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	– Se explica a los padres las repercusiones clínicas de una 
higiene irregular y del diente doble en la dentición tem-
poral. Se da técnicas de higiene oral, profilaxis supra-

gingival, se aplica barniz de flúor (22 600 ppm flúor) y 
se coloca sellador resinoso de fosas y fisuras en la línea 
de la unión del 7.1-7.2 (Fig. 6).

Figura 4. Exploración clínica. Fusión de 7.1-7.2. Se observa cálculo supragingival en la cara lingual del 7.1-7.2 (D).

Figura 5. Rx periapical del 7.1-7.2 se observa un diente doble con 
una línea de separación.
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CASO CLÍNICO 3 

Paciente mujer de 4,5 años acude a la consulta odontoló-
gica por el siguiente motivo: “mi hija tiene un diente doble”. 
Después de realizar la exploración clínica y radiográfica se 
diagnóstica: 

	– Dentición temporal completa (Fig. 7).
	– Índice de placa > 60 %.
	– Riesgo de caries alto según el protocolo CAMBRA 

(Caries Management by Risk Assessment) (20).
	– Diente doble temporal. Fusión de 5.1-5.2 según la regla 

de Mader y cols. (7), lesión cariosa en la cara palatina 
en la línea de unión del 51-52. Movilidad grado 0 según 
la clasificación de Miller (18).

Afectación clínica del diente doble temporal: grado II 
(Figs. 8 y 9).

Se realiza un plan de tratamiento preventivo y terapéutico:  
	– Se explica a los padres las repercusiones del diente 

doble en la dentición temporal una de ellas el de mayor 
riesgo de caries. Se da técnicas de higiene oral, profi-

Figura 6. Fotos intraorales una vez realizada la profilaxis supragingival y la colocación del sellador de fosas y fisuras resinoso. 

A B

Figura 7. Exploración clínica. Fusión del 5.1-5.2.

Figura 8. Foto oclusal de la arcada superior. Se observa la lesión 
cariosa entre la unión del 5.1-5.2. 

Figura 9. Series de 
radiografías periapicales 
del 5.1-5.2 y 6.1.  
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laxis supragingival, aplicación tópica de barniz de flúor 
(22 600 ppm flúor) (19) y en la siguiente cita se realiza 
el tratamiento terapéutico del 5.1-5.2. 

	– Se elimina la lesión cariosa del 5.1-5.2, se observa 
exposición pulpar (Fig. 10C), se coloca agregado de 
trióxido mineral (MTA), vitrebond 3MTM (Plus base 
de ionómero de vidrio). Posterior a la eliminación de la 
lesión cariosa se realiza una obturación convencional 
adhesiva. Además, se coloca sellador de fosas y fisuras 

CASO CLÍNICO 4 

Paciente varón 6,5 años acude a la clínica odontológica 
por el siguiente motivo de consulta: “una revisión general”. 
Después de realizar la exploración clínica y radiográfica 
(Figs. 13 y 14) se diagnostica: 

	– Dentición mixta primera fase.
	– Índice de placa > 50 % y cálculo supragingival. 
	– Riesgo de caries alto según el protocolo CAMBRA 

(Caries Management by Risk Assessment) (20).
	– Diente temporal doble. Fusión del 8.1-8.2 según la regla 

de Mader y cols. (7) reabsorción radicular > 2/3 de la 

resinoso en la cara vestibular del DDT en la línea de 
unión del 5.1-5.2 (Figs. 10 E y F).

El tratamiento se realiza con anestesia local lidocaína al 
2 % y aislamiento absoluto (Figs. 10 A-F, 11 y 12).

Se establece el protocolo de revisiones según el protocolo 
CAMBRA de cada 3 meses (20). En la cita de revisión se 
planifica una radiografía más amplia para el diagnóstico de 
otras posibles alteraciones dentarias como la posible agene-
sia del incisivo lateral derecho superior (1.2). 

Figura 10. Secuencias de los pasos de la eliminación de la lesión cariosa y la obturación del diente fusionado 5.1-5.2.
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Figura 11. Foto de la arcada superior postratamiento.  
Figura 12. Rx periapical 
de control postratamiento. 

longitud radicular y movilidad grado III según la clasi-
ficación de Miller (18).

