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ABSTRACT: 
Ameloblast carcinoma is a rare tumor of the facial bones with features of ameloblastoma and carcinoma. It occurs more 
frequently in the mandible than in the maxilla. Surgical resection with 2–3 cm bone margins, is the current modality for the 
treatment of AC. Postoperative Radiotherapy may be beneficial who have locally recurred or those with residual disease 
after resection. The prognosis of AC is poor. The recurrent rate was 50%–90%, whereas the metastatic rate has been reported 
about 30%. 
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INTRODUCTION 

Ameloblast carcinoma is a rare tumor of the facial bon

es with features of ameloblastoma and carcinoma. It 

occurs more frequently in the mandible than in the 

maxilla.  Ameloblastic carcinoma is an extremely 

uncommon malignant tumor of odontogenic 

epithelium accounting for 2% of odontogenic tumor 

[1]. These tumors have cytologic atypia, poor 

differentiation and high mitotic index. Usually pesent 

as a cystic lesion with clinical feature of benign lesion 

or as a large ulcerated tissue mass with significant 
bone resorption and tooth mobility[2]. 

Ameloblast carcinoma occurs mainly in the posterior 

part of the jaw and has two main types: the first type i

s called de novo carcinoma, while the second type is d

efined as the malignant transformation of a pre-

existing benign ameloblastoma [3, 4]. 

More than 3600 cases of ameloblastomas have been 

described in the literature [5] but less than 60 cases of 

ameloblastic carcinoma have been reported so for, 

among which two thirds occurred in the mandible [6]. 

Surgical resection with 2–3 cm bone margins, is the 
current modality for the treatment of AC. 

Postoperative Radiotherapy may be beneficial who 

have locally recurred or those with residual disease 

after resection.The prognosis of AC is poor. The 

recurrent rate was 50%–90%, whereas the metastatic 

rate has been reported about 30% [7]. 

 

CASE REPORT 

A 42 year old male presented with dull aching pain in 

right upper alveolus the patient underwent tooth 

extraction in December 2022 at a dental clinic. He 

noticed a soft tissue mass that had been growing since 

two to three months. Besides swelling and local site 

pain the patient did not complaint of any other 
symptoms including paresthesia or radiating pain. 

Extra orally the patient showed facial asymmetry due 

to right maxillary swelling. The skin over the swelling 

was smooth and normal. 

Right upper alveolus cyst specimen was suggestive of 

epithelial odontogenic neoplasm with the possibilities 

of sclerosing odontogenic carcinoma, metastatic 

carcinoma or desmoplastic ameloblastoma with IHC 

correlation. 

The patient underwent Right Radical Maxilectomy + 

Right Orbital Enucleation +Right Modified Radical 
Neck Dissection + ALT (left thigh lateral pedicle) 

Flap in June 2023 at local private hospital (Figure A). 

http://www.ijrhas.com/
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A 

(Figure A: shows patient after post operative) 

 

 
B 

(Figure B: shows IHC was suggestive of ameloblastic carcinoma) 

 

 
C                                                                D 

(Figure C and D: shows IMRT planning) 
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E 

(Figure E showed PET- CT suggestive of distant metastasis) 
 
The histopathological examination report was 

suggestive of poorly differentiated malignant round 

cell tumor with lympho-vascular invasion and peri-

neural invasion with tumor invading orbital floor. The 

eyeball was spared by tumor.  

The immunohistochemistry (Figure B) was suggestive 

of ameloblastic carcinoma.  

One month after surgery the patient presented to us in 

cancer O.P.D. initial workup and assessment of the 

patient for present disease status was done. The 

patient was taken up for concurrent chemo 

radiotherapy. The technique employed was Intensity 
Modulated Radiotherapy (Figure C and D) with a total 

radiation dose of 66 Gy/30# to PTV and 60 Gy/ 30# to 

ipsilateral lymph nodes and 54 Gy/30# to contralateral 

lymph nodes with 6 cycles of concomitant injection 

cisplatin 50 mg weekly. The patient was kept on 

regular follow up during the course of entire chemo –

radiotherapy.  

The patient was kept on regular follow up and CECT 

neck was done after six weeks of completion of 

radical treatment. No recurrent lesion was noted for 3 

months. Patient complaint of pain abdomen for that 
ultra-sonography was done which showed space 

occupying lesions. PET-CT (Figure E)  done dated 

29/12/23 suggestive of hepatic ,skeletal metastasis 

with abdominal lymphadenpathy. There was no local 

recurrence.  

 

CASE DISCUSSION 

Ameloblastoma is a common odontogenic epithelial 

tumor that is benign that can transform into a 

malignant tumor called ameloblastic carcinoma (AC), 

which is very rare [8].   

Ameloblast carcinoma affects different age groups. Th

ere is no genderpreference. The back of the mandible i

s the most commonly affected area [9]. Involvement 

of the maxilla by ameloblastic carcinoma seems to be 

less frequent than that of the mandible [9]. Swelling, 

although others include associated pain, rapid growth, 

trismus and dysphonia is the most common clinical 
feature [9]. 

Plain X-ray and computerized axial tomography are 

radiological investigations. 

The osteolytic process may appear on radiographs as a

 unilocular or multilocular appearance. Metastatic dise

ase should be checked, especially in patients with clas

sical ameloblastoma, malignant ameloblastoma and a

meloblastoma recurrence [10] 

Immunostaining distinguish between benign and mali

gnant tumors [11]. Other authors  have noted, p53 exp

ression in AC compared to AM plays a role in malign
ant transformation [12]. 

