
INTRODUCTION
Adenomatoid Odontogenic Tumour (AOT) is a relatively uncommon, 
benign and slow growing tumour which is often misdiagnosed 
as an odontogenic cyst[1,2]. AOT accounts for 3% of all the 
odontogenic tumours[3]. It is predominantly found in young and 
female patients, is located more often in the anterior maxilla in 
most of the cases and is associated with an unerupted permanent 
tooth, usually the lateral and canines in the 2nd decade[4].
It often causes the expansion of the surrounding bone and the 
displacement of the adjacent teeth[5]. However, the slow growing 
and painless nature of the lesion may cause the patients to tolerate 
the swelling for years until it produces an obvious deformity[6]. 
AOT was first described by Steensland in 1905[7]. However, 
a variety of terms have been used to describe this tumour, 
like adenoameloblastoma, ameloblastic adenomatoid tumour, 
adamantinoma, epithelioma adamantinum or teratomatous 
odontoma, which have been used before to define the lesion 
which is currently called as AOT[8,9].

In 1999, Philipsen and Riechart presented a review based on 
reports which were published until 1997, which showed some 
interesting aspects regarding the epidemiological figures of 

this tumour1. Since then, numerous case reports of AOT have 
been published. In this report, we present 2 cases of AOT, one 
occurring in the maxilla and one in the mandible, with similar 
classic histological features.

CASE REPORTS
Case 1: 
A 17 year old girl presented a slow growing symptom free swelling in 
the anterior part of the maxilla of 3 months duration [Table/Fig-1]. The 
patient had no systemic diseases nor did she use any medication. 
There was no history of trauma, pain, discharge or any other 
symptoms which were related to the lesion. On clinical examination, 
the swelling was observed on the left side of the anterior maxilla.
Intraorally, the patient presented with a swelling, with a mild 
labiolingual expansion in the maxillary alveolus in the 22 – 25 
regions. The swelling had well defined margins with the normal 
overlying mucosa [Table/Fig-2]. The swelling was hard and non 
tender on palpation. The periapical and panoramic radiographs 
showed a unilocular radiolucency with fine calcifications, 
surrounding the crown of the impacted left canine, with diverging 
roots of 22 and 24 [Table/Fig-3]. Clinically, the case was diagnosed 
as AOT with impacted 23. The gross examination of the specimen 
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Abstract
The purpose of this study was to report two cases of Adenomatoid 
Odontogenic Tumour (AOT) with a classical histological picture,  
one of which was located in the maxilla and the other in the 
mandible.  Two female patients aged 17 and 22 years old 
presented with a painless swelling in the anterior maxilla and in the 
anterior mandible . The panoramic view showed circumscribed 

radiolucent areas with fine calcifications in both the cases. The 
lesions were totally enucleated and the teeth 21 and 22 in the 
1st case and 31 and 32 in the 2nd case were removed. The 
AOT frequently resembles other odontogenic lesions such as 
dentigerous cysts or ameloblastomas. Therefore, it should be 
distinguished from the more common lesions of odontogenic 
origin in routine dental examinations.
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[Figure-1] : Extraoral picture showing left maxillary swelling[Table/Fig-1] : Extraoral picture showing left maxillary swelling [Table/Fig-2] : Intraoral picture showing swelling obliterating the mucolabial fold



AOT of the Maxilla and the Mandible

Journal of Clinical and Diagnostic Research. 2011 April, Vol-5(2):399-401

www.jcdr.net

showed a single pink – white soft tissue, measuring 2x2 cm, with 
an impacted canine within the lumen [Table/Fig-4].

Case 2:
A 22 year old female presented with a swelling that was painless, 
in the mental region of the mandible, of 4 months duration. The 
previous medical history was non contributory. The intra oral 
examination revealed a swelling which obliterated the labiobuccal 
fold in the 32- 35 region. The swelling was asymptomatic with hard 
consistency on palpation with the normal overlying mucosa.
The panoramic radiograph showed a circumscribed radiolucent 
area with impacted 33. There was no root resorption, but the 
roots of 32 and 34 were divergent [Table/Fig-5]. The lesion was 
diagnosed as AOT depending on the clinical and radiographical 
examination. The lesion was totally enucleated.

