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Adenomatoid odontogenic tumour, truly coined as one of the masters of disguise of 

orofacial pathologies, was first reported in the literature by Steen Lands.1 Philipson 

and Brin used the terminology adenomatoid odontogenic tumour for this pathology 

with its commonly accepted abbreviation AOT.2 Later on, adenomatoid odontogenic 

tumour (AOT) name was accepted by the World Health Organization (WHO) in 1971. 

In 2005, WHO revealed the histological variants of the adenomatoid odontogenic 

tumour and classified it as a tumour comprised of odontogenic epithelium showing 

various patterns in histopathologic view within a mature connective tissue stroma.3 

It is seldom noticed neoplasm which comprises only 3 % of all the odontogenic 

tumours. It was commonly found in the maxilla with female predilection and mostly 

in association with impacted canines.4-6 

Adenomatoid odontogenic tumour is an odontogenic epithelial tumour usually 

seen in females in their second decade of life. The tumour is slow growing in nature 

which eventually results in painless expansion of jaw. The maxilla is commonly 

affected than mandible. Being benign in nature, most of the AOT cases usually got 

treated with conservative surgical enucleation but the greater size of tumour can 

leave behind an oro-facial defect. To prevent such type of incident, it is important to 

diagnose them early and treat accordingly. Herewith, we are presenting a case report 

of adenomatoid odontogenic tumour of mandible in a male patient. 

 

 
 

PRE SE NTA TI ON O F CA S E  
 

 

In the Department of Oral Pathology and Microbiology, a 14-year-old male patient 

reported with a swelling in the lower part of the face for 1 month [Figure 1 A]. Patient 

gave a history of trauma due to fall from cycle 3 months back. As mentioned by the 

patient there was gradual increase in the size of the swelling over the lower jaw since 

last 1 month. The medical history of the patient was unremarkable. 

On inspection, an ovoid, extra oral swelling was noticed on the lower border of 

the mandible extending up to the angle of mandible on the right side. On palpation, 

egg-shell crackling was elicited. There was Localised rise in temperature and the skin 

over the swelling did not show any colour changes. When inspected intraorally, the 

lesion extended from the molar region on the right side to premolar region on the left 

side, measuring about 3cm in diameter which was soft in consistency and non-tender 

[Figure 1B]. Mobility of the teeth was noticed with 31, 32 and 44 along with 

obliteration of the buccal vestibule. 

The orthopantomogram revealed ovoid radiolucency extending from the molar 

region on the right side to premolar region on the left side involving the crown 

portion of developing permanent canine of the right side. Thinning of the cortical 

plate was seen at the lower border of the mandible [Figure 2]. 
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Figure 1. 

Swelling in the Lower 
Part of the Face  

 

 

 

 

Figure 1.  

A. Mild Asymmetry of 
the Face and Solitary 
Swelling Seen on the 
Lower Border of 
Mandible 

B. Intraorally the 
Lesion Extended from 
Molar Region on the 
Right Side to 
Premolar Region on 
the Left Side 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.  

Ovoid Radiolucency 
Involving the Crown 
Portion of Developing 
Permanent Canine of 
the Right Side 

 

 

 

 

 

 

 

 

 

 

Figure 3.  

Biopsy Specimen 

 

 

 

 

 

 

 

Figure 4. 

Intraluminal 
Proliferation and 
Calcified Tooth 
Structure 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5. 

A. Multinodular 
Proliferation of 
Tissue with 
Haemorrhage and 
Extravasated RBCs  

B. Spindle and 
Cuboidal Cells 
Arranged in Swirls 
and Presence of 
Osteoid Like 
Material 

C. Cells Arranged in 
Duct Like Pattern 

D. Spindle and 
Cuboidal Cells in 
Rosette Pattern 
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CL INI CA L DIA GN O SI S  
 

 

Adenomatoid odontogenic tumour 

 

 
 

DIF F ERE NTI AL D IA GN O S IS  
 

 

 Dentigerous cyst 

 Ameloblastoma 

 

 

DI SCU S SI ON O F MANA G E ME NT  

 

Surgical intervention was carried out under anaesthesia and 

the lesion was enucleated in toto. The enucleated lesion 

opined for histopathological assessment. 

