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Abstract
Introduction: Odontomas are benign odontogenic tumors composed of enamel, dentine, cement and pulp tissue. 
They are usually clinically asymptomatic, but often associated with tooth eruption disturbances. In exceptional 
cases the odontoma erupts into the mouth. The present study reports three cases of odontomas erupted into the 
oral cavity and reviews the literature. 
Clinical cases: The fi rst case was an 11-year-old girl with impacted 4.6 associated to a radiopaque mass measuring 
about 2 cm in diameter. The histological diagnosis was complex odontoma. A clinical and radiological follow-up 
of 4.6 was carried out until its spontaneous eruption. The second case was a 26-year-old male presenting a hard, 
yellowish-brown mass located distal to the upper left second molar. Computed tomography confi rmed the pres-
ence of a radiopaque lesion, and the histopathological study confi rmed a complex odontoma. The third patient 
was a 27-year-old male reporting tongue irritation due to tooth eruption in the inferior lingual region. A periapical 
radiograph revealed a mixed radiopaque lesion associated to impacted 3.2. The histological report in this case 
indicated a compound odontoma. 
Discussion: Odontomas erupting into the oral cavity are rare. The fi rst case was published in 1980, and since then 
only 17 cases have been reported in the literature. Eight of the 17 cases were complex odontomas; the rest were 
compound odontomas. Pain, swelling and infection were the most common symptoms, and 13 cases presented an 
impacted tooth associated with the lesion.
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Introduction
Odontomas are benign tumors of odontogenic origin 
combining mesenchymal and epithelial dental ele-
ments. Histologically, they are composed of different 
dental tissues, including enamel, dentine, cement and, 
in some cases, pulp tissue (1,2). According to the latest 
classifi cation of the World Health Organization (WHO, 
2005), two types of odontomas can be found: complex 
odontomas and compound odontomas – the latter being 
twice as common as the former.
Compound odontomas are usually located in the an-
terior sector of the upper maxilla, over the crowns of 
unerupted teeth, or between the roots of erupted teeth. 
The lesions are usually unilocular and contain multiple 
radiopaque, miniature tooth-like structures known as 
denticles (3).
Complex odontomas in turn are found in the posterior 
mandibular sector, over impacted teeth, and can reach 
several centimeters in size. Radiologically, these lesions 
manifest as a radiopaque solid mass with occasional 
nodular elements, and surrounded by a fi ne radiotrans-
parent zone. The lesions are unilocular and are separated 
from the normal bone by a well defi ned corticalization 
line. No individual tooth-like structures are seen (1).
Epidemiologically, odontomas are the most frequent 
odontogenic tumors, with an incidence of 22-67% of 
all maxillary tumors. The lesions are more often found 
in children and adolescents, and there are scant differ-
ences between males and females (2).
Clinically, these are asymptomatic lesions often asso-
ciated to alterations in permanent or temporary tooth 
eruption. The diagnosis is usually established on occa-
sion of routine radiological studies (panoramic and/or 
intraoral X-rays), or on evaluating the cause of delayed 
tooth eruption.
The treatment of choice is surgical removal of the le-
sion in all cases, followed by histopathological study to 
confi rm the diagnosis (1-3).
An exceptional circumstance is spontaneous eruption 
of an odontoma into the oral cavity, i.e., exposure of 
the tumor through the oral mucosa. This situation can 
cause pain, infl ammation of the adjacent soft tissues, or 
infection associated with suppuration (4-6). The present 
study describes three patients with odontomas erupted 
into the mouth, and offers a review of the literature, 
with a view to defi ning the principal characteristics of 
these lesions.

Clinical Cases
Case 1: An 11-year-old girl without systemic disease 
was referred to the Service of Oral Surgery (Univer-
sity of Barcelona, Spain) by her dentist for evaluation 
of a radiopaque lesion in the retromolar region of the 
fourth quadrant that caused retention and impaction of 
the lower right fi rst molar (4-6). The patient reported 

pain and slight swelling of the soft tissues in the ret-
romolar region. Compilation of the case history and 
clinical examination revealed an ulcerated zone in the 
molar region of the fourth quadrant, with the exposure 
of a hard, yellowish-brown and dental tissue-like lesion 
(Fig.1). The complementary radiological tests showed 
impaction of the lower right fi rst molar, with agenesis of 
the second and third molars of this same quadrant (4-8). 
Coronal to 4.6 we identifi ed a well defi ned radiopaque 
image measuring about 2 cm in diameter, and compat-
ible with a complex odontoma. The differential diagno-
sis contemplated radiopaque lesions located at pericor-
onal level: adenomatoid odontogenic tumor, calcifying 
epithelial odontogenic tumor, odontoameloblastoma, 
ameloblastic fi brodentinoma, and osteoma. 
The treatment consisted of surgical removal of the le-
sion, followed by histopathological study, which con-
fi rmed the diagnosis of complex odontoma. Relocation 
of 4.6 was carried out in the same surgical step. Clinical 
and radiological controls were made, and after 8 months 
the fi rst molar fi nally reached the occlusal plane without 
the need for orthodontic traction.