Afectación clínica del diente doble temporal: grado III.
Se realiza un plan de tratamiento preventivo y terapéu-

tico:  
	– Se explica a los padres las repercusiones clínicas de una 

higiene irregular. Se da técnicas de higiene oral, profi-
laxis supragingival, se aplica barniz de flúor (22 600 
ppm flúor) (19) y en una segunda cita se realiza la 
extracción del diente doble. 
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DISCUSIÓN

Existe muy poca literatura científica sobre el tratamiento 
de los dientes dobles y más escasa aún sobre el tratamiento 
de los dientes dobles en dentición temporal. Los autores coin-
ciden en que los surcos profundos de los dientes dobles son 
más susceptibles a desarrollar lesiones cariosas y problemas 
periodontales (3). Las líneas de unión facilitan la acumulación 
de placa ya que pueden ser difíciles de higienizar. Por lo tanto, 
se recomiendan reforzar la higiene y establecer un programa 
preventivo individualizado para cada paciente (13,21). 

El programa preventivo establecido por el protocolo 
CAMBRA es ampliamente utilizado; según este protocolo 
un paciente con diente doble tiene alto riesgo de caries por 
las características propias de mayor retención de placa y difi-
cultad en la higiene. Este protocolo otorga directrices tanto al 
clínico como a los padres/ tutores legales en el hogar (20,22).

Figura 13. Fotos intraorales. Fusión del 81.82.

A B

Figura 14. Rx periapical 
del 8.1 y 8.2 se observa 
reabsorción radicular 
> 2/3 de la longitud 
radicular. 

En cuanto a la clasificación de las lesiones cariosas en 
dentición temprana de Evans y cols., este método es sencillo 
y ayuda al clínico a establecer un diagnóstico de la lesión 
cariosa rápida en dentición temporal en comparación a otros 
métodos (17).

Los padres/tutores legales tienen un papel muy importan-
te en la prevención del desarrollo de lesiones cariosas por lo 
que el clínico debe explicar que en las líneas de unión de los 
dientes dobles es muy difícil de higienizar y por lo tanto los 
padres/tutores legales deben reforzar la higiene bucodental 
de los niños y acudir a las revisiones. 

En los casos de afectación del DDT grado 0 y I únicamen-
te se ha realizado medidas preventivas como se muestra en 
el primer y segundo caso clínico. Sin embargo, en el grado II  
de afectación clínica del DDT además de realizar el trata-
miento preventivo se eliminar la lesión cariosa y realizar la 
obturación correspondiente. En el grado III de afectación 
clínica del DDT se ha realizado medidas preventivas y la 
extracción del diente doble por el pronóstico reservado del 
diente (8,21). 

La extracción del diente doble está indicada en los casos 
de lesiones cariosas extensas y profundas que comprome-
ten la restauración del diente. Cuando se realiza la extrac-
ción, el equipo multidisciplinar en concreto el odontope-
diatra y el ortodoncista deben determinar la necesidad de 
colocación de un mantenedor de espacio (21). En el cuatro 
caso clínico no se ha colocado mantenedor de espacio al 
ser en una zona anterior y por estar próxima a la erupción 
del 4.1 (23). 

Existe evidencia en la prevención de lesiones cariosas en 
fosas y fisuras con los selladores y el barniz de fluoruro só-
dico al 5 % (22 600 ppm de flúor) (24). Pero no está claro 
cuál de los métodos preventivos (los selladores de fosas y 
fisuras y el barniz de fluoruro sódico al 5 %) es más eficaz. 
Por lo que muchos autores recomiendan que sea el clínico 
quien seleccione la mejor opción de tratamiento (25). En los 
casos que hemos presentado hemos utilizado ambos métodos 
preventivos para maximizar la prevención (24,25). Hemos 
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seleccionado el sellador de fosas y fisuras de resina por de-
mostrar mayor eficacia frente a los selladores de vidrio io-
nómero (26). Otros autores recomiendan restauraciones pro-
filácticas con resina fluida en el surco profundo del diente 
doble temporal (3,27).

