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ABSTRACT: Ameloblastoma is a slow-growing benign neoplasm that has a strong tendency to local
invasion and that can grow to be quite large without metastasizing. Rare examples of distant
metastasis of an ameloblastoma in lungs or regional lymph nodes do exist. It has an aggressive and
recurrent course and is rarely metastatic. Radiographically it shares common features with other
lesions such as the giant cell tumor, aneurysmal bone cyst, and renal cell carcinoma metastasis; a
definitive diagnosis can only be made with histopathology. It appears most commonly in the third to
fifth decades and with equal frequency between sexes. Ameloblastoma prevalently occurs in the
mandibular molar and ramus areas. The patients usually present late after the tumor achieved
considerable size to cause facial disfigurement. Recurrence frequently appears after inadequate
treatment. Here we present a case of follicular Ameloblastoma in a 55 year old female patient who
presented late with a swelling on the left side of the mandible. The complete en bloc surgical excision
of the lesion along with enveloping mandible was done with no recurrence till date.
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INTRODUCTION: Ameloblastomas are benign locally aggressive, polymorphic neoplasms of
proliferating odontogenic epithelial origin, arising from cell rests of enamel organ, either remnants of
dental lamina or remnants of Hertwig’s sheaths, the epithelial rest of Malassez, the developing
enamel organ, basal cell epithelium of the jaws.! Ameloblastomas constitute approximately 1% of all
cysts and tumors of the jaws. The occurrence in the mandible is five times higher than in the maxilla.2

Based on the recent Classification of Odontogenic Tumors, by World Health Organization
(WHO), benign ameloblastomas are recognized in four subtypes: the solid/multicystic, the
desmoplastic, the unicystic and the extraosseous/peripheral type.3

The question of malignancy in ameloblastoma has been the subject of considerable discussion
and controversy for many years. There can be little argument that an ameloblastoma that
metastasizes is malignant, even if the tumor shows benign histological features. In other instances,
ameloblastoma has been considered to be malignant on the basis of an aggressive clinical course in
the absence of metastasis. These lesions often show unusual or atypical histological features.*

Several histopathologic patterns of ameloblastomas are commonly described and include the
follicular, plexiform, acanthomatous, granular cell, and basal cell patterns. There appears to be rather
general agreement that these variations in histopathology patterns do not have any significant
bearing on prognosis except unicystic ameloblastoma because of the less aggressive behavior and
favorable prognosis.>We present a case of a large follicular mandibular ameloblastoma in a 55 year
old female patient.
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CASE REPORT: A 55 yr. old female patient came to department of OMR, with chief complain of
swelling in left lower posterior region of jaw since 6months. Extraorally (figure 1)a large 8x4cm
solitary diffuse bony hard non-tender swelling extending from symphysis menti to angle of mandible
and inferiorly 1.5 cm below lower border of mandible, superiorly at the level of commissure of mouth
with normal overlying skin in color without any sinus and drainage and there was no local rise in

temperature.

Figure 1: Extra oral view (submental view)
showing swelling at left mandibular region

On intraoral (figure 2) examination a 8x3 cm solitary, firm, non-tender swelling extending
from mesial of 38 to 43 causing left lower buccal and lingual sulcus obliteration, with areas of
perforation felt in anterior region.

Figure 2: Intra oral view showing obletration
of buccal & lingual vestibule

Provisional diagnosis was given as odontogenic tumor with differential diagnosis as
odontogenic cyst and bone tumor

Aspirate from the lesion had dark brown color fluid with 4.7gm% protein level.
The details of the procedure were explained to the patient and a written informed consent was
obtained. Patient was subjected to routine radiological and hematological examination. Mandibular
occlusal (figure 3) showed multilocular lesion with buccal and lingual cortex expansion with
perforation.
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Figure 3: Occlusal radiograph showing multilocular lesion with
buccal and lingual cortex expansion with perforation

The Panaromic view (figure 4) revealed multilocular radioluceny extending from ascending
part of ramus to 43 region with scalloped pattern and perforation.

