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Peripheral Ameloblastoma In An Adolescent Male Mimicking Pyogenic 

Granuloma: An Unusual Finding 
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Abstract: 

Peripheral ameloblastoma (PA) is a benign, uncommon extraosseous odontogenic soft tissue tumour.  

Though it has same histological features as that of classical intraosseous ameloblastoma, it is unique in that 

it has an extraosseous location confined to the gingiva or alveolar mucosa. The authors here report a case 

report of PA in a 26 year old male with clinical diagnosis of pyogenic granuloma, thereby highlighting the 

importance of histological examination for the diagnosis of this tumour and also to have a suspicion of PA in 

the differential diagnosis of nodular lesions of the gingiva and alveolar mucosa 

 

Introduction 

Prevalence of odontogenic tumor is 0.8% of all 

oral and maxillofacial pathology with 

Ameloblastoma accounting for 30% of these. 
[1]

 

The peripheral ameloblastoma (PA) is an 

exophytic growth localized to the soft tissues 

overlying the tooth-bearing areas of the jaws, the 

initial diagnosis often being fibrous epulis. Most 

of the times there is no radiological evidence of 

bone involvement, but during surgery it may 

reveal superficial bone erosion known as cupping 

or saucerization. PA occurs at a significantly 

higher age (52.1years) than the intraosseous 

ameloblastoma (IA-37.4 years). There is higher 

male preponderance of PA as compared to IA 

with 32.6% cases involving the mandibular 
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premolar region
 [2]

. Here, we are reporting a case 

of peripheral ameloblastoma in a 26 year old 

male, clinically diagnosed as pyogenic  

granuloma. 

  

Case report 

A 26-year-old male patient presented to the 

periodontology OPD of our hospital with a 

painless swelling on the gingiva. The patient 

could not tell us as to when he noted the lesion. 

The intra-oral examination revealed a nodule 

which was covered by erythematous mucosa, with 

an irregular surface and a firm consistency, which 

was located in the left posterior alveolar mucosa, 

measuring approximately 5 × 4 × 3 mm (Fig A). 

The periapical radiograph examination displayed 

no bone erosion (Fig B). A provisional diagnosis 

of pyogenic granuloma was made and an excision 

was performed. The specimen was fixed in 10% 

formalin buffer and it was sent for 

histopathological examination. 

The microscopical finding was nests of 

odontogenic epithelial cells showing ameloblast-

like peripheral cells with polarized nuclei and 

central cells stellate reticulum like features. These 

nests were distributed in the fibrous stroma and 

they seemed to fuse with the keratinized stratified 

squamous epithelium that covered the lesion (Fig 

C, D). The histological surgical margin of the 

excised lesion was disease-free. The diagnosis 

was peripheral ameloblastoma. The patient is in 

follow-up for six months without any signs of 

recurrence. 

 

 
Fig.A: Nodular exophytic growth in the left vestibular alveolar mucosa. 

Fig.B: OPG showing no bony erosion. 

 
Fig.C: Nests of odontogenic epithelial cells fuse with the overlying keratinized squamous epithelium 

(H&EX 10x) 

Fig.D: Nests of odontogenic epithelial cells showing ameloblast-like peripheral cells with polarized nuclei 

and central cells stellate reticulum like features (H&EX 40x) 
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Discussion 

According to Buchner and Sciubba, PA is defined 

as a tumor with the histologic characteristics of an 

intraosseous ameloblastoma but occurring in the 

soft tissue overlying the tooth-bearing regions of 

the maxilla and mandible.
[3,4]

 According to WHO 

classification (2005), “the extraosseous/PA is the 

extraosseous counterpart of the intraosseous 

solid/multicystic ameloblastoma”.
[5]

 A review of 

the English literature disclosed 70 well 

documented cases of PA till 2005.
[6]

 Since, then 

very few cases have been reported.
[7-10] 

The overall average age is 52.1 years, slightly 

higher for males (52.9 years) than for females 

(50.6 years). Thus, the PA occurs at a significantly 

higher age than the intraosseous ameloblastoma 

(IA-37.4 years).
 [2]  

Our patient presented at a 

much younger age of 12 years. 

PA is a painless, sessile, firm and exophytic 

growth with relatively smooth sometimes 

granular, pebbly, papillary or warty surface.
[2,11]

 

The color of the lesion varies between normal or 

pink and red or dark red.
[2]

 In a study by Mintz et 

al, the tumors ranged between 0.2 and 4.0 cm in 

diameter, with a mean of 1.4 cm.
[12] 

Most of the 

times there is no radiological evidence of bone 

involvement, but during surgery it may reveal a 

superficial bone erosion known as cupping or 

saucerization. 
[2]

   Mandible has been clearly the 

most common site of occurrence for PA
.[2,12]

 with 

the mandibular premolar region to be the most 

common site of involvement.
[12,13] 

The gross specimen consists of a firm to slightly 

spongy mass of pink to pinkish grey color. The 

cut surface may contain minute cystic spaces 

filled with clear, pale yellow fluid.
[2]

 

Histologically, the tissue is composed of islands 

and strands of odontogenic epithelium, usually 

resembling the follicular pattern of intraosseous 

ameloblastoma. Most of the islands exhibit 

palisading of columnar basal cells and a stellate 

reticulum is seldom conspicuous
.[2, 14]

The 

epithelial islands commonly exhibit the 

acanthomatous variant of this pattern, with central 

areas of keratin formation, or the cystic pattern.
 

Immunohistochemically, PA showed positive 

reactivity for AE1/AE3, KL1,34, E12, and 

MNF116 cytokeratin and negative staining for 

CK8, CK10, CK13, CK17, and CK18, are in 

accordance with the observation seen in human 

enamel organ 
[15] 

PA should be differentiated from peripheral 

reactive lesions such as pyogenic granuloma, 

epulis, papilloma, fibroma, peripheral giant-cell 

granuloma, peripheral odontogenic fibroma, 

peripheral-ossifying fibroma, Baden’s 

odontogenic gingival epithelial hamartoma, and 

basal cell carcinoma 
[2].

  

The current treatment of choice is conservative 

supra periosteal surgical excision with adequate 

disease-free margins
 [2]

. Continuous followup is 

necessary as late recurrence is also reported. In 

our case, complete surgical excision was done, 

and patient is on continuous followup since last 

six months with no recurrence noted so far. 
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