Los dientes dobles en dentición temporal pueden causar 
maloclusiones como diastema dental si la fusión se produce 
entre dos dientes normales. También pueden causar apiña-
miento dental si la fusión se produce entre un diente normal 
y un diente supernumerario (28), así como también pueden 
producir reducción de la longitud de la arcada dentaria, des-
viación de la línea media y alteraciones estéticas (5,13), por 
lo que es necesario contar con un equipo multidisciplinar 
para el manejo clínico de estas alteraciones (8). 

Otra complicación relacionada con los dientes dobles en 
dentición temporal son las agenesias o alteraciones de la for-
ma del diente sucesor (29). Un buen diagnóstico incluye la 
exploración clínica y la exploración complementaria como 
una radiografía periapical en la que se observe la presencia o 
ausencia del diente permanente sucesor. Si el diente perma-
nente está presente se indica realizar el tratamiento preven-
tivo y o restaurador su fuera necesario. Si el diente sucesor 
está ausente se propone acompañar el tratamiento preventivo 
y mantener el diente doble el mayor tiempo posible hasta que 
el paciente obtenga la edad suficiente para la rehabilitación 
implato-protésica. También podría darse el caso de cerrar el 
espacio de la agenesia con ortodoncia (30). Para esta plani-
ficación y diagnóstico es de vital importancia contar con un 
equipo multidisciplinar. 

En el tercer caso clínico, la radiografía presentada no se 
puede diagnosticar la presencia o ausencia del 12, por lo que 
en la siguiente vista se realizará una radiografía más amplia. 
En la edad en la que se encuentra el paciente el objetivo del 
tratamiento es mantener la salud del diente doble. 

Los dientes dobles se diagnostican en la mayoría de los 
casos en niños con edades muy tempranas como los casos 
clínicos que hemos presentado por lo que se recomienda pla-
nificar sesiones cortas a primera hora de la jornada y dejar 
para las últimas sesiones los tratamientos con mayor com-
plejidad e ir introduciendo poco a poco al niño en el gabinete 
dental (31,32).

Esta clasificación del grado de afectación y manejo clíni-
co de los dientes dobles en dentición temporal puede ser de 
gran utilidad. Pero es el odontopediatra, junto con el equipo 
multidisciplinar, quien en base a las necesidades individuali-
zadas del paciente y de los padres/tutores legales debe otor-
gar el mejor diagnóstico y plan de tratamiento a cada niño/a. 

CONCLUSIONES

La exploración clínica y radiográfica es necesaria para el 
diagnóstico clínico de los dientes dobles. 

Describimos cuatro grados de afectación clínica de los 
dientes dobles en dentición temporal. En el grado 0 y I se re-
comiendan medidas preventivas; en el grado II se recomien-
das medidas preventivas, terapéuticas y restauradoras; y en 

el grado III se recomiendas medidas preventivas y quirúr-
gicas como la extracción del diente doble por el pronóstico 
comprometido del diente doble. Pero el equipo multidisci-
plinar es quien, en base a las necesidades individualizadas 
del paciente y de los padres/tutores legales, debe otorgar el 
mejor diagnóstico y plan de tratamiento a cada niño/a.
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Clinical Note

ABSTRACT

Background: double teeth in primary dentition (DPD), whether 
fusion or gemination, have a deep and retentive bonding groove. 
This groove is difficult to access for cleaning and increase the risk 
of developing carious lesions and periodontal pathology. Early diag-
nosis enables the implementation of preventive treatments, reducing 
the necessity for future interventions.

Case report: the aim of this work is to describe a clinical manage-
ment protocol for DPD according to the degree of clinical involve-
ment, taking into account the absence or presence of demineraliza-

RESUMEN

Introducción: los dientes dobles en dentición temporal (DDT) 
ya sea fusión o geminación presentan un surco de unión profundo 
y retentivo. Este surco de difícil acceso para higienizar hace que el 
diente tenga mayor riesgo de desarrollo de lesiones cariosas y pato-
logía periodontal. Un diagnóstico precoz permite instaurar un tra-
tamiento preventivo y reducir la necesidad de tratamientos futuros. 

Caso clínico: el objetivo de este trabajo es describir un protocolo 
de manejo clínico de los DDT según el grado de afectación clínica 
teniendo en cuenta la ausencia o presencia de desmineralización, 
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INTRODUCTION

The term “double tooth” or “joined teeth” is a general 
term to indicate the union of two adjacent teeth or the par-
tial division into two parts of a tooth during development. 
The first process is dental fusion, and the second one, dental 
gemination. The latter is a failed attempt of the dental follicle 
to split into two. Depending on the degree of gemination, 
the affected tooth may have two crowns, or one large crown 
partially separated. On the other hand, fusion is the complete 
or partial union between the dentin and/or enamel of two or 
more separate teeth during development (1-5). 