Histologically, both the tumours showed exactly similar features 
with spindle shaped cells that formed sheets, strands and whorled 
masses of cells in a scanty fibrous stroma. The epithelial cells also 
showed rosette like structures with some showing central space, 
which was empty and few, with small amounts of eosinophilic 
material. Duct like structures were prominent in both the cases. 
Small foci of calcifications were also scattered throughout the 
tumour [Table/Fig-6 and 7].

DISCUSSION 
The AOT is a rare odontogenic tumour which causes jaw 
swelling[10]. There is a slight female over male predilection 
which is almost 2:1[11] and it appears most often in the second 
decade of life. The sex and the ages of the patients that we have 
described in this case report were consistent with those found in 
literature. In our case, the lesions were typically asymptomatic, 
but they could cause the cortical expansion and the displacement 
of the adjacent teeth. The origin of the AOT is controversial, but 

as it arises in the tooth bearing area, it is thought to arise from the 
odontogenic epithelium i.e. the cell rests of malessez[12].

The tumour has three clincopathological variants, namely 
intraosseous follicular, intraosseous extra follicular, and peripheral. 
The follicular type is seen in 73% of all the AOT cases and is 
associated with an unerupted tooth as in our case, whereas the 
extra follicular type (24%) has no relationship with an impacted 
tooth, and the peripheral variant (3%) is attached to the gingival 
structures[13]. AOT is present more in the maxilla. In our study, 
one case showed the tumour in the anterior maxilla and in another 
one, it was located in the anterior region of the mandible.

Although larger lesions are reported in the literature, the tumours 
are usually in the dimensions of 1.5 – 3 cm. Radiographically, they 
appear unilocular and may contain fine calcifications and an impacted 
tooth with the displacement of the adjacent roots. This lesion 
should be differentiated from the calcifying odontogenic tumours 
or cysts, ameloblastomas, ameloblastic fibromas and ameloblastic 
fibro odontomas. The cases that we have described in our study, 
showed typically fine calcifications with impacted canines and the 
displacement of the adjacent roots, with no root resorption

The histological findings for AOT are remarkably similar in the 
literature. It presents as polygonal odontogenic cells with duct like 
structures and with a varying degree of inductive changes in the 
connective tissue. The tumour may be partly cystic and in some 
cases, the solid lesions may be present only as masses in the 
wall of a large cyst. The tumour may contain pools of amyloid like 
material and globular masses of calcified material. The symptoms 
which were presented in our cases were similar to the symptoms 
which were described in the literature.

[Table/Fig-3] : Panoramic view with impacted 23 

[Table/Fig-5] : Panoramic view with impacted 33

[Table/Fig-4] : The tumour was totally enucleated

[Table/Fig-6] : Photomicrograph of Case 1 showing classical AOT features. 
Tumour with Ductal pattern (A). Calcifications (B) .Rosettes of cells (C).

A B C

[Table/Fig-7] : Photomicrograph of 2nd case with classical AOT features 
with ductal pattern like case 1 (A). Calcifications like case 1 (B). Rosettes 
of cells like case 1(C).

A B C
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The tumour is benign and well encapsulated. Therefore, 
conservative surgical enucleation produces excellent outcome 
without recurrence. Our patients have been under follow up for 
6 months.

CONCLUSION 
AOT occurring in the mandible is very rare. Only careful diagnosis 
and the adequate interpretation of the clinical and radiographical 
findings may be helpful in arriving at a correct diagnosis. The 
final diagnosis was made by the histological examination of the 
excised tissue specimen. The rarity of AOT may be associated 
with its slow growing pattern and asymptomatic behaviour.
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