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CASE  REPORT

3D CBCT Evaluation of a Case of Ameloblastic Fibroma with 
Multiple Impacted and Supernumerary Teeth
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Sneha Maheshwari3),  Mohammad Khursheed Alam4)

ABSTRACT
Objective: Ameloblastic fibroma is a relatively rare, benign, mixed tumor of odontogenic origin comprising both epithelial 

and ectomesenchymal components. This tumor is characterized by the simultaneous proliferation of both epithelial and mesen-
chymal tissue without the formation of enamel or dentin. This entity is frequently observed in the first two decades of life, with 
no gender predilection. 

Methods and Results: A case report of Ameloblastic fibroma in a 18-year-old male, which was associated with unerupted 
mandibular first molar along with multiple impacted and supernumerary teeth is reported with characteristic radiographic and 
histopathological features. This tumour was treated by enucleation and the prognosis was excellent with no uneventful healing 
or recurrence. 

Conclusion: A long-term follow-up of these cases is necessary as some incidence of recurrence is reported in the literature.
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INTRODUCTION

Ameloblastic fibroma is regarded as an uncommon, non-malignant, 
epithelial odontogenic ectomesenchymal tumor having slow growing 
and expansile characteristics1). It is known to prevent eruption or dis-
place the involved teeth, although the vitality of the teeth is not affect-
ed2). These tumors are most frequently observed during the first two 
decades of life. It is observed most commonly in mandibular premolar 
and molar region with equal sex predilection. Ameloblastic fibromas are 
usually treated by a conservative approach, such as enucleation with 
curettage of the surrounding bone along with the removal of the 
involved tooth. A long-term follow-up of these cases is necessary as 
some incidence of recurrence is reported in the literature2). This report 
describes an ameloblastic fibroma in a 18-year-old patient with multiple 
impacted and supernumerary teeth.

CASE  REPORT

An 18-year-old patient reported to us with missing teeth. The medi-
cal, social and family histories were non-significant. Intraoral examina-
tion revealed over-retained deciduous maxillary left central incisor with 
missing maxillary permanent left central incisor, and mandibular perma-
nent right first molar. CBCT showed a well- defined, expansile, radiolu-

cent lesion around the impacted mandibular right first molar. The 
impacted molar was displaced apically and tilted distally. The roots of 
the impacted first molar were completely formed and fused together. 
Along with this, impacted permanent maxillary left central incisor, 
mesiodens, and impacted supernumerary teeth between the maxillary 
premolars on the left side and between the mandibular premolars on 
both the sides was observed. (Figures 1)

The differential diagnosis included ameloblastic fibro-odontoma, 
immature complex odontoma, and calcifying odontogenic cyst. 
Excisional biopsy was carried out, and the mass, including the first 
molar, was submitted for histopathologic examination.

The lesion showed proliferating strands of ameloblastic epithelial 
cells within a highly cellular connective tissue stroma. The epithelial 
islands, nests, and strands were composed of peripherally arranged tall 
columnar cells with reversal of polarity and loosely arranged angular or 
spindle shaped central cells. The mesenchymal component comprised of 
evenly distributed plump ovoid and stellate cells in a matrix of loose 
myxoid tissue predominantly eosinophilic matrix similar to that of the 
dental papilla. No hard tissue structures resembling enamel or dentin 
were observed. (Figure 2) With all these features, the tumour was diag-
nosed as ameloblastic fibroma. The patient was followed postoperative-
ly for one year; an uneventful healing with no sign of recurrence was 
noted.
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DISCUSSION

Ameloblastic fibroma is considered as a rare tumor with the preva-
lence of approximately 1.5-4.5% of all jaw tumors. Ameloblastic fibro-
ma is more commonly seen in subjects less than 20 years of age with 
mean age of occurrence is 14.8 years with a range of 0.5 to 62 years, 
thus the age is regarded as an important characteristic feature in the dif-
ferential diagnosis of this entity.3) Ameloblastic fibroma is commonly 
seen in the molar region. Patients with ameloblastic fibroma are usually 
asymptomatic but sometimes may present with a hard swelling, missing 
teeth and rarely intraoral ulceration, pain, tenderness, or drainage may 
also be noted2). This tumor may displace the erupted teeth, but other 
symptoms, such as pain and paresthesia are not usually present. Rare 
cases of marked swelling resulting in facial disfigurement have also 
been reported in the literature3).

