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ABSTRACT 
 
Aims:  
The study aims to describe the characteristics of of ameloblastoma in a retrospective sample of cases reported at 
the faculty of dentistry, University of Benghazi, Libya 
Methods  
 A retrospective analysis of cases diagnosed with a ameloblastoma between 2001 and 2016 at faculty of dentistry -
Benghazi-libya were reviewed histologically. The cases were then subclassified according to the basic criteria of 
the World Health Organization. In addition, cases were analysed in terms of clinicopathologic and histopathologic 
features. 
Results:  
A total of 28 ameloblastomas types were identified: 8 conventional, 2 peripheral, and 17 unicystic (4 cases 
ameloblastoma arising in dentigerous cysts) and 1 case is malignant ameloblastoma. Tumours were distributed 
throughout the jaws with 26 cases in mandibular, 2 cases in maxilla, (2 cases and cross midline, and 2 cases in an 
anterior location). 
Conclusion: 
The clinical epidemiological profile of the patients from the present study is very similar to other populations with 
regards to gender, age and tumor location, with unicystic ameloblastoma being the most common subtype in our 
population, in contrast to other reports. 
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INTRODUCTION 
 
Ameloblastoma is an odontogenic tumor derived 
from odontogenic epithelium within a mature 
fibrous stroma (1). Although classified as a benign 
tumor, ameloblastoma is a locally aggressive 
odontogenic tumor with severe clinical implications 
and has the potential for malignant transformation 

(2,3). It represents approximately 14% of all jaw cysts 
and tumors and about 9 to 11 % of all odontogenic 
tumors (4,5). Based on a report of World Health 
Organization (WHO) on the odontogenic tumor, 
ameloblastoma classified (i) unicystic, (ii) 
solid/multicystic, (iii) peripheral or (extraosseous), 
and (iv) desmoplastic ameloblastoma (6). However, 
the new classification of WHO in 2017, 
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ameloblastomas were narrowed to ameloblastoma 
(conventional), unicystic, extraosseous/peripheral, 
and metastasizing variants due to the introduction 
of perspective views based on updates from genetic 
studies (7).  The most common type of ameloblastoma 
is the conventional type, accounting for 90% of all 
ameloblastomas. Within this group, the most 
frequent pattern is plexiform and follicular 
histological patterns. The follicular type can show 
different kinds of cytological differentiation, such as 

basal cell, granular, and spindle cell types (8).  

Clinically, Ameloblastomas usually present as a 
painless, slow-growing swelling that develops most 
often in the jaw near the molars, perforation of 
mandible or maxilla cortical plates, and involves 
surrounding soft tissue sinonasal structure (9). 
Radiographically, ameloblastomas present as 
unilocular and multilocular radiolucent lesions 
surrounded by a radiopaque border, primarily 
located in the posterior mandibular segment (10). 
Ameloblastoma has a reportedly varied geographical 
prevalence ranging from 11-24% of all odontogenic 
tumors in North America to an estimated world-
wide incidence of 0.5 cases per million person-years 
(11,12). Ameloblastoma constituted up to 99% of 
odontogenic tumors in sub-Saharan Africa, with the 
mandible being more frequently affected (11,13). 

Unfortunately, little is known about ameloblastoma 
in the Libyan population. Therefore, the present 
study aimed to assess the prevalence of 
ameloblastoma in a retrospective sample of cases 
reported at the faculty of dentistry, University of 
Benghazi.  
 
MATERIALS AND METHODS 
 
This study is a retrospective analysis of 28 cases 
diagnosed with a ameloblastoma. The data files were 
retrieved from the data bank of Department of Oral 
Medicine, Oral Pathology, Oral Diagnosis and 
Radiology, Benghazi University Faculty of Dentistry. 
All cases diagnosed with ameloblastoma during the 
period between 2001 and 2016 were reviewed 
histologically of haematoxylin and eosin stained 
section. The revision was performed by two oral 

pathologists, one of them is a professor of oral 
pathology. Any disagreement in the diagnosis was 
resolved by discussions and seeking a third opinion. 
The cases were then subclassified according to the 
basic criteria of the world health organization. In 
addition, cases were analysed in term of 
clinicopathologic and histopathologic features. Data 
was summarised using appropriate statistical 
methods (counts and percentages) to provide a 
descriptive picture according to subtypes, site 
within the mouth and gender and age of cases. The 
statistical analysis was conducted using excel sheets.  
 
