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Abstract 
Background: Ameloblastoma a locally invasive odontogenic tumour arising from the remnants of the 

dental lamina. The present study was conducted to determine different histopathological variants of 

ameloblastomas recorded in study group.  

Materials & Methods: The present study was conducted on 50 cases of ameloblastoma of both genders. 

All participants were informed regarding the study and written consent was obtained. General 

information such as age, sex, anatomical location etc. was recorded. 

Results: Out of 50 cases, 20 were seen in males and 30 in females. Most of the cases were seen in age 

group 21-30 years followed by 31-40 years and 41-50 years. The most common type of ameloblastoma 

was plexiform followed by follicular (12) and acanthomatous (10).16 cases were seen in maxilla and 34 

were in mandible. 

Conclusion: Most common histopathological variety recorded was plexiform, follicular and 

acanthomatous. There was male predilection and mandible predominance as compared to maxilla. 
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Introduction 

Ameloblastoma a locally invasive odontogenic tumour arising from the remnants of the dental 

lamina and dental organ or odontogenic epithelium. It is a highly destructive benign tumour of 

odontogenic origin and represents 9% of all odontogenic epithelium. The etiology is unknown. 

The incidence of ameloblastomas is estimated at 0.5 per million populations per year. It is a 

highly destructive benign tumour of odontogenic origin and represents 9% of all odontogenic 

epithelium [1].  

World Health Organization (WHO) classified ameloblastoma into four types namely: 

solid/multicystic; unicystic; peripheral; and desmoplastic. Ameloblastoma has a rather 

contradictory histological and clinical behavior. The histopathological grading of 

ameloblastoma can be done on the different variants of histological types of ameloblastomas 

among which the follicular and the plexiform type of ameloblastoma are more common 

frequently encountered types. Malignant ameloblastomas are extremely rare [2]. 

Several causative factors have been proposed, including nonspecific irritating factors such as 

extraction, caries, trauma, infection, inflammation, or tooth eruption, nutritional deficit 

disorders and viral pathogenesis. It has been proposed that most ameloblastomas are derived 

from these epithelial residues. Some investigators believe that a rather high proportion of 

ameloblastomas arise from the epithelium associated with follicular cysts, which are 

themselves derived from abnormal proliferations of the odontogenic epithelium. It has been 

suggested that trauma, infection, or the tissue changes associated with tooth eruption may be 

involved [3].  

However, these factors are so often present whether or not a tumour develops, the similar 

tumour arising in the parapituitary epithelial residues so-called parapituitary 'adamantinoma', 

one of the forms of 'craniopharyngioma is not associated with any of these factors. The 

variables accepted for treatment are age; infiltration potential; affected site; radiographic 

aspect; and prognosis [4]. The present study was conducted to determine different 

histopathological variants of ameloblastomas recorded in study group. 

 

Materials & Methods 

The present retrospective study was conducted in the department of Oral pathology and 

Microbiology. It comprised of 50 cases of ameloblastoma of both genders. 
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The study protocol was approved from institutional ethical 

committee. All participants were infirmed regarding the study 

and written consent was obtained. 

General information such as age, sex, anatomical location etc. 

was recorded. Results thus obtained were subjected to 

statistical analysis. P value < 0.05 was considered significant. 

 

Results 

 
Table 1: Distribution of cases 

 

Total- 50 

Gender Males Females 

Number 20 30 

 

Table 1 shows that out of 50 cases, 20 were seen in males and 

30 in females. 

 
Table 2: Age wise distribution of cases 

 

Types 
21-3 

years 

31-40 

years 

41-50 

years 

>50 

years 
Total 

Plexiform 8 6 4 2 20 

Follicular 6 2 3 1 12 

Acanthomatous 5 2 2 1 10 

Granular 2 1 2 0 5 

Desmoplastic 2 0 0 0 2 

Basal 1 0 0 0 1 

 

Table 2, graph I shows that most of the cases were seen in age 

group 21-30 years followed by 31-40 years and 41-50 years. 