Another dental change is macrodontia, an abnormally in-
creased size of the tooth, which is often confused with dou-
ble teeth (6). 

A very practical rule is described to differentiate between 
fusion and gemination. The rule established by Mader et al. 
based on this rule, if the double tooth is considered “two 
teeth” and the total number of teeth in the dental arch is nor-
mal, is to diagnose dental fusion. However, when the double 
tooth is considered as “two teeth” and the total number of 
teeth in the dental arch is higher than usual, then the diag-
nosis is gemination or fusion between a normal tooth and a 
supernumerary tooth (7). 

The prevalence of double teeth is 0.1 % in permanent den-
tition and 0.5 % in primary dentition without any gender dif-
ferences being reported. All authors agree that double teeth 
are more prevalent in primary dentition (8). 

The exact etiology and pathogenesis of double teeth are 
difficult to determine as they occur during the embryological 
process specifically during odontogenesis. Environmental 
factors and genetic factors can be considered contributing 
factors to the manifestation of these dental abnormalities 
(9,10). 

Double teeth are described as clinical signs of syndromes 
such as the oculo-oto-dental syndrome, or otodental dysplasia, 
chondroectodermal dysplasia, among other syndromes (11).

tion, carious lesion, mobility and root resorption, accompanied by a 
preventive protocol both in the dental office and at home. Addition-
ally, a series of clinical cases are presented.

Discussion: clinical and radiographic examinations are necessary 
for diagnosing doouble teeth in primary dentition. We describe four 
degrees of clinical involvement in double teeth. In grade 0 and I, 
preventive measures are recommended; grade II warrants preventive, 
therapeutic and restorative measures; while grade III necessitates 
preventive and surgical interventions, such as the extraction of the 
double tooth due to the compromised prognosis. The multidiscipli-
nary team, considering the individualized needs of the patient and 
their parents/legal guardians, should determine the optimal diagnosis 
and treatment plan for each child.

KEYWORDS: Double teeth. Primary dentition. Dental fusion. 
Dental gemination.

lesión cariosa, movilidad y reabsorción radicular, acompañado de un 
protocolo preventivo tanto en el gabinete dental como en el hogar, 
así como presentar una serie de casos clínicos.

Discusión: la exploración clínica y radiográfica es necesaria para 
el diagnóstico clínico de los dientes dobles. Describimos cuatro gra-
dos de afectación clínica de los dientes dobles en dentición temporal. 
En el grado 0 y I se recomiendan medidas preventivas; en el grado 
II se recomiendas medidas preventivas, terapéuticas y restauradoras 
y en el grado III se recomiendas medidas preventivas y quirúrgicas 
como la extracción del diente doble por el pronóstico comprometido 
del diente doble. Pero es el equipo multidisciplinar quien, en base a 
las necesidades individualizadas del paciente y de los padres/tutores 
legales, debe otorgar el mejor diagnóstico y plan de tratamiento a 
cada niño/a.

PALABRAS CLAVE: Dientes dobles. Dentición temporal. Fusión 
dental. Geminación dental.

These dental abnormalities pose challenges for clinicians 
when establishing a diagnosis and treatment plan. An early 
diagnosis allows for the implementation of preventive treat-
ment and reduces the need for future treatments (4,5). The 
professional can guide the eruption chronology, occlusal 
development, and diagnose possible changes in permanent 
dentition at an early stage. Clinical examination as well as 
periapical X-rays are the main diagnostic methods (4). 

Multiple clinical complications of double teeth in primary 
dentition are described such as delayed exfoliation of the pri-
mary double tooth, impaction of permanent teeth, and mal-
occlusions, among other abnormalities (2,3,12-14). 

The fusion groove of double teeth in most cases is a very 
deep and retentive groove, so it is associated with a higher 
risk of developing carious lesions and periodontal lesions 
(4). Anterior teeth play a key role in the morphological de-
velopment of the jaws and facial type, so a double tooth in 
the anterior sector could cause aesthetic changes (5,8,15,16). 

