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Abstract: The adenomatoid odontogenic tumor is a relatively infrequent lesion that mainly affects females in the second 

decade of life, and its predicted site is the anterior region of the mandible with the lesion usually associated with the crown of 

the tooth. In this study, a case of adenomatoid odontogenic tumor in the anterior region of the mandible is reported together 

with its clinical, radiological, and histological findings and surgical treatment. 
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1. Introduction 

Adenomatoid odontogenic tumor (AOT) is a relatively uncommon lesion of odontogenic epithelium origin, 

which was first described by Gash in 1934, however, it was Stafne (1948), who is the first to recognize it 

as an entity. Until then, the lesion was considered as a variant of ameloblastoma, and was called as 

odonAOTmeloblastoma [1]. Only in 1969, Philipsen and Birn established its current denomination, followed 

by recognition by the World Health Organization (WHO), and in 1971 it was recognized as a benign 

neoplasm of ectodermal origin [2,3]. 

Clinically, its presented as a slow-growing lesion, with little or no painful symptoms, and causing bone 

expansion. It affects the region of canines and premolars, both in the maxilla and mandible with a ratio of 

2:1 respectively [4-6]. 

In addition, it is considered as an infrequent lesion that represents approximately 3% of total the total 

odontogenic tumors cases. Philipsen (1991) conducted a study with 499 cases of AOT, in which he found 

that the female gender is more affected compared to male gender with a proportion of 2:1 respectively, and 

it is diagnosed at a restricted age range between 10 to 30 years with most cases appearing at the second 

decade of life [7-10]. The intra-osseous is more common in the maxilla than in the mandible with a ratio of 

2.1:1 respectively, and the peripheral is found almost exclusively in the anterior region of the maxilla [11,12]. 

Radiographically, AOT presents itself as a radiolucent area with well-defined contours by a cortical 

bone, and depending on the stage of maturation of the lesion, it may or may not contain radiopaque foci 

compatible with calcified zones [13-15]. In contrast, the lesion may or may not be associated with an 

unerupted tooth, of which 60% are canines [16,17]. 

In addition, Philipsen subclassified the AOT according to two variants [8] as described below: 

(1) Follicular: Where the tumor is associated with the crown of an unerupted tooth, and corresponds to 
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73 % of the intra-bone lesions. This variant is often confused with dentigerous cyst. 

(2) Extra-follicular: Where the tumor is not associated with an unerupted tooth, but is found in an 

interradicular position, and in the most cases causing root separation of the units which are neighboring 

the lesion. In these cases, the differential diagnosis is made with residual cyst and lateral periodontal 

cyst. 

Histologically, the proliferation of epithelial cells is similar to the preameloblasts that is group in 

masses, forming a duct-like structures called pseudoducts. In these masses, the cells are in a cuboidal shape 
[18,19]. In some areas, these pseudoducts are filled with eosinophilic material, and in other regions this 

material is found between these pseudo-ducts [10,20-22]. 

The diagnosis of AOT should be well differentiated from other lesions, such as ameloblastoma. Since 

the prognosis of AOT is much more doubtful, due to its aggressiveness and its association with unerupted 

teeth, therefore the dentigerous cyst should be included [9,23,24]. With the presence of residual cyst, lateral 

periodontal cyst, and based on the presence of radiopaque foci, a differential diagnosis should be made by 

calcifying the lesions into an odontogenic cyst or epithelial odontogenic tumor [4]. Considering that AOT is 

a benign and nonaggressive tumor, characterized by a slow and progressive growth, low tendency to 

recurrence, and by the presence of a capsule indicating the absence of invasion of the surrounding tissues, 

the treatment choice is conservative surgery by excision and curettage [17,19,25]. Further, depending on the 

position and involvement of the unerupted tooth associated with the lesion, a decision will be made either 

the tooth should be preserved or not with orthodontic traction [6]. 

This article reports a case of Adenomatoid Odontogenic Tumor located in the mandibular symphysis 

region, further addressing its clinical, radiographic, and histological characteristics, with the conservative 

surgical treatment of choice. 

