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ABSTRACT

Adenomatoid odontogenic tumor is benign
odontogenic tumor. Surgical enucleation is
sufficient to treat this tumors. Once excised
recurrence is rare. We report a case of
surgical enucleation of Adenomatoid
Odontogenic Tumor in 12 year old male who
presented left sided jaw swelling with
unerupted canine. In one year follow up the
healing is satisfactory.
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INTRODUCTION

Adenomatoid odontogenic tumor is a benign
slow growing lesion of epithelial origin'” and is
considered as an uncommon tumor, occurs mostly in
association with unerupted maxillary canine. WHO
defined AOT as 'A tumor of odontogenic epithelium
with duct like structures and with varying degrees of
inductive changes in connective tissue. 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. It is generally believed that the lesion is
not neoplasm'. Previously it was called
Adenoameloblastoma. First reported case of AOT
probably was in 1907 by Dreybladt'”. Later in the
year 1948 the lesion was first recognized as distinct
entity by Stafne.

Some investigator consider AOT as a benign
. . 3
neoplasm and it reccurence is rare.

Giansanti et al, have concluded that the AOT is
always associated with unerupted tooth similar to
that of dentigerous cyst indicating that pathogenesis
might due to disturbance or irritation of the
odontogenic epithelium at the late stage of tooth
development *’.

CASE REPORT

A 12 years old boy presented to the department
of pediatric and preventive dentistry of with
swelling of left side of his face near the naso-
alveolar fold since 1 month which has caused the
facial disfigurement (figurel). On examination the
color of overlying mucosa and skin was normal with
surrounding mucosa and skin intraorally, over
retained primary canine and 2nd molar is seen,
swelling is bony hard well circumscribed and
painless on palpation. The patient's medical history
was unremarkable. OPG revealing a retained
primary canine unerupted left maxillary canine well
circumscribed radiolucency with a radiopaque
border, causing pathological migration of maxillary
Ist premolar (figure 2). A CBCT of maxilla was
done. It revealed well circumscribed radiolucent
area associated with unerupted maxillary canine
between apices of maxillary lateral incisor and
premolar on the left side. There was deviation of first
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Figure 1 showing facial asymmetry at
naso labial fold on left side of the cheek

Figure 3, CBCT of maxilla buccal and
palatal sectional view, showing impacted
left maxillary canine with well-defined
radiolucency and sclerotic radiopaque

Figure 2 OPG revealing a unerupted left maxillary canine
well circumscribed radiolucency with a radiopaque border,
causing pathological deflection of maxillary 1st premolar

Figure 4, CBCT of maxilla axial (A) and coronal
(B)sectional view, showing impacted left maxillary
canine with well-defined border and relatively
radiopacity in lesion, buccal extent causing expansion

border of buccal cortex and sclerotic radiopaque border and
invasion to maxillary sinus respectively.

Figure 5 complete
lesion enucleation

premolar due to extensive growth of the lesion. The
clinical and radiographic features suggested that it
might be benign odontogenic tumor. As it was
associated with impacted tooth the differential
diagnosis may be dentigerous cyst (figure 3, 4). The
surgery was planned under local anesthesia after
obtaining informed consent from patient and his
parents. A mucoperiosteal flap was elevated from
labial aspect of upper left central incisor and buccal
aspect of upper left first molar to expose the lesion.
The cortical bone was thin and resorbed in some
arecas. The lesion was enucleated (figure 5).
Surrounding area and roots of adjacent involved teeth
were curetted well, removal of deflected 1st premolar
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Figure 6: 8 months
post-surgery

Figure 7 : OPG showing healing and
no recurrence of lesion 8 months
post -operatively

and over retained deciduous molar was done while
retaining a primary canine. The sutures were given to
close the mucoperiosteal flap.

Enucleated tissue is sent for hispto-pathological
examination to confirm the histopathologic
diagnosis. Antibiotics were prescribed for 5 days to
prevent post operative infection. After 1week sutures
were removed. After 3 months a panoramic
radiograph was advised and it revealed satisfactory
healing.

Eight month post operative the patient is
completely asymptomatic a with no gross facial
asymmetry (figure 6) and OPG reveled bony healing
and no sign of reccurence (figure 7).
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DISCUSSION

AOT usually affects patients under 20 years of
age, lesions have intraoral and an extraoral swelling
which is painless usually involving anterior maxilla
which is same in this present case. AOT is more
frequent in females but here it was reported in male.
The tumor is often associated with unerupted tooth
apart from some exceptions. It was observed that the
present tumor also associated with unerupted
maxillary canine. Radiographically the AOT looked
like dentigerous cyst or unicystic ameloblastoma
associated with Impacted canine while the
histopathology investigation showed the presence of
fibrous connective tissue stroma and odontogenic
epithelial cells in sheets and tubules indicating the
diagnosis Adenomatoid odontogenic tumour.
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