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RESUMEN

Introduccion: los odontomas son tumores odontégenos benignos
que contienen células odontogénicas completamente diferenciadas
en cuanto a caracteristicas de esmalte, dentina y cemento. Dentro
de las neoplasias benignas orales, el odontoma representa el 22 %.

Caso clinico y discusion: presentamos una paciente de 8 aflos de
edad que, en el curso de una revision rutinaria de la cavidad oral,
se constata ausencia del 46 con bultoma por vestibular de la zona.
Una ortopatomografia revela 46 sumergido encima de cuya corona
aparece una imagen radioopaca que impide la erupcion del 46, com-
patible macroscépicamente con odontoma. Se solicita TAC oral que
confirma el diagnéstico de sospecha por lo que se realiza exéresis
completa de la lesion. Al realizar el estudio anatomopatoldgico da
como resultado odontoma compuesto.

PALABRAS CLAVE: Odontoma compuesto. Tumor odontogénico.
Patologia maxilar.

INTRODUCCION

El término odontoma aparece reflejado en la literatura por
primera vez por Broca en 1867 para referirse a tumores odon-
togénicos de caracteristicas benignas y de cardcter mixto, de
crecimiento normalmente lento y sin ninguna clinica formado
por esmalte, dentina, cemento y tejido pulpar (1,2).

También conocidos como hamartomas, los odontomas
representan entre el 20-67 % de todos los tumores odontogé-
nicos benignos. Son considerados “anomalias del desarrollo”
expresion de un crecimiento anormal de células epiteliales y
mesenquimales completamente diferenciadas, que dan lugar a
ameloblastos y odontoblastos que forman esmalte y dentina, y
que pueden contener cemento y estructuras pulpares defectuo-
sas, formadas a partir de la ldmina dental o restos paradentales
de Malassez no reabsorbidos, una vez se produce el cierre del
foliculo del 6rgano dental (3-5).
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ABSTRACT

Background: odontomas are benign odontogenic tumours that
contain completely differentiated odontogenic cells in terms of
their enamel, dentin and cementum characteristics. The odontoma
accounts for 22 % of all benign oral neoplasms.

Case report and discussion: this article presents the case of an
8-year-old patient who, during routine examination of the oral cavity,
was found to be missing tooth 46 and a buccal lump in the region.
The orthopantomography revealed that tooth 46 was submerged, and
there was a radiopaque image above the crown that was preventing
the eruption of tooth 46. It was macroscopically compatible with an
odontoma. An oral CT scan was requested to confirm the suspected
diagnosis. Complete excision of the lesion was performed, and the
results of the pathological study confirmed compound odontoma.

KEYWORDS: Odontogenic tumours. Compound odontoma. Pathol-
ogies of the jaws.

Como normalmente no tienen expresion clinica, su hallaz-
go es casual, y se diagnostica mayoritariamente en la explo-
racion radiogréfica se puede diferenciar, segtin el grado de
calcificacion, en tres estadios (6,7):

1. Radiotransparencia por ausencia de calcificacién de

tejidos dentarios.

2. Calcificacién parcial.

3. Imagen radioopaca por calcificacion de tejidos, rodeado

de halo radiolicido.
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En realidad, los odontomas no deben ser considerados
neoplasias puesto que en su origen son proliferaciones del
epitelio odontogénico en una zona donde aparece crecimiento.

Aunque el origen sea idiopdtico, muchas veces se ha aso-
ciado su aparicion con procesos inflamatorios, infecciosos,
traumdticos, etc. asi como anomalias hereditarias tales como
el sindrome de Gadner, sindrome de Herman, hiperactividad
odontoblastica y alteraciones en el gen responsable del desa-
rrollo dentario (8-10).

En 2005 la OMS (11) clasifica los tumores odontogénicos
en dos grandes grupos: tumores malignos y tumores benignos
entre los que se incluyen los odontomas. Mas tarde, en 2017,
revisa de nuevo su clasificacion e incluye entre otras lesiones,
las displasias, quistes dseos aneurismdticos y quistes 6seos
solitarios (Tabla I).

De una forma més didactica podemos decir que existen dos
tipos de odontomas: compuesto y complejo (12,13).

