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Intranasal tooth in a patient with cleft lip and palate
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Abstract
Ectopic eruption into the nasal cavity is a rare phenomenon and even rarer among cleft lip and palate patients. A case of
an intranasal tooth associated with cacosmia in a 5-year-old patient with cleft lip and palate is reported. Several previous
surgeries had been performed to correct the patient’s cleft. The patient was evaluated by computed tomography, and the
tooth was removed from the nostril. The etiology of this phenomenon is discussed.
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INTRODUCTION

Supernumerary teeth and ectopic eruption
have occurred in several sites within the
maxillofacial skeleton1. Eruption into the nasal
cavity is a very rare phenomenon in normal
individuals and even rarer in patients with cleft
lip and palate2,3,4,5. Intranasal teeth have been
described as an inverted mesiodens, deciduous teeth,
or permanent teeth growing into the floor of the
nasal cavity6,7. Their occurrence in patients with
cleft lip and palate has been associated with surgeries
performed to correct this malformation. The purpose
of this paper is to report a case of an intranasal
tooth in a patient with cleft lip and palate and to
review the literature. The etiologic, clinical,
radiographic, tomographic and histological aspects
and treatment for these teeth are discussed.

CASE REPORT

A five-year old girl was referred by an
otolaryngologist to the Oral Surgery Service of the
Master Program on Oral and Maxillofacial
Surgery and Traumatology at Pontifícia Universi-
dade Católica do Rio Grande do Sul, Porto Ale-
gre, Brazil, for removal of an ectopic tooth from
the nasal floor.  She presented with a hard mass
located inside her right nostril and associated with
cacosmia. There was no report of chronic
obstruction, rhinorrhoea, epistaxis or purulent
discharge. Her medical history was significant for
a right congenital cleft lip and palate for which
seven previous surgical corrective procedures had been
performed. No other systemic disorder was reported.

An intra-oral examination showed a
deciduous dentition with displacement of the right
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maxillary central incisor and clinical absence of
the right maxillary lateral incisor. The mandibu-
lar deciduous teeth were all normally erupted. No
permanent teeth had erupted. Intranasal inspection
revealed a white mass  five millimeters in diameter
in the floor of the right nostril; no evidence of cystic,
suppurative, or inflammatory changes have been
noted (FIGURE 1).

The panoramic radiograph showed a
radiopaque structure resembling the crown of a tooth
in the floor of the right nostril and superior to the
cleft. The right maxillary deciduous lateral incisor
was impacted by the right maxillary deciduous cen-
tral incisor in malposition. The crown of the right
maxillary permanent central incisor was pointed
toward the cleft, and the tooth germ of the right
maxillary permanent lateral incisor could not be
observed (FIGURE 2).

The patient was submitted to spiral
computed tomography of the upper maxilla with a
5th generation tomograph (Elscint Twin Computed
Tomography), and the tomograms were analyzed
using a dental computed tomography software
program. The tomographic panoramic image
confirmed the findings on the plain film panoramic
radiograph. The computed tomography images also
revealed another radiopaque structure to the right
of the cleft and above the right maxillary deciduous
lateral incisor (FIGURE 3). Cross-section oblique
images obtained by the dental computed tomography
software program revealed that the radiopaque mass
looked like the crown of a microdont erupting

through the mucosa of the nasal cavity floor without
root formation. The radiopaque mass situated to
the right of the cleft had a similar appearance (FI-
GURE 4). Axial, coronal and sagittal multiplanar
reconstructions confirmed that there was no root
formation and that the tooth was supported only
by the nasal mucosa (FIGURE 5). The nasal tooth
morphology and position in the nasal cavity was
better demonstrated by 3-D reconstructions (FI-
GURE 6 and  FIGURE 7).

A decision was made to conduct a transnasal
extraction of the tooth from the right nostril under
general anesthesia. After oro-endotracheal
intubation, ribbon gauze packing was carefully
inserted into the right nostril in order to avoid
displacement of the microdont into the
nasopharynx. The microdont was not implanted

Figure 1 – Intranasal inspection of the right nostril. Note:
The arrow points to the white hard mass.

Figure 2 – Panoramic radiograph showing a radiopaque structure in the floor of the right
nostril and above the cleft (arrow).
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Figure 3 – The intranasal tooth (A) is better seen in this panoramic image edited by a
dental computed tomography software program. This image also revealed a
second radiopaque structure (B) to the right of the cleft.

Note: The numbers indicate where the program will perform the cross-section oblique reconstruction.

Figure 4 – The cross-section oblique images show the crownlike morphology of the radiopaque
mass positioned to the right of the cleft (1 and 2) and the intranasal tooth (4 and
5).

Note: Letters B and L refer to the buccal and lingual aspects of the alveolar ridge, respectively.
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Figure 5 – Absent root formation and soft tissue implantation can be observed in these
axial, coronal and sagittal multiplanar reconstructions.

Figure 6 – This 3-D reconstruction shows the position of the intranasal tooth  (arrow)
in the right nostril without osseous implantation.

