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tumor, also considered as a hamartoma is more common in females. The
follicular/pericoronal type being more common, is more frequently
described in literature. This article presents a case of AOT which is
extrafollicular which caused resorption of multiple teeth.
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INTRODUCTION

The Adenomatoid Odontogenic Tumor (AOT) is an
epithelial tumor with an inductive effect of odontogenic
ectomesenchyme. Philipsen and Brin introduced the term
AOT, which was later adopted by the WHO classification in
1971[1,2] it is a slowly growing excapsulated, with a single
histomorphological pattern with whorled nodules of
spindle cells, plexiform double cell strands and formation
of microcystic or duct like spaces[3]. Females are affected
twice as commonly as males with a ratio of 1:1.9. More than
70% of these tumors occur in the second decade of life[4].
More than 95% of all cases occur within the bone,
predominantly in the anterior maxilla. The lower and
upper canine area is the predilection site of this lesion[5,6].

CASE REPORT

A 38 year old female patient came with a chief
complaint of selling in the upper right front teeth region
since 2 months. Patient presented with a history of selling
which was pea sized initially and increased to the present
size with no history of pain or discharge.

On extraoral examination, facial asymmetry was

observed due to the swelling in the middle third of face on
the right side. On intra oral examination a well defined
swelling was seen from the distal aspect of 13 to mesial
aspect of 15 which is round, firm with regular surface,
distinct edge with no visible palpations, obliterating the
vestibule extending from gingival margin to muco buccal
fold. On palpation all inspector findings are confirmed. The
swelling was non tender, firm to hard, non reducible with
no signs of bleeding or discharge. Orthopantogram
revealed a well defined unilocular radiolucency extending
from distal aspect of 13 to mesial aspect of 15. Root
resorption was observed in relation to 13, 14.
On aspiration straw coloured fluid is obtained which is
about 4ml in volume, watery consistency with no
odour/particles. Provisional diagnosis was given as
periapical cyst and enucleation was done with the removal
of 13,14 and 15.

The hematoxylin and eosin stained soft tissue
section shows a capsulated tissue exhibiting highly cellular
arrangement of cuboidal cells and low columnar cells
which are arranged in whorls, ductal and ring like and
rosette pattern. The section also shows characteristic duct
like structures lined by a single row of columnar epithelial
cells with an amorphous eosinophilic material.

DISCUSSION

Adenomatoid Odontogenic Tumor can easily
become an obstacle in the way of eruption of the
permanent canines and the follicular type of AOT arises.
This simulates the dentigerous cyst unless the radiolucency
extends apically along the root past the cementoenamel
junction[7]. The main types of AOT include follicular,
extrafollicular, and peripheral with the follicular being
most common and makes up 70% of the cases. The
extrafollicular type like in our case presents as a well
delineated radiolucent lesion. In some isolated cases root
resporption, perforation of the bone and invasion of the
maxillary sinus has also been observed. The other variant
the peripheral type which is the extraosseous counterpart
may show erosion of the alveolar bone crest[8,9].

The most likely source of the AOT are the residues
of dental lamina and the odontogenic epithelium adjacent
to the reduced enamel epithelium. The patient described
here paper presented with the size of AOT and also with
root resorption with no evidence of calcification. Till date a
very few cases have been described with root resporption
like in the present case. Histopathologically the lesion
consists of proliferating epithelium, with areas of spindle
and polyhedral cells in a swirled pattern forming nodules.
Cystic spaces of different sizes may be seen between the
nodules, they are wusually referred as “duct like
spaces”[9,10,11,12].

Enucleation of the tumor followed by curettage is
the treatment of choice, moreover the thick capsule aids in
enucleation. The risk of recurrence is extremely low and
malignant transformation has never been reported.
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