Fig. 1 Intraoral view showing eruption of a fragment of the le-
sion in the region of the lower right second molar. In addition, 
4.6 is seen to be missing (Case 1).

Fig. 2 Intraoral view showing partial eruption of 2.7 (mesial 
cuspids). Also seen is the distal partial eruption of the lesion 
(Case 2).
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Case 2: A 26-year-old male with no personal or family 
disease antecedents of interest reported to our Service 
for evaluation of the removal of the upper left second 
molar. Clinical intraoral examination revealed a tumor 
lesion in the second quadrant. The lesion was of hard 
consistency, yellowish-brown in color and measured 
about 10 mm in diameter, with a calcifi ed appearance 
and an irregular and porous surface. It was associated to 
the distal surface of the upper left second molar, which 
was only partially erupted due to the retention exerted 
by the lesion (Fig.2). Complementary studies were re-
quested (panoramic and periapical X-rays, and com-
puted tomography) to establish the precise location and 
extent of the lesion, as well as its relations to the near-
lying anatomical structures. Both the panoramic X-ray 
study and computed tomography scan showed a close 
relationship between the tumor and the maxillary sinus 
and roots of the second molar. 
Following surgical resection of the odontoma-like le-
sion and the extraction of 2.7, the specimen was subject-
ed to histological study. Microscopically, the tumor was 
composed of a disorderly combination of dental tissues 
in which dentine, enamel, cement and pulp tissue were 
clearly identifi ed, together with some odontoblastic 
cells, confi rming the diagnosis of complex odontoma.
Case 3: A 27-year-old male reported for evaluation of 
the removal of an impacted lower left lateral incisor, for 
orthodontic reasons. The history revealed osteogenesis 
imperfecta and breathing diffi culties that had been sur-
gically resolved by means of a rhinoseptoplasty in 2003. 
The patient reported discomfort of the tongue mucosa 
and irritation of the tip of the tongue due to eruption of 
a tooth at the level of 3.2. Clinical examination showed 

the lingual eruption of a small tooth, similar to a conical 
supernumerary tooth, between 3.1 and 3.3 (Fig.3). There 
was no infl ammation, pain or infection, or erythema or 
ulceration of the fl oor of the mouth or tongue. The study 
was complemented by panoramic and periapical X-ray 
evaluation of the zone, which revealed the impaction of 
3.2 associated to a mixed radiographic image located 
between the roots of 3.1 and 3.3, and which caused diver-
gence of the roots. The differential diagnosis comprised 
ameloblastic fi broodontoma, odontoma, peripheral os-
teoma and supernumerary tooth. Treatment consisted of 
the surgical removal of 3.2, with resection-biopsy of the 
lesion. The piece was composed of 5 miniature teeth, 
and the histological study confi rmed the diagnosis of 
compound odontoma.

Discussion
Odontomas are the most frequent benign odontogenic 
tumors in oral pathology. They are generally asymp-
tomatic and constitute casual fi ndings in the course 
of routine radiological studies, particularly in the sec-
ond and third decades of life (1,2,7). Some sign and/
or symptom is occasionally seen – the most common 
condition being delayed tooth eruption (3,8). There are 
two types of odontomas: complex odontomas and com-
pound odontomas – the latter being twice as frequent 
as the former. Compound odontomas show a predilec-
tion for the anterior sector of the upper maxilla, while 
complex odontomas are typically found in the posterior 
mandibular region (1,7). 
The treatment of choice is surgical removal of the le-
sion in all cases, followed by histopathological study to 
confi rm the diagnosis.