The most common type of ameloblastoma was plexiform 

followed by follicular (12) and acanthomatous (10). 

 

 
 

Graph 1: Age wise distribution of cases 

 
Table 3: Anatomical location of cases 

 

Types Maxilla Mandible 

Plexiform 8 12 

Follicular 4 8 

Acanthomatous 2 8 

Granular 1 4 

Desmoplastic 1 1 

Basal 0 1 

Total 16 34 

 

Table 3, graph 2 shows that 16 cases were seen in maxilla and 

34 were in mandible. 

 

 
 

Graph 2: Anatomical location of cases 

 

Discussion 

Histopathological variants of ameloblastomas are follicular, 

plexiform, acanthomatous and granular cell types, followed 

by basal cell ameloblastoma, desmoplastic and clear cell 

variants, which are the uncommon forms of ameloblastoma 

according to its histological picture [5]. 

There is no gender predilection. Multiple presentation is 

exceedingly rare. On conventional radiographs the 

ameloblastoma may present as a unilobular or multilobular 

corticated radiolucency. Bony septae may result in a 

honeycomb appearance. Resorption of roots may or may not 

be present. The radiographic differential diagnosis includes a 

variety of odontogenic cysts and tumours, particularly the 

keratocystic odontogenic tumour, as well as non-odontogenic 

cysts and tumours, such as a central giant cell lesion, fibro-

osseous lesions and simple bone cyst [6]. The present study 

was conducted to determine different histopathological 

variants of ameloblastomas recorded in study group. 

We found that out of 50 cases, 20 were seen in males and 30 

in females. Most of the cases were seen in age group 21-30 

years followed by 31-40 years and 41-50 years. The most 

common type of ameloblastoma was plexiform followed by 

follicular (12) and acanthomatous (10). 

Shear et al. [7] found that the patients’ ages at biopsy ranged 

from 11 to 70 years (mean, 30.4 years). Thirty-nine (54.9%) 

of the 71 subjects were males, and 32 (45.1%) were females. 

Sixty-two (87.3%) of the 71 ameloblastomas were located in 

the mandible. Swelling was the most common symptom and 

was experienced by 27 (38.0%) patients. Radiographically, 42 

(59.2%) of the 71 tumors were unilocular with a well-

demarcated border. Of the remaining 29 cases, 14 were 

multilocular, 2 were of soap bubble shape, and 13 were 

unknown in appearance. The most common histologic pattern 

was plexiform, rather than follicular or acanthomatous. 

Sixteen cases of ameloblastoma had developed in a cyst. 

In present study, 16 cases were seen in maxilla and 34 were in 
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mandible. Butt et al. [8] found that of the total 540 

odontogenic tumors, 40 patients with ameloblastomas were 

included with an overall prevalence rate of 7.4%. Males were 

predominantly affected with male: female ratio of 1.8:1. The 

age range of ameloblastoma was between 21-60 years but 

most of the ameloblastomas were seen in age group of 31-40 

years, The most common histological variant was follicular 

ameloblastoma 42.5% followed by acanthomatous type 

(32.5%). Two of the patients reported with the most 

aggressive form of ameloblastoma i.e., granular cell type. The 

predominant anatomical distribution of ameloblastoma was in 

the mandible (posterior region) (87.5%) while maxilla 

(posterior region) was affected in 12.5% of the cases. 

Hertog et al. [9] found no statistically significant differences 

between the histopathological types of ameloblastomas and 

the demographical and clinical parameters. Of the 28 patients 

treated by enucleation, in 17 patients one or more recurrences 

occurred, with no significant predilection for any 

histopathological type, including the unicystic type. There 

were no significant differences in the recurrence rate after 

enucleation in patients below and above the age of 20 years 

either. In six out of 17 patients with a recurrence, the 

recurrent lesion showed a different histopathological subtype 

than was encountered in the primary. 

 

Conclusion 

Most common histopathological variety recorded was 

plexiform, follicular and acanthomatous. There was male 

predilection and mandible predominance as compared to 

maxilla. 
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