En el odontoma compuesto todos los tejidos dentarios se
representan con un patrén ordenado. La lesion se conforma
por numerosas estructuras de aspecto dentario y la mayoria
no mantiene la misma disposicién que en la denticion normal.
Sin embargo, en cada una, el esmalte, la dentina, el cemento
y la pulpa se encuentran presentes como en el diente normal.

En el odontoma complejo se representan todos los tejidos
dentarios, en general bien formados individualmente, pero
dispuestos de acuerdo con un patrén desordenado.

Aunque pueden aparecer en cualquier zona, los odontomas
compuestos suelen aparecer mds frecuentemente en la regién
anterior del maxilar superior. En contraste, la gran mayoria
de los odontomas ubicados en las zonas posteriores, sobre
todo en la mandibula, suelen tratarse de odontomas complejos
(14,15).

Suelen aparecer entre las dos primeras décadas de vida y
existen diferencias significativas referentes a sexo (16,17).

Aunque su etiologia es idiopdtica, su aparicion se relaciona
con la presencia de restos de Malassez, procesos inflamato-
rios, traumatismos, hiperactividad odontobldstica y anomalias
hereditarias (18-20).

Las pruebas de imagen son una herramienta fundamen-
tal para el diagndstico de sospecha, con caracteristicas de
lesiones de crecimiento lento, imagenes mixtas, alternando
imdgenes miultiples radioopacas con bordes bien definidos
correspondientes a margenes corticales; existiendo un aumen-
to de presiones intraquisticas y expansion por la trasudacién
del liquido tisular en forma circular u ovalada. Si el tamafio
de la lesion es suficientemente grande, se objetiva una cortical
adelgazada y una expansién de estructuras vecinas adyacen-
tes (21,22).

Una vez diagnosticado, el tratamiento de eleccion es la
enucleacién quirdrgica con eliminacién del tejido conjun-
tivo que lo rodea seguido del estudio histolégico, que pro-
porcionard el diagndstico de certeza por la presencia de un
saco fibroso de tejido conjuntivo que rodea los denticulos,
constituidos en su interior por una capa central de tejido
similar a la pulpa, circundada de dentina primaria y cubierta
de esmalte parcialmente desmineralizado y de cemento pri-
mario (23-26).
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TABLA 1.

CLASIFICACION DE LA OMS DE LOS TUMORES

ODONTOGENICOS (2017)

87

Tumores
odontogénicos
malignos

Carcinoma
ameloblastico

Carcinoma intradseo

primario NOS
Carcinoma
. odontogénico
Carcinomas
.. esclerosante
odontogénicos
Carcinoma

odontogénico de
células claras

Carcinoma
odontogénico de
células fantasma

Carcinosarcoma
odontogénico

Sarcoma odontogénico

Tumores
epiteliales
odontogénicos

Ameloblastoma de
tipo uniquistico

Ameloblastoma
de tipo extradseo/
periférico

Ameloblastoma

Ameloblastoma
metastasico

Tumor odontogénico

benignos €scamoso
Tumor odontogénico
de calcificaciéon
epitelial
Tumor odontogénico
adenomatoide
Fibroma ameloblastico
Tumores Tumor odontogénico
odontogénicos ~ primordial
benignos
. & ) Odontoma compuesto
Mmixtos: Odontoma
epiteliales y Odontoma complejo
mesenquimales ] -
Tumor dentinogénico
de células fantasma
Fibroma odontogénico
Tumores Mixoma/fibroma
odontogénicos odontogénico
mesenquimales  Cementoblastoma
benignos

Fibroma cemento
osificante
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CASO CLINICO

Paciente de 8 afios de edad de sexo femenino, en estu-
dio endocrinoldgico por trastornos de crecimiento, 30 kg de
peso y 110 cm de estatura, que acude al Servicio Gallego de
Salud (Unidad de Salud Bucodental de Vilagarcia de Arousa
en Pontevedra), para una revision rutinaria de la cavidad oral.
En la exploracién se constata ausencia del 46 con bultoma
por vestibular. Una ortopantomografia revela 46 sumergido
encima de cuya corona aparece una imagen radioopaca que
impide la erupcidn del 46, compatible macroscépicamente
con odontoma (Fig. 1). Se solicita TAC oral (Fig. 2) cuyo
informe confirma la presencia de dos formaciones adyacentes
a la corona del 46, craneales a ella y que tienen apariencia de
formaciones dentigenas, sobre todo la mds lateral, en la que
parece distinguirse una raiz de 10 x 8 x 9 mm. La otra forma-
cion es mas amorfa de 8 x 7 X 6 mm, y tiene una situacion mas
medial en la mandibula. En los bordes de estas formaciones se
aprecia “halo radiolucente”. Estas imdgenes son compatibles
con la sospecha de odontoma compuesto.

