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Abstract
Ameloblastic Fibroma is a rare mixed odontogenic tumor of the jaw usually occurring in first two decades of life. It
predominantly occurs in children and young adults either in mandible or maxilla, but frequently found in posterior region of the
mandible. We report a case of Ameloblastic Fibroma in anterior mandible of a 56 year old female patient.
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Introduction
Ameloblastic fibroma (AF) is a rare odontogenic
tumor, which accounts for about 0.9 to 2.4% of all
odontogenic tumors, characterized by simultaneous
neoplastic proliferation of mesenchymal and epithelial
components, with no formation of dental hard tissues.1
Ameloblastic fibromas (AFs) are composed of
proliferating odontogenic epithelium embedded in a
cellular ectomesenchymal tissue resembling dental
papilla.2 The tumor predominantly affects the posterior
region of the mandible during the first and second
decades of life, with slight male predominance.1,3,4 It
can occur either in the mandible or maxilla but over
80% of tumours occur in the posterior mandible.5,6 Only
four cases are reported in the maxillary anterior region.4
It was first described by Kruse in 1891 and later
classified as a separate entity by Thoma and Goldman
in 1946.2,7
Case Report
A 56 year old female patient reported to the
department with a chief complaint of swelling on her
lower front teeth region since 5 years and pain in the
same region since 20 days. The swelling was gradual in
onset, initially smaller in size and increased to reach the
present size, associated with pain since 20 days. Pain
was sudden in onset, continuous, severe, pricking type,
no aggravating and relieving factors. Patient had been

on medication for pain since 10 days. The swelling was
not associated with any other symptoms.
Extraoral examination revealed a solitary diffuse
swelling on the lower third of face, measuring about
5.5x 4.5 cm roughly, oval to dome shaped [Fig. 1]. On
Intraoral examination a solitary swelling was present on
the lower front teeth region with normal overlying
mucosa measuring about 4.5 x 3.5cm, roughly oval to
dome shaped, with obliteration of the vestibule from 34
to 45. On palpation the swelling was firm in
consistency and tender [Fig. 2]. Aspiration was
negative which indicates non cystic lesion.
Routine base line investigations were performed,
which were non-contributory. Radiographic examinations were performed, intraoral periapical radiographs
revealed mixed radiographic appearance [Fig. 3].
Mandibular occlusal radiograph revealed a well-defined
multilocular radiographic appearance extending from
mesial aspect of 36 to mesial aspect of 46, with
expansion of labial and buccal cortical plates [Fig. 4].
Orthopantomograph revealed well- defined multilocular
appearance with sclerotic border from 34 to 45 region
[Fig. 5]. Based on history, clinical and radiographic
examination a provisional diagnosis of ameloblastoma
of anterior mandible was constituted with a differential
diagnosis of ossifying fibroma, odontogenic myxoma,
adenomatoid odontogenic tumor, and calcifying
epithelial odontogenic tumor.
Complete surgical excision of the lesion was done
under general anaesthesia and excised specimen was
sent to histopathological examination which revealed
ameloblastic like islands with connective tissue stroma.
The connective tissue stroma was immature in nature
with evenly spaced fibroblasts. Cystic lining with
epithelial plaque was also noted [Fig. 6], suggestive of
ameloblastic fibroma.
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Fig. 1: profile photograph

Fig. 2: Intraoral photograph reveals swelling

Fig. 3: Intraoral Periapical Radiograph irt 31,32,33,34,41,42,43,45,46,47 reveals mixed radiodensity
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Fig. 4: Mandibular Crossectional Occlusal Radiograph reveals expansion of cortical plates.

Fig. 5: Orthopantomograph revealed well- defined multilocular appearance with sclerotic border

Fig. 6: Histopathology picture
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Discussion
Ameloblastic fibroma is a rare benign mixed
odontogenic tumor in which both epithelial and
mesenchymal tissues are neoplastic.6 WHO defined AF
as ‘‘consisting of odontogenic ectomesenchyme
resembling the dental papilla and epithelial strands and
nests resembling dental lamina and enamel organ. No
dental hard tissues are present.’’ If the lesion has
dentinoid tissue without or with enamel formation, it
could be termed as ameloblastic-fibrodentinoma (AFD)
or ameloblastic-fibroodontoma (AFO), respectively.
This group of lesions is also sometimes referred to as
mixed odontogenic tumors that histologically resemble
various stages of tooth formation.7 75% of the cases are
associated with an impacted tooth.1,2
The tumors most commonly occur in the first and
second decades of life with male predominance, which
is in contrast to the present case that shows occurrence
in an adult female patient in fifth decade of life.10,11 The
most common location for the tumor is the posterior
mandible, followed by the posterior maxilla and is
associated with enclosed teeth10 but in the present case
tumor was located in anterior mandible and was not
associated with a impacted tooth which is an unusual
presentation.
The biological behaviour of AF shares the nature
between hamartoma and true neoplasm.3,7 Clinically,
this tumour is well-encapsulated and slow-growing.
The patients usually present with a hard swelling, but
intraoral ulceration, pain, tenderness, or drainage may
also be observed. In the present case patient presented
with a swelling and pain. Bone expansion and tooth
dislocation are common findings.5,10,11 In the present
case there was expansion of labial and buccal cortical
plates.
Most of the AF’s (about 20%) are diagnosed just
on routine dental radiography, as in this case.1 The
radiographic appearance of AF may vary from a small
unilocular to an extensive multilocular lesion.5 and most
of the lesions exhibit radiopaque borders.3 The case
reported here showed multilocular appearance with a
sclerotic border.
Ameloblastoma, odontogenic myxoma, and central
giant cell lesion should be considered in the differential
diagnosis. Particularly in this case, mixed radiographic
lesions, such as ossifying fibroma, extra-follicular
variant of adenomatoid odontogenic tumor, calcifying
cystic odontogenic tumor and calcifying epithelial
odontogenic tumor were also considered as hypotheses
of diagnosis. According to Cahn and Blum, AF is a
hamartomatous lesion which, over time, will mature
into an ameloblastic fibroodontoma, and finally into
mineralized complex odontoma.3,6
Histologically, AF is a true mixed tumor, as it has
both mesenchymal and epithelial neoplastic
components such as strands, cords and islands of
odontogenic epithelium embedded in a cell rich
primitive ectomesenchyme resembling the dental

lamina with no associated calcified tissue.5,10 All the
above features were evident in the present case.
The preferred mode of treatment for AF is
conservative surgery for smaller lesions and more
radical procedures being reserved for larger lesions or
recurrent lesions with normal surrounding bone.6 The
incomplete removal of the tumour results in a high
recurrence rate which was reported by Trodahlet al
(43.5%), Zallenet al (18.3%) after reviewing 85
cases.7,12 Recently, an extensive review by Buchner and
Vered reported a recurrence rate of 16.3%, with malignant transformation to ameloblastic fibrosarcoma occurring in 6.4% of the reviewed cases.1,13 Due to these
findings the complete surgical excision of the tumor as
well as long-term clinical and radiographic follow up is
necessary and more attention given towards recurrent
cases, which has a greater risk of malignant
transformation.1 The patient reported here presented an
uncommon feature of AF: a voluminous lesion
occupying anterior mandible and surgical excision was
done but unfortunately we couldn’t follow up the case
due to noncooperation of the patient.
Conclusion
AF is a rare tumor with uncommon clinical and
radiographical presentation, associated with high
recurrence rate and malignant transformation. However
early diagnosis and prompt treatment results in good
prognosis.
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