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Abstract
Desmoplastic ameloblastoma (DA) accounts for 4–13% of all 
ameloblastomas and presents unique characteristics, such as the ability 
to appear as a mixed radiolucent–radiopaque image radiographically, 
differing from the typically radiolucent appearance of CA. The biological 
behavior of DA is like that of other CA variants and therefore should be 
treated similarly. The present study, reported a case of DA affecting a  
young female, highlighting its clinical, radiographic and treatment 
outcomes. Intraorally, a firm submucosal enlargement was observed 
in the anterior mandibular area. Radiographically, a radiolucency was 
observed between the the lower left lateral incisor and canine teeth. 
An incisional biopsy was performed, confirming the histopathological 
diagnosis of DA. The patient was submited to radical surgery under 
general anesthesia and there are no signs of the tumor after a 2-year 
follow-up. Therefore, the present case demonstrated the importance of 
early diagnosis and appropriate radical surgical management, which 
allowed effective tumor control with preservation of mandibular integrity 
and satisfactory functional outcome, with no recurrence after two years.
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Introduction
Conventional ameloblastoma (CA), a locally 
aggressive epithelial odontogenic tumor (OT), 
accounts for 11–59% of all OTs and shows a 

predilection for the posterior mandibular region.1-2 

Histologically, CA is classified into follicular, 
plexiform, acanthomatous, basal cell, granular, and, 
on rare occasions, desmoplastic subtypes.1-4
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Desmoplastic ameloblastoma (DA) accounts for 
4–13% of all ameloblastomas and presents unique 
characteristics, such as the ability to appear as a mixed 
radiolucent–radiopaque image radiographically, 
differing from the typically radiolucent appearance of 
CA.5 Moreover, microscopic findings are essential for 
establishing the diagnosis of DA and distinguishing 
it from other CA subtypes. Histopathological 
examination is characterized by odontogenic 
epithelium within a dense desmoplastic stroma.1-4

The biological behavior of DA is like that of other CA 
variants and therefore should be treated similarly.5 

Radical surgery with bone resection is indicated to 
prevent recurrence and reduce the risk of malignant 
transformation.1-4

Herein, we report a case of DA affecting the anterior 
mandible region of a young female, highlighting 
its clinical, radiographic, and treatment outcome 
features.
 
Case Report
A 25-year-old female was referred for evaluation of 
a three-month history of an asymptomatic intraoral 
swelling in the anterior mandibular region. The 
patient’s medical history was unremarkable, and 
she denied tobacco and alcohol use. Extraoral 
examination revealed a slight facial volume growth 
in the inferior anterior region (Figure 1A). Intraorally, 
a firm submucosal swelling extending from the 
mandibular midline to the left mandibular canine 
was observed (Figure 1B).

Fig. 1: A, Extraoral examination demonstrating mild facial volume growth. B, Intraorally, showing 
an asymptomatic volume growth located in the anterior mandible. C, Panoramic radiograph 

revealing an ill-defined, multilocular radiolucency located between the left mandibular lateral 
incisor and canine, with associated root divergence. D,E Cone-beam computed tomography 

(CBCT) images demonstrating cortical expansion and resorption in the 
anterior mandibular region.

Orthopantomography revealed an ill-defined, 
multilocular radiolucency in the anterior mandible, 
causing root divergence of the left mandibular 
lateral incisor and canine (Figure 1C). Cone-beam 
computed tomography (CBCT) scans demonstrated 
a large hypodense lesion associated with cortical 
expansion and resorption (Figure 1D-E). Pulp vitality 
testing of the involved teeth yielded positive results.

Therefore, ameloblastoma, odontogenic myxoma, 
odontogenic keratocyst and central giant cell lesion  

were included in the clinical differential diagnosis. 
An incisional biopsy was performed under local 
anesthesia (aspiration was negative, suggesting a 
solid lesion), and the specimen was submitted for 
analysis. Histological exam revealed compressed 
epithelial islands and peripheral palisading of 
columnar ameloblastic cells and loosely arranged 
central cells were observed, all embedded within 
a dense desmoplastic stroma, establishing the 
diagnosis of desmoplastic ameloblastoma.
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Fig. 2: A,B  Under general anesthesia, en bloc resection was performed following mucoperiosteal 
flap elevation and tumor dissection. Osteotomy was carried out using a saw in adjacent normal 

bone (approximately 1 cm from the tumor border) to obtain an adequate safety margin (including 
the involved teeth). C, Gross appearance of the resected specimen, showing clear margins 
without clinical evidence of tumor involvement. D,E After two-years, no signs or symptoms 

of the tumor were observed. Patient was rehabilitated with a removable prosthesis.

