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ABSTRACT Ameloblastoma is a benign odontogenic tumour of epithelial origin. It represents 1% of all tumours and
cysts of the jaws. It is located in the mandible in 80% of cases and in the maxilla in 20% of cases. The WHO, in its
classification of odontogenic tumours in 2017, divides ameloblastoma into 3 groups: unicystic ameloblastoma, peripheral
ameloblastoma and conventional (or multicystic) ameloblastoma. The histological types of the latter include the follicular
and the plexiform. The surgical management of these tumours represents a real challenge for the surgeon, who wants to
be as conservative as possible. The treatment of ameloblastoma is surgical; enucleation, curettage or interruptive resection
are applicable depending on the size and the type of lesion. The objective of this article is to report the diagnostic and
therapeutic attitude toward mandibular plexiform ameloblastoma in a young 29-years-old patient treated in the oral
surgery department of the dental consultation and treatment centre of Casablanca.
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Introduction

The ameloblastoma is a benign odontogenic tumour of epithe-
lial origin. However, it exhibits aggressive behaviour with a
local invasive and evolutionary potential and a high level of
recurrence.

It represents 1% of maxillary and 11% of odontogenic tu-
mours[1].

Most ameloblastomas (up to 80%) are located in the mandible,
usually in the posterior part of the horizontal branch. Only 20%
are arising in the maxilla. They may occur at any age, but usually
between the third and fifth decade and has an equal gender
distribution[2].

In 2017, World Health Organization (WHO) divided
ameloblastomas into 3 types: conventional (multicystic), uni-
cystic and peripheral. Conventional ameloblastoma is the most
common form, representing 85% of all ameloblastomas. Histo-
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logically it can be divided into follicular, plexiform, and other
less common histological variants[3].

Clinically, the symptoms are non-specific, usually manifest-
ing as swelling. Radiographically, these lesions appear as uniloc-
ular or multilocular radiolucencies with a soap-bubble or honey-
combed appearance. The diagnosis is confirmed histologically.

The aim of this article is to report the case of plexiform
ameloblastoma diagnosed in a young patient 29 years old who
underwent surgical enucleation followed by dental implant
placement in the Oral Surgery Department of the dental consulta-
tion and treatment centre of Casablanca and to underline the im-
portance of the conservative approach in managing ameloblas-
tomas.

Case Report

We report the case of a 29-years-old woman, received in the
consultation of the Oral Surgery Department of the Dental Con-
sultation and Treatment Center of Casablanca, complaining of
oral swelling on the left side of the mandible evolving for 3
months. The patient was a non-smoker and had no underlying
disease.
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The extraoral examination was unremarkable. The intra-
oral examination revealed a raised mass in the left mandibular
lingual area, painless, non-tender, and covered with normal
mucosa, extending from the lower first premolar (34) to the
lower second molar (37). The 35 and 36 were mobile. [Figure 1]

A panoramic X-Ray revealed a well-circumscribed, multiloc-
ular radiolucency extending from the 33 to the mesial root of the
37. The 34, 35 and 36 were encased in the lesion with slight root
resorption. [Figure 2]

Figure 1 Intraoral examination showing a lingual swelling.

Figure 2 Preoperative panoramic X-Ray showing a well-
circumscribed, multilocular radiolucency extending from the
33 to the the mesial root of the 37.

A preoperative CT scan was carried out to show the true
extent of the lesion and the relation with anatomic elements. The
scan revealed an extensive hemi-mandibular lesion causing a
rupture of both external and internal cortical layers. [Figure 3]

Surgical treatment was performed under local anaesthesia. It
consisted of enucleation of the entire lesion with the extraction
of premolars and the first molar. [Figure 4]

Antibiotics, analgesics and anti-inflammatory drugs were
given to the patient postoperatively. The histological diagnosis
was reported as plexiform ameloblastoma.

The patient has been kept under periodic follow-up since
then.