Aguiló et al. proposed a classification of double teeth 
based on anatomical morphology. They established 4 types: 
type I: one bifid crown-one root; type II: one large crown-
one large root; type III: two fused crowns-one single conical 
root; and type IV: two fused crowns-two fused roots (2). This 
classification is useful for the anatomical description of the 
double tooth, but does not consider clinical parameters that 
facilitate the clinician in clinical management. 

The objective of this work is to describe a clinical man-
agement protocol for Primary double teeth (PDT) while con-
sidering clinical parameters such as mobility, root resorption, 
and stages of carious lesions of the double tooth, as well as 
to present a series of PDT case reports treated at the CIRO 
dental clinic.  

Below, we present a summary of the diagnosis and clin-
ical management of PDT based on the literature review and 
the case reports presented here. For the detection early child-
hood caries (ECC), the simplified classification of Evans et 
al. was used (17) (Table I).
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TABLE I.  
STAGES OF EARLY CHILDHOOD CARIES (ECC) LESIONS 

ACCORDING TO EVANS ET AL. (17)
ECC 0. Healthy tooth 
No restorations or initial signs of ECC are observed
ECC 1. Smooth white lesion 
Tooth surface presents a smooth, white lesion, especially noticeable 
on vestibular surfaces
ECC 2. Enamel destruction 
Tooth surface with a smooth, white lesion and enamel destruction. This 
sign will be confirmed using a periodontal probe (rough surface, or 
enamel destruction)
ECC 3. Dentin cavity 
Tooth surface presents a visible cavity extending into the dentin. If 
necessary, the sign will be confirmed using a periodontal probe. The 
base of the lesion should feel soft to the touch

To diagnose the degree of dental mobility, the Miller classifi-
cation was used. To measure mobility, an instrument (the handle 
of a mirror) is used on each side of the tooth and applying a 
controlled force. With this index, mobility can be scored. The 
tooth is firmly held between 2 instruments and moved forward 
and backward. Mobility is scored on a scale of 0 to 3 (Table II).

TABLE II.  
MILLER'S MOBILITY CLASSIFICATION (18)

Grade Clinical description
0 No detectable movement when force is applied 
I Greater than normal movement (physiological) 
II Mobility not exceeding 1 mm in buccolingual direction 
III Mobility exceeding 1 mm in buccolingual direction 

We described 5 grades of PDT while considering carious 
lesion (according to the stages of Evans et al. [Table I]), mo-
bility (according to the Miller classification [Table II]), and 
root resorption (Table III).

	– Grade 0: presence of double tooth with ECC stage 0, 
no restorations or signs of demineralization are obser-
ved, mobility grade 0, and root resorption < 2/3 of the 
root length, a preventive program and review should 
be established in 3 months. Example of the case: case 
report #1.

	– Grade I: presence of double tooth with ECC stage 0 
or 1, presence of deep fissure, mobility grade 0 or I, 
and root resorption < 2/3 of the root length, a resin pit 
and fissure sealant should be applied, and a preventive 
program and review should be established in 3 months. 
Example of the case: case report #2.

	– Grade II: presence of double tooth with ECC sta-
ge 2 or 3, mobility grade 0 or I, and root resorption  
< 2/3 of the root length. The carious lesion should 
be removed, and the corresponding filling should be 
performed. A preventive program and review should 
also be established in 3 months. Example of the case: 
case report #3.

	– Grade III: presence of double tooth with ECC stage 2 or 
3, extensive carious lesion, mobility grade III, and root 
resorption > 2/3 of the root length. The double tooth 
should be extracted, and a space maintainer should be 
placed according to the clinician, accompanied by a pre-
ventive program and review in 3 months. Example of 
the case: case report #4.