RESULTS 
 
Clinical and histolopathologic characteristics of all 
cases are summarized in Tables 1 and 2. Seventeen 
patients were males and 12 females. The mean age 
at time of diagnosis was 30.7 years (range from 13 
to 75 years). Table 3 shows the distribution of 
ameloblastoma cases on the basis of age. We 
observed that highest number of cases belonged to 
age group 10-19,20-29,30-39 years (n=7) for each 
group. Lowest number of cases were observed in the 
age group 50-59 years (n=0). Tumors were 
distributed throughout the jaws with 26 cases in 
mandibular, 2 cases in maxilla, (2 cases and cross 
midline, and 2 cases in an anterior location). 
Twenty-five cases presented as variably sized 
swellings of the jaws, 2 cases with ulceration, 3cases 
with pain, 3 cases with tooth mobility and 1 case 
with paraesthesia. Data on clinical follow-up and 
radiological assessment were retrieved from the 
medical record files wherever possible. five cases 
are associated with impacted tooth, root resorption 
and bone resorption occurred in 5 and 3 cases 
respectively, and 1 patient suffered from recurrence. 
There was insufficient documentation on follow-up 
in most of cases.  
All 28 ameloblastomas were classified according to 
WHO classification (7) into the following types: 8 
conventional, 2 peripheral, and 17 unicystic (4 cases 
ameloblastoma arising in dentigerous cysts) and 1 
case is malignant ameloblastoma. 
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Table 1. Clinical and histopathological Features of Ameloblastoma 

No  Age  Sex Site Diagnosis 

1 42Y F Mandible (premolar area) Peripheral ameloblastoma 

2 49Y F Mandible (premolar area) Conventional ameloblastoma 

3 17Y M Mandible (Premolar to ramus area) Unicystic ameloblastoma(mural)  

4 20Y M Mandible  (molar area) Unicystic ameloblastoma 

5 31Y M Mandible  (molar area) Unicystic ameloblastoma 

6 35Y F Mandible  (molar area) Unicystic ameloblastoma 

7 28Y M Mandible (molar to ramus area) Ameloblastoma in odontogenic cyst 

8 75Y M Mandible (premolar to ramus area) Conventional ameloblastoma 

9 31Y M Mandible (ramus area)  Ameloblastoma in odontogenic cyst 

10 22Y F Mandible (molar to ramus area) Unicystic ameloblastoma 

11 36Y F Mandible (premolar to ramus  area )  Malignant ameloblastoma 

12 19Y M Mandible (Premolar to ramus area) Unicystic ameloblastoma 

13 60Y M Maxilla (  Anterior area)  Conventional ameloblastoma 

14 41Y M Mandible (third molar area) Ameloblastoma in odontogenic cyst 

15 17Y M Mandible (premolar to ramus area)  Unicystic ameloblastoma 

16 17Y M Mandible (premolar to ramus area)  Conventional ameloblastoma 

17 21Y F Mandible (premolar to ramus area)  Conventional ameloblastoma 

18 15Y F mandible(molar area) Unicystic ameloblastoma 

19 41Y M  Mandible(  Anterior area) Unicystic ameloblastoma 

20 41Y M Mandible (ramus area)  Conventional ameloblastoma 

21 27Y F Mandible (molar area) Unicystic ameloblastoma 

22 13Y M Mandible premolar to molar and cross midline ) Unicystic ameloblastoma 

23 14Y M Mandible (molar area) Unicystic ameloblastoma 

24 20Y F Mandible (molar area) Conventional ameloblastoma 

25 23Y F Mandible (Premolar and cross midline ) Conventional ameloblastoma 

26 36Y M  Maxilla (palate right area ) Peripheral ameloblastoma 

27   32Y M Mandible (premolar area ) Unicystic ameloblastoma(mural) 