Fig. 3 A) Intraoral view showing the lingual eruption of one of the denticles conforming the compound odontoma. 
B) Periapical X-ray view showing impacted 3.2 apical to the erupted odontoma (Case 3).
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These are generally intrabony lesions, though in ex-
ceptional cases the odontoma may spontaneously erupt 
into the oral cavity (6,9). The fi rst case of an erupted 
odontoma was described in 1980 by Rumel et al. (10), 
and since then only 17 cases have been documented in 
the literature (Table 1). On including our three patients, 
12 (60%) of the global series of 20 cases correspond to 
females and 7 (35%) to males. In one case patient age 
and sex were not determined. The mean patient age was 
25.35 years, thus confi rming preferential presentation 
of these lesions between the second and third decades 
of life (1,3,11).
Of the 20 reported cases of erupted odontoma, 9 cor-
responded to compound odontomas and 11 to complex 
odontomas.
These are usually asymptomatic lesions, and in most 
cases they are associated to alterations in permanent 
or temporary tooth eruption. The incidence of this as-
sociation ranges from 41% according to Katz (12) in a 
series of 396 odontomas to 87% according to Tomizawa 
et al. (3). The three cases in our study all showed de-
layed eruption, and all of the odontomas were located 
coronal to the affected tooth. Impaction and/or altered 
eruption occurs because the odontoma obstructs the 
eruptive trajectory of the teeth (9,13-15). Of the remain-
ing 17 erupted odontomas published to date, 9 (12 in to-
tal; 60%) presented an associated impacted tooth (2,4-6, 
10,13,16-18).
There is no general agreement on the best management 
approach for impacted teeth associated to odontomas 
(6,11). The treatment options comprise surgical extrac-
tion, fenestration and posterior orthodontic traction, 
or simple observation with periodic clinical and radio-
logical controls, to evaluate the course of these teeth 
(2,12,14,19). In our fi rst patient (case 1), the lesion was 
surgically removed, with slight repositioning of the im-
pacted tooth 4.6, which after 8 months fi nally reached 
the occlusal plane without the need for orthodontic trac-
tion. This was probably attributable to the preserved 
eruptive capacity of impacted teeth in young patients. 
In our second patient (case 2) extraction of 2.7 proved 
necessary, since it was in intimate contact with the com-
plex odontoma, and it was not possible to preserve the 
tooth during surgical removal of the tumor. Finally, in 
our third patient (case 3), extraction of 3.2 was carried 
out, since it was located very deep in relation to the oc-
clusal plane, and moreover there was not enough space 
for repositioning the tooth in the dental arch via reloca-
tion and/or orthodontic-surgical treatment. 
Of the 9 erupted odontomas associated to impacted 
teeth reported in the literature, extraction of the tooth 
was carried out in four cases (2,4,5,13). In three cases 
the tooth could be positioned in the dental arch either 
spontaneously or through fenestration and posterior 
orthodontic traction (6,16,17). The treatment used in the 

last two cases is not known (10,18). Morning (20), in 
a study of 42 odontomas associated to impacted teeth, 
found 44% of these teeth to erupt spontaneously af-
ter removal of the odontoma. The rest of the teeth re-
quired fenestration to complete eruption into the mouth. 
Hisatomi et al. (11) reported that such impacted teeth 
tend to erupt, regardless of the degree of root forma-
tion. Thus, the treatment of choice for these impacted 
teeth associated to odontomas appears to be removal of 
the lesion with preservation of the impacted tooth. The 
latter in turn require clinical and radiological follow-up 
for at least one year. If no changes in the position of the 
tooth are seen during this period, fenestration followed 
by orthodontic traction is indicated. Extraction should 
be carried out in those cases where the tooth is ectopic 
or heterotopic, with morphological alterations, or pre-
senting cystic lesions (3,6,14).
Lastly, it should be commented that although odontomas 
are usually asymptomatic, their eruption into the mouth 
can give rise to pain, infl ammation and infection. One 
of our three cases was asymptomatic, while the other 
two patients reported pain, swelling and tongue irrita-
tion. These signs and symptoms are similar to those 
reported in literature for erupted odontomas. In some 
cases facial asymmetry (13), halitosis (16), malocclu-
sions (18,21) and recurrent infections were recorded 
(17). Ferrer et al. (4) reported the case of a 22-year-old 
woman with several infection episodes associated to an 
erupted odontoma in the upper maxilla, with malaise, 
fever, pain, infl ammation and suppuration. Following 
broad spectrum antibiotic treatment of the infection 
(amoxicillin and clavulanic acid, clindamycin), surgi-
cal resection of the odontoma was carried out, together 
with the removal of 2.7. The clinical manifestations sub-
sequently disappeared.
Unlike with most odontomas, the above case shows that 
odontomas which erupt into the oral cavity can give rise 
to moderately serious conditions – particularly in the 
presence of overinfection of the lesion.
In conclusion, odontomas rarely erupt into the mouth 
and tend to be associated to impacted teeth. Despite 
their benign nature, however, their eruption into the oral 
cavity can give rise to pain, infl ammation and infection. 
The treatment of choice is surgical removal of the od-
ontoma, followed by histological analysis. In the case 
of odontomas associated to impacted teeth, the latter 
should be preserved in wait of spontaneous eruption, or 
alternatively fenestration followed by orthodontic trac-
tion are indicated.
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