TABLE III.  
CLINICAL MANAGEMENT BASED ON THE CLINICAL GRADES OF PRIMARY DOUBLE TEETH (PDT)

Grade Clinical presentation Clinical management

0 - Primary double teeth (PDT)
- ECC stage 0
- Mobility grade 0
- Root resorption < 2/3 of root length

- Supragingival prophylaxis
- Fluoride varnish 22 600 ppm fluoride (19)
- Establishment of a preventive program and review every 3 months

I - Primary double teeth (PDT)
- Presence of deep fissure
- ECC stage 0 or 1
- Mobility grade 0 or I
- Root resorption < 2/3 of root length
- Primary double teeth (PDT)

- Supragingival prophylaxis
- Application of resin fissure sealant
- Establishment of a preventive program and review every 3 months

II - Primary double teeth (PDT)
- Presence of deep fissure
- ECC stage 2 or 3
- Mobility grade 0 or I
- Root resorption < 2/3 of root length

- Removal of carious lesion and appropriate restoration
- Establishment of a preventive program and review every 3 months

III - Primary double teeth (PDT)
- Presence of deep fissure
- ECC stage 2 or 3
- Mobility grade II or III
- Root resorption > 2/3 of root length

- Extraction of the primary double teeth
- Placement of space maintainer if deemed necessary by the clini-
cian
- Establishment of a preventive program and review every 3 months

Compiled by Garcete et al.
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CASE REPORTS

CASE REPORT #1

A 6.5-year-old male patient visited the dental clinic for a 
clinical review. After performing clinical and radiographic 
examinations, the following diagnosis was established:

	– First-phase mixed dentition (Figs. 1-3).
	– Plaque index < 30 %.
	– Conical permanent right lateral incisor (1.2) (Fig. 3).
	– Staining of the right primary molar (5.4) to which a pul-

pal treatment (pulpotomy) had been performed (Fig. 1).
	– High caries risk according to the CAMBRA protocol 

(Caries Management by Risk Assessment) (20).

	– Fusion between the right primary central incisor (5.1) 
and the right primary lateral incisor (5.2), according to 
the rule of Mader et al. (7). Grade 0 mobility according 
to the Miller classification (18). 

Clinical involvement of the Primary double teeth: Grade 0  
(Fig. 1).

In the absence of carious lesions, mobility, and root re-
sorption, preventive treatment is performed. 

Parents are informed about the implications of the double 
tooth in the primary dentition, including the increased risk 
of caries. Supragingival prophylaxis is performed, and flu-
oride varnish (22,600 ppm fluoride) is applied to the fused 
tooth, accompanied by a preventive program according to 
the CAMBRA protocol (20).

Figure 1. Occlusal photo of the upper arch. Fusion of 5.1-5.2. Figure 2. Occlusal photo of the lower arch.

Figure 3. Panoramic X-ray. Fusion of 5.1-5.2 tooth, conical tooth 1.2, and successful pulpal treatment of 5.4 with good clinical progression.
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CASE REPORT #2

A 5.6-year-old female patient visited the dental clinic for a 
regular check-up. After clinical and radiographic examinations 
(Figs. 13 and 14), the following diagnosis was established:

	– Primary dentition.
	– Plaque index > 50 % and supragingival calculus.

	– High caries risk according to the CAMBRA protocol 
(Caries Management by Risk Assessment) (20).

	– Primary double teeth. Fusion of 7.1-7.2 according to the 
rule of Mader et al. (7). Grade I mobility according to 
the Miller classification.

Clinical involvement of the Primary double teeth: Grade I  
(Figs. 4 and 5).

Figure 4. Clinical examination. Fusion of 7.1-7.2. Presence of supragingival calculus on the lingual surface of 7.1-7.2 (D).

Figure 5. Periapical X-ray of 7.1-7.2 showing a double 
tooth with a separation line.

A B

C D
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A preventive and therapeutic treatment plan is conducted:
	– Parents are informed about the clinical implications 

of irregular oral hygiene and double tooth in primary 
dentition. Oral hygiene techniques are provided, 

CASE REPORT #3

A 4.5-year-old female patient visited the dental clinic with 
the following complaint: “my daughter has a double tooth.” 
After clinical and radiographic examinations, the following 
diagnosis was established:

	– Complete primary dentition (Fig. 7).
	– Plaque index > 60 %.
	– High caries risk according to the CAMBRA protocol 

(Caries Management by Risk Assessment) (20).
	– Primary double teeth. Fusion of 5.1-5.2 according to 

the rule of Mader et al. (7), carious lesion on the pala-
tal surface at the junction of 51-52. Grade 0 mobility 
according to the Miller classification (18).

Clinical involvement of the Primary double teeth: Grade II  
(Figs. 8 and 9).

