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Abstract: Peripheral ameloblastoma (PA) is a rare, benign, extraosseous odontogenic soft tissue tumour that is 

confined to the gingiva or the alveolar mucosa. PA presents the same histological characteristics as of 

intraosseous ameloblastoma, although it is less aggressive than this classical subtype. We report here, a clinical 

case of PA of the gingiva in the left posterior mandible. This reports emphasis the need for submitting all 

excised tissue for microscopic examination and to include ameloblastoma in the differential diagnosis of a 

gingival lesion which clinically resembles a pyogenic granuloma, peripheral giant cell granuloma, or 

peripheral ossifying fibroma. 
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I. Introduction 
Ameloblastomas are the most common odontogenic tumor and they are clinically and histologically 

diverse. The first detailed description of this lesion was by Falkson in 1879, but the term ‘ameloblastoma’ was 

coined by Churchill in 1933.
[1]

 These tumors have several distinct clinical types, including solid, multicystic, 

unicystic, desmoplastic, and peripheral ameloblastomas (PAs). Each has a specific biological behavior and 

consequently a different prognosis and treatment.
[2]

 Although ameloblastomas are subclassified as follicular, 

plexiform, granular, basal cell, acanthomatous, and desmoplastic types in histology, different histological 

patterns can coexist in the same lesion.
[3]

 It represents approximately one percent of oral tumours, with 80 per- 

cent of ameloblastomas occurring in the mandible, and develops from the odontogenic epithelium and its 

derivatives or remnants. Sometimes it arises from a dentigerous cyst.
[5,6]

 

Peripheral ameloblastoma, a rare and unusual variant of ameloblastoma that occurs in extraosseous 

regions such as the gingiva and oral mucosa covering the alveolus. They account for approximately 2% to 10% 

of all ameloblastomas.
[7]

 Clinically, a PA is a painless, firm, exophytic growth with a smooth, granular, pebbly, 

warty, or papillary surface. The primary importance of these tumours is the non-specific clinical appearance that 

can mimic any of the non odontogenic swellings on the gingiva and lead to incomplete treatment and lack of 

long term follow up if wrongly diagnosed. This paper reports a case of peripheral ameloblastoma in a 46-year-

old male that presented as a painless swelling on the mandibular posterior gingiva. 

 

II. Case Report 
A 46-year-old male patient reported to our department with the chief complaint of growth on lower left 

posterior gum region since 1 month
[Fig. 1]

. Patient was apparently all right till a month back, and then he noticed 

the peanut sized growth, which gradually increased to present size. It was not associated with any pain or 

discharge. Patient has not had any history of trauma related to the region, and no deleterious oral habits. 

He had prior consultation with a medical practitioner about 2 weeks back, and is advised to take 

antibiotics. After 5 days of medication, the swelling remained. His medical and family histories were 

noncontributory. On general examination the patient was moderately built and nourished, with stable vital 

parameters. Mild pallor was present. There was no regional lymphadenopathy.  

On intraoral examination, a well-defined solitary, exophytic growth was seen on gingiva, in the left 

side of the mandible, measuring approximately about 2cm x1.5cm, extending from the distal aspect of 38 up to 

1.5cm posteriorly into retromolar trigon. Overlying mucosa was pink in colour with hyperkeratotic patch in the 

anterior aspect. Surrounding mucosa appeared normal. On palpation it was sessile, non-tender, firm in 

consistency with smooth surface, and with well-defined margin. There was no bleeding or pus discharge on 

palpation. 

Based on the clinical findings, a provisional diagnosis of peripheral ossifying fibroma was made, with a 

probable differential diagnosis of pyogenic granuloma. 
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In addition, the patient was subjected to the following investigations: 

1. Routine blood examination 

2. Radiograph-IOPAR 

3. Vitality test 

4. Excisional biopsy 

 

All hematological investigations were normal. Intra oral radiographs of the region showed no obvious 

bony involvement
[Fig.2]

. The teeth associated with the lesion showed positive response in vitality test. An 

excisional biopsy of the lesion was performed under local anaesthesia. 

Histopathology
[Fig.3]

 showed serial sections of odontogenic epithelium proliferating in the form of 

interconnected strands, which were peripherally lined by tall columnar like cells, and centrally by stellate 

reticulum like cells. A few follicles were also noted. The intervening stroma was delicately collagenous with 

diffused collection of chronic inflammatory cells and with moderate vascularity. Based on these findings, a 

diagnosis of peripheral plexiform ameloblastoma was given. 