Figure 4: Panoramic view showing multilocular
radiolucency crossing midline

Coronal-section (figure 5) of Contrast Enhanced CT showed a hyper dense mass size
23.8mmx20.5mm in left side of mandible and Axial-section (figure 6) showed 59.1mm x 25.4mm
lesion with soft tissue invasion.

Figure 5: Coronal-section of Contrast Enhanced CT showing a
hyper dense mass size 23.8mmx20.5mm in left side of mandible
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Figure 6: Axial-section showing 59.1mm x 25.4mm
lesion with soft tissue invasion

3D reconstructive CT-scan image (figure7a&7b) revealed a 6.5x3.7x3.0 cm sized
multiloculated, expansile, lytic lesion involving the body and inferior part of ramus of the left side of
mandible.

Figure 7a: 3D reconstructive CT-scan image showing
bicorticle expansion with perforation

Figure 7b: 3D reconstructive CT-scan image showing
bicorticle expansion with perforation
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Incisional biopsy was taken from the site which shows features of follicular ameloblastoma
undergoing cystic degeneration. Then the patient was sent to oral and maxillofacial surgery where
she underwent hemimandibulectomy and reconstruction was done with 2.5 mm reconstruction plate.
Patient was discharged after 7 days.

In the histopathology (figure 8) report, a completely resected lesion showed small and large
island of odontogenic epithelial cells in follicles which at many places appears to be undergoing cystic

degeneration.

Figure 8: Photomicrograph shows island of odontogenic
epithelial cells in follicles with cystic degeneration

Patient had no signs of recurrence after 8 months follow up (figure 9).

MDA 8000 Sywear

Figure 9: Panoramic view after 8 months

DISCUSSION: Ameloblastoma is a benign epithelial odontogenic tumor but is often aggressive and
destructive, with the capacity to attain great size, erode bone and invade adjacent structures.t
Radiographically it may appear unilocular or multilocular with soap bubble or honeycomb
appearance; buccal and lingual expansion of the cortex invariably accompanies ameloblastoma.
Thinned and intact cortex shows egg shell appearance.” Worth divided the ameloblastoma into four

radiological manifestation categories.
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1. First, resembling a dentigerous cyst without septa, mostly in ramus region. Most frequently
anterior wall of ramus lost.

2. Second, most common, cystic appearing cavity with distinctive septa (caricature of spider).
Perforation in anterior surface of ramus & superior border of the body of mandible.
Characteristically, angle of mandible is preserved. The inferior aspect may be ballooned out
with a significant smooth downward convexity.

3. Third, less common multilocular cystic appearance in posterior portion of mandible and ramus.
Significant downward enlargement of inferior border of mandible, which maintains a convex
lower border.

4. Fourth, solid varity in which normal bone is replaced by honeycomb appearance in which
cavities are relatively small and fairly uniform in size.

Ameloblastoma is usually included in the differential diagnosis according to the presentation
of the patient’s history and clinical characteristics. The diagnosis of ameloblastoma is suggested by
nonspecific radiographic findings and a thorough locoregional physical examination. Nevertheless, a
definitive diagnosis is only obtained through a histopathological exam.

The persistent growth pattern (localized and infiltrative to the maxillofacial region) and the
ability to produce pronounced deformities are clinical characteristics that contribute to the possible
identification of ameloblastomas. The typical ameloblastoma begins as a slowly destructive
asymptomatic and intraosseous expansion, being a lesion that tends to expand and infiltrate, rather
than perforate the bone. However, the diagnosis can also be suggested through a routine
radiographic examination. As observed in the above mentioned case, unless the tumor becomes
infected, it is rarely painful. When these tumors become symptomatic, the patient may experience
pain or numbness, swelling, malocclusion, tooth mobility or secondary infection.8 910

CONCLUSION: Ameloblastoma is considered to be a benign, but locally invasive odontogenic tumor
with a high rate of recurrence. Essentially, most studies showed that the prognosis for ameloblastoma
is more dependent on the method of surgical treatment rather the histologic type of tumor.

Resection with some safe margin (marginal, segmental or composite resection depending on
the site and size of the lesion) is the best primary method for treating solid/multicystic
Ameloblastomas to avoid recurrence.
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