Figure 6. Intraoral photos after supragingival prophylaxis and placement of resin pit and fissure sealant.

A B

supragingival prophylaxis is performed, fluoride var-
nish (22 600 ppm fluoride) is applied, and a resin pit 
and fissure sealant are placed at the junction of 7.1-
7.2 (Fig. 6).

Figure 7. Clinical examination. Fusion of 5.1-5.2.
Figure 8. Occlusal photo of the upper arch. Presence of carious 
lesion between the junction of 5.1-5.2.

A preventive and therapeutic treatment plan is conducted:
	– Parents are informed about the implications of double 

tooth in primary dentition, including the increased risk 
of caries. Oral hygiene techniques are provided, supra-
gingival prophylaxis is performed, topical application 
of fluoride varnish (22 600 ppm fluoride) (19) is perfor-
med, and therapeutic treatment of 5.1-5.2 is performed 
at the next appointment.

	– Carious lesion on 5.1-5.2 is removed, pulp exposure is 
observed (Fig. 10C), mineral trioxide aggregate (MTA) 
is added to the mix, and vitrebond 3MTM (Plus glass 
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ionomer base) is applied. After carious lesion removal, 
conventional adhesive filling is performed. Additionally, 
a resin pit and fissure sealant are placed on the buccal 
surface of the Primary double teeth at the junction of 
5.1-5.2 (Figs. 10 E and F). 

Treatment is prescribed with 2 % lidocaine local anesthe-
sia and absolute isolation (Figs. 10 A-F, 11, and 12). 

Figure 9. Series of 
periapical X-rays of 5.1-
5.2 and 6.1.

Figure 10. Sequences of steps for carious lesion removal and filling of fused tooth 5.1-5.2.

A B C D E F

Figure 11. Photo of the upper arch after treatment.

Figure 12. Follow-up 
periapical X-ray after 
treatment.

Check-up appointments are scheduled every 3 months 
according to the CAMBRA protocol (20). A comprehen-
sive X-ray is planned at the follow-up appointment for the 
diagnosis of other possible dental abnormalities such as 
possible agenesis of the upper right lateral incisor (1.2).

CASE REPORT #4

A 6.5-year-old male patient visited the dental clinic for a 
regular check-up. After clinical and radiographic examinations 
(Figs. 13 and 14), the following diagnosis was achieved:

	– First-phase mixed dentition.
	– Plaque index > 50 % and supragingival calculus.
	– High caries risk according to the CAMBRA protocol 

(Caries Management by Risk Assessment) (20).
	– Primary double teeth. Fusion of 8.1-8.2 according to 

the rule of Mader et al. (7) with root resorption > 2/3 of 
the root length and grade III mobility according to the 
Miller classification (18).

Clinical involvement of the Primary double teeth: Grade III.
A preventive and therapeutic treatment plan is implemented: 
Parents are informed about the clinical implications of 

irregular hygiene. Oral hygiene techniques are provided, 
supragingival prophylaxis is performed, fluoride varnish  
(22 600 ppm fluoride) (19) is applied, and at a second ap-
pointment, the double tooth is removed.



199

Odontol Pediátr 2023;31(3):183-201

Classification and treatment of double teeth in primary dentition 
based on clinical involvement

Figure 13. Intraoral photos. Fusion of 8.1 and 8.2.

A B

Figure 14. Periapical 
X-ray of 8.1 and 8.2 
showing root resorption  
> 2/3 of the root length.

DISCUSSION

Scientific literature is scarce on the management of double 
teeth, and even scarcer on the management of double teeth in 
primary dentition. Authors agree that deep grooves in double 
teeth are more susceptible to developing carious lesions and 
periodontal problems (3). The fusion lines facilitate plaque 
accumulation as they can be difficult to clean. Therefore, re-
inforcing hygiene and establishing an individualized preven-
tive program for each patient are advised (13,21).

The preventive program established by the CAMBRA 
protocol is widely used; according to this protocol, a patient 
with double teeth is at high risk of caries due to the character-
istics of increased plaque retention and difficulty in hygiene. 
This protocol provides guidelines for both the clinician and 
the parents/legal tutors at home (20,22).