Con el diagnéstico presuntivo de odontoma, se procede a
programar el tratamiento quirtrgico.

Como la historia clinica, la exploracidn fisica y la anali-
tica no contraindicaban la cirugia programada; previo con-
sentimiento informado de los padres, se realizé posasepsia
y antisepsia de la zona, anestesia troncular inferior derecha
(articaina hidrocloruro 68,0 mg + epinefrina 0,0085 mg).

Figura 1. Ortopantomografia: imagen radioopaca que impide la
erupcion del 46.

P g X

Figura 2. TAC: se objetivan dos formaciones adyacentes a la corona
del 46 compatibles con odontoma compuesto.
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Se realiza una incisién tipo medio de Newman, y se pro-
cede al levantamiento de colgajo mucoperidstico para luego
acceder al quiste eliminando el hueso que lo cubre, mediante
instrumental rotatorio y abundante irrigacién. Se observa una
formacién quistica encapsulada que se va despegando y se
enuclea totalmente. Finalmente se limpia el lecho quirtrgico
con suero fisioldgico y se repone el colgajo, afrontando los
bordes con puntos simples de poliglicélico trenzado absor-
bible de 4/0.

La lesion extraida se remiti6 a anatomia patoldgica en for-
mol al 10 % para su estudio histolégico.

Al ser el peso de la paciente 30 kg, con el fin de disminuir
la posibilidad de edema, dolor e infeccidn posteriores, se pres-
cribié farmacoterapia con amoxicilina a dosis de 25 mg/dia
repartido cada 8 horas (250 mg cada 8 horas) + paracetamol
125 mg cada 12 horas.

Se dieron por escrito las siguientes indicaciones posope-
ratorias e higienodietéticas:

— Aplicar una bolsa de hielo durante 20 minutos sobre la
mandibula esperando otros veinte minutos entre aplica-
cién y aplicacion. Estos intervalos pueden continuarse
durante las siguientes 24 o 48 horas.

— No enjuagarse la boca el dia de la intervencion.

— No escupir ni manipular la zona de la herida con la
lengua.

— Dieta liquida o blanda que no requiera de masticacion,
durante las primeras 24-48 horas, aumentando la inges-
ta de liquidos e incorporando gradualmente una dieta
normal.

— Dormir con la cabeza ligeramente elevada el dia de la
intervencion.

— Mantener una higiene oral rigurosa, cepillando la boca
excepto en la zona de la cirugia

— Reposo relativo 48/72 horas.

— Enjuagues con clorhexidina o agua salina.

Siete dias después, en la revisién posoperatoria, se observa
una buena evolucién de la zona con tejidos blandos en perfec-
to estado de cicatrizacién (Fig. 3) y se reciben los resultados
del estudio anatomopatoldgico que confirma el diagndstico
de sospecha: odontoma compuesto.

En el control mes después de la cirugia la ortopantomogra-
fia revela enucleacion quirtrgica correcta y buena evolucién
de la erupcion del 46 retenido (Fig. 4).

A los tres meses de la cirugia, la exploracion radiografi-
ca muestra una clara evolucién favorable de la erupcion del
46 (Fig. 5) y se objetiva en boca discreta impronta de erupcion
(Fig. 6).

DISCUSION

Los odontomas constituyen un tumor odontogénico benig-
no comtn. La diferencia fundamental entre el odontoma com-
plejo y el compuesto es que los tejidos dentarios expresan un
patrén mds ordenado de estructuras integradas por esmalte,
dentina y pulpa apareciendo histolégicamente, un saco fibroso
de tejido conjuntivo que las rodea (11,25,26).