The patient reported after 1 month for a review. The mucosal area on the operated site showed good 

healing
[Fig.4]

, with no evidence of recurrence, or any bony involvement
[Fig.5]

. The patient was instructed to follow 

up for further reviews every 6 months for the next couple of years. 

 

III. Discussion 
Peripheral ameloblastoma, a rare and unusual variant of ameloblastoma that occurs in extraosseous 

regions such as the gingiva and oral mucosa covering the alveolus without exhibiting the invasive and 

aggressive behavior of its intraosseous counterpart
[10]

. They account for approximately 2% to 10% of all 

ameloblastomas
[7]

. The first documented case of PA can be attributed to Kuru in 1911
[11]

, though Stanley and 

Krogh
[12]

 were the first to adequately document a case of ameloblastoma that was located entirely within the soft 

tissue overlying bone but separate from it. 

Peripheral ameloblastomas are more common in males. The mean age of patients with PA (males 53 

years, females 51 years) is significantly higher than for the intraosseous counterpart, which has a mean age of 37 

years
[3]

. The male:female ratio is 1.9:1 and the mandible: maxilla ratio is 2.4:1
[3]

. The most common site of their 

occurrence is the mandibular mucosa, in the region of lingual gingiva of the canine, premolar area, followed by 

the molar-retromolar region
[13]

. This is in line with the patient case. 

PA can also been seen infrequently in the maxilla
[14]

. There have also been rare instances of the lesion 

occurring in extra gingival regions like the buccal floor and floor of the mouth
[15]

. Clinically, these lesions are 

usually asymptomatic and appear as an exophytic condition with the overlying mucosa being normal in colour 

and smooth surfaced. Their size can be up to 5 cm and the larger ones usually become symptomatic because of 

the trauma due to their interference with occlusion.  

PA is difficult to diagnose based only on clinical findings, and it can be confused clinically with an 

epulis, fibroma, gingival tumor, or carcinoma including intraoral BCC
[16]

. PA is frequently diagnosed after 

histological examination of specimens from a resected tumor or biopsy. In our case, we were unable to diagnose 

PA purely based on the clinical findings. 

Histologically, a PA consists of proliferating ameloblastic epithelium underlying mucosal epithelium. 

The histopathological picture of these lesions can be either the acanthomatous, plexiform, or follicular types. 

Because of the location, and its histopathologic features it is possible to mistake it with basal cell carcinoma
[17]

. 

Like the basal cell carcinoma of the skin, the PA shows proliferation of basal cells often arranged in nests 

included in a fibrous stroma with areas of contact with the epidermis. The arrangement of the rim cells of the 

nests are palisading, but in contrast with the basal cell carcinoma, those cells have the nuclei located on the basis 

of the cytoplasm, the rim cells of the peripheral ameloblastoma have the nuclei located on the upper part of the 

cytoplasm. In addition, the immunohistochemical analysis establishes the differences between these two types of 

tumors. The basal cell carcinoma shows diffuse and marked positivity for Ber-EP4 and negativity for 

cytokeratin 19; on the contrary, the peripheral ameloblastoma is always negative for Ber-EP4, except very focal 

areas in which a true basalioid differentiation is present, and diffusely and markedly positive for the cytokeratin 

19
[18]

. 

Radiographically, a PA is superficial to cortical bone with no sign of bone involvement. Therefore, a 

PA is considered less aggressive than an intraosseous ameloblastoma, which does invade bone
[3]

. A few cases of 

PA have shown some bone involvement, which has been referred to as cupping or saucerization due to the 

depression resulting from the pressure of the tumor on bone
[19,20]

. In our case, no bone resorption was seen. 

The treatment of PA consists of surgical excision down through the periosteum. The recurrence rate of 

PA is much lower (19%) than that of intraosseous ameloblastoma (33%)
[21]

. Recurrence is rare even with 

conservative resection; however, some cases of malignant transformation of PA have been reported. Moreover, 

PA and intraoral BCC may be the same entity
[22]

. Therefore, long-term follow-up is essential. 
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IV. Conclusion 
In conclusion, this report emphasis the need for submitting all excised tissue for microscopic 

examination, and to include ameloblastoma in the differential diagnosis of gingival lesions, which may 

clinically resemble pyogenic granuloma, peripheral giant cell granuloma, or peripheral ossifying fibroma. 
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Figures 

 
[Figure 1]:Preoperative view of the lesion 
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[Figure 2]:Preoperative radiograph 

 

 
[Figure 3]: Photomicrograph of biopsy specimen 

 

 
[Figure 4]:Postoperative view of the region 
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[Figure 5]:Postoperative radiograph 
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