Regarding the classification of carious lesions in early 
dentition established by Evans et al., this method is simple 

and helps the clinician establish a quick diagnosis of car-
ious lesions in primary dentition compared to other meth-
ods (17).

Parents/legal tutors play a very important role in prevent-
ing the development of carious lesions, so the clinician must 
explain that it is very difficult to clean the fusion lines of dou-
ble teeth, and therefore parents/legal tutors must reinforce the 
oral hygiene of children and attend regular check-ups.

In cases of grade 0 and I PDT, only preventive measures 
have been taken as shown in case reports #1 and #2. How-
ever, in grade II PDT, in addition to preventive treatment, 
carious lesions are removed, and the corresponding filling 
is performed. In grade III PDT, preventive measures were 
taken, and the double tooth was extracted due to its poor 
prognosis (8,21).

Extraction of the double tooth is indicated in cases of ex-
tensive and deep carious lesions that compromise tooth res-
toration. When extraction is performed, the multidisciplinary 
team, particularly the pediatric dentist and orthodontist, must 
determine the need for space maintainers (21). In case report 
#4 a space maintainer was not placed as it is in an anterior 
zone and is close to the eruption of 4.1 (23).

There is evidence for the prevention of carious lesions 
in pits and fissures with sealants and 5 % sodium fluoride 
varnish (22 600 ppm fluoride) (24). However, it is not clear 
which of the preventive methods (pit and fissure sealants 
and 5 % sodium fluoride varnish) is more effective. There-
fore, many authors recommend that clinician should select 
the best treatment option (25). In the case reports present-
ed, both preventive methods have been used to maximize 
prevention (24,25). Resin pit and fissure sealants were se-
lected for their demonstrated greater efficacy vs glass ion-
omer sealants (26). Other authors recommend prophylactic 
resin restorations in the deep groove of the primary double 
teeth (3,27).

Double teeth in primary dentition can cause malocclu-
sions such as dental diastema if fusion occurs between two 
normal teeth. They can also cause dental crowding if fusion 
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occurs between a normal tooth and a supernumerary tooth 
(28), and reduce the length of the dental arch, the deviation 
of the midline, and aesthetic changes (5,13), so a multidisci-
plinary team is needed for the clinical management of these 
abnormalities (8).

Another complication related to double teeth in primary 
dentition is agenesis or changes to the shape of the successor 
tooth (29). A good diagnosis includes clinical examination 
and complementary examination such as a periapical X-ray 
to reveal the presence or absence of the permanent succes-
sor tooth. If the permanent tooth is present, preventive and/
or restorative treatment is indicated, when necessary. If the 
successor tooth is absent, it is suggested to accompany pre-
ventive treatment and maintain the double tooth for as long 
as possible until the patient reaches the age for implant-pros-
thetic rehabilitation. Also, we could make the case of closing 
the space of agenesis with orthodontics (30). For this plan-
ning and diagnosis, the involvement of a multidisciplinary 
team is of paramount importance.

In case report #3, the X-ray presented does not allow for 
the diagnosis of the presence or absence of 12, so a broader 
X-ray will be taken at the next visit. At the patient’s cur-
rent age, the treatment goal is to maintain the health of the 
double tooth. 

Double teeth are diagnosed in most cases in children at 
very young ages, as in the case reports presented here, so 
it is recommended to plan short sessions early in the day 
and leave treatments with greater complexity for the last ses-
sions, gradually introducing the child into the dental office 
(31,32).

This classification of the degree of involvement and clini-
cal management of double tooth in primary dentition can be 
very useful. However, it is the pediatric dentist, along with 
the multidisciplinary team, who must provide the best diag-
nosis and treatment plan for each child based on their indi-
vidual needs and those of their parents/legal tutors.

CONCLUSIONS

Clinical and radiographic examination is necessary to di-
agnose double tooth. We described 4 grades of clinical in-
volvement of double teeth in primary dentition.  

In grade 0 and I, preventive measures are advised; in 
Grade II, preventive, therapeutic, and restorative measures 
are advised; and in grade III, preventive and surgical mea-
sures such as extraction of the double tooth are advised due 
to the compromised prognosis of the double tooth. However, 
based on each patient’s individualized needs, or those of the 
parents/legal tutors, a multidisciplinary team must provide 
the best diagnosis and treatment plan in each case.
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