OpontoL PEDIATR 2021;29(2):86-94
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Figura 3. Siete dias poscirugia: tejidos blandos en perfecto estado
de cicatrizacion.

Figura 4. Ortopantomografia 1 mes poscirugia: correcta
enucleacion.

Figura 5. Ortopantomografia 3 meses poscirugia: inicio de erupcion
del 46.

Figura 6. Aspecto de la mucosa 3 meses poscirugia.
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Los odontomas compuestos son malformaciones que nor-
malmente no dan clinica, por lo que la mayoria de las veces se
descubren en exploraciones rutinarias o por discretos retraso
en la erupcion de dientes permanentes, como ha ocurrido en
el caso clinico que exponemos (27,28).

Si bien en la literatura aparece que la frecuencia de los
odontomas compuestos se sitian entre el 20 y 67 % de todos
los tumores odontogénicos benignos (16,17), Thiers, basando-
se en un estudio de 2078 biopsias en 2013, ubica al odontoma
en el tercer puesto de tumores benignos después de querato-
quiste y ameloblastoma (29).

Buchner, al revisar 1088 tumores odontogénicos, encuentra
que un 75,9 % son odontomas compuestos (30).

En cuanto a la predileccion racial, tienen mayor incidencia
en personas caucdsicas (65 %), en asidticos del 6 al 6,7 %,
mientras que la incidencia en africanos es muy baja (31,32).

Respecto a sexo y edad Amado y cols., en una serie de
61 casos, describieron que el 52,4 % eran mujeres, con
edad media al momento del diagnéstico de 23,7 afios, un
rango entre 6 y 46 aflos y una media de 19,1 afios (31).
Independientemente de la edad de aparicidn, todos los auto-
res revisados sefialan la importancia del diagndstico precoz
para que, como en el caso que presentamos, no se retrase la
erupcion de un diente permanente (33-35).

La localizacién preferente en el metaandlisis sobre
3065 casos presentado por Hidalgo y cols. en 2008, figura el
maxilar superior como el mds frecuente (56 %) seguido de
mandibula (44 %) como en el caso que nos ocupa (16).

El tratamiento de eleccion es la biopsia escisional o exé-
resis completa y estudio anatomopatolégico posterior para
confirmar el diagnéstico de sospecha (36).

Coincidiendo con la mayoria de los autores revisados, en el
caso clinico expuesto, ha existido una ausencia de sintomatolo-
gfa, inicidandose el diagndstico de sospecha por el retraso erup-
tivo del 46 en una revision rutinaria de la cavidad oral (36-38).

Como en nuestro caso, en la literatura actual,la caracteris-
tica radiografica que orienta hacia el diagndstico de odontoma
compuesto, es la presencia de una lesién que contiene en su
interior un niimero variable de estructuras pequeias calcifi-
cadas o denticulos (39 40).

Como se describié con anterioridad, se opté por la exére-
sis quirdrgica como tratamiento para permitir la erupcion del
6rgano dentario.

Las caracteristicas clinicas corroboradas con los métodos
complementarios de diagnéstico y el estudio histopatologico
son de vital importancia para iniciar un tratamiento adecuado
y oportuno.

CONCLUSIONES

Los odontomas son tumores generalmente asintomaéti-
cos, no agresivos, de crecimiento lento, cuyo origen podria
estar relacionado con alteraciones de la erupcion, y en menor
frecuencia con infeccion local y lesiones quisticas. El trata-
miento de eleccion es la exéresis completa de la lesion para
favorecer la erupcion del diente retenido asociado.
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Clinical Case

Compound odontoma: a case report
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ABSTRACT

Background: odontomas are benign odontogenic tumours that
contain completely differentiated odontogenic cells in terms of
their enamel, dentin and cementum characteristics. The odontoma
accounts for 22 % of all benign oral neoplasms.

Case report and discussion: this article presents the case of an
8-year-old patient who, during routine examination of the oral cavity,
was found to be missing tooth 46 and a buccal lump in the region.
The orthopantomography revealed that tooth 46 was submerged, and
there was a radiopaque image above the crown that was preventing
the eruption of tooth 46. It was macroscopically compatible with an
odontoma. An oral CT scan was requested to confirm the suspected
diagnosis. Complete excision of the lesion was performed, and the
results of the pathological study confirmed compound odontoma.