 

 

PATH OL O GI CA L DI SCU S S ION  

 

Gr o ss Fea tur e s  

Grossly it was greyish in colour, oval shaped, soft in 

consistency, measuring approximately about 4.5 x 3.7 x 1.9 cm 

[Figure 3]. After cutting the specimen into two halves, one half 

of the specimen showed presence of a tooth and the entire 

specimen showed intraluminal proliferative growth [Figure 

4]. 

 

 

Hi s top atho logi ca l  Fi ndi ng s  

On microscopic examination, haematoxylin and eosin stained 

sections showed multinodular proliferation of spindle and 

cuboidal cells in swirls, rosette and duct like pattern. At the 

peripheral region of the lesion a thick connective tissue 

capsule was noticed. Few areas showed osteoid like material 

which was eosinophilic. Haemorrhage and extravasated RBCs 

were noted in few areas [Figure 5]. 

 
 

FI NAL D IA GN O SI S  

 

Adenomatoid odontogenic tumour 

 

 

DI SCU S SI ON  

 

Benign, hamartomatous and non-aggressive lesion, 

adenomatoid odontogenic tumour shows slow but progressive 

growth. However, the pathogenesis of AOT is unknown. Stafne 

(1948), suggested that, the entrapped epithelium in the line of 

fusion could be the cell of the origin in case of AOT. Other 

studies revealed, odontogenic epithelium, inner enamel 

epithelium, outer enamel epithelium, dental lamina or its 

remnants, cell rests of Malassez, as cell of the origin for AOT.7,8  

AOT accounts for around 3 - 7 % of the entire odontogenic 

tumours. Only 750 cases have been reported in the literature. 

Adenomatoid odontogenic tumours are commonly found in 

young individuals with maximum no of cases notice in 2nd 

decade of life. It is found to be frequently associated with un-

erupted canines and usual site of occurrence at the anterior 

part of upper and lower jaws. These features were evident in 

present case. AOT shows female predilection as compared to 

male,9 but here we noticed it in male patient. 

The pathological variants of AOT are follicular, 

extrafollicular and peripheral, all of them are having similar 

histological characteristics. The Follicular variant of AOT 

shows simply a central lesion in association with an impacted 

tooth, whereas extrafollicular variant shares similarity in its 

structure with follicular variant but has no relation with the 

impacted tooth and usually develops around the adjacent 

teeth. Sometimes it also shows superimposition with adjacent 

teeth.10-12 The present case revealed follicular variant of AOT. 

Radiographically, such lesions share similar features with 

other odontogenic origin lesions. However, these 

characteristics chiefly depend on tumour type. A well 

developed and circumscribed area in association with the 

crown or root of an impacted tooth is characteristic feature of 

the follicular variant. The extra-follicular variant is usually 

observed to be placed in between or over the roots of an 

erupted tooth. Whereas, thinning or resorption of the cortical 

bone can be observed in the peripheral variant. In some cases, 

tooth displacement without causing root resorption also be 

figured out in peripheral type.13,14 The present case showed 

follicular type of radiographic pattern. 

Microscopically, adenomatoid odontogenic tumour shows 

spindle epithelial cells in a form of cords, nests or cell masses 

in a scanty fibrous stroma. A central space, empty or filled with 

eosinophilic material, surrounded by epithelial cells form a 

characteristic rosette pattern in the lesional tissue of AOT. 

There is also evidence of duct-like structures, either 

prominent, sparse or even absent and are composed of 

cuboidal or columnar cells with peripheral nuclei surrounding 

a central space. The presence of small focus of calcification 

scattered throughout the tumour, reveals features of abortive 

formation of enamel / dentine / cementum.1,15 All of the above-

mentioned histopathological features were observed in 

present case. 

This lesion being benign in nature and well encapsulated 

in structure, the preferred choice of treatment is conservative 

surgical enucleation.7,15 The large lesions are usually treated 

with surgical enucleation along with the extraction of adjacent 

teeth due to lack of supporting bone. Marsupialisation or 

decompression of the lesion is referred to as treatment of 

choice in case of lesions associated with the tooth favouring 

orthodontic movement. Recurrence rate is rare (0.2 %).16 In 

the present case, surgical enucleation was performed and 

there was no recurrence noticed during follow-up visits. 
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