







Case report
The Silent Swell in the Anterior Maxilla: Unmasking a Peripheral Ameloblastoma












Abstract
Peripheral ameloblastoma is an uncommon variant of odontogenic tumours, typically arising in the gingival or alveolar mucosa without bony involvement. Its clinical presentation often mimics reactive or benign soft tissue lesions, posing diagnostic challenges. We report a rare case of peripheral ameloblastoma in a 44-year-old male, presenting as a firm, sessile swelling in the anterior palatal region extending from tooth 21 to 13. The lesion was surgically excised under local anaesthesia, and histopathological evaluation confirmed the diagnosis. This case underscores the importance of considering peripheral ameloblastoma in the differential diagnosis of palatal swellings and highlights the role of histopathology in definitive diagnosis and management.
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Introduction
Ameloblastomas are benign but locally aggressive odontogenic tumours, most commonly arising intraosseously within the mandible. However, a rare subset known as peripheral or extraosseous ameloblastomas arises in the soft tissues overlying tooth-bearing areas, particularly the gingiva or alveolar mucosa. These tumours account for less than 10% of all ameloblastomas and are typically slow-growing, painless, and non-ulcerated swellings that may clinically resemble fibromas, pyogenic granulomas, or other reactive lesions [1,2]. The anterior maxillary region is an exceedingly rare site for peripheral ameloblastoma, with very few cases documented in the literature [3,4,14]. Given their innocuous appearance and low recurrence potential, these lesions may be underdiagnosed or mismanaged. This report presents a rare case of peripheral ameloblastoma involving the anterior palatal mucosa, emphasizing the need for histopathological confirmation and appropriate surgical management.
Case Report
[image: ]A 44-year-old male patient reported to the outpatient department with a chief complaint of a painless swelling on the anterior palate that had gradually increased in size over the past six months. The patient denied any history of trauma, bleeding, or ulceration in the region. Intraoral examination revealed a firm, sessile, dome-shaped mass measuring approximately 2.5 × 1.5 cm, located on the palatal mucosa extending from the region of tooth 21 to 13 (FIG. 1). FIG: 1












FIG: 2



[image: ]The overlying mucosa appeared intact and non-ulcerated, with no signs of inflammation. The lesion was non-tender, non-fluctuant, and did not blanch on pressure. There was no associated tooth mobility or radiographic evidence of bony involvement on periapical, occlusal radiographs, and CBCT (FIG 2). Based on the clinical presentation, a provisional diagnosis of a benign reactive lesion, such as a fibroma or pyogenic granuloma, was considered.
[image: ]An excisional biopsy was performed under local anaesthesia, and the specimen was submitted for histopathological evaluation (FIG 3). Microscopic examination revealed islands and strands of odontogenic epithelium resembling the follicular pattern of ameloblastoma, with peripheral palisading columnar cells exhibiting reverse polarization and central stellate reticulum-like cells. 
No evidence of bone invasion was noted. The final diagnosis was peripheral ameloblastoma. Postoperative healing was uneventful, and the patient was followed up for 12 months with no signs of recurrence.
DiscussionFIG: 3

[bookmark: _GoBack]Peripheral ameloblastoma is a rare entity, first described by Stanley and Krogh in 1959, and is believed to originate from remnants of the dental lamina or basal cells of the oral epithelium [5]. It typically affects middle-aged adults, with a slight male predilection, and is most commonly found in the mandibular premolar region [6,7]. Maxillary involvement, particularly in the anterior palatal region, is exceedingly rare and may lead to diagnostic confusion with other soft tissue lesions [3,4,14].
Clinically, peripheral ameloblastomas present as slow-growing, painless, and well-circumscribed masses. Their resemblance to reactive lesions such as fibromas, peripheral ossifying fibromas, or pyogenic granulomas often leads to misdiagnosis [2,9,10]. In the present case, the lesion was initially suspected to be a fibroma based on its location and clinical appearance. However, histopathological examination revealed classic features of ameloblastoma, including peripheral palisading and reverse polarization of basal cells, confirming the diagnosis [1,6].
Radiographically, peripheral ameloblastomas typically do not show bony involvement, although superficial erosion or saucerization of the underlying bone may occasionally be observed [8,10]. In our case, imaging did not reveal any osseous changes, consistent with the extraosseous nature of the lesion.
The treatment of choice is conservative surgical excision with adequate margins. Recurrence is rare but has been reported, particularly in cases with incomplete excision or long-standing lesions [5,11]. Therefore, long-term follow-up is recommended. In our case, complete excision was achieved, and the patient remained recurrence-free at 12 months.
Recent literature has documented similar cases, including lesions mimicking pyogenic granuloma [2], cases with granular cell differentiation [6], rare presentations in paediatric [7] and edentulous patients [12], and hybrid lesions with calcifying epithelial odontogenic tumour-like areas [13]. Clear cell changes [11] and rapid growth patterns [15] have also been reported, further expanding the histopathological spectrum of this tumour. The present case adds to the growing body of evidence emphasizing the diverse clinical spectrum of peripheral ameloblastoma and the critical role of histopathology in diagnosis.
Conclusion
Peripheral ameloblastoma, though rare, should be considered in the differential diagnosis of persistent, firm gingival or palatal swellings, especially in middle-aged adults. Its clinical mimicry of reactive lesions necessitates histopathological confirmation for accurate diagnosis. Conservative surgical excision remains the mainstay of treatment, with a favourable prognosis and low recurrence risk. This case highlights the importance of vigilance in evaluating soft-tissue lesions of the oral cavity and underscores the need for long-term follow-up.
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