KEYWORDS: Odontogenic tumours. Compound odontoma. Pathol-
ogies of the jaws.

INTRODUCTION

The term odontoma is mentioned in the literature for the
first time by Broca in 1867 in order to refer to an odontogen-
ic tumour with both benign and mixed characteristics, with
normally slow growth and no clinical expression, made up of
enamel, dentine, cementum and pulp tissue (1,2).

Odontomas are also known as hamartomas, and they
represent between 20-67 % of all benign odontogenic
tumours. They are considered “developmental anomalies”
and an expression of abnormal growth of completely dif-
ferentiated epithelial and mesenchymal cells, that give rise
to ameloblasts and odontoblasts that form enamel and den-
tine. They may even contain cementum and defective pulp
structures arising from the dental lamina, or unabsorbed
rests of Malassez around a tooth, once the tooth follicle has
closed (3-5).
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RESUMEN

Introduccion: los odontomas son tumores odontégenos benignos
que contienen células odontogénicas completamente diferenciadas
en cuanto a caracteristicas de esmalte, dentina y cemento. Dentro
de las neoplasias benignas orales, el odontoma representa el 22 %.

Caso clinico y discusion: presentamos una paciente de 8 aflos de
edad que, en el curso de una revision rutinaria de la cavidad oral,
se constata ausencia del 46 con bultoma por vestibular de la zona.
Una ortopatomografia revela 46 sumergido encima de cuya corona
aparece una imagen radioopaca que impide la erupcion del 46, com-
patible macroscépicamente con odontoma. Se solicita TAC oral que
confirma el diagnéstico de sospecha por lo que se realiza exéresis
completa de la lesion. Al realizar el estudio anatomopatoldgico da
como resultado odontoma compuesto.

PALABRAS CLAVE: Odontoma compuesto. Tumor odontogénico.
Patologia maxilar.

They normally have no clinical expression, tending to be
an accidental finding during radiographic examination. They
can be differentiated into three stages according to the degree
of calcification:

1. Radiotransparency due to the absence of dental tissue

calcification.

2. Partial calcification.

3. Radiopaque image due to tissue calcification, surroun-

ded by a radiolucent halo.

In reality, odontomas should not be considered neoplasms
are they originate from a proliferation of odontogenic epithe-
lium in an area where growth starts.

Although the origin is idiopathic, its appearance has often
been associated with inflammation, infection and trauma, as
well as hereditary anomalies such as Gardner’s syndrome,
Hermann’s syndrome, odontoblastic hyperactivity and disor-
ders of the gene responsible for dental development (8-10).
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In 2005 the OMS (11) classified odontogenic tumours into
two large groups: malignant and benign tumours amongst
which were the odontomas. Later, in 2017, the classification
was reviewed and other lesions were included such as dyspla-
sia, aneurismatic bone cysts and solitary bone cysts (Table I).

From a didactic point of view, it could be said that there
are two types of odontomas: compound and complex (12,13).

The dental tissue of a compound odontoma is arranged in
an ordered pattern. The lesion is made up of numerous tooth-
like structures, but they do not have the same arrangement of
normal teeth. However, they all have enamel, dentine, cemen-
tum and pulp as if they were normal teeth.

In the complex odontoma all the dental tissues are repre-
sented, generally as well-formed individual tissues, but in a
disorderly pattern.

Although they may appear in any area, compound odon-
tomas tend to appear more commonly in the anterior region
of the upper jaw. By contrast, most of the odontomas in the
posterior region, especially in the mandible, tend to be com-
plex odontomas (14,15).

The age of onset is generally the first and second decade
of life and there are no significant differences in regards to
sex (16,17).

Although the etiology is idiopathic, onset has been related
to the presence of rests of Malassez, inflammation, trauma,
odontoblastic hyperactivity and hereditary anomalies (18-20).

Imaging tests are an essential tool for the diagnosis of sus-
picion, and they show the characteristics of slow growing
lesions, mixed images, alternating with multiple radiopaque
images with well-defined borders corresponding to cortical
margins. There is increased intracyst pressure and expansion
due to tissue liquid spillage in a circular or oval shape. If the
size of the lesion is large enough, finer cortex will be observed
and an expansion of adjacent neighboring structures (21,22).

