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PRESENTATION OF CASE 

A 45-year-old female patient came to our OP with chief 

complaint of pain in left lower back tooth region for past 6 

months. Patient was apparently normal before 6 months, 

then she developed pain in relation to left lower mandibular 

region which was dull, intermittent and aggravated on 

mastication. There was no significant medical or family 

history. 

After routine clinical examination, radiographic 

investigation was planned and explained to patient. Initially 

IOPA was taken, which revealed well-defined radiopaque 

mass structure. Then, to know about the exact location and 

the size of the mass structure, OPG was taken which again 

revealed well-defined radiopaque structure measuring 

approximately about 1.5 x 1.5 cm in dimension. 

Because of pain in that region, biopsy was planned under 

local anaesthesia and informed consent was obtained from 

the patient. Then, the mass structure was removed, and the 

specimen was sent to histopathological examination, which 

revealed the presence of enamel dentin pulp and cementum 

suggestive of a complex odontoma. 

An eccentric odontoma is a hamartomatous lesion or 

malformation of odontogenic origin, in which both epithelial 

and mesenchymal cells reveal complete differentiation and all 

the dental tissues are represented. Though all structures may 

be present, it will be mostly in a disorderly model not 

resembling a tooth.1 The term “odontoma” was coined by 

Paul Broca in 1867. Broca defined the term as tumours 

formed by the overgrowth of dental tissue.2 

World Health Organisation (WHO) classified it based 

upon their gross and radiographic features into compound 

(small tooth like structures) or complex (a conglomeration of 

dentin, enamel and cementum).3 A deformity in which all 

dental tissues are formed, but taking place in less orderly 

pattern is complex odontoma. A deformity in which all dental 

tissues are arranged in a more orderly pattern is compound 

odontoma.4 
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The majority of odontomas which are situated 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.5 

Odontomas may be found at any age; however, most are 

detected in the first two decades of life. There is no gender 

predilection and most lesions are detected on routine 

radiographs. Clinical symptoms are more uncommon.6 Here 

we present a remarkable symptomatic case of complex 

odontoma, which was radiographically similar to a compound 

odontoma. 
 

 

DISCUSSION OF MANAGEMENT 

Although, the aetiology of complex odontomas is not clearly 

known, several theories have been proposed which include 

trauma, infection, family history and genetic mutation. Such 

odontomas may be discovered at any age, but the age with 

the greatest prevalence is the second decade of life.7 These 

tumours have a slight male predilection and are commonly 

seen in the posterior mandible.8,9 Complex odontomas are 

mostly asymptomatic in nature and are usually found on 

routine radiographic examinations.2 But in our case, it was 

symptomatic. 

The aetiology of complex odontomas is not clearly 

understood. However, several researchers have reported 

various aetiological factors including local trauma, infection, 

family history and genetic mutation. They have also 

suggested that complex odontomas are inherited from a 

mutant gene or interference, possibly postnatal with the 

genetic control of tooth development.10 

In majority of kids, these tumours are associated with 

tooth eruption disturbances such as delayed eruption of the 

deciduous and permanent teeth or overly retained deciduous 

teeth. 49% percent of odontomas were diagnosed as a result 

of delayed eruption, 28% with the retention of primary teeth, 

20% were incidentally found on radiographs and 3% with the 

swelling of jaws.11 

The radiological appearance of complex odontomas 

depends on their development stage and degree of 

mineralisation. The first stage is characterised by 

radiolucency due to a lack of calcification. Partial calcification 

is observed in the intermediate stage, while in the third stage 

the lesion usually appears radiopaque with amorphous 

masses of the dental hard tissue surrounded by a thin 

radiolucent zone corresponding to the connective capsule 

histologically.12 

Histologically, the odontoma is not a diagnostic dilemma. 

It is composed of dentin, cementum, pulpal tissue and 

enamel. However, mature enamel is lost during the 

decalcification processing and will not be seen on 

conventional haematoxylin and eosin stained slides. The 

compound odontoma recapitulates the organisation of a 
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normal tooth, but have less calcified pulp, primary dentine 

and enamel than the normal primary dental cement structure 

and as bone trabeculae between the denticles. The complex 

odontoma appears as a disorganised mass of hard 

odontogenic tissues and are characterised by primary 

dentine, normal or less calcified enamel, immature cementum 

and a capsule.13,14 

It can be thought of an unknown agglomerated mass like 

structure. The mechanism of agglomerated mass eruption 

appears to be different from tooth eruption, because of lack of 

periodontal ligament and root. Although, there is no root 

formation in agglomerated mass, its increasing size may lead 

to the sequestration of overlying bone and hence results in 

occlusal movement or eruption.7 In our case all the structures 

of the teeth were present, which ruled out the possible 

diagnosis of agglomerated mass. 

 

FINAL DIAGNOSIS 

Hamartomatous formation frequently occurs in the jaw 

bones. They rarely erupt in the oral cavity and are mostly 

associated with an impacted tooth. The reported case is an 

unusual presentation of a complex odontoma, which occurred 

in left lower mandibular region mimicking a compound 

odontoma. Any well-defined tooth like radiopacity occurring 

in the mandibular region will be diagnosed as impacted tooth 

or other possible diagnosis of Compound/Complex 

Odontoma. Histopathological diagnosis is the Gold Standard 

in arriving at an ideal diagnosis, in our case it was exactly the 

same where radiographically considered compound 

odontoma was diagnosed as complex odontoma. Hence, 

histopathological diagnosis is The Diagnostic King in our 

field. 

As we all know histological diagnosis is the gold standard, 

but by providing multiple differential diagnoses to a 

pathologist it makes him to arrive at an accurate diagnosis 

easily, where misdiagnosis will be out of the question. To 

provide multiple differential diagnoses, better understanding 

and current updates in subject is necessary. As health care 

professionals, we need to arrive at an accurate diagnosis 

within short duration for early treatment planning. 

 

 
 

Figure 1. Pre-Op Picture 
 

 
 

Figure 2. IOPA showing Periapical Radiopacity  

in relation to 34, 35 

 
 

Figure 3. OPG showing well-defined  
Radiopaque Structure 

 

 
 

Figure 4. Surgical picture showing  
the Mass Structure 

 

 
 

Figure 5. Surgical Site after extraction  
of the Mass Structure 
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Figure 6. Excised Mass Structure 

 

 
Figure 7. Histopath Picture 
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