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ABSTRACT

Ameloblastoma’s origin is the epithelium of ecto-
dermal origin, which means they are tumors arising from
the cells around the tooth root or, in close approximation,
derived from the ectoderm. It is a benign but locally ag-
gressive tumor with a high tendency to recur. Patients af-
ter ameloblastoma treatment need a life-long follow-up.

We present an 82-year-old female patient diagnosed
with ameloblastoma and treated by us. She has been re-
ferred to the clinic by doctor of dental medicine because
of a routine panoramic rentgenography, which displayed
rentgenographic evidence for a cyst-like tumor formation
on her mandible. The patient did not have any com-
plaints.

The patient was reffered for further paraclinical
imaging tests — dental panoramic radiography (OPG) and
cone beam computed tomography (CBCT). The location
and borders of the lesion were determined - it was circum-
ferentially attached to the root of 44 tooth, well-outlined
linea albuginea was present, the diameter of the lesion was
approximately 26 mm.

Bone curettage was the treatment plan - the surgi-
cal intervention in this volume was chosen as a conse-
quence of the refusal of the patient of a partial mandi-
bulectomy and according to her age — §82.

The histopathological examination of the curettage
revealed a locally infiltrative tumor process engaging the
submitted bone and fibrous tissue. The final pathologi-
cal diagnosis was conventional ameloblastoma with a pre-
dominant canthomatous pattern.

On the control panoramic rentgenography one year
after the operation, no pathological changes in the field
of the operative site were found.

Keywords: benign odontogenic tumor, jaw tumor,
maxillofacial surgery, oral surgery, pathology,
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BACKGROUND

Ameloblastoma (the old English word “amel”
means enamel, and the Greek word “blastos” means germ)
is the second most common benign odontogenic tumor
of the jaw bones after odontoma (1-3).

Its origin is the epithelium of ectodermal origin,
which means they are tumors arising from the cells around
the tooth root, or in close approximation, derived from
the ectoderm (4).

Ameloblastoma is a benign but locally aggressive
tumor with a high tendency to recur (2, 5, 6).

Patients after ameloblastoma treatment need a life-
long follow-up (2).

CASE DESCRIPTION

We present an 82-year-old female patient diagnosed
with ameloblastoma and treated by us. Informed consent
is taken from the patients.

She was not suffering from any serious diseases be-
sides primary hypertension, which was treated with a regu-
lar intake of tablets of Nebivolol 5 mg.

She has been referred to the clinic by doctor of den-
tal medicine because of a routine panoramic rentgeno-
graphy, which displayed rentgenographic evidence for a
cyst-like tumor formation on her mandible.

The patient did not have any complaints. From the
anamnesis - 5 years ago, she had an endodontic treatment
of 44 tooth. During the examination of her intraoral sta-
tus, a second-degree mobility of 44 tooth was estimated
without any other symptoms.

The patient was referred for further paraclinical
imaging tests — dental panoramic radiography (OPG) and
cone beam computed tomography (CBCT). The location
and borders of the lesion were determined - it was circum-
ferentially attached to the root of 44 tooth (and resorption
of the root was 2 mm), well-outlined linea albuginea was
present, the diameter of the lesion was approximately 26
mm (Figure 1).
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Fig. 1. Preoperative OPG of the presented female
patient.

Our plan of treatment included the following: enu-
cleation of the lesion with bone curettage as surgical treat-
ment, histological verification and follow-up of the pa-
tient.

Bone curettage was the treatment plan - the surgi-
cal intervention in this volume was chosen as a conse-
quence of the refusal of the patient of a partial mandibu-
lectomy and, according to her age — 82 (the quality of
life would significantly decrease).

The surgical intervention has been performed un-
der meticulous antiseptic of the operative field with the
solution of Braunol and local infiltrative anesthesia with
Ubistesin 4%. A trapezoidal mucoperiosteal flap on lower-
nutrient basa was raised on the vestibular side of the man-
dible in the region of teeth 42-46. Pathologically changed
bone was resected. Tooth 44 was extracted. Tumor forma-
tion with dimensions about 26 mm in diameter was ex-
cised, and both with the resected bone were fixated in a
10% solution of Formalin and sent for further histologi-
cal examination. Bone curettage of the present osteotomy
defect of the mandible was performed, and then collagen
cones were placed inside the defect. Hemostasis was ap-
plied. The flap was mobilized, adapted and sutured with
4/0 non-resorbable polifilament (Polyamide).

The post-operative medication therapy included
antibiotics (Augmentin 3x1g per os) and analgetics
(Nimezulide 2x0,1 g per os). A solution of chlorhexidine
0,1% for antisepsis was applied. The wound has been
treated by the patient with Eludril - locally (once per day)
for two weeks.

The post-operative period was smooth, without sig-
nificant oedema, pain and other complaints.

Sutures were removed on the tenth post-operative
day.

During the checkup, the wound was without any
bleeding, suppuration or signs of infection, no symptoms
were detected, and no complaints from the patient were
declared.

On the control panoramic rentgenography one year
after the operation, no pathological changes in the field
of the operative site were found (Figure 2).
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Fig. 2. Post-operative OPG of the presented female
patient.

