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ABSTRACT
Adenomatoid odontogenic tumor (AOT) is a hamartomatous, benign, uncommon epithelial
odontogenic tumor. It is also called as ameloblastic adenomatoid tumor, adamantinoma, epithelioma
adamantinum or teratomatous odontoma. The WHO has defined AOT as a tumor of odontogenic
epithelium with duct-like structures and with varying degree of inductive changes in the connective
tissue. It commonly occurs in maxilla with impacted canine as a painless swelling. Conservative
surgical enucleation is the treatment of choice. Here we present a case of a 29 years old male patient
reported with chief complaint of swelling in the lower right anterior teeth region since 1 month to the
department of oral medicine and radiology.
Keywords: Adenomatoid odontogenic tumor, pseudo-adenoameloblastoma, anatomical variation.

INTRODUCTION
As documented in literature by
Steensland, Adenomatoid odontogenic
tumor (AOT) is called the master of
disguise as epitheliomaadamantinum. [1] It is
a benign neoplasm. It is a relatively
uncommon distinct odontogenic neoplasm.
The WHO histological typing of
odontogenic tumors, jaw cyst and allied
lesions (2005) has defined AOT as a tumor
of odontogenic epithelium with duct-like
structures and with varying degree of
inductive changes in the connective tissue.
[2]
It is a slow growing lesion, commonly
occurs in maxilla. It constitutes about 3% of
all odontogenic tumors followed by
odontoma, periapical cemental dysplasia
(Cementoma),
myxoma,
and
[2,7]
ameloblastoma.
AOT may expand the
cortical plates at an early stage, in which the
cancellous bone spread linearly and then
later by expansion may affect the cortical

plates. Recurrence rate is low and can be
treated with enucleation and simple
curettage. [2]
CASE REPORT
CLINICAL EXAMINATION:
A 29 years old male patient reported
with chief complaint of swelling in the
lower right anterior teeth region since 1
month to the department of oral medicine
and radiology. He was apparently alright 1
month back, then he noticed swelling in
mandibular anterior teeth region. The
swelling was initially small in size and
progressively increased to present size with
no history of pain, bleeding, pus discharge
and paresthesia.
Extraoral examination revealed a
single diffused swelling on lower right side
of the face extending from midline of face
to right corner of mouth antero-posteriorly
and from lower border of lower lip to 1 cm
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above the lower border of mandible superoinferiorly (FIG-1).
Colour same as that of adjacent skin,
size approximately 3 X 4 cm, shape roughly
oval with ill-defined margins.
Intra oral clinical examination
revealed a single, well defined, round
swelling in 43 44 region. It was extending
anterioposteriorly from distal of 43 to
mesial of 44 and superioinferiorly from
marginal gingiva to deep in labial vestibule
(FIG-2). Size was approximately 1.5 X 1.5
cm, colour was same with adjacent mucosa
with well defined borders and smooth
surface. On the basis of history, clinical
presentation a provisional diagnosis of
periapical cyst was given.

Total surgical excision of the lesion under
local anesthesia and aseptic conditions was
done. (FIG-7,8)

INVESTIGATIONS:
Orthopantomograph was obtained. The
radiographic examination shows the solitary
well defined radiolucency in periradicular
area of 43 44 extending anterioposteriorly
from mesial root surface of 43 to distal root
surface of 44 and superioinferiorly from
alveolar crest to periapical area of 43
44.Tooth displacement seen with 43 44. No
root resorption seen. Size is approximately
3x 2 cm (FIG.3)
Routine hematological examinations
including hemogram, blood sugar level,
screening tests were found to be within
normal
physiological
limits.
The
histopathological report of fine needle
aspiration (FIG- 4) shows odontogenic
epithelial cells arranged in whorls, duct of
various size, strands and small island. Areas
of eosinophilic coagulum are seen
intercellularly. Few convulated duct and
rosettes are seen.{FIG-5 HD, FIG 6 LD}

FIG-1 Extra-Oral showing swelling on right side of face

DIAGNOSIS:
The differential diagnosis is consisted
Ameloblastoma Follicular cyst, CEOT
Calcifying odontogenic cyst, Ameloblastic
fibro-odontoma, Dentigerous cyst. Thus a
final diagnosis was considered as
Adenomatoid Odontogenic Tumor.

FIG-2 Intraoral showing lesion

FIG-3 OPG showing lesion in right mandibular premolar
region.

TREATMENT:
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FIG-4 FNAC showing blood

FIG-5 High Definition

FIG-6 Low Definition

FIG-7 Surgically Raised Flap

FIG-8 Removal Of Lesion

DISCUSSION
AOT
has
unique
clinical,
radiographic, and histopathological features.

The clinical and radiographic features often
shows similarity with other odontogenic
cyst. [2] The clinical presentation is
asymptomatic swelling which is slowly
growing and often associated with an
unerupted
tooth.
Displacement
of
neighbouring teeth is more common than
root resorptions. The tumor may be partly
cystic, and in some cases the solid lesion
may be present only as masses in the wall of
a large cyst. [1] An amorphous material
called "tumor droplets" which is an
eosinophilic uncalcified can be found. Some
tumor droplets show a homogenous matrix
whereas most tumor droplets reveal
[3,4]
electron-dense
plaques.
The
radiographic findings of AOT frequently
resemble other odontogenic lesions such as
dentigerous cysts, globule-maxillary cysts,
ameloblastomas, calcifying odontogenic
tumors odontogenic keratocysts calcifying
odontogenic cysts and periapical disease.
[2,7]

The peripheral lesions may show
some erosions of the adjacent cortical bone
AOT can occur both intraosseously and
extraosseously Intraosseous AOTs are
characterised by a well-defined unilocular
radiolucency surrounding the crown,
Intraosseous type accounts for about 73% of
all AOTs. The extrafollicular type occurs
24% of all AOTs and presents as a
unilocular radiolucency found between,
above, or superimposed on the roots of
erupted teeth2. Based on positive staining
with CK5, CK17 and CK19, AOT
phenotype is characterized by a cytokeratin
(CK) profile similar to follicular cyst and/or
oral or gingival epithelium. [3,5]
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AOT involves both the bone and soft
tissue in anatomic configuration. It has a
decisive sex predilection for females, but in
our case it is present in male. [6] The
relatively small size of the tumor and lack of
recurrences in most cases goes in favour of
hamartoma but the question is still
unanswered whether it is hamartoma or
tumor. Aggressive features in few of the
reported cases and an increased variation as
compared to odontogenic apparatus suggest
that it has neoplastic origin. Calcifications
exhibited in the form of leisegang rings,
spheroidal masses, and globular forms. [1,8]
Conservative surgical enucleation is
the treatment modality of choice. Guided
tissue
regeneration
with
membrane
technique is suggested after complete
removal of the tumor if periodontal
intrabony defects caused by AOT are
present. Recurrence rate of AOT is rare. [3,9]
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