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Hybrid Ameloblastoma - An Unusual Combination of
Desmoplastic and Conventional Ameloblastoma.
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Abstract: Ameloblastomas are benign, locally aggressive neoplams arising fromthe odontogenic epithelium. Thefollicular typeisof the most
common variant while desmoplagtic type is amongst the uncommon variant of ameloblastoma. Radiologically, the former appears as
unilocular or multilocular lucency, while the latter usually appears as mixed radiopague-radiolucent lesion. When the desmoplastic type
coexigs with other common variants; it is termed as hybrid aneoblastoma. A case of hybrid ameloblastoma, which was a combination of
desmoplagtic and follicular typesis being reported because of its rare occurrence and unique radiological picture.
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INTRODUCTION

Ameloblastomas are the commonest benign but locally aggressive
neoplasms of proliferating odontogenic epithdid origin *2. Among the
multiple histologica types fallicular and plexiform petterns are the most
common; followed by acanthomatousand granular cdll types. Uncommon
vaiantsindude desmoplagtic, basd cell, dear cdll, keratoame oblastoma
and papilliferous keratoameloblastoma. ‘Hybrid' lesion of
ameloblastmoma is composed of desmoplastic ameloblastoma and
conventiond follicular/ plexiform ameoblastoma This is an unusud
variant of ameloblastomawith only 8 casessofar reportedintheliterature®.
Desmoplagtic amdoblastoma exhibits important differences compared
with the classic type. Hybrid lesion will show the features of both
conventional and desmopladtic variant, making menagement difficult a
thorough preoperative radiologica evauetion in importanted. The latter
not only helpsin diagnosisbut dso servesasaguidefor thesiteof biopsy
and delinegtes the extent of tumor.

CASE REPORT

A 34-yearsfemae cameto usfor radiological evauation with, painless
hard swelling of in the lower jaw of 12-15 month duration. Clinica
examination reveded bony hard swelling arising from the anterior lower
jaw. Theintraora examination revesled anontender firm to hard massin
the region of anterior mandible, convered by ared but intact and mobile
mucosa. Thelesion extended from the premolar region on theleft sdeto
the premolar region on the right side. No lymphadenopathy or fistulae
were present. Theinvolved teeth were vital but were displaced lingualy.
Past medical history was unremarkable.

The posteroanterior radiograph of the mandible revealed adiffuse, solid,
illdefind, predominantly radiopaque lesion interspersed with fine
radiolucent areas producing a honeycomb appearance on left Sdewith a
cystic component on the right side with an apparent floating tooth
gppearance of the anterior incisors and canine on right side (fig 1).
Thenoncontrast computed tomography reved ed thenatureof inter matrix
of the leson dong with its extent. There was salid, expansile, poorly
defined masswith ameatrix of predominantly radiodensewithintervening
radiolucent areas resembling honeycomb in the anterior part of mandible
extending from the incisor to premolar region on left sde. A unilocular
cystic component was aso observed the lamina dura of the teeth in the
afected mandiblea ong with destruction of both buecd andlingud cortices
and asoft tissue bulge both intreordly and extraoraly. (fig.2). Therewas
completelossof corticomedullary differentiation. Based ontheradiologica

appearances, a provisiona diagnosis of desmoplastic variant of
amel oblastomawith concomitant follicular / plexiform variant was mede.
Incision biopsy from solid and cydtic areas of the tumor was donewhich
confirmed the concomitant desmoplastic and follicular variant of
amel oblastoma(fig.3). Thepatientsthen underwent hemimandibulectomy
acrossthe midlinewith prosthes's; postoperative period was uneventful .

Figure 1. Radiograph of mandible
(PA view) Shows a diffuse
radiodense lesion with honeycomb
appearance in the anterior
mandible on left side and a
radiolucent cystic lesion on right
side of midline with lingual
displacement of the adjacent teeth
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Figure 2: Axial CT image shows an
expansile, solid, mixed radiodense
radiolucent lesion with poorly defined
margins on the left side contiguous
with a cystic component on right side
occupying the anterior mandible
associated with destruction of the
cortices and extension in to the soft

tissues
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Figure 3: Photomicrograph showing features of both desmoﬂ astic and‘fol licula

amel oblastoma

DISCUSSION

Thedesmopl astic amel oblastomaisanunusud variant of ameloblastoma
characterized by low occurrence rate and marked stroma desmoplasa
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These tumors are most commonly seen in 3 to 5" decade of lifewith a
male preponderance. These lesons occur in maxilla and mandible with
nearlyu the same frequency inthe anterior or premolar portion of thejaw.
In contragt, classic ane oblastomaoccurs primarily in the posterior arees
of mandible. Maxillary lesons are consdered more complex as they
have easy accessto the adjacent vitd structures and the maxillary sinus.
Bedides this, the very thin cortica bone of the maxilla forms a wesk
barrier for the spread of these tumors'.

On radiograph and CT, desmoplagtic aneoblastomais characterised by
mixed radiolucent & raidiopaque appearance often described as
honeycomb gppearance. It presents a multifoca gppearance of munute
or punctate osseous flecks because of the infiltrative growth pattern of
tumor into surrounding bone with Smultaneous vigorous osteoblagtic
activity®. Radiologicaly, thelesion mimics benign fibro-osseouslesions.
Rardly, thetumor may be unilocular or multilocular and may occur inthe
molar region of mandible®. These lesions, however exhibit very high
incidence of poorly difined borders, which is in contrast to usual
fibroosseous leson that usudly have wel defined margins. Computed
tomography delinestes the internal structure and extent of the lesion
accurady and is particularly helpful in determining the border of the
lesion and invasion in to the adjacent structures’.

MR Imaging may show heterogeneous hypo to intermediate signa
intensity on T1-weighted images and heterogeneous hyperintendity on
T2 weighted images. Heterogeneous and moderate enhancement may be
observed on post-gadolinium T1-weighted images®. Histopathology of
desmoplastic ameloblastoma reveals small cords of odontogenic
epithelium separated by dense, fibrous, connective tissue. Spicules of
meature lamdlar bone trabeculae have been reported in intimate contact
with the tumor, and invasion has been demongtratec®.

Desmopladtic andoblastomais more aggressive than its other variants.
Thisissuggested by its potentid to reach large Sze, production an early
invasion of adjacent structures, diffuse & ill-defind radiographic
appearance and the histologica presence of bone invasion®. Recent
literature describes the occurrence of hybrid ameloblastoma with
histologicd featuresof fallicular / plexiform ame oblastomawith festures
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of desmoplastic and oblastoma®. Radiologicaly, it may show feature of
desmoplastic and conventional ameoblastoma i.e. mixed radiodense-
radiolucent leson dong with purely cystic component™ as was seenin
our case.

Thus, sincethe neture of thelesion, itsinterfacewith norma boneand its
extent is Sgnificant for optima mamagement, preoperative radiologica
evaudion of leson in the anterior jaw is very essentid. Fibro-osseous
appearing leson may be characteridtic of desmoplastic aneloblastoma
on CT. CT may aso ddineate the concomitant presence of cystic
component of the mass that should arouse the suspicion of hybrid
ame oblastoma. A thorough radiologica examinaion will help making a
preoperative diagnosis, guiding the site for biopsy and thus reeching a
definitive diagnosis preoperatively, preventing errors in formulating
trestment plans and achieving higher cure ratesin such lesions.
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