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Ameloblastoma is a slow growing, and locally aggressive -
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tumor with high recurrence ratéBhe tumor can assume ggr
sizes. It arises from epithelium of the dental lamina.
Clinically the tumor can presents itself as swelling which are well evidenced by its high recurrence rates|[2].

generally asymptomatic. Histologically there are many-vari This odontogenic tumor has been considered to be of varied

ants. Radiographically the tumor can occur either as mutiloc . . . . )
. . - . origin by many authoritieg;hus the tumor might be conceivably
ular radioluscent lesion giving a peculiar honey comb appear, . .
. . . thought to be derived from cell rest of the enamghnoreither
ance or as a unicystic variefyhere are many treatment

. . . . {emnants of dental lamina or remnants of Hertwig's sheaths,
options available which range from conservative treatment of . . L .
. . : . epithelial rest of mallassez, epithelium of odontogenic cysts, par
curettage, enucleation to radical gical approaches of wide . . :
. . . ticularly the dentigerous or the odontomas,disturbance of the
maugin excision. Radical treatment approaches have the . R
) developing enamel gan, basal cells of the surface epithelium of
advantage of lowering the recurrence rates but at the same ) : R
. . . the jaws or the heterotopic epithelium in others parts of the, body
time pose extremely di€ult challenges of reconstruction of

the sugical defectsWe are reporting a case of a 20 year old especially the pituitary gland3]

young female diagnosed with adarmulticystic ameloblas In 1827 Cusack was the first person to describe this tumor[4].
toma of the mandible in which wide ngar sugical excision The name "Admantinoma" was introduced by Mallassez in
of the tumor by segmental resection of the left hemimandible1885,which nowadays is used to describe a rare type of bone can
was performed with spanning of the boney defect with titani cer[5].Churchill coined the term  "Ameloblastoma” in
um reconstruction plates to achieve a favorable aesthetic and930[6].According toWHO the tumor is a benign, but locally
functional outcome for the patient. invasive neoplasm that often has diverse histologic patterns[7].

This group of tumors comprise of various histopathological
types and clinical behavior[8meloblastoma accounts for about
Key MessageAmeloblastoma is a anatomically benign, clinical 1% of all the cyst and tumors of the jaws and 18% of tHerdif
ly persistent and locally aggressive tumor with high recurrenent odontogenic tumors[9].
rates. Radiographically it may present as a multilocular radiolt
cency with characteristic "soap bubble or honey comb appeara
" or as a unilocular lesion. Conservative approaches of treatm
include curettage and enucleation with reported high recurret
rates. Radical treatment involves wide giarexcisions of the
tumor mass. Reconstruction of the resected defect is a challe
for the sugeon to provide a favorable functional and aesthet
outcome to the patient.

Keywords:Ameloblastoma, Reconstruction, 3D CBCT

The mandible has five times higher occurrence of the tumor as
compared to the maxilla[10The average age of occurrence as
reported in literature is 38.9 year$][1It occurs with equal fre
quency in both sexes[12].If we review the literature, In 52% of
the cases it occurred in men,48% in womé&phBmall and
Waldron[11] have reported that it is the molar region where 47%
of Maxillary Ameloblastomas occua lesser percentage of 33%
occur in the antrum and floor of the nose, only 9% occur in both
the premolar and canine regions.2% occurrence was noted in the
palatal region of the maxilla according their studgy the
Bhamgava A,Soni S, yagi.A Large Ameloblastoma of the mandible most common site is molar and ascending ramus region
Mandible:A Case Report.Arch CranOroFac Sc 2014;1(5):66-7 accounting for 39%, and 16% occurred in molar premolar region
Source of Suppot: Nil and 9% in the anterior region[13].
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Conflict of Inter est:No Clinically the tumor can be classified in four distinct types:
unicystic, solid or multicystic, peripheral and malignant.The uni
cystic type usually presents as a "cystic" lesion with either an
Ameloblastoma is a rare benign true neoplasm of odontogeintraluminal or an intramural proliferation of the cystic-lin
origin. It is derived from the word of English literature "Amel'ing[14]. Radiographicallyit is seen as a well-circumscribed
which means enamel.In Greek "Blastos" refers 1slow- growing radioluscendylulticystic Ameloblastomas can
germ[1].Ameloblastoma is known for its locally invasive anshow infiltration into the neighbouring tissues with ability to
aggressive charactet has a strong tendency to recur which irecurThey can sometimes show metastasis. Radiographidally
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may appear as a unilocular or multilocular lesion[15]. Periphe along with the recurrence rates associated with the tumor because
ameloblastoma is a soft tissue variant of ameloblastoma whof its unique biologic behaviohe article also discusses the
mostly presents in the alveolar muco&shough this lesion can importance of reconstruction especially in cases gfelaumor

also involve the underlying bone[16]. resections.