The patient was submitted to surgical treatment, 
and marginal resection of the lesion was performed 
under general anesthesia (Figure 2A-C). Recovery 

was uneventful, and there are no signs of the tumor 
after a two-year period (Figure 2D-E).

Fig. 3: DA microscopic features. Hematoxylin and eosin-stained sections reveal irregularly 
contoured epithelial islands, circumscribed by thin areas of loosely arranged connective tissue 

and set within a densely collagenized desmoplastic stroma.
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Discussion
First described by Eversole et al.6 in 1984 as a new 
variant of ameloblastoma—alongside unicystic, 
 peripheral, and metastatic types—the most recent 
classification of head and neck tumors by World Health 
Organization (WHO)⁷ now includes desmoplastic 
ameloblastoma (DA) solely as a histopathological 
subtype of ameloblastoma.

Conventional ameloblastoma predominantly 
affects the mandible rather than the maxillary 
region, with a ratio of approximately 5:1, most 
commonly involving the posterior region.8 A slight 
male predilection has been reported, and the tumor 
typically occurs between the third and fifth decades 
of life. In contrast, DA more frequently arises in the 
anterior region of the jaws and shows no significant 
difference in prevalence between the superior and 
lower jaw. Additionally, DA demonstrates a slight 
female predilection,9 with a reported age range 
between 16 and 75 years.1,2 The present case 
describes a desmoplastic ameloblastoma occurring 
in a 25-year-old female in the anterior mandibular 
region, which is consistent with previously reported 
findings in the literature.

Radiographically, DA may exhibit a pattern distinct 
 from other ameloblastoma subtypes, often presenting 
 as a mixed radiolucent–radiopaque image.1-6 Previous 
studies have demonstrated that approximately 
55% of cases present as mixed lesions,10 whereas 
others may appear solely radiolucent, as observed 
in the present case. Moreover, in contrast to CA, the 
desmoplastic variant is frequently characterized by 
an ill-defined radiolucent appearance rather than 
the well-defined margins commonly seen in most  
ameloblastomas.1 This imaging pattern is particularly 
important in lesion assessment, as it may mimic fibro-
osseous lesions. Consequently, in the differential 
diagnosis of radiolucent–radiopaque lesions of the 
jaws, DA should be included.

The therapeutic approach to ameloblastoma is 
determined by the tumor subtype and its extent.1-6 

Unicystic and peripheral variants are generally 
managed with conservative procedures, whereas 
conventional ameloblastoma typically requires 
more aggressive treatment. Similarly, desmoplastic 

ameloblastoma is best managed with radical surgical 
intervention,11 as conservative approaches, such 
as curettage, have been associated with increased 
recurrence rates. Consequently, radical procedures, 
including segmental resection, are considered 
to provide better local control, although they 
frequently necessitate plate fixation or more complex 
reconstructive techniques.12 In the present case, 
radical surgical management was chosen, and en 
bloc resection was feasible due to the limited size of 
the tumor, allowing preservation of the inferior border 
of the mandible without the need for plate fixation. 
Nevertheless, the patient was maintained on a liquid 
diet for one month postoperatively to minimize the 
risk of pathological fracture.

Conclusion
Desmoplastic ameloblastoma is a relatively rare 
histopathological subtype of ameloblastoma 
that presents distinct clinical, radiographic, and 
microscopic features, often posing diagnostic 
challenges. Its tendency to occur in the anterior regions 
of the jaws and to exhibit radiolucent/radiopaque 
appearance may mimic other fibro-osseous lesions, 
reinforcing the importance of thorough radiographic 
evaluation and histopathological confirmation. DA 
requires an equally aggressive surgical approach 
due to its infiltrative growth pattern and potential 
for recurrence. The present case demonstrated the 
importance of early diagnosis and appropriate radical 
surgical management, which allowed effective tumor 
control with preservation of mandibular integrity and 
satisfactory functional outcome, with no recurrence 
after two years.
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