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ABSTRACT
Introduction: Ameloblastoma is a benign tumor arising from odontogenic epithelium. This odontogenic tumor occurs at any 

age with an intermediate malignant potential. It has an invasive property with a remarkable property of recurrence. 
Material and methods: This paper reports three cases of ameloblastoma affecting mandible with varying clinical and radio-

logical manifestations and reviews literature in terms of etiology, classification, clinical course, radiological appearance, histo-
logical features and treatment methods.

Results: All the patients were surgically treated with no evidence of recurrence.
Conclusion: Ameloblastoma is the second most common odontogenic tumor seen in the middle aged individuals. The tumor 

occurs in all areas of the jaws but, with mandibular predilection.
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INTRODUCTION

Mandibular swellings are caused by many benign lesions which can 
be of odontogenic and non odontogenic origin. These lesions include 
ameloblastoma, radicular cyst, dentigerous cyst, keratocystic odonto-
genic tumour, central giant cell granuloma, fibro-osseous lesions and 
osteomas. Out of them ameloblastoma is most common tumour of odon-
togenic origin, which develops from epithelial cellular elements and 
dental tissues in their various phases of development. It is a slow-grow-
ing, persistent, and locally aggressive neoplasm of epithelial origin1). Its 
peak incidence is in the 3rd to 4th decades of life and has an equal sex 
distribution2). It is often associated with an unerupted third molar which 
may be detected during routine radiography. The vast majority of ame-
loblastomas arise in the mandible, and most of them are found in the 
angle and ramus region3). Ameloblastomas rarely metastasize. This type 
of ameloblastoma according to the World Health Organization classifi-
cation is defined as a malignant ameloblastoma although ameloblastic 
carcinoma may exist according to other workers. The malignant amelo-
blastomas commonly metastasize to the lungs followed by regional 
lymph nodes, pleura, vertebrae, skull, diaphragm, liver, parotid and 
small intestine. Mechanisms of distant spread are still controversial and 

might be caused by aspiration, haematogenous spread, lymphatic spread 
and malignant activation of the developmental rests of epithelial tissue4).

CASE  HISTORY

Case 1

A twenty five year old female reported to us with a complaint of 
painless progressive swelling over the right side of the face since two 
months. Clinical examination revealed diffuse swelling on the right 
massetric region which was slightly tender, firm in consistency with 
indistinct borders. No lymph nodes were palpable. No intraoral signifi-
cant findings were observed. O.P.G (Orthopantomograph) showed a 
radiolucent area in the right mandibular ramus occupying major portion, 
destroying the coronoid and anterior border of ramus and sigmoid 
notch. Intraoral radiograph revealed resorption of roots of right second 
and third molars (Figure 1). Histolopathological examination demon-
strated islands of epithelial cells with central loose network of cells 
mimicking stellate reticulum which suggested ameloblastoma.
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Case 2

A lady of eighteen years reported with a slow growing swelling 
over the right side of face since five months with no history of associat-
ed pain or paresthesia. Extraoral examination revealed Small solitary 
swelling on the right side of the face near the molar region which was 
hard, non tender and immovable. Intraoral examination revealed obliter-
ation of the right buccal vestibule. No enlargement of lymph nodes was 
noted. O.P.G revealed well defined multilocular radiolucency with vari-
ous cysts that are in groups or separated by osseous reinforced septa 
giving a soap bubble appearance in the right side of the body of the 
mandible (Figure 1). Histopathology revealed ameloblast like tumor 
cells arranged in irregular masses or more frequently, as a network of 
interconnecting strands of cells, which confirmed the diagnosis of ame-
loblastoma.

Case 3

A twenty year old female presented with a slow growing painless 
swelling over right side of face since two months. Examination revealed 
a diffuse, hard, non tender swelling over the right lower third of the 
face. Intraorally there was expansion of right mandiblar buccal cortex. 
Enlargement of lymph nodes was not observed. OPG revealed a well 
defined radiolucency extending from right parasymphyseal region 
towards the body, with well defined partial sclerotic borders (Figure 2). 
Histopathological picture showed epithelial strands and islands embed-
ded in fibrous connective tissue with typical palisade arrangement 
around loose asteroid cells suggestive of ameloblastoma.