MalignantAmeloblastoma although a rare type is defined as CASE REPORT
ameloblastoma which has already uggdeie malignant metas
tases but still has its classical histological microscopic fe
tures[17].Other histological variants have also been described
ameloblastoma like follicularplexiform, basal, granular and.
acanthomathous[18].Desmoplastimeloblastoma is a rare vari
ant which has been described ifhe World Health
Organization(WHO) classification of odontogenic tumors-latesweIIing over left side of thell

ly[19]. | .
ower jaw since last one year @

Clinically, ameloblastomas appears as an aggressive edoiher first visit to the institute. }
genic tumoy often asymptomatic and slow growing, with no sig There were no signs of @iful-
of swelling. It can sometimes cause symptoms such as swellity in deglutition or breathing.
dental malocclusion, pain, paresthesia of tiecsd area[20].1t No underlying significant med
spreads by forming pseudopods in marrow spaces without cical history was elicited.
comitant resorption of the trabacular bone. Beacause of this, Physical examination

tumor magins are not clearly seen on radiographs or during Siygyealed a lare non tender Fig.l:Pr-OperativéView
gery and the tumor frequently recurs after inadequatgicsur bony hard 6cmX 6cm asympto

removal[21,22]. The appearance of septae on the radiograph \matic well demarcated swelling anteriorly extending from left
ally represents diérential resorption of the cortical plate by th‘angle of the mandible to the left corner of the modthe
tumor and not actual separation of tumor portions[23].Becauseg,yg|ling extended superiorly from the left malar region inferior
its slow growth, recurrence of ameloblatoma generally presty into the left hyoid bone region of the neck causing gross facial
many years and decades after primargey{22].When treated isfigurement. On palpation regional cervical lymph nodes were
inadequately , malignant development is a possibility[20]. o tender and not entged. There was no evidence of any neu

In most cases ameloblastoma has a characteristic but net drosensory deficit especially along the distribution of the trigemi
nostic radiographic appearance[21].The neoplasm usuzhal nerve.

appears as a unilocular radioluscent area or a multilocularrac  pe swelling was non pulsatile with normal overlying skin

luscent area with honey comb appearance[20,21].Adjacent ©0¢q|or and texture. Few dilated superficial veins were prominent
roots might show evidence of resorption[21]. The tumor in maigyer the swelling. Intraoral exammatlon revealed

cases might be accompanied with an unerupted tooth, most Chygiene with no signs of tds
monly a mandibular third molar[24].

A 20 year old young fema
patient [Figure.1] reported to t
outpatient department of ou’
institute around one year bac
with a chief complaint of slowly
increasing lage  painless

fair oral

mus.There was gross obliter

Treatment of mandibular ameloblatomas continues to be ciation of the left mandibular}
troversial. It can change with clinicoradiographic varianbuccal vestibule. Grade I
anatomic location and clinical behavior of themobility was elicited with the
tumor[25]. Treatment consists of wide resection, enucleation alower left 3rd molar The
curettage [22,26].Rates of recurrence may be as high as 15 %overlying mucosa over th
25% after radical treatment and 75% to 90% after conservatswelling was intact on manu
treatment[26].According to ReichartAP Philipsen HP[13]and al palpation. The swelling
associates the rate of recurrence demonstrated were 17.7%intra-orally extended from

enbloc resection to 34.7% for conservative therapy the left lower canine region td ' ‘Intra Oral VieW

The aim of this article is to present a case ofgelanandipu  the left retromolar region _
lar ameloblastoma which was treated with radical treatme@nteroposteriorly [Figure.2Jongue movements and sensation

approach of segmental resection of the left hemimandibie fwere noted and appeared to be normal.
lowed by reconstruction witfiitanium plates to achieve a par | ingual cortical expansion was palpable on the left side of the

tially favorable aesthetic and functional outcorfiéie article mandible. Buccal cortex was also enormously expanded. Routine
briefly elaborates the clinical and histological types of the tump|ood examination , chest x-ray and other vitajaor investiga
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tions were also per incisal region up to the
formed which were left ascending rami of
also normal. the mandible sparring
Left and Right the dc:)ronmdS and t[\
Lateral oblique 30 con y_e. egmenta
. resection of the left