Figure 3 Preoperative CT scan showing an extensive hemi-
mandibular lesion causing a rupture of both external and inter-
nal cortical layers.

Figure 4 Intraoperative photographs.

After approximately 18 months of regular clinical and ra-
diographic follow-up, no recurrence has been observed, and
satisfactory bone healing was achieved.[Figure 5, 6]

Thus, dental rehabilitation was planned. Three dental im-
plants were placed, replacing 34, 35 and 36. The prosthetic phase
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Figure 5 6 months postoperative panoramic radiograph.

Figure 6 1 year postoperative panoramic radiograph.

Figure 7 2 years postoperative panoramic radiograph showing
a good osseointegration of the dental implants.

of restoration was initiated after 6 months of clinical and ra-
diographic assessment of osseointegration. The implants were
fitted with permanent crowns to restore the masticatory function
of the patient.[Figure 7]

After 1 year follow-up, there was no sign of local recurrence.

Discussion

Ameloblastoma is an odontogenic tumour that grows slowly
but is locally invasive and infiltrating. It represents 1% of all
tumours and cysts that involve the maxillo-mandibular area and
about 11% of odontogenic tumours.[4]

80% of ameloblastomas occur in the mandible, usually in the
posterior part of the horizontal branch.

The etiopathogenesis is still poorly understood but has been
linked to the enamel organ, remnants of odontogenic epithe-

lium and faulty regulation of the genes involved in tooth de-
velopment, which may also explain the potential for malignant
transformation as metastasis. [5]

Several other causative factors have been proposed, includ-
ing trauma, inflammation, nutritional deficiencies, non-specific
irritation from extractions, and dental caries.[6]

Ameloblastoma is most commonly found in young adults,
reaching around 35. It has no predominance in terms of gender
or race.[7]

Clinically, the symptoms are non-specific. They include pain-
less swelling that may cause severe facial deformity, teeth loss,
ulcers or periodontal problems. Our patient complained of oral
swelling on the left side of the mandible.

Radiographically, the lesions appear as unilocular or mul-
tilocular radiolucencies with a soap-bubble or honeycombed
appearance. In some cases, ameloblastomas appear as a circum-
scribed radiolucency surrounding the crown of an unerupted
tooth, mimicking a dentigerous cyst.

Diagnosis is confirmed through the radiographic appearance
of the lesion, its clinical behaviour, and histopathology.

In the case reported in this article, the patient was a woman
and was in her 3rd decade. Clinically, she presented a swelling
in the left mandibular lingual area, gradually increasing in size.
Histopathological features revealed plexiform ameloblastoma.

The World Health Organization (WHO), in its latest classifi-
cation of odontogenic tumours in 2017, divided ameloblastomas
into 3 groups: unicystic ameloblastoma (13% of cases), periph-
eral ameloblastoma (1% of cases) and conventional (or multicys-
tic) ameloblastoma (86% of cases). The main histological types
of the latter include the follicular and the plexiform.[8]

This article will focus on the classic findings of multicystic
ameloblastoma, especially the plexiform variant and will under-
line the importance of a conservative and multidisciplinary the
approach to managing ameloblastomas to maintain our patient’s
quality of life.

The most common form of ameloblastomas is the
solid/multicystic/conventional type, making up about 86% of
all cases. It is slow growing but can infiltrate adjacent structures,
recur, and even metastasize.

Histologically, it can be divided into 2 main patterns: the
follicular and the plexiform type. In addition, other microscopic
subtypes have been reported (cystic, granular, acanthomatous,
spindle cell, basal cell. . .)

The term “plexiform” refers to the appearance of anastomos-
ing islands of odontogenic epithelium in contrast to a follicular
pattern. It is not uncommon for ameloblastoma to display both
histological patterns.

The plexiform pattern is more aggressive and has a signifi-
cantly high recurrence rate.

