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Sinusitis of dental origin is a relatively frequent entity, but
the presence of an odontoma in the sinus as a source of this
pathology is exceptional. Here we present a case of a young
patient who presented chronic maxillary sinusitis over 
2 years, originating in an odontoma located in the sinus
drainage area.

KKeeyy  wwoorrddss:: Odontoma. Sinusitis. Maxillary.

OOddoonnttoommaa  ccoommppuueessttoo  ccoommoo  ccaauussaa  ddee  ssiinnuussiittiiss
mmaaxxiillaarr  ccrróónniiccaa
La sinusitis de origen dentario es una entidad relativamen-
te frecuente; sin embargo, que el origen de esta sea un
odontoma sinusal es muy poco probable. Presentamos el
caso de un paciente joven con sinusitis maxilar crónica de
años de evolución, secundaria a odontoma en el área de
drenaje sinusal.

PPaallaabbrraass  ccllaavvee:: Odontoma. Sinusitis. Maxilar.

IINNTTRROODDUUCCTTIIOONN

Sinusitis of dental origin is not uncommon.1,2 The
prevalence rate of chronic maxillary sinusitis of dental origin
in the whole of all chronic maxillary sinusitis varies
depending on the series published in the literature. Nordic
authors report rates of between 40% and 47%, whereas other
authors would cite it as being less than 10%. Dental origin
is estimated to account for some 10% of all cases of acute
maxillary sinusitis.3

It is usually secondary to periapical abscesses that progress
toward the floor of the maxillary sinus or are secondary to
infections of orosinus fistulae following exodontia; it is
exceptional for it to be due to an odontoma of the sinus.

Odontomata are benign odontogenic tumours that contain
all the tissues making up teeth.4

We present the case of a young, male patient diagnosed
with chronic maxillary sinusitis lasting for several years and
secondary to an odontoma in the sinus drainage basin.

CCAASSEE  SSTTUUDDYY

We present the case of a 24-year-old patient, with no
noteworthy personal history, sent to our clinic due to
spontaneous suppuration towards the oral cavity in the area
of the left superior maxillary, compatible with an oroantral
fistula in the sinus affected by acute maxillary sinusitis.

As disease history, the patient reported occasional purulent
rhinorrhea in the left nostril over several years.

The examination revealed oedema of the medial and
inferior cornet of the left nostril, although no fistula was
seen in his mouth at the time. The patient reported having
noted pus-like exudate leaking into the oral cavity for 
2 weeks that remitted a few days prior to our assessment
after his primary care physician had initiated oral antibiotic
treatment (amoxicillin-clavulanic acid 875 mg/8 h).

A computerized tomography (CT) was performed and
showed the left maxillary sinus to be enlarged, totally
occupied, with areas of calcification (Figure 1).

Given the clinical symptoms and the radiological findings,
chronic fungal sinusitis was suspected, together with a
mycetoma, as the origin of the symptoms. It was decided
to operate using a combined approach. A Caldwell-Luc
antrostomy was performed during which an enormous
maxillary sinus was observed with hypertrophic, fibrous
mucosa. This sinus was seen to contain a tooth in the superior
medial region, obstructing the drainage of the sinus (Figure
2). A medial meatotomy was them performed under
endoscopic guidance.
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The pathology analysis of the surgical specimen revealed
mucosa with inflammatory changes, squamous metaplasia,
and chordal inclusion (Figure 3).

The patient remains symptom-free after 1 year of follow-
up and the CT is normal.

DDIISSCCUUSSSSIIOONN

Odontomata are neoformations containing all the tissues
making up teeth. Some theories support the idea that they

are the result of the protrusion of supplementary odontogenic
epithelial cells from the dental lamina.

Odontomata are considered to be a benign odontogenic
neoplasm; in other words, a developmental alteration or
malformation of dental origin4-9 characterized by having
fully differentiated odontogenic epithelial and mesenchymal
cells that form enamel, cement, and dentine,4-6 and that
present a more or less orderly arrangement depending on
the degree of alteration in the morphological differentiation
of the odontogenic cells.5 It is considered the most common
odontogenic tumour.4,8,9 There are 2 types: complex
odontoma, containing all the dental tissues in an unorganized
manner, and the compound odontoma, characterized by the
orderly arrangement of these tissues, giving rise to the
formation of many dental structures that look like normal
teeth, but highly varied insofar as size and shape are
concerned.5,6 Compound odontoma should not be considered
to be a final, alternative phase of a complex odontoma, but
as a malformation, with a high degree of histological
differentiation, constrained by local hyperactivity of the
dental lamina.10

Compound odontomata, as in our case, contain tissues
that present relationships and structures morphologically
very similar to teeth.

They begin to form during childhood, coinciding with
the natural development of teeth; this would explain the
large-scale involvement of the maxillary sinus affected in
the patient presented here.

Most are located in the superior and inferior maxillary;
in rare cases, the tooth develops spontaneously inside the
maxillary sinus. Such an odontoma occurs as the result of
an atypical location of embryonic tissue at this level, where
a complete tooth is formed.

In our case, there was an alteration in the development
and ventilation of the maxillary sinus due to the location
(in the area where the sinus drains) in which the odontoma
was located; this caused long-standing, chronic sinusitis,
and an overdeveloped sinus. Given the symptomatology
and radiological examination, chronic fungal sinusitis in the
form of a mycetoma was suspected, since the patient was
immune-competent and presented recurrent sinusitis, related
to an oroantral fistula revealed in the radiological tests to
contain an image similar to a calcified foreign body.11 The
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Figure 1. Radiological image.

Computerized tomography before and 1

year after surgery.
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Figure 2. Surgical

specimen of the maxillary

sinus.

Figure 3. Pathology image. Haematoxylin-eosin stain. A dental

structure is observed adjacent to the bone tissue.



definitive diagnosis was not made until surgery and
subsequent pathology confirmation.

The differential diagnosis (DD) of chronic sinusitis
with an image of intrasinal bone density also includes
osteoma, a benign bone tumour that often settles in the
paranasal sinuses, although it is most commonly found
in the frontal and ethmoid sinuses; it is very infrequent
for it to develop inside the maxillary sinus.12 The DD also
includes the rhinolyte, a calcareous body generally formed
as a result of a foreign body in the nostril; a possible
complication of this could be its spread toward the
maxillary sinus.13

With regard to the treatment applied in our case, despite
the fact that external surgical approaches for chronic sinusitis
have over many years given way to conservative, endoscopic
surgery with the aim of preserving function,11 we chose to
use a combined approach because, given the large size of
the patient’s maxillary sinus, we suspected that the
endoscopic view alone would not allow us to properly assess
all the walls and floor of the maxillary antrum.

As a conclusion, in light of how exceptional the
development of an odontoma is at the level of the ostium
of the maxillary sinus drainage basin, the diagnostic suspicion
of it as the cause of chronic sinusitis is complicated, but it
appears to be appropriate to bear it in mind when facing
radiological images that reveal areas of bone density in the
sinus.
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