Degree VIews hemi dible was dong
[Figure.3] along with emiman )

PosteroAnterior and from the left incisal
. region to the left ascend
AnteroPosteror view

) ing ramus of the
of the mandible were . .
SR IICWAR NN (<o advised. Ortho. Mandible leaving the

Lat.Oblique 30 Degre¥iew antoaraph facility is ceroneid process and th
P grap y bony chunk of sub

condylar region of the Fig.5:Intraoperativdumor

mandible. The tumor measuring 7cm X 6 cm in Size
was freed from all its
soft tissue attachment
and removed in totality|
[Figure.6].

not available at our centré. plain and contrast C$can of the

mandible with 4mm collimation was advised which reveale
[Figure.4] multilocu
lated expansile lytic
lesion (7.3 cm X 6.2
cm X 7.3cm) show
ing multiple internal
osseous trabuculae The specimen was
giving honey comb sent for histopathologic
appearance involving diagnosis[Figure.7].
the left body of the The bony defect create(
mandible and the by the resected mas
ramus.There was cor was spanned with titani k
tical thinning, with um reconstructionf§
multiple areas of cer plates [Figure.8] taking
tical breach and adja due consideration of thdie
cent small soft tissue occlusion of the con [
component. Left side tralateral side which
of the condyle and was previously secure
Temporomandibular with arch bars. Hemo4

Joint were free of the stasis was achieved Fig.6:Tumor mass Resected

- - mass. Diferential Sumical drains were
diagnosis as per the placed. Wound closure was done in layers. Post operative
radiographic report included odontogenic fiboroma, odontogerrecovery was uneventfulhe patient was kept on intermaxil
myxoma, fibroma , ameloblastoma and central giant cell granulary fixation from the second post operative .dEye extraoral
ma. An intra-oral aspiration biopsy was also performed whicsutures were removed after 1 we&ke patient was also kept
revealed yellowish straw colored fluid. on ryles tube feeding
for 2 weeks and later:
instructed to start liquid
diet orally Patient was
dischaged after 2
weeks.

Although biopsy results did not show any specific features
ameloblastoma, the clinical presentation, history along with ra
ographic diagnosis was quite suggestive of ameloblastdhea.
patient was planned for wide ngam sugical excision of the
tumor mass under general anesthesia. Nasotracheal intube
was performed and Erisch arch bars were placed on the contre Post operative histo
eral side.The tumor site was reached by the traditional lip splipathologic report sug
ting and the submandibular incisions. Soft tissue dissection vgested of bone tissus
performed carefully and the skin flaps were raised,gimal with tumor composed
mandibular nerve was protected to expose the tumor mass. of growth and islands of
odontogenic epithelium

Intraoperatively the tumor was found to be around 7cm X 6¢ . .
with peripheral pal

in size [Figure.5] with anteroposterior extensions from the le

Fig.7:Tumor Specimen
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lisading and central retic
ular pattern. However
there was no cytological
atypia or increased mitot
ic activity. Rest of the tis
sue was reported free
from any tumor deposits.
Histo-logically the speei
men was suggestive of
ameloblastoma of follic
ular type [Figure.9].

Patient was kept on
regular follow up visits
and Intermaxillary fixa
tion was removed after
the fourth week Ameloblastomas can range from small to vergdssizes caus
[Figure.10].A post oper ing gross facial asymmetry and disfiguremegart from caus
ative 3D Cone Beam CT ing aesthetic problems they also cause functional disturbances
scan was also advised tolike malocclusion, loosening of teeth, paresthesias and patholog
the patient [Figurell. ic fractures.Tumor can cause expansion of cortical plates along
Patient did not complain with local bone invasionThe tumour can present as a slowly
of any malocclusion or progressive painless mass which may lead to aforesaid deficien
cies. Our Patient had a gross facial asymmetry along with loos
ening of 3rd molar tooth. No neurosensory deficits along the dis
tribution of the trigeminal nerve were elicited.

our case the site of occurrence of the tumor was also the molar
and ascending ramus region.

