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Impaction of both central incisors is considered a rare situation. From amongst the 
many reasons for this condition, the presence of odontomes is commonly found to 
cause this situation. The odontomes are the most common odontogenic tumor, with 
its compound subtype usually present in the anterior region and the complex subtype 
in the posterior region. A case is presented whereby 2 central incisors in a 8-year- old 
male patient were impacted due to the presence of 2 compound odontomes. 

Impaction of maxillary central incisors is not a frequently occurring case, and its 
management is challenging. The prevalence of such impaction has been reported to be 
0.13% 1 to 2.6%. 2 The cause of maxillary central incisor impaction can be classified in 
either hereditary or environmental.3 Hereditary factors includes genetic factors 4, cleft 
lip and palate, supernumerary teeth, cleidocranial dysostosis, odontomes, generalized 
retarded eruption and gingival fibromatosis.5 While environmental factors include 
trauma, early loss of deciduous teeth, cyst formation, endocrinal deficiencies and 
bone disease. 6 

The term odontoma was first used by Paul Broca in 18677. Odontomes are 
defined by the World Health Organization as “benign odontogenic tumor composed 
of odontogenic epithelium and odontogenic ectomesenchyme with dental hard 
tissue formation” 8 Nowdays, it is rather considered a hamartomatous malformation 
than a benign tumour.9 Odontomes were subclassified according to their origin, 
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clinical presentation and location and 
appearance. Worth classified them according 
to their orgin into ectodermal, mesodermal 
and mixed ectodermal and mesodermal.10 
While according their clinical presentation 
and location, they were further classified 
into central (present inside bone), peripheral 
(present in soft tissue covering teeth) and 
erupted odontomes. 11 

Odontomes are asymptomatic lesions 
present in children or young adults, usually 
discovered accidentally during routine 
radiography. 12 Odontomes are the most 
common odontogenic tumour in the oral 
cavity with 67% incidence in the maxilla. 
With Complex odontomes less common than 
the compound subtype with a ratio of 1:2. 
Complex odontomes are more common in the 
posterior region while compound odontomes 
in the anterior region. 9 

The management of impacted teeth with 
odontomes hindering their eruption varies 
according to several factors which include 
unfavorable impacted tooth root formation, 
severe intrusion, infection or avulsion of 
impacted permanent tooth. The management 
could include but are not limited to surgical 
removal of odontoma and impacted permanent 
tooth, removal of odontoma with salvation of 
impacted permeant tooth to give a chance 
for eruption – as obstruction is removed, or 
orthodontical traction of impacted permanent 
tooth. 6 The recurrence of odontomes are 
extremely rare and prognosis is usually very 
favorable following their excision.13 

A 8-year old male patient was presented 
to Misr International University Dental Clinic 
Complex with a chief complain of social 
problems and poor esthetics due to missing 
of anterior teeth. The patient was examined 
thoroughly with history showing no apparent 
medical conditions, no obvious familial history 
of any disturbances and no extraoral or 
intraoral anomalies. Radiographic examination 
using periapical radiographs showed 2 masses 
occlusal to both impacted central incisors 
and the patient was referred to radiological 

assessment. 3-D Cone- beam Computed 
Tomography (CBCT) was done and showed two 
tooth-like masses palatal to the two maxillary 
permanent incisors as shown in [Figure 1-4]. 
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After assessment of CBCT and consultations 
with orthodontic department team, it was 
concluded that both odontomes would be 
surgically excised to allow both permanent 
central incisors to erupt. Follow up period was 
set for 18 months, after which orthodontic 
traction would be done if both failed to erupt.  
The surgical procedure included an infiltration 
of 4% Articaine both buccally and palataly, 
crestal incision from the canine to the canine of 
the opposite side [Figure 5] with the subsequent 
reflection of a palatal flap [Figure 6]. No buccal 
flap was raised to preserve the integrity of the 
follicles of both impacted central incisors. 

Both odontomes are then removed using 
a straight apexo elevator [Figure 7] and flap is 
repositioned in place again and sutured using 
3-0 silk suture in interrupted fashion [Figure 8]. 
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A palatal stent was then placed to reduce 
hematoma and stabilize the palatal flap [Figure 
9]. Both surgical removed odontomes were 
sent for histopathological examination [Figure 
10]. Histopathological examination concluded 
that both lesions were compound odontomes. 

Follow up radiographs were done on 6 
months, 12 months and 18 months interval 
postoperatively and showed significant 
movement of both central incisors incisally. 
The Right Central Incisor erupted at 12 months 
as shown in [Figure 11-12] and radiographic 
examination showed significant movement of 
left central incisor too [Figure 13]. 
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After 18 months postoperative the left 
central incisor failed to erupt as seen in 
intraoral frontal and occlusal photographs 
[Figure 14-15] and therefore after consultation 
with orthodontic department team surgical 
exposure was done [Figure 16-17]. 

Both central incisors were erupted by the 24 
months postoperative and no recurrence was 
observed. Patient confirmed their eruption but 
failed to show up for further follow up. 
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Odontomes are a hamartomatous 
condition and is considered the most common 
odontogenic neoplasm of the oral cavity. 
They are usually diagnosed during routine 
radiographic examination of the jaws. Although 
they are usually asymptomatic, they may cause 
pain, swelling, paresthesia, root resorption, 
bone expansion and teeth displacement.14 
Odontomes can also hinder the eruption of 
permanent teeth.15 Therefore management of 
such cases should be well coordinated between 
the oral surgeon and orthodontist to utilize all 
possible treatment options in the benefit of 
the patient. Early diagnosis and management 
are key factors in salvaging the permanent 
teeth. Radiologically findings may be variable 
depending on amount of enamel and dentin in 
the lesion, which in early stages the lesion may 
appear radiolucent complicating the diagnosis. 
Differential diagnosis must be established 
to exclude both ameloblastic fibromatoma, 
ameloblastic fibroma,7 Gardner syndrome, 
Hermann syndrome and basal cell nevus 
syndrome. 12 

Surgical enucleation is the treatment 
of choice for odontomes.16 Histologically, 
odontomas are composed of varying amounts 
of enamel, pulp tissue, enamel organ and 
cementum. The rate of recurrence is extremely 
low, therefore prognosis is usually very 
favorable.17 

The early diagnosis and management 
of impacted central incisors hindered by 
compound odontomes is crucial in preserving 
the teeth. Orthodontic consultation is 
also necessary to reach the most esthetic 
and functional outcome for the patient. 
Odontomes removed by surgical excision 
have very favorable prognosis and rare cases 
of recurrence is mentioned in the literature. 
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