The histopathological examination of the curettage
revealed a locally infiltrative tumor process engaging the
submitted bone and fibrous tissue. The tumor (Figure 3)
had a cystic-nested appearance, with a majority of nests
showing an outer layer of palisading basaloid cells with
reverse polarity and subnuclear vacuoles. The cells in the
centers of the nests exhibited either myxoid features or
showed squamous differentiation (Figure 4). There were
some foci of peripheral hyaline deposition and scattered
osteoclast type giant cells. The final pathological diag-
nosis was conventional ameloblastoma with a predomi-
nant acanthomatous pattern.

Fig. 3. Tumor comprising of a nest of odontogenic
epithelium embedded in fibrous connective tissue; tumor
nests show peripheral palisading, some have classical cen-
tral stellate-like reticulum centers, others have cystic and
squamous change. H&E, x10.
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Fig. 4. Tumor nest with central squamous metapla-
sia (acanthomatous pattern). H&E, x40.

DISCUSSION

Ameloblastoma is a very rare tumor, presenting
around 1% of the tumors of the oral cavity and between
9 and 11% of the odontogenic tumors (1-5). It occurs more
often in the lower jaw than in the maxilla (1, 2). Around
80% of them occur in the mandible and 20% in the max-
illa (1, 5). The most common location is in the posterior
part of the lower jaw (mostly the molar region) compared
to the anterior area (1, 2, 5-7). Ameloblastoma is a slow-
growing tumor (1, 2, 4-7).

It can rarely develop into malignancy (2). Accord-
ing to the World Health Organization (WHO), there are
two malignant types of ameloblastomas - ameloblastic car-
cinoma and malignant ameloblastoma (8). About 2% of
people diagnosed with ameloblastoma have malignant
tumors (9).

Ameloblastomas affect mostly people between 20
and 40 years of age, they can be seen rarely in children
younger than ten years of age (10). The ratio of affection
between men and women is from 1:1 to 1:2, according to
the different studies (10, 11). The black population is
more affected compared to white people (10, 12).

In 2017 WHO updated the classification of amel-
oblastoma, dividing the entity into three groups: conven-
tional (multicystic), unicystic and peripheral ameloblas-
toma. The conventional variant is the most common one,
comprising around 85% of all cases of ameloblastoma. It
occurs mainly in the 3rd and 4th decades of life but is
virtually present in all age groups. Conventional amel-
oblastoma can exhibit the following main histological
patterns: follicular, plexiform, achanthomatous, granular
cell, basal cell and desmoplastic. Usually, single patterns
predominate in a given lesion, but sometimes two or more
patterns may coexist. It is currently accepted that the his-
tological pattern plays no role in the clinical behavior of
the tumor and its prognosis (14).

In spite of the great histological versatility of con-
ventional ameloblastoma, there are five histological traits
that are suggestive of the diagnosis of the entity and play
a crucial role in its distinction from other jaw lesions:
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e the basal layer of cells showing elongated hyper-
chromatic nuclei with peripheral palisading and reverse
polarity;

e subnuclear vacuoles;

 suprabasal cells with a loose arrangement, reca-
pitulating stellate reticulum formation seen in normal
odontogenesis;

e lack of dentin or enamel formation.

The unicystic ameloblastoma can be further di-
vided into three histopathological patterns: luminal, in-
traluminal and mural. The luminal and intraluminal pat-
terns have a lower rate of recurrence and are good candi-
dates for more conservative surgical treatment, while the
luminal variant requires a more aggressive surgical ap-
proach, similar to the conventional ameloblastoma (15).

Peripheral ameloblastoma is the least common vari-
ant, accounting for only 1% of cases. It primarily affects
patients with a mean age of 52 years and occurs most fre-
quently in the gingiva of the mandible. It rarely presents
recurrences, even when treated conservatively (16).

The histological distinction of benign ameloblas-
toma from malignant ameloblastoma is impossible as they
show identical microscopical changes. The diagnosis can
be achieved only on clinical grounds, as the malignant
variant presents with metastatic spread, while the benign
one can show only local invasion.

Ameloblastic carcinoma is generally more aggres-
sive and has a worse prognosis in late disease. It has cer-
tain features of benign ameloblastoma, such as reverse
polarization, peripheral palisading, and stellate reticulum-
like cells. It also has features of malignancy common to
many cancers, such as a high nuclear to cytoplasmic ra-
tio, increased mitoses with atypical forms, cytological
atypia, and necrosis (2).

It is usually lately diagnosed because of its poor
symptoms or accidentally discovered on an X-ray (1). It
is asymptomatic until patients notice swelling, expansion
of the mandible or maxilla or facial asymmetry and de-
formity (2, 13). In some patients, teeth loss and bite
changes can be one of the first symptoms (2).

The diagnosis of the tumor requires panoramic X-
ray (most often orthopantomography), computerized to-
mography (CT) imaging and a biopsy (4).

The most common differential diagnosis of amel-
oblastoma includes ossifying fibroma, osteomyelitis, gi-
ant cell tumor, cystic fibrous dysplasia, myeloma and sar-
coma (2, 4).