Once diagnosed, the treatment of choice is surgical enucle-
ation and the elimination of the connective tissue surrounding
it followed by histologic study. This will provide the con-
firmed diagnosis given the presence of a fibrous sac of con-
nective tissue surrounding the denticles, with a central layer
of pulp-like tissue in the interior that is surrounded by primary
dentine and covered by partially demineralized enamel and
primary cement (23-26).

CASE REPORT

Female patient aged 8, attended for an endocrinological
study due to a growth disorder. She weighed 30 kg and was
110 cm tall. She was seen by the Dental Health Department
of the Galician Health Service in Vilagarcia de Arousa,
Pontevedra, where a routine examination of the oral cavi-
ty was performed. During the examination tooth 46 was
observed as missing and there was swelling on the buccal
aspect. An orthopantomography revealed that the tooth was
submerged. The radiopaque image on the crown, which was
preventing the eruption of tooth 46, was compatible macro-
scopically with an odontoma (Fig. 1). An oral CT scan was

TABLE L
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WORLD HEALTH ORGANIZATION CLASSIFICATION
OF ODONTOGENIC TUMOURS (2017)

Malignant
odontogenic

Odontogenic
carcinomas

Ameloblastic
carcinoma

Primary intraosseous
carcinoma NOS

Sclerosing
odontogenic
carcinoma

Clear cell odontogenic

tumours carcinoma
Ghost cell
odontogenic
carcinoma
Odontogenic
carcinosarcoma
Odontogenic sarcomas
Ameloblastoma,
unicystic type
Ameloblastoma,
Ameloblastoma extraosseous/
peripheral type
Benign Metastasising
epithelial ameloblastoma
odontogenic
tumours Squamous

odontogenic tumour

Calcifying epithelial
odontogenic tumour

Adenomatoid
odontogenic tumour

Benign mixed
epithelial and

Ameloblastic fibroma

Primordial
odontogenic tumour

Odontoma, compound

mesenchymal type
odontogenic Odontoma
Odontoma, complex
tumours
type
Dentinogenic ghost
cell tumour
Odontogenic fibroma
Benign Odontogenic myxoma/
mesenchymal myxofibroma
odontogenic Cementoblastoma
tumours

Cemento-ossifying
fibroma
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requested (Fig. 2) and the report confirmed the presence of
two formations adjacent and cranial to the crown of tooth 46.
They had the appearance of dentigerous formations especial-
ly the more lateral one, in which there appeared to be a root
measuring 10 x 8 x 9 mm. The other formation was more
amorphous and measured 8 x 7 x 6 mm, and it had a more
medial position in the mandible. The edges of the formation
had a radiolucent halo. The images were compatible with the
clinical suspicion of compound odontoma.

Following the presumptive diagnosis of odontoma, surgi-
cal treatment was programmed.

Since the medical history, physical examination and the
blood tests did not contraindicate the surgery scheduled, and
after informed consent from the parents, post asepsis and anti-
sepsis of the area was performed, and nerve block anaesthe-
sia of the lower right side (68.0 mg hydrochloric articaine +
0.0085 mg of epinephrine) was carried out.

A half Newman-type incision was made and a mucoperi-
osteal flap was elevated in order to access the cyst. The bone
that covered it was eliminated using rotary instruments and
abundant irrigation. An encapsulated cystic formation that
was partly detached and fully enucleated was observed.
Finally, the surgical bed was cleaned with physiological saline
and the flap replaced, facing the edges with simple 4/0 absorb-
able braided polyglycolic sutures.

The extracted lesion was sent to the pathologic anatomy
department in 10 % formalin for histological examination.

As the patient’s weight was 30 kg, and in order to reduce
the possibility of edema, pain and infection, pharmacother-
apy was prescribed consisting in amoxicillin at a dose of
25 mg/day every 8 hours (250 mg/8 hours) + paracetamol
125 mg/12 hours.

Postoperative instructions were given in writing together
with hygiene and diet recommendations:

— Application of an ice bag for 20 minutes to the jaw, wait
for 20 minutes before the next application. Continue this
pattern for 24 to 48 hours.