Figure 7 - This 3-D reconstruction shows the relationship between the intranasal
tooth (arrow) and the cleft.
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within bone and thus was readily detached from
the surrounding nasal mucosa with a curette. The
bleeding was controlled with electrocauterization.
The gauze pack was removed and the postoperative
recovery was uneventful. The second radiopaque
mass erupting toward the palatal cleft palate was
left in place because it was symptomless and its
removal would be associated with a risk of
postoperative oronasal fistula and alveolar ridge
growth failure.

The tooth macroscopic appearance
confirmed the aspect suggested by the edited images
(FIGURE 8). Microscopic examination of the
decalcified sections confirmed that it was a tooth.
The diagnostic exams and surgery have been
conducted with informed consent.

DISCUSSION

Tooth eruption into the nasal cavity is a very
rare phenomenon. According to Medeiros et al.,
20002, its prevalence is estimated at approximately
0.48% among children with cleft lip and palate,
and among these patients, there is a statistically
significant female predilection.  Although the
etiology of tooth displacement into the nasal cavity
remains unclear, some theories include displacement
by rhinogenic or odontogenic infections, trauma,
or other pathology. Exceptionally dense bone,
crowded dentition and persistent deciduous teeth
have also been proposed as probable etiologic
factors2,6,7,8,9.

The correlation between cleft lip and palate
and tooth germ displacement has been discussed in
the literature10. The formation of tooth germs occurs
within the time frame for cleft lip and palate
formation during embryonic development.
Odontogenic epithelium can be identified in the
maxilla during the fifth embryonic week, and cleft
lip or palate anomalies develop during the fourth
to seventh weeks11.   In the present case, the clefting
process might have split the tooth germ of the late-
ral incisor into two separate teeth and might have
displaced part of this tooth into the nasal cavity11,12.
Some authors2,13 believe that  surgical cleft repair
might further displace the tooth germ and  result in
ectopic nasal tooth eruption. In the present case, it
was not possible to identify the germ of the right
upper permanent lateral incisor. The tomographic
images suggest that this tooth may have been split
into two parts by the palatal malformation, which
may have changed the direction of tooth eruption.
The surgical procedures that this patient was
submitted to may have displaced the tooth germ
even more, resulting in ectopic nasal eruption.

Intranasal teeth often are associated with
facial pain, nasal obstruction, epistaxis and
rhinitis6,9. Superimposed infection can result in
suppuration, cacosmia2,3 and sinusitis. Septal and
palatal perforation, oronasal fistula, osteomyelitis
and squamous cell carcinoma have been associated
with the presence of teeth in nasal cavity8,14,15. Early
diagnosis is important to prevent such
complications.  Intranasal teeth clinically appear
as hard white masses surrounded by granulation
tissue7,17,18,19. The tooth can be affected by caries9.
In some cases6, at nasal inspection, the crown of
the tooth cannot be seen, but mucosal inflammation
or ulceration, may suggest its presence.

Intranasal teeth can be localized by
panoramic, occlusal and lateral radiographs and
present as radiopacities. Their nonspecific
radiographic appearance can lead to a mistaken
diagnosis of nasal neoplasm16,17,18. Rhinoliths,
foreign bodies, osteogenic neoplasms should be
included in the differential diagnosis3,19,20.
Computed tomography aids in the localization of
nasal teeth. In this case the images obtained by
helicoidal tomography and analyzed by the Den-
tal CT Software were very useful to determine the

Figure 8 - The gross appearance of the tooth removed from
the right nostril.



R. Ci. méd. biol., Salvador, v. 5, n. 3, p. 281-287, set./dez. 2006

286

morphology and exactly position of the tooth; these
images also identified part of the shared right
maxillary permanent lateral incisor.

Symptomatic intranasal teeth should be
surgically removed, and symptoms usually will re-
solve after surgery. Either an intraoral3 or
intranasal6 approach may be used to access the
tooth18, depending upon the tooth’s position and
relationship with other structures. Asymptomatic
intranasal may not require surgical removal,
although periodic radiographic follow-up is
recommended9,16.

CONCLUSION

This case demonstrates the relationship
between cleft lip and palate and ectopic nasal tooth
eruption. Spiral computed tomography was used to
analyze the intranasal tooth position. Its occurrence
has been associated with surgical procedures for cleft
lip and palate correction. However, if surgery were
the strongest risk factor, the frequency of tooth
displacement into the nasal cavity would be much
higher. Thus, the cleft may be primarily responsible
for such tooth eruption anomalies, or cases of nasal
teeth in children with cleft lip and palate may be
under reported.

Dente intranasal em uma paciente com fissura labiopalatina

Resumo
A erupção dentária ectópica para a cavidade nasal é um fenômeno raro e mais raro ainda

entre os pacientes com fissura lábiopalatina. Relata-se o caso de um dente intranasal associado à
cacosmia numa paciente fissurada de 5 anos de idade. Diversas cirurgias prévias foram feitas para a
correção da má formação. A paciente foi avaliada por tomografia computadorizada e o dente foi
removido de sua narina A etiologia do fenômeno é discutida.

Palavras-chave: Fissura labial, fissura palatina, dente nasal, tomografia computadorizada.
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