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Abstract

The most prevalent odontogenic tumors are odontomas and and are generally regarded as hamartomas rather than true
neoplasms. They are composed of various dental tissues. Odontomas are typically asymptomatic, slow-growing, and are often
associated with unerupted or impacted teeth. In many cases, they are discovered incidentally during routine radiographic
examinations, although they may cause bony expansion.

Odontomas are classified into two types: compound and complex. Compound odontomas are composed of multiple small,
well-organized, tooth-like structures. In contrast, complex odontomas consist of a disorganized conglomerate of dental tissues
that bear no anatomical resemblance to a tooth.

Here, case report a of a complex odontoma in the posterior left mandibular region in a sixteen-year-old female child.
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Introduction mouth, there was a single, dome-shaped swelling. The
Paul Broca first used the word "odontoma™ in 1867 to talk swelling hurt when | touched it, and the skin on top looked
about tumors that form when dental tissues grow too much normal, with no signs of discoloration or ulceration.
or stay the same for too long. Odontomas are mostly made Intraoral Findings: There were several oval-shaped
up of enamel and dentin, but they can also have cementum swellings along the line of demarcation in the mouth. These
and pulp tissue in them. This happens because odontogenic were linked to an impacted mandibular left second molar
cells don't differentiate properly. These growths come from (tooth 37). Figure 01 shows these results.

the epithelial and mesenchymal parts of the teeth, which can
make all of the tissues listed above. Most of the time,
complex odontomas are found in the back of the mandible,
close to the molars. Most of the time, they are found in kids
and young adults, usually under 30. They often don't show
any signs and are only found

Various etiological factors could contribute for formation of
odontoma such as trauma, genetic cause like mutation, etc.
Radiographic Appearance: When you look at a complex
odontoma on an X-ray, it usually looks like a solid mass
with a thin border that lets light through. This border is
probably a fibrous capsule or dental follicle that surrounds
the mass. The lesion is clearly defined and does not have
separate tooth-like structures, which makes it different from
a compound odontoma.

Histological Features: Under a microscope, the lesion looks
like a jumbled mess of dental hard tissues, mostly dentin
and enamel, with some areas of pulp tissue and cementum
thrown in for good measure. These parts are set against a
fibrous connective tissue background, which shows that the
growth is hamartomatous.

Fig 1: Showing swelling in lower left back region of jaw

Case Report

A 16-year-old girl went to the Department of Oral Medicine Radiographic Findings: A single radiopaque lesion was
and Radiology with the main complaint of swelling in the visible on an orthopantomograph (OPG) in the lower left
lower left back of her jaw that had been going on for three posterior region of the jaw. The lesion stretched
months. superoinferiorly from the alveolar crest to the mandibular

Clinical Examination: When looking at the outside of the canal level and anteroposteriorly from tooth 36's distal
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aspect to the anterior border of the ramus. The lesion
measured about 2 x 2 cm.

The lesion showed up as a distinct radiopaque mass with a
thin halo of radiolucency surrounding it, suggesting a
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fibrous capsule. A distinct, tooth-like radiopaque structure
was visible inside the mass.

Radiographic Diagnosis: A complex odontoma was

suggested by the results. (See Figure 02)

Fig 2: Orthopantomograph showing Composite complex odontoma

A single, distinct radiopaque lesion was seen on CBCT
evaluation (Figure 03), with dimensions of roughly 21.5 mm
mesiodistally, 19.6 mm superoinferiorly, and 12 mm
buccopalatally. A radiolucent halo encircled the lesion,
which had corticated borders. The buccolingual cortical

plates were clearly enlarged.
A tentative diagnosis of complex odontoma was made in
light of the radiographic and clinical data. The specimen
was sent for histopathological analysis after the lesion was
surgically removed and tooth #37 was extracted.

:
:

Fig 3: CBCT showing Composite complex odontome

Histopathological Findings: Within the hard tissue mass,
dentinoid tissue enclosing varying amounts of pulp-like
tissue was visible in the Hematoxylin and Eosin (H&E)
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stained section. There were noticeable dental tubules
scattered throughout the dentinoid matrix.
A decalcified enamel space was suggested by the
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observation of a focal clear zone surrounding the dentinoid.
Fibrous connective tissue was loosely distributed throughout
the surrounding stroma.
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The final diagnosis of Complex Composite Odontoma was
made in light of the histopathological characteristics. (See
Figure 04)

Dentinoid

Fig 4: Histopathological section showing Composite complex odontoma

Fig 6: Follow up after 3month

Discussion

About 22% of all odontogenic tumors related to the jaw are
complex odontomas, making them one of the most common
odontogenic tumors. Compound odontomas are more
frequently found in the anterior region of the jaws (61%),
whereas complex odontomas are more frequently found in
the posterior regions (34%).
Although a number of contributing factors, such as
inflammation, local trauma, developmental abnormalities,
and connections to other pathological conditions, have been
suggested, the precise etiology of odontomas remains
unknown.

The majority of odontomas are asymptomatic and frequently
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found by chance during standard radiography exams. They
might, however, occasionally exhibit clinical symptoms like
retained deciduous teeth, unerupted or impacted teeth,
localized swelling, or infection-related symptoms.
Furthermore, their presence may result in neighboring teeth
shifting or becoming misaligned, and devitalization of
adjacent teeth.

All of the dental tissues—pulp, cementum, dentin, and
enamel—are present in a complex odontoma, a
developmental malformation, but they are arranged
haphazardly or in an unorganized manner. It is regarded as a
hamartomatous odontogenic tumor, which forms calcified
dental tissues in an irregular pattern due to a failure in
morphodifferentiation.

Panoramic imaging or standard intraoral radiographs are
frequently used to diagnose complex odontomas. However,
a Cone Beam Computed Tomography (CBCT) scan is
especially useful because of its radiographic similarity to
other lesions like cementoid tumors or different fibro-
osseous and bone pathologies. The extent of the lesion and
its spatial relationship to nearby impacted teeth can be
accurately assessed thanks to the detailed three-dimensional
imaging provided by CBCT. Usually, treatment entails
surgically excising the lesions. So, the CBCT scan is useful
to visualize the precise relationship between the lesion &
impacted teeth. The treatment of the odontoma is surgical
removal, and there is no expectancy of recurrence.
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