— No oral rinse the day of the surgery.

— No spitting or touching the area of the wound with the
tongue.

— Liquid or soft diet that does not require mastication for
the first 24-48 hours, increasing the ingestion of liquids
and slowly returning to a normal diet.

— Sleeping with the head slightly raised the day of the
intervention.

— Thorough oral hygiene, brushing the mouth except for
the surgery area.

— Relative rest for 48/72 hours.

— Chlorhexidine or saline mouthwash.

A week later, during postoperative monitoring, positive pro-
gress was observed of the areas with soft tissue and perfect heal-
ing (Fig. 3). The results of the pathologic anatomy examination
confirmed the suspected diagnosis of: compound odontoma.

During the follow-up one month after the surgery, the
orthopantomography revealed correct enucleation surgery and
good progress regarding the eruption of tooth 46 that had been
retained (Fig. 4).
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Figure 1. Orthopantomography: radiopaque image stopping the
eruption of tooth 46.

i &

Figure 2. CT: two formations can be observed adjacent to tooth 46
compatible with compound odontoma.

Figure 4. Orthopantomography one month after surgery: correct
enucleation.
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Three months after the surgery, the X-ray exam revealed
tooth 46 was making positive progress (Fig. 5) and the first
signs of eruption in the mouth could be observed (Fig. 6).

DISCUSSION

Odontomas are common benign odontogenic tumors. The
essential difference between complex and compound odon-
tomas is that in the latter, the structures of the dental tissues
have a more orderly pattern. These are made up of enamel,
dentine and pulp and they appear histologically surrounded
by a fibrous sac of connective tissue (11,25,26).

Compound odontomas are malformations that normal-
ly present no clinical expression. They are generally found
during routine examination or because of a slight delay in
the eruption of the permanent teeth, as occurred in the case
presented (27,28).

Figure 5. Orthopantomography three months after surgery: start of
eruption of 46.

Figure 6. Appearance of mucosa 3 months after surgery.

ODONTOL PEDIATR

While it appears from the literature that the frequency of
compound odontomas is between 20 and 67 % of all benign
odontogenic tumors (16,17), Thiers, in 2013, after studying
2.078 biopsies, puts the odontoma in third position of all the
benign tumors after the keratocyst and the ameloblastoma
(29).

Buchner, following a review of 1088 odontogenic tumors,
found that 75.9 % of these were compound odontomas (30).

With regard to racial predilection, there is greater incidence
in Caucasians (65 %), in Asians between 6 and 6.7 %, while
the incidence among Africans is very low (31,32).

With regard to sex and age, Amado et al. studied a series
of 61 cases and reported that 52.4 % were women with a
mean age at the time of diagnosis of 23.7 years, an age
range between 6 and 46 years and a mean of 19.1 years (31).
Regardless of the age of onset, the authors reviewed highlight
the importance of an early diagnosis so that, as in the case
here presented, eruption of the permanent tooth is not delayed
(33-35).

The most common site in the meta-analysis of 3065 cases
presented by Hidalgo et al. in 2008, points to the maxilla
(56 %) followed by the mandible (44 %), as occurred in the
present case (16).

The treatment of choice is excisional biopsy or complete
excision followed by pathological examination to confirm the
suspected diagnosis (36).

Most of the authors reviewed found an absence of symp-
toms, and indeed, in the case presented the suspected diag-
nosis was based on the eruption delay of tooth 46 during a
routine examination of the oral cavity (36-38).

In the current literature, as in this case of ours, the radio-
graphic characteristics pointing to the diagnosis of composite
odontoma, is the presence of a lesion with a variable number
of small calcified structures or denticles in its interior (39,40).

As has been described previously, surgical excision was
the treatment chosen to permit the eruption of the tooth.

The clinical characteristics corroborated with complemen-
tary diagnosis methods and histopathologic examination are
of vital importance in order to start appropriate and timely
treatment.

CONCLUSIONS

Odontomas are generally asymptomatic, non-aggressive,
slow growing tumors. They are possibly related to eruption
disturbances, and to a lesser extent with local infection and
cystic lesions. The treatment of choice is complete excision
of the lesion in order to favor the eruption of the associated
tooth should there a retention.
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