28 37Y F Mandible ( molar to ramus) Ameloblastoma in odontogenic cyst 

 
Table 2:  Histopathological Variants of 

Ameloblastoma 
 

Histopathological subtype No 

Follicular type 2 
plexiform type 2 
unicystic type 4 
Cystic/ Follicular type 5 
Cystic/ plexiform type 2 
Follicular/ plexiform type 2 
Follicular/desmoplastic type 2 
plexiform /desmoplastic type 2 
Granular /cystic type 2 
Cystic/desmoplastic type 1 

Table 3: Distribution of ameloblastoma cases on 
the basis of age 

 
 

Age (years) 
Number of 

patients 

10-19 7 
20-29 7 

30-39 7 
40-49 5 

50-59 0 
60-69 1 

70-79 1 
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DISCUSSION 
 
Despite the increasing literature about odontogenic 
tumors, specifically ameloblastoma, little is known 
about the clinicopathological aspects and frequency 
of these tumors in Libya. 
In this study, there was a slight male predominance 
in the distribution of ameloblastoma Male: Female 
(1.3:1). Similar distribution was observed in a study 
conducted by Verma et al (13) (1.3:1), Montes et al. (14) 
(1.2:1), Adebiyi et al. (15) (1.5:1), Poon et al. (16) 
(1.4:1). In addition, the largest study on 
ameloblastoma published by Reichart et al. (17) 
reported a male: female ratio of 1.1:1 showing a 
slight male predominance. However, Similar 
distribution was observed in other studies (15,18 ,19). 
 Ameloblastomas were observed in a wide age range 
(13–75 years) in our study. This finding is in 
agreement with most reports in the literature (15-18, 

20-27). In the present study, ameloblastoma occurred 
more often in the first, second, third decades of life. 
None of the tumour was found below 10 years of 
age. According to Kim and Jang (28), the frequency of 
ameloblastoma in young patients (< 19 years) is 
relatively low, occurring in only 10 to 15% of all 
reported cases. Our results show a greater 
frequency, around 25%, for this group of individuals. 
In addition, our findings were close to those 
observed by Chidzonga et al. (29), who showed that 
two thirds of the patients affected by 
ameloblastomas were less than 40 years of age 
Almost 92,8% of ameloblastomas were located in 
the mandible, with a very high mandible to maxilla 
ratio (13:1). This is very high compared with the 
ratios reported by Okada et al (18). Reichart et al (17) 
in an extensive review of all of the cases reported in 
the literature, found the ratio to be around 5:1. The 
high occurrence in the mandible in the present 
institutional study may be due to loss of maxillary 
ameloblastomas to eye-nose throat surgeons.  
According to the distribution of ameloblastoma in 
various anatomical regions of the jaws, the tumours 
tend to occur commonly in posterior area of the 
mandible (19, 30-33). This finding is also compatible 
with our results.  
In relation to the frequency of the different 
ameloblastoma histological subtypes, the results of 
the present study differ from previous reports 
(19,21,34), which demonstrated a greater occurrence of 
the solid tumor variant. Our findings are similar to 
those from Montes et al (14). Pereira Fet al (31), who 
observed a greater prevalence of the unicystic 
subtype. 
In accordance with the reports of several authors 
(30,31), the most clinical manifestation of 
ameloblastoma is swelling in the area affected by the 
tumor. Our results are in accordance with previous 
reports.  

An interesting finding in the current study was 
observed 4 cases of ameloblastoma arising from 
dentigerious cyst. Various studies report that 
between 15 and 30% of all ameloblastomas form in 
the wall of a dentigerous cyst (35). However, it is not 
known whether they arise from a neoplastic 
transformation of cells from an otherwise non 
neoplastic dentigerous epithelium or arise de novo 

(36). one case of ameloblastomas have recurred. it is 
difficult to arrive at a conclusion regarding the 
relationship between recurrences observed in 
different subtypes and treatment modalities, as 
these data were not available for all the 
ameloblastomas analysed in this study 
In our study we found 1of 28 cases amoloblastic 
carcinoma deposit of ameloblastic carcinomas were 
considered as extremely rare malignant odontogenic 
epithelial neoplasm’s that may arouse de novo or 
from a pre-existing odontogenic lesion (37).  
 
CONCLUSIONS  
 
The clinical epidemiological profile of the patients 
from the present study is very similar to other 
populations with regards to gender, age and tumor 
location, with unicystic ameloblastoma being the 
most common subtype in our population, in contrast 
to other reports. 
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