamel of the tooth like structure.
DISCUSSION:
Odontoma is the most common type of
odontogenic tumour, although some authors
prefer to refer to it as hamartoma, not a true
tumour. It may be discovered at any age,
although
less than 10% are found in patients over 40 years
of age. Although they are commonly
asymptomatic, 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 the lower
lip and swelling in the affected area. But in our
case there was carious tooth which was tender
on percussion and periapical to that teeth
odontome was present.11,12
The aetiology of odontomas has been attributed
to various pathological conditions like local
trauma, inflammatory and/ or infectious
processes and hereditary anomalies (Gardener’s
syndrome, Hermann’s syndrome). Odontoblastic
hyperactivity and alterations in the genetic
component is responsible for controlling the
dental development .13,14,15 It was true in our case
that it could be attribute to the periapical
inflammation.
Thoma and Goldman classification of
odontomes:
• Geminated composite odontomes- two or
more, more or less well developed teeth
fused together.
• Compound composite odontomes-made up
of more or less rudimentary teeth.
• Complex composite odontomes- calcified
structure, which bearsno great resemblance
to the normal anatomical arrangement of
dental tissues.
• Dialated odontomes- the crown or root part
of tooth shows marked enlargement.
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•

Cystic odontomes- an odontome that is
normally
encapsulated
by
fibrous
connective tissuein a cystor in a wall of
cyst
Radiologically, the complex odontome appear as
single radiopaque mass with the density
somewhat greater than that of bone. It usually
does not exceed the diameter of the teeth in that
region. The radiopaque mass invariably is round
or ovoid and usually has smooth margins. The
margins sometimes appear lobulated or
spikelike. The internal elements occasionally
have a mottled appearance because of the
mineralized components, consisting of enamel,
dentin, and cementum versus dental papilla-like
material, pulp and uncalcified enamel matrix,
dentoid and cementum. Sometimes the calcified
mass takes on a sunburst appearance.16 All the
odontomas are surrounded by a thin radiolucent
zone consisting of a connective tissue capsule
corresponds to follicle of normal tooth. Further
this zone is surrounded by thin sclerotic line
corresponding to the cortical outline of normal
tooth crypt.16
Differential diagnosis includes hypercementosis
which is attached to a part of the root and is
usually separated from the periapical bone by
the radiolucent periodontal ligament space,
which surrounds the entire root. Condensing
osteitis may usually be ruled out because it
occurs in the periapex of a nonvital tooth and
does not have a radiolucent rim. Periapical
idiopathic osteosclerosis is usually quite
irregular in shape with the absence of
radiolucent border.
Because of its capsule of peripheral fibrous
connective tissue, which is really the follicle or
periodontal ligament of the abnormal dental
structure, the odontoma is easily enucleated.
Such treatment is curative. Nevertheless,
suitable periodic postoperative examination is
necessary to ensure that complete healing has
taken place. Microscopic examination is
especially necessary to ensure the diagnosis.17
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CONCLUSION:
A thorough clinical examination supplemented
by necessary radiological investigations is often
necessary to rule out any accidental pathologies
existing in the jaws. Hence, it is the prime duty
of an astute oral Physician to carefully interpret
the radiographs so that any accidental coexisting
developmental anomalies are not missed during
routine radiological examination.
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FIGURES:

Figure 1: Intraoral periapical radiograph

Figure 2: Extraoral radiograph
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Figure 3: Post operative radiograph

Figure 5: specimen radiograph

Figure 4: Specimen photograph
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