
Gopal Sharma  et. al. CASE REPORT OF PATIENT WITH DESMOPLASTIC AMELOBLASTOMA 

 

  Int  J  Cur  Res  Rev,  May 2014/ Vol  06 (10)  
Page 37 

 
  

 

 
IJCRR 

Vol 06 issue 10 

Section: Healthcare 

Category: Case Report 

Received on: 12/02/14 

Revised on: 11/03/14 

Accepted on: 05/04/14 

 

CASE REPORT OF PATIENT WITH DESMOPLASTIC 

AMELOBLASTOMA 

 

Gopal Sharma, Reema Rao, Preeti Talreja, Mahesh B Pokle, Resha Sawla, 

Sameer  Zope 

 

Department of Oral Medicine and Radiology, Y.M.T Dental College and Hospital, 

Kharghar, Maharashtra, India 

 

E-mail of Corresponding Author: drmaheshpokle@gmail.com 

 

ABSTRACT 

Aim: Presenting a case of Desmoplasticameloblastoma with an attempt to differentiate it from fibro-

osseous lesion and ameloblastoma 

Case Report: In this paper we present a case report of a 50yr male who patient presented with a 

painless swelling in the lower left jaw since 1year. 

Discussion: Desmoplasticameloblastoma (DA) was included in the World Health Organization 

Classification of Head and Neck Tumors (WHO-2005) as a variant of ameloblastoma with specific 

clinical, histological & radiological features to differentiate it from other entities. Radiological and 

Cone beam volumetric imaging (CBVI) was performed which showed a mixed lesion suggestive of 

fibro-osseous lesion whereas Incisional biopsy was suggestive of DA. Hence we have attempted to 

differentiate the three lesions to avoid further misdiagnosis. 

Conclusion: Desmoplasticameloblastoma cannot be differentiated based only on clinical or only 

radiological features. A proper collaboration between the physician, radiologist & pathologist is 

necessary for a proper diagnosis. 
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INTRODUCTION 

Ameloblastomas are categorized as benign 

epithelial odontogenic tumours though malignant 

forms exist, they represents about 1% of all oral 

epithelial odontogenic tumours and 11% of all 

odontogenic tumors.(1) The annual incidence rates 

per million for ameloblastomas are 1.96, 1.20, 

0.18 and 0.44 for black males, black females, 

white males and white females respectively.(2) 

Clinically & radiographically ameloblastomas are 

classified into three main kinds 

a) Solid or multicystic (conventional) 

ameloblastoma which is radiographically 

multilocular 

b) Unicystic ameloblastoma which is 

radiographically multilocular (mural 

ameloblastoma) 

c) Peripheral ameloblastoma i.e. ameloblastoma 

present in the soft tissue 

Histologically, ameloblastoma has been classified 

as follicular, plexiform, acanthomatous, granular 

cell, desmoplastic, and basal cell.(3)The age of 

primary presentation ranges from 17 to 83 years 

with a mean age of 41.9 years (males: 44.6 years, 

females: 39.0 years) and a median age of 42.0 

years.  

Though the first case of Desmoplastic 

Ameloblastoma (DA) was cited in by Eversol in 

1984who called it an "ameloblastoma with 

pronounced desmoplasia” there are very few 
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reported cases.(4,5) the incidence of DA among 

ameloblastomas ranges from 0.9% to 12.1% in 

different races. Though ameloblastoma in general 

are more common in the posterior region, 

Desmoplastic ameloblastoma are located anterior 

to premolar. The incidence were 82.4% of lesion 

in the maxilla & 54.8% of lesion in mandible were 

present in the anterior region.(6) 

It has also been recently included in the World 

Health Organization’s Classification of Head and 

Neck Tumors.(7) 

Radiographically the diagnosis of DA presents a 

challenge as it is often mistaken for a fibro-

osseous lesion.(8) 

Keeping all this in mind the purpose of this paper 

is to report a case of desmoplastic 

ameloblastoma& to highlight the differences 

between ameloblastoma, desmoplastic 

ameloblastoma & fibro-osseous lesion, thus 

making the diagnosis of DA simpler. 

 

CASE REPORT 

A 50 yrs male patient reported to the department 

of oral medicine and radiology, YMT Dental 

College and hospital, Kharghar, Navi Mumbai 

with a chief complain of swelling in the lower left 

region of jaw since 1yr. The patient reported that 

the swelling was smaller in size 1yr back, which 

increased to its present sizesince the last 3months. 