Asymptomatic cases of ameloblastic fibroma are usually discovered 
incidentally on routine radiography as a well-defined radiolucent area 
with smooth well demarcated borders. Because these tumours are fre-
quently associated with unerupted teeth, they may initially be interpret-
ed as follicular cysts4).

Once a patient presents with the features of an extensive tumor as 
seen in the present case, the differential diagnosis list should include 
ameloblastoma, odontogenic keratocyst and myxoma5). A negligible 
potential for recurrence and malignant transformation of ameloblastic 
fibroma is reported, and its exact rate is not established till date. 
Recurrence is commonly known to result from incomplete removal of 
the tumour and minimal surgical access to the tumours present in man-
dibular posterior region complicates complete tumour removal. Reichart 
and Philipsen suggested that the innocuous behaviour of this tumour 

does not justify aggressive initial treatment but rather meticulous surgi-
cal enucleation with close clinical follow-up6). Compared to the conven-
tional radiographs, CBCT scan is of increased clinical value for the 
treatment planning and the surveillance of recurrence. The CBCT is 
known to provide three-dimensional structure of the teeth, precise extent 
of the lesion and the related anatomical structures with more accuracy 
and specificity with no superimposition. Hence, CBCT is considered as 
an ideal advanced diagnostic imaging modality in the field of modern 
dental practice and the use of CBCT to diagnose this case is justified7-10).

CONCLUSION

A case of ameloblastic fibroma, occurring in the right quadrant of 
lower jaw in a young male patient associated with unerupted first molar 
along with multiple impacted and supernumerary teeth is reported, with 
characteristic radiographic and histopathological features. This tumor 
was treated by enucleation and the prognosis was excellent with no 
uneventful healing or recurrence.

REFERENCES

 1) Chen Y, Wang JM, Li TJ. Ameloblastic fibroma: a review of published studies with spe-
cial reference to its nature and biological behavior. Oral Oncol 2007;43:960-969. 

 2) Cohen DM, Bhattacharyya I. Ameloblastic fibroma, ameloblastic fibro-odontoma, and 
odontoma. Oral Maxillofac Surg Clin North Am. 2004;16:375-84.

 3) Takeda Y. Ameloblastic fibroma and related lesions: Current pathologic concept. Oral 
Oncol 1999;35:535-40.

 4) Kim SG, Jang HS. Ameloblastic fibroma: Report of a case. J Oral Maxillofac Surg. 
2002;60:216-8.

 5) Pitak-Arnnop P, Chaine A, Dhanuthai K, Bertrand JC, Bertolus C. Extensive ameloblas-
tic fibroma in an adolescent patient: a case report with a follow-up of 4 years. Eur J 
Dent. 2009 Jul;3(3):224-8.

 6) Reichart PA, Philipsen HP. Odontogenic Tumors and Allied Lesions. Hanover, 
Germany: Quintessence; 2004.

 7) Patil SR, Ghani HA, Almuhaiza M, Al-Zoubi IA, Anil KN, Misra N, Raghuram P H. 
Prevalence of pulp stones in a Saudi Arabian subpopulation: A cone-beam computed 
tomography study. Saudi Endod J 2018;8:93-8.

 8) Patil SR, Araki K, Ghani HA, Al-Zoubi IA, Sghaireen MG, Gudipaneni RK, et al. 
Mohammad. A Cone Beam Computed Tomography Study of the Prevalence of Pulp 
Stones in a Saudi Arabian Adolescent Populat ion. Pesquisa Brasi leira em 
Odontopediatria e Clinica Integrada 2018; 18(1):e3973.

 9) Alam MK, Alhabib S, Alzarea BK, Irshad M, Faruqi S, Sghaireen MG, et al. 3D 
CBCT morphometric assessment of mental foramen in Arabic population and global 
comparison: imperative for invasive and non-invasive procedures in mandible. Acta 
Odontol Scand. 2018;76(2):98-104.

 10) Patil SR, Alam MK, Moriyama K, Matsuda S, Shoumura M, Osuga N. 3D CBCT 
Assessment of Soft Tissue Calcification. J Hard Tissue Biol 2017;26(3):297-300.

Figure 1a-c: Axial, coronal and sagittal view of CBCT showing well defined radiolucent lesion around mandibular first molar

Figure 2. Photomicrograph showing ameloblastic islands and 
strands in a cellular connective tissue stroma