DISCUSSION

All the above mentioned cases were reported to Jodhpur dental col-
lege general hospital, Jodhpur. Odontogenic tumors are the lesions of a 
heterogeneous group with variable clinical and histopathological fea-
tures. Hamartomatous proliferation, non-aggressive benign tumors, and 
aggressive and malignant tumors are included under biological 
behaviour of these tumours. Oral pathologists have considerable interest 
in odontogenic tumours found these tumors constituting 2.5% of all 
biopsied lesions in dental offices5). The first detailed description of this 
tumor was given by Falkson in 1879, the term 'ameloblastoma' was 
coined by Churchill in 19336). It represents approximately 1% of oral 
tumors7), with 80 % of ameloblastomas occurring in the mandible. The 
WHO defines it as a locally-invasive polymorphic neoplasia that often 
has a follicular or plexiform pattern in a fibrous stroma. Its behaviour 
has been described as being benign but locally aggressive. It localises to 
the maxilla in 20% of cases, most often in the canine and antral regions. 
In the mandible 70% are located in the area of the molars or the ascend-
ing ramus, 20% in the premolar region, and 10% in the anterior region. 
They are mostly diagnosed between the fourth and fifth decades of life, 
except in the case of the unicystic variety, which is diagnosed between 
the ages of 20 and 30 years, with no gender predilection. About 10-15% 
of the tumours are associated with a non erupted tooth. There are practi-

cally no symptoms except the occurrence of swelling in most cases. 
However in terms of its local malignant behaviour it is still infiltrative 
in nature. Radiographicaaly ameloblastoma is observed as a radiolucent 
area, with three different patterns, the common form is the multilocular 
with various cysts that are in groups or separated by osseous reinforced 
septa giving a soap bubble appearance. The second common type some-
times seen is a beehive pattern and a third radiographic manifestation, 
which is very important in terms of a differential diagnosis, is the uni-
locular form. While treating the ameloblastoma, the clinical type, locali-
sation, size of the tumour, and age of the patient should be assessed 
first8). Microscopically it presents with a wide spectrum of appearances, 
a simpler classification is generally used, dividing them into unicystic or 
multicystic (or solid) forms. Unicystic form is a clinically, radiological-
ly and pathologically distinct entity and has a significantly different 
prognostic outcome compared to the multicystic form which has 
increased tendency to recur so treated radically9) The growth characteris-
tics of the ameloblastoma indirectly determine the character of the tis-
sues involved. Pressure of accumulating cystic fluid in the islets of epi-
thelial cells provide sufficient stimulus to produce a cystic lining of the 
transitional type of epithelium such as is seen in certain of the follicular 
cysts. It is believed by few authors that the production of this fluid is an 
abortive attempt at keratinisation10-12). Ameloblastoma is considered a 
benign tumour requiring minimal treatment even though it is locally 
invasive with a high rate of recurrence if not removed adequately7,13). A 
number of modalities have been proposed in the treatment of ameloblas-
toma, like wide excision, curettage, enucleation, cryotherapy, cautery, 
laser usage, radiotherapy and chemotherapy14). Good results have been 
obtained either with radical treatment or more conservative approaches, 
although enucleation and curettage have been reported as methods with 
the highest rate of recurrence15). The best surgical method for the treat-
ment of ameloblastoma is a limited or wide excision of the tumour with 
a 10-15 mm margin of normal bone if available11,16). Ameloblastoma is 
considered to be a radioresistant tumour, although palliation has been 
reported after irradiation and may be performed in cases when surgery is 
not considered to be treatment of choice17). Megavoltage irradiation 
alone or in combination with surgery, especially in large maxillary cases 
reports satisfactory results18,19). Chemotherapy alone does not seem to be 
effective at the present time, notwithstanding the variety of agents, a 
combination of chemotherapy and radiotherapy should be investigated 
for better treatment outcomes in future20-22).

CONCLUSION

Ameloblatomas present clinically as slow growing, asymptomatic 
swellings, which is frequently discovered during a routine dental exam-
ination. As seen with other jaw tumors local recurrence whether detect-
ed radiographically or histologically may have a more aggressive char-
acter than the original tumor. Its incidence combined with its clinical 
behaviour, makes ameloblastoma the most significant odontogenic neo-
plasm of concern.
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