difficulty in deglutition

on subsequent follow-
ups. Patients voice was
also normal. She has [Inastudy conducted by Becelli et al.[20] 60 patients were con

been regularly visiting firmed with mandibular ameloblastoma and it was found that
| about half of them showed typical symptoms such as swelling of
the afected regions(38.3%),paresthesia of the innervated region
of the mandibular nerve(13.3%) and alteration in dental occlusion

in 10% of the cases.

the department and til
now there have been no
signs of any discomfort
or recurrence.
DISCUSSION Radiology and location ar_e the _key fact_o_rs to diagnose
ameloblastoma correctiffhe diagnostic modalities can range
Ameloblastoma is the from Lateral Oblique mandibular views ,Orthopantomographs,
second most common Computed Tomography (CT) scans and Magnetic Resonace
odontogenic  neoplasm Imaging (MRI). Radiographically the tumor appears as a multi
occurring in the oral cavi locular cyst like lesion of the jaw with a classical soap bubble
ty after odontomal2]. In appearancélhe lesion can also present itself as a unilocular vari
our report the patient is a ety. The periphery of the lesion is usually smooth on roentogram.
20 years old female who In large and advanced lesions there might be thinning and €xpan
presented with a lge sion of the cortical plates. In our case €B&n imaging revealed
ameloblastoma of the left characteristic laye multilocular /soap bubble pattern of the lesion
mandible. According to with thinning and expansion of cortices.
the study conducted by

Reichert & and Philipsen Bilkay et al. [27] in a retrospective analysis of 100 patients

HP[13] in mandible the with benign mandibular lesion reported that a radiolucent lesion
was found in 78% of the cases and 83% of them had cysts with

most common site of .
. well defined borders.
occurrence is molar and

ascending ramus region Ameloblatstoma is known for its recurrenckhe study of
accounting for 39% .In Henderson JM et al. suggests a local recurrence after initial ther
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apy A recurrence rate of 50% to 72 % has been reported has been demonstrated by Mcarthy et al. [32] by demonstrating
them[28].Recurrence may be attributed to method of treatmeninternal distraction osteogenesis.

the primary lesion, extent, site of origin. Cloke and Sandor[33] in a series of 10 patients witbelar

Sumgery is the treatment of choice for ameloblatomamandibular defect have shown a latest technique of reconstruc
Treatment ranges from conservative approaches like curetttion by spanning the defects with rigid reconstruction plates to
and enucleation to radical approaches by removal of sohold the remaining bone segments in positibime defects was
amount of normal bone beyond the tumor gives. Radiotherapy stuffed with a bioimplant containing bone morphogenic protein-
can also be an option but rarely used as primary line of treatm7(BMP-7) in a demineralized bone matrix(DBM)suspended in a
it can be used for some inoperable cases. reverse -phase medium to enable sustained BaliRery

In our case segmental resection of the left hemimandible v In our case the resected defect was spanned Tteinium
performed using the traditional approach for hemi mandibulec Reconstruction plates which provided a rigid support to both the
my through a lip splitting and submandibular incisidhe sugi- lesser and the remaining mandibular segnigmis provided our
cal access to remove adartumor like our case could not be-saicase with a descent acceptable aesthetic profile and functionality
isfied with other reported techniques in literature.Shirani CONCLUSION
al[29]in a series of 7 patients have elaborated a new techni
which is indicated for removal of Ige ameloblastomas of the Large ameloblatomas are always challenging to treat especial
mandible with immediate reconstruction only by using an intly with conservative procedures like enucleation and curettage.
oral incision. Its obvious advantage is maneuvering and repcFree wide mainal sugical excision of the tumor is the treat
tioning of the mandible to remove the mass and to perform+ecment of choiceThis has both advantages and drawbacks. Radical
struction simultaneouslyhis technique avoids facial scars an@pproaches to treat g mandibular ameloblastomas on one hand

also bypasses the ngamal mandibular nerve that innervates threduce the recurrence rates but at the same time they create cha
lip. lenging tasks of reconstructiofi.thorough assessment and algo

rithm of treatment plan has to be discussed along with Head &
Neck ,maxillofacial and plastic gggons to attain the best clinical
outcome .

Eppley et al. [30] in a comparative analysis reviewed ¢
mandibular ameloblastoma cases and demonstrated that there

no recurrence in cases treated via en-bloc resection as comp

to enucleation and curettagene latter showed recurrence rate aREFERENCES

high as 25% to 50%.0ur case was gdaameloblastoma of the |
mandible with significant bone destruction visible on @fiich
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