In a series of 78 cases, Nakamura et al. reported a higher re-
currence rate for follicular (26.3%), plexiform (21.7%) and mixed
(follicular and plexiform) (33.3%) ameloblastomas, regardless of
the type of treatment. [9]

The average period to recurrence has been reported to be
around 5 years. [10]

The appropriate management strategy for ameloblastoma
remains controversial due to its locally invasive and aggressive
nature and high recurrence rate. The treatment modalities are
influenced by the age of the patient, the extension, duration,
and position of the lesion, as well as the histopathological vari-
ants.[11]
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In the case of solid and multicystic ameloblastoma, the treat-
ment recommended by most authors is radical surgery with
margins of 1 cm and resection of adjacent soft tissue.

However, radical techniques bring with them serious inconve-
nience to the patient, including masticatory dysfunction, change
of mandibular movements, facial mutilation and deformity, as
well as psychological sequelae that require a reconstruction pro-
cedure to restore the patient’s quality of life.

Therefore, some authors propose combined conservative
surgery, which consists of enucleation or curettage and long-
term follow-up, as a possible alternative, especially when the
patient has good patient compliance and a low risk of involve-
ment of adjacent structures.[12] [13] [14]

A study by Nakamura in 2002 compared the long-term results
of different approaches to 78 patients with ameloblastomas. It re-
vealed that conservative treatments, including marsupialization
and enucleation with or without Carnoy’s solution, followed by
sufficient bone curettage, were useful and reduced the need for
jaw resection.[9]

Huang et al. conducted a study on 15 patients with ameloblas-
toma, concluding that good results can be obtained with conser-
vative surgery and that a second surgery can succeed in recur-
rence. However, a long-term follow-up is necessary. [15]

Another study by Hresko in 2021 confirmed that the radical
approach is associated with a significantly higher risk of post-
surgical complications, a lower rate of prosthetic rehabilitation,
and the necessity of multiple surgical interventions compared to
the patients treated conservatively. [16]

These findings follow the results of Hendra in 2019, who sug-
gests that the radical treatment strategy has severe consequences
for patients and reduces their quality of life. Thus, it should be
reserved for recurrent cases.

In developing countries where resources allocated to the
health system are limited, these factors significantly impact
decision-making: conservative methods are associated with a
higher risk of recurrence but lower risks of other complications
and fewer surgical interventions for esthetic and functional reha-
bilitation. Consequently, this strategy is getting better feedback
from patients.[17]

In the Oral Surgery Department of Casablanca, our philoso-
phy has always been to provide a treatment that is as minimally
invasive as possible and to employ less aggressive methods
when treating ameloblastomas after carefully considering the
individual clinical, radiographic and histopathological variables
of each case and establishing a long and intensive follow up
program.

Hirschhorn recommended a 5 to 20-year follow-up period.
[18]

The case reported in this article illustrated an interdisci-
plinary treatment approach provided by cooperation between
oral surgeons and prosthodontists.

A staged approach was conducted. After the enucleation, our
patient underwent implant placement after regular follow-up
and review for almost 2 years. Prosthetic phase of restoration
was initiated after 6 months of clinical and radiographic assess-
ment of osseointegration.

The follow-up has revealed excellent stability of the dental
implants and prosthetic restorations.

It was demonstrated that conservative therapy in a young
patient not only preserves the bone structures in good condi-
tion but also saves the patient from psychological trauma and
prevents or delays the need for aggressive surgery.

After two years of treatment, our patient had no evidence
of tumour recurrence, completely reconstructed soft and hard
tissues, restored function, and ultimately improved quality of
life.

Conclusion

Managing ameloblastomas will probably remain controversial
for a long time. The need to balance a conservative approach
in the treatment with a low recurrence rate is a difficult goal to
achieve.

Appropriate treatment should be individualized, considering
clinical and radiological outcomes, histopathological variants,
and the patient’s age.

A long-term follow-up is recommended at least for the first
10 years, including periodic radiographic monitoring.
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