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SUPERNUMERARY TEETH: AN OVERVIEW
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Supernumerary teeth (SNT) are extra teeth to the normal complement of teeth in both dentitions. These SNT could be
appear in any region of both jaws. Males are commonly affected by SNT than the females. Most commonly seen SNT are
mesiodens, very rarely seen SNT are distomolars. Identification and localization of SNT are very important for diagnosis
and management. SNT may cause various complications that include delayed or impaired eruption of adjacent teeth to cyst
formation, and eruption into nasal cavity. Hence, the early identification and appropriate management is essential to prevent
the possible complications.
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INTRODUCTION
orientation (vertical or normal, inverted, transverse, or
horizontal).

Supernumerary tooth (SNT) is defined as “any tooth or
odontogenic structure that is formed from tooth germ in
excess of usual number for any given region of the dental
1
arch”. They may occur as unilateral or bilateral and single
or multiple, in distribution, seen in any part of the tooth
bearing areas in both dental arches, and may occur in
2
primary and permanent dentition. These SNT could occur
at any region of the dental arch and most commonly in
pre-maxilla. Several studies have reported that there is a
3
racial difference in the incidence of SNT. In permanent
4
dentition, the prevalence ranges from 0.4% to 6%. In
primary dentition, the reported incidence was between
5
0.1% and 27.8%. These different prevalence figures are
reported on SNT, probably due to the different populations
investigated and whether the reported prevalence of SNT
is just a reflection of the variation in the diagnostic tools,
1,3,6
assessment process, and sampling methods.
Most
7
recently, Anthonappa and co-workers reported that the
prevalence of SNT ranges from approximately 3 to 6% or
even higher which is higher than previously reported
prevalence in literature.

Complications
Various complications may occur as the result of the
presence of SNT including crowding, delayed eruption,
spacing, impaction of permanent incisors, abnormal root
formation, alteration in the path of eruption of permanent
incisors, cystic lesions, intraoral infection, median
diastema, root resorption of the adjacent teeth, rotation, or
even eruption of incisors in the nasal cavity and retained
2,9,13
deciduous teeth.
Presence of erupted and unerupted mesiodens may
cause midline diastema. A retrospective analysis showed
10% of cases with SNT cases exhibited midline
14
diastema. SNT is the common reason for the delayed or
14,15
failure of eruption in premaxillary region.
Prevention or
delayed eruption of associated permanent teeth and
tuberculate and SNT are the possible reasons for failure
3,14
of eruption of maxillary permanent incisors. SNT in other
locations may also cause failure of eruption of adjacent
13
teeth. Displacement of the crowns of the adjacent teeth
16
is a common feature in cases that associated with SNT.
The amount of displacement varies from a mild rotation to
3,13
complete displacement.
Supernumerary teeth cause
severely rotated incisors and sometimes remain
unerupted. Self-correction and correct alignment may
17
result in early removal of the causative SNT. Any form of
SNT can cause complications. Erupted or unerupted
supplemental SNT most often leads to crowding. Root
resorption of adjacent teeth sometimes leads to loss of
tooth vitality. Secondary alveolar bone grafting may be
compromised due to SNT in patients with cleft lip and
palate. Unerupted SNT in the cleft site is normally
removed at the time of bone grafting. The presence of an
unerupted SNT in a potential implant site may compromise
implant placement. Ectopic eruption of SNT has been
reported, among these frequently reported in the nasal
20
cavity. Clinically, a white mass may be seen in the nasal
area, radiographically appearing as a tooth-like
radiopacity. Patients with a history of anterior conical or
tuberculate supernumerary teeth at an early age have a

Aetiology
Several explanations were given by different authors on
the development of SNT to eccentricity during embryologic
formation that consists of dichotomy of tooth germs,
hyperactivity of the dental lamina, and remnants of
8,9
epithelial cells. The etiology of SNT may confirm genetic
influences as SNT are more frequently reported in relation
1-8,10
11
to affected individuals.
However, Brook hypothesized
that both environmental and genetic factors were
responsible for the SNT. Some of the researchers studies
12
SNT origin genetically.
Classification
Supernumerary teeth have been classified mainly based
9
on their morphology, location, form, and number.
3
However, Mallineni classified SNT based on morphology
(conical, tuberculate, supplemental, and odontomes),
location (mesiodens, paramolar, distomolar, and
parapremolar), position (buccal, palatal, and transverse),
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24% possibility of developing single or multiple
14,17,18
supernumerary premolars at late age.
Dilaceration is
a developmental anomaly in the tooth shape and its
structure, which may happen as sharp bending of the
tooth in either the crown or the root portion. Loss of tooth
vitality has been reported in rare conditions. It has been
reported that cyst formation due to SNT was observed in
11% of the cases where dentigerous cyst is common
21
type.

evaluation play an important role to avoid potential
damage to the patient.
CONCLUSION
SNT may occur unilaterally or bilaterally, single or multiple,
and at any region of the dental arch. Mesiodens are
common type of SNT followed by supplemental premolars.
A variety of complications are associated with SNT which
range from crowding to ectopic eruption. Early diagnosis
and proper treatment planning are essential for the
management of SNT. Moreover, multidisciplinary
approach is necessary for the management of SNT if it is
associated with complications.

Diagnosis
Diagnosis of an SNT may be through clinical or
radiographic examination. Impacted SNT may be
diagnosed during a routine radiographic examination.
Some patients present at the surgery complaining of an
impacted
anterior
tooth
or
persistent
midline
21,22
diastema.
As a rule, radiographic examination should
be performed for teeth that have not erupted within 6
24
months after the contralateral teeth have erupted. The
identification and localization of SNT plays a vital role in
25
management. Combinations of different radiographs are
26
useful in locating SNT. Radiographs to be taken include
a panoramic view to show the evidence of whole dentition.
Anterior occlusal or pariapical radiographs should be
taken to evaluate the incisor region completely. The tube
shift technique can be employed to determine whether the
24
SNT is located labially or palatally. A lateral skull
radiograph may be taken as a supplement especially if the
tooth is dilacerated to allow for a three-dimensional
24
assessment of the impacted tooth.
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Several authors have given different opinions for the
management of SNT, particularly timing of the removal of
SNT. Most of the authors have recommended the early
intervention of SNT. The treatment options for managing
SNT depend on their orientation and position, the age of
the patient, and any associated complications. There are
two common opinions for removal of SNT as soon as they
1,3,27
are identified.
Similarly, few authors reported that
27,28
early identification and removal of SNT
, in contrast to
some authors which may suggest abrupt removal of SNT,
are not essential if there was no associated pathology.
Removal of SNT is not always a treatment of choice; they
may be reviewed if the tooth is not creating any problem.
20
Hogstrom and Andersson suggested two different
opinions where the SNT should be removed as early as
upon identification or should wait until complete root
formation of adjacent teeth. The optimal time for surgical
1,3,11
intervention, however, remains contentious.
It is very
important to remove SNT at a young age if it is damaging
adjacent teeth or causing any other complication.
1
Recently, Omer and colleagues reported based on a
retrospective analysis the ideal age of removal of SNT 6 to
7 years. The majority of delayed permanent incisors erupt
spontaneously if sufficient space is created at the time of
removal of the SNT and maintenance of postoperative
space is needed. Permanent maxillary incisor teeth still
remained unerupted with near complete apical formation;
orthodontic bracket and chain may be used to facilitate
28
orthodontic traction. However, it is very important to
29
remove SNT if it causes any of the complication. SNT are
not rarely seen but, through clinical and radiographical
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