There is no associated pain, paresthesia or loss of 

sensation in the area. The patient’s medical history 

revealed that he is a diabetic and is on medication 

(Tab. Gluconol 120mg) since 13 yrs. 

Extra-orally there is a gross facial asymmetry with 

an oval swelling in the left parasymphysis region 

of the jaw (Figure. 1A & 1B) measuring 

approximately about 3 X 3 cm in size. It extends 

anteriorly from the symphysis region to 3cm 

posteriorly over the body of mandible. Superiorly 

it is extends from line joining the angle of mouth 

to tragus to 1cm above the inferior border of the 

mandible. Skin over the region is stretched and 

there is no change of colour of overlying skin. It is 

bony hard and nontender on palpation with no 

local rise of temperature, patient is afebrile with 

no cervical lymphadenopathy. Intraorally there is 

vestibular obliteration extending from the distal 

aspect of 33 to the distal aspect of 36(Figure. 2A). 

Cortical expansion seen which is round to oval on 

both the sides (buccal & lingual) in relation with 

33, 34, 35, 36 (Figure. 2B). Maximum expansion 

was seen with 34 & 35. The mucosa appears of 

normal colour, texture& consistency. The teeth in 

relation with swelling i.e. 33, 34, 35, 36 were vital 

and immobile. There is displacement seen with 34 

in mesial direction & 35 in distal direction. 

The periapical radiograph shows mixed 

radiolucent and radioopaque image & it shows 

displacement of the roots with 33, 34 & 35. 

(Figure 3A) 

Occlusal radiograph shows cortical expansion 

equal on buccal and lingual sides teeth 

displacement is seen over the buccal aspect. 

(Figure 3B) 

Panoramic radiograph & lateral oblique 

radiograph reveled poorly defined, mixed, 

radiolucent-radiopaque image suggesting of 

benign fibro-osseous lesion (Figure 3C & 3D). 

Cone beam volumetric imaging (CBVI) has been 

performed for the mandibular arch extending from 

the mandibular left 1st molar to the mandibular 

right 2nd premolar region to determine the proper 

extension and for surgical planning of the lesion 

(Figure 4A & 4B). Section shows a well defined 

expansile lesion in the body of mandible extending 

from the left mandibular canine region to the left 

mandibular 1st molar region. The interior of the 

lesion appears to be multilocular with multiple 

granular appearing septae. There is significant 

expansion of the buccal and lingual cortical plates. 

The outline of the inferior alveolar nerve canal is 

not seen clearly within the lesion. The mental 

foramen is also not traceable. The inferior cortical 

plate appears to be intact. The mandibular 2nd 

premolar appears to be displaced (Figure.4A). All 

these findings suggest a diagnosis of benign tumor 

in the mandible. With a differential diagnosis of 

ameloblastoma and odontogenic myxoma is given. 
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Incisional biopsy was performed and the 

histopathological evaluation of the specimen 

(Figure 5A & 5B) shows irregular, bizarrely 

shaped odontogenic epithelial islands and cords in 

a moderately cellular fibrous connective tissue 

with abundant thick collagen fibers that appear to 

compress the odontogenic islands giving them a 

stellate appearance. It also shows the presence of 

microcyst formation. Based on all these findings 

final diagnosis of Desmoplastic Ameloblastoma 

(DA) was given. A segmental resection from teeth 

33 to 36, maintaining the lower border of the 

mandible, was performed under general 

anesthesia.  

 

DISCUSSION 

In the WHO classification, desmoplastic 

ameloblastoma (DA) is considered as a rare 

variation of ameloblastoma.According to an 

English literature review carried out by Sun et 

al.(9) in 2009, there are 115 casesreported of DA. 