Treatment of choice is surgical resection. En bloc 

removal surgical modality with 1–2 cm of normal 

bone margin to ensure disease-free survival. Local 

recurrence rates of less than 15% [10]. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3177477/#CR9
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Ameloblastic carcinoma is considered to be a 

radioresistant tumor. However, pre- or postoperative 

radiotherapy may reduce the size of ameloblastic 

carcinomas [13]. 50% of postoperative patients 

developed local recurrence or metastasis, and could be 
treated with radiotherapy. Radiotherapy alone is 

appropriate for patients who are not surgical 

candidates, or exhibit advanced local or metastatic 

disease reported by Dhir K et.al [14]. 

Local recurrence 0.5–11 years after definitive therapy 

[15]. Distant metastasis having poor prognosis and 

may appear as early as 4 months or as late as 12 years 

postoperatively [15]. Lung is the most common site 

for a distant metastasis, followed by bone, liver, and 

brain [15]. Distant metastasis can occur in the absence 

of a local or regional recurrence as seen in our case 

[16] 

 

CONCLUSION 
In conclusion, ameloblastic carcinoma is a relatively 

rare type of tumor. Ameloblastic carcinoma exhibit an 

aggressive clinical behavior, including rapid tumor 

growth, painful swelling and perforation of the cortex. 

The proposed mechanisms underlying the 

transformation of a classic benign ameloblastoma into 

a malignant tumor remain controversial. It has been 

indicated that wide local excision with postoperative 

radiation therapy should be employed. However, 
novel therapeutic regimens must be considered, 

including carbon ion therapy and Gamma Knife 

stereotactic radiosurgery. Controlled studies with 

larger groups of patients are required to increase the 

accuracy of results. 

 

REFERENCES 
1. Small IA, Waldron CA. Ameloblastomas of the jaws. 

Oral Surgery, Oral Medicine, Oral Pathology. 1955 
Mar 1;8(3):281-97. 

2. Avon SL, McComb J, Clokie C. Ameloblastic 
carcinoma: case report and literature review. Journal-

Canadian Dental Association. 2003 Oct 1;69(9):573-6. 
3. Aoki T, Akiba T, Kondo Y, Sasaki M, Kajiwara H, Ota 

Y. The use of radiation therapy in the definitive 
management of ameloblastic carcinoma: a case report. 
Oral surgery, oral medicine, oral pathology and oral 
radiology. 2019 Feb 1;127(2):e56-60. 

4. Karakida K, Aoki T, Sakamoto H, Takahashi M, 
Akamatsu T, Ogura G, Sekido Y, Ota Y. Ameloblastic 
carcinoma, secondary type: a case report. Oral Surgery, 
Oral Medicine, Oral Pathology, Oral Radiology, and 
Endodontology. 2010 Dec 1;110(6):e33-7. 

5. Batsakis JG, McClatchey KD. Ameloblastoma of the 
maxilla and peripheral ameloblastomas. Annals of 
Otology, Rhinology & Laryngology. 1983 
Sep;92(5):532-3. 

6. Kruse AL, Zwahlen RA, Grätz KW. New classification 
of maxillary ameloblastic carcinoma based on an 
evidence-based literature review over the last 60 years. 
Head & neck oncology. 2009 Dec;1(1):1-7. 

7. Kosanwat T, Poomsawat S, Juengsomjit R. 
Ameloblastic carcinoma ex ameloblastoma of the 
maxilla. Journal of Oral and Maxillofacial Pathology: 
JOMFP. 2019 Feb;23(Suppl 1):58. 

8. Ozlugedik S, Ozcan M, Basturk O, Deren O, 
Kaptanoglu E, Adanali G, Unal A. Ameloblastic 
carcinoma arising from anterior skull base. Skull base. 
2005 Oct 7:269-72. 

9. Corio RL, Goldblatt LI, Edwards PA, Hartman KS. 
Ameloblastic carcinoma: a clinicopathologic study and 
assessment of eight cases. Oral surgery, oral medicine, 
oral pathology. 1987 Nov 1;64(5):570-6. 

10. Datta R, Winston JS, Diaz-Reyes G, Loree TR, Myers 
L, Kuriakose MA, Rigual NR, Hicks Jr WL. 
Ameloblastic carcinoma: report of an aggressive case 
with multiple bony metastases. American journal of 

otolaryngology. 2003 Jan 1;24(1):64-9. 
11. do Prado RF, da Silva Machado AL, Colombo CE, 

Carvalho YR. Immunohistochemical study of the 
expression of fatty acid synthase and Ki‐67 in salivary 
gland tumors. Journal of oral pathology & medicine. 
2011 Jul;40(6):467-75. 

12. Al-Salihi KA, Li LY, Azlina A. P53 gene mutation and 
protein expression in ameloblastomas. Braz J Oral Sci. 
2006 Apr;5(17):1034-40. 

13. Naik V, Kale AD. Ameloblastic carcinoma: a case 
report. Quintessence International. 2007 Nov 1;38(10). 

14. Dhir K, Sciubba J, Tufano RP. Ameloblastic carcinoma 
of the maxilla. Oral oncology. 2003 Oct 1;39(7):736-
41. 

15. Ingram EA, Evans ML, Zitsch III RP. Fine‐needle 
aspiration cytology of ameloblastic carcinoma of the 
maxilla: A rare tumor. Diagnostic cytopathology. 1996 

Apr;14(3):249-52. 
16. Simko EJ, Brannon RB, Eibling DE. Ameloblastic 

carcinoma of the mandible. Head & Neck: Journal for 
the Sciences and Specialties of the Head and Neck. 
1998 Oct;20(7):654-9. 

 

 

 

 

 

 

 
 

 


	Case Report