 

2. Case report 

Patient (MNCS), 17 years old, female, Faioderma, from Jequie-BA, attended the Oral and Maxillofacial 

Surgery Service at the Santo Antonio Hospital: Social Works Irma Dulce Association with a complaint of 

swelling in the tooth mental region. During anamnesis she reported that the swelling had been present for 

about 6 months, without pain or bleeding, and it caused a great esthetic deficit (Figure 1). The extraoral 

examination revealed a significant volume increase in the mandible anterior region, while the intraoral 

examination showed a swelling in the region between the premolars with poor dental positioning of the 

units involved with an absence of the unit 3.2. On palpation, the lesion had a firm consistency, and the 

mucosa had normal-looking coloration or feature (Figure 2). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Presenting an increase in volume in the mental region 
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Figure 2. Presents an increase in volume with intra-oral observation 

 

Panoramic and occlusal radiographic exams were performed on the patient, which showed a well 

delimited radiolucent zone with few radiopaque foci inside, completely involving the dental unit 3.2. It 

extended from the 1st left pre-molar to the 2nd right pre-molar, and the roots of the units involved were quite 

divergent and some had resorption processes (Figure 3). An incisional biopsy was performed under local 

anesthesia, together with an aspiration puncture which confirmed the solid nature of the lesion. The 

histological findings of a cyst wall lined by the proliferation of epithelial cells with central formation of 

acinar-similar cells with central eosinophilic material and deposition of calcium spherocytes confirmed the 

diagnosis of AOT, which contradicted the initial clinical suspicion of ameloblastoma, due to the clinical 

and radiographic features of the lesion. 

 

 
Figure 3. It presents a radiographic view of the Iesao showing the unit 3.2 included 

 

The tumor was removed by curettage, under general anesthesia, followed by verification of the normality 

as requested by the preoperative. The tumor was encapsulated, which made its complete excision and 

preservation of the mentonian neurovascular bundles bilaterally. The dental unit 3.2 was removed together 

with the lesion, and the other units were kept for further endodontic treatment. During the 3-month period, 

the patient was followed up and there was no report of postoperative discomfort, paresthesia or any sign of 

the lesion recurrence. The panoramic radiograph of about 100 days after surgery further confirms this clinical 

finding, and showed a bone neo-formation in the region. The patient continues to follow up, and placed under 

endodontic treatment for the dental units near the lesion (Figure 4 and Figure 5). 
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Figure 4. Radiographic aspect showing bone formation observed after 100 days 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5. Facial appearance of the patient at the 100-day return visit demonstrating harmonious facial contour 

 

3. Discussion 

The AOT has well defined characteristics, with the highest incidence found in the maxilla. In most of the 

AOT cases it is associated with retained teeth, and mostly related to canine teeth. The size generally varies 

between 1.5 to 3 cm, however, there are reports of tumors size of approximately 9 cm [3]. According to the 

reports, it is generally located in the anterior region of the maxilla, but in this case the lesion was observed 

in the anterior region of the mandible. It measures in its greatest diameter 0.5 cm, and is associated with an 

incisor tooth. 

There is a predominance of this type of tumor in females, with a 2:1 ratio in female to male, and a 

greater frequency of incidence is in the second decade of life [2,4,16,20-23]. These mentioned characteristics 

were found in the present case, in which the patient was female, and 17 years old. 

The AOT incidence is more common in the maxilla than in the mandible with a ratio occurrence is 

2.1:1 respectively, which differs from the case that is found in our service, as the AOT was presented in the 

mandible anterior region [2,6]. In most of the cases the radiographic image showed a radiolucent, well 

defined, circumscribed, unilocular area associated with an unerupted upper canine [8,26], which further 

differs from the case that is reported here, where it was associated with a lower lateral incisor.  

It should be noted that there is no misdiagnosis between AOT and ameloblastoma, because although 
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both lesions have odontogenic origin, they differ in age, sex, incidence rate, anatomical location, type of 

treatment and recurrence, and also have distinctive histological aspects [1,4]. In the present study, the 

presence of large increase in volume, leads to the clinical suspicion of ameloblastoma, however, the 

incisional biopsy prior to the final treatment revealed the true nature of the tumor, allowing the elaboration 

of an adequate treatment plan. 

AOT is treated surgically by enucleation and curettage, with exclusive removal of the lesion, and with 

no tendency towards recurrence [4,15,17-19]. In the present case, the surgical approach allowed new formation 

of the bone in this region, verified by control radiography, as well as the return of the roots that had been 

found displaced from their initial position. 

It is important to report that radiographically it becomes practically impossible in making a precise 

diagnosis, because it can be confused with a series of other pathologies conditions. The conservative 

surgical intervention is emphasized as the treatment of choice in cases of adenomatoid odontogenic tumors 

and the pathological structure, including the affected tooth should be mandatorily sent to histopathological 

evaluation. 
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