The DA occurs more frequently in the4th and 5th 

decades of life, and presents nopredilection toward 

either gender. It affects maxilla and mandible 

equally, whereas ameloblastoma shows a marked 

predilection for the mandible in ratio of 

5:1(mandible: maxilla). DA shows a marked 

predilection for anterior (anterior premolar region) 

region of mandible and maxilla, whereas 

ameloblastoma is more common in posterior 

region of the mandible.(10) Clinically, maxillary 

lesions are more dangerous than mandibular ones 

as they can invade the adjacent sinus and orbit and 

involve vital structures. Additionally, the thin 

maxillary bone is a weak natural barrier for tumors 

as compared to the thicker mandible.(11) DA 

differs from the solid/multicystic ameloblastomas, 

whichare more prevalent in mandibular molar or 

ramus regions, with variable sizes of swelling; 

pain tends to be rare, but rootresorption of 

adjacent teeth is common.(12, 13) Desmoplastic 

ameloblastoma exhibits a more aggressive 

behavior than other types of ameloblastoma. This 

aggressiveness may be due to 1) a potential to 

grow to a large size; 2) the common location in the 

maxilla leading to an early invasion of adjacent 

structures; 3) the diffuse radiographic appearance, 

and 4) histological finding of bone invasion. (14) 

Tooth displacement is a common feature in 

desmoplastic ameloblastoma in almost 92% of the 

cases and root resorption is seen in just 33% of the 

cases.(15) 

As reported in prior literature, the present case of 

DA was also found & located in the anterior 

premolar region of the mandible, presenting as a 

painless swelling withbuccal expansion and tooth 

displacement but no root resorption.(16,17,18) 

Radiographically, desmoplastic ameloblastoma 

may show either a multilocular, mixed 

radiolucent/ radioopaque appearance or multifocal 

appearance of minute flecks of bone similar to that 

seen in benign fibro osseous lesions. The mixed 

radiolucent / radioopaque appearance of DA can 

be attributed to the infiltrative growth pattern of 

tumour cells into surrounding marrow spaces and 

simultaneous vigorous osteoblastic activity leading 

to number of bony flecks.(19) It may also present 

as a massive expansible osteolytic lesion with 

honeycomb, mottled or multilocular appearance. 

According to Philipsen et al, radiographicaly ill-

defined borders suggest an infiltrative process with 

propensity to recur.(20) The panoramic 

radiograph, conventional computed tomography 

and magnetic resonance images of desmoplastic 

ameloblastoma are not specific; they are 

compatible with those of fibro-osseous lesions and 

can mimic the radiographic appearance of fibrous 

dysplasia, chronic sclerosing osteomyelitis, and if 

well-circumscribed, an ossifying fibroma. 

Therefore, it is necessary to include these in the 

differential diagnosis. 

CT scan can delineate the internal structure of the 

lesion more accurately and is particularly helpful 

in determining its margins and extension into 

adjacent structures.(11) MRI shows heterogeneous 

low to intermediate signal intensity on T1W 

images, heterogeneous high signal intensity on 
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T2W images, and strong enhancement on post- gadolinium T1W images.(21) 

 

Table: Shows the differentiating point between ameloblastoma, desmoplastic ameloblastoma and 

fibro-osseous lesions 

 

Parameters Desmoplastic 

Ameloblastoma(DA) 

Ameloblastoma (AM) Fibro-osseous lesions 

(FOL) 

 

Age 

 

 

Race 

 

Incidence 

 

Location 

 

 

 

Clinical features 

 

17to83yrs(4thto5th decade) 

  

 

Asian population 

 

0.9% to 12.1% 

 

Anterior regions until the 

first premolar. 

 

 

Presents a painless 

swelling with bone 

expansion 

Teeth displacement 

 

 

20 to 50 years(40yr) 

 

 

Men and women tend to 

be equally affected 

10% to 15% 

 

Molar-ramus region of 

the mandible 

 

 

Presents as painless 

swelling, facial 

deformity. 

Swelling of the cheek, 

gingiva, or hard palate 

Teeth will be displaced 

and mobile 

 

Children’s below 

10yrs 

 

Male to female ratio 

is 2:1 

2% to 2.4% 

 

2:1(Maxilla=mandibl

e) More frequent in 

posterior region 

 

Lesions are usually 

unilateral 

Slow, painless 

expansion of the jaws 

Growth stops when 

bones stop growing 

atthe end of puberty 

Radiological 

features 

Mixed radiolucent and 

radiopaque appearance 

Honeycomb or 

soapbubble appearance 

Expansion and thinning 

of an adjacent cortical 

plate is seen, leaving a 

thin "eggshell" of bone. 