Ameloblastoma spreads locally through the sur-
rounding bone and can invade the soft tissues if there is
enough time to do this (2, 17). This is why the best way
of treatment is the en block surgical resection (4, 17). Enu-
cleation, curettage, cryotherapy and marsupialization are
not suitable ways of treatment for this kind of tumors (17).
The surgical excision with the normal bone surrounding
the tumor must include a margin of a minimum of 5 mm,
and if it is possible, it should be even 10 to 15 mm (2). In
every case of surgical resection, some elements like age,
sex, general and health status of the patient and size, lo-
calization and a histopathological variant of the tumor
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should be considered (5).

Because of the advanced age of our patient, a more
conservative surgical approach was chosen to avoid post-
surgical complications. In the literature, there is limited
data regarding the recommended surgical behavior for
ameloblastoma in the elderly population, as this tumor is
extremely rare in the age group of 80+ years old).

In the early post-surgical period, gastroenterologist
and dietitians can be involved because of eating issues.
It takes weeks to months for the oral tissues to heal, and
in this period, enteral and parenteral feeding should be
considered.

Voice therapists, speech and language pathologists
are needed in post-operative care after some major surgi-
cal excisions.

Because some head surgeries can result in big fa-
cial changes, plastic surgeons and medical doctors of aes-
thetic medicine can also be involved in post-operative

Radio- and chemotherapy are not used for the treat-
ment of ameloblastoma.

The development of targeted therapy in ameloblas-
toma treatment is in progress, and good outcomes are ex-
pected (4).

According to different studies, the recurrence of the
tumor is up to 70%, and incomplete resection is the most
common reason for this (2, 5, 17).

Patients after ameloblastoma treatment need a life-
long follow-up (2, 18).

CONCLUSION:

The standard treatment of ameloblastoma is radi-
cal resection with a margin above 5 mm. In our case, it
was not performed due to the age of the patient and her
refusal — bone curettage was accepted as surgical treat-
ment. No recurrence were observed - clinically and radio-
logically, after a one-year follow-up.

care.

REFERENCES:

1. Masthan KM, Anitha N, Krupaa
J, Manikkam S. Ameloblastoma. J
Pharm Bioallied Sci. 2015 Apr;
7(Suppl 1):S167-70. [PubMed]

2. Palanisamy JC, Jenzer AC. Amel-
oblastoma. In: StatPearls [Internet].
Treasure Island (FL): StatPearls Pub-
lishing. 2023 Jan 20. [PubMed]

3. Daley TD, Wysocki GP, Pringle
GA. Relative incidence of odon-
togenic tumors and oral and jaw cysts
in a Canadian population. Oral Surg
Oral Med Oral Pathol. 1994
Mar;77(3):276-80. [PubMed]

4. Ghai S. Ameloblastoma: An Up-
dated Narrative Review of an Enig-
matic Tumor. Cureus. 2022 Aug
6;14(8):e27734. [PubMed]

5. Becelli R, Carboni A, Cerulli G,
Perugini M, Iannetti G. Mandibular
ameloblastoma: analysis of surgical
treatment carried out in 60 patients be-
tween 1977 and 1998. J Craniofac
Surg. 2002 May;13(3):395-400; dis-
cussion 400. [PubMed]

6. Gamoh S, Akiyama H, Tominaga
K, Nakajima M, Kakudo K, Tanaka A,
et al. Simultaneous occurrence of
keratocystic odontogenic tumor and
ameloblastoma in the mandible: A case
report. Oncol Lett. 2015 Aug;10(2):
785-789. [PubMed]

7. Gupta RK, Dugal AG, Pawar SR,
Khandelwal SG, Iyengar A. A Rare Si-

J of IMAB. 2023 Jul-Sep;29(3)

multaneous Occurrence of Odonto-
genic Keratocyst and Unicystic Amel-
oblastoma in Mandible: A Case Re-
port. J Clin Diagn Res. 2016 Aug;
10(8):ZD01-4. [PubMed]

8. Slootweg PJ, Miiller H. Malig-
nant ameloblastoma or ameloblastic
carcinoma. Oral Surg Oral Med Oral
Pathol. 1984 Feb; 57(2):168-76.
[PubMed]

9. Ameloblastoma. Cleveland
Clinic. 11/30/2021. [Internet]

10. Mahmoud SAM, Amer HW,
Mohamed SI. Primary ameloblastic
carcinoma: literature review with case
series. Pol J Pathol. 2018;69(3):243-
253. [PubMed]

11. Larsson A, Almerén H. Amelob-
lastoma of the jaws. An analysis of a
consecutive series of all cases reported
to the Swedish Cancer Registry during
1958-1971. Acta Pathol Microbiol
Scand A. 1978 Sep; 86A(5):337-49.
[PubMed]

12. Shear M, Singh S. Age-stand-
ardized incidence rates of ameloblas-
toma and dentigerous cyst on the
Witwatersrand, South Africa. Commu-
nity Dent Oral Epidemiol. 1978
Jul;6(4):195-9. [PubMed]

13. Kramer IRH, Pindborg JJ, Shear
M. Definitions