Radiolucent lesion to 

mixed Radiolucent/ 

Radiopaque Or 

Radiopaque Lesion 

Ground glass, Orange 

peel, Cotton wool 

There may or may 

not be expansion of 

bone, with Or 

without displacement 

of tooth 

Treatment Enucleation and/or 

curettage 

Surgical resection 

Surgical resection Simple bone 

contouring 

Resection and acrylic 

implant 

Resection,remodeling 

and replantation 

Recurrence rate 21.4% 10.1% 28 % 

 

Histologically, solid / multicystic ameloblastomas 

contain two main histopathologic patterns: 

follicular and plexiform. These patterns consist of 

proliferating, irregularly shaped islands of the 

narrow cords of odontogenic epithelium embedded 

in a connective tissue stroma. By contrast, DA has 

appeared as irregularly shaped odontogenic 

epithelial islands surrounded by a narrow zone of 

loose-structured connective tissue embedded in 

desmoplastic stroma. (19,20) 

The tumor cells of desmoplastic ameloblastoma 

have shown positive immunoreactivities for 

cytokeratin (CK), CK 8, 13, 19, filaggrin and 
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ameloblastoma antibodies, retaining the 

odontogenic epithelial characteristics.(22) 

The management of solid/multicystic 

ameloblastomas and DA has been controversial 

due to the high rate of recurrence, especially in 

conservative treatments (enucleation and/or 

curettage).(23) Sun et al.(9) (2009) identified a 

15.9% rate of recurrence in DA cases treated by 

enucleation and/or curettage, with an average 

recurrence period of 36.9 months. The majority of 

DA cases reported in the literature have been 

treated by resection, most likely due to ill-defined 

borders, thus suggesting an infiltration process and 

an aggressive biological behavior, which has also 

been reported by some authors.(24,25) Resection 

is the most preferred treatment option for 

desmoplastic ameloblastoma although some cases 

were treated by enucleation and/or curettage. 

However curettage leaves islands of tumor within 

bone, which later manifest as recurrences. Keszler 

et al.(25) reported a higher recurrence rate 

(21.4%) for desmoplastic variant than the other 

types (10.1%) of ameloblastoma. In the present 

case report, the patient is currently showing no 

signs of recurrence. 

 

CONCLUSION  

Thus, we conclude on the available information 

that since desmoplastic ameloblastoma shows 

radiographic appearance resembling fibro osseous 

lesions, diagnosis is based not only on the clinical 

and radio graphical appearance but also on the 

histopathological findings. In spite of the apparent 

and gross circumscription of the desmoplastic 

lesion, they have the potential for recurrence 

because they fail to produce a capsule; it is 

therefore recommended that DAs should always 

be treated by complete surgical resection. Further 

investigation of a larger number of more cases 

must be carried out in an attempt to predict the 

behavior and prognosis of this entity. 
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PROFILE PHOTOGRAPHS 

 
 

 

 

 

Intraoral pictures 

 
 

 

Radiographs 
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Figure:-1 A) Frontal view of the patient showing 

swelling in the left parasymphysisarea of mandible 

 

Figure:-1 B) Submental view of the patient. 

Showing swelling in the left parasymphysis area of 

mandible showing gross asymmetry 

 

Figure: - 2A) Intra oral swelling with vestibular 

obliteration on left side 
 

Figure: - 2 B) Lingual and buccal cortical 

expansion seen in an occlusal mirror 
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Cone beam Volumetric Images 

 

 

 

 

 

 

 

 

 

Histopathology pictures 

 

 

 

 

 

A B 

Figure 4 A &4 B: - Cone bean volumetric imaging (Sagittal & Axial plane) showing a mixed 

hyperdense-hypodense image with buccal expansion in the left parasymphysis region 

 
 

Figure 5:- Histological image showing irregular, bizarrely shaped odontogenic epithelial islands and 

cords in a moderately cellular fibrous connective tissue with abundant thick collagen fibers that appear 

to compress the odontogenic islands giving them a stellate appearance. It also shows the presence of 

microcyst formation 

Figure:- 3 The periapical, occlusal, panoramic radiograph & lateral oblique radiograph reveled a 

poorly defined, mixed, radiolucent-radiopaque image suggesting of benign fibro-osseous lesion 

(A,B,C,D). Periapical radiograph shows displacement of the roots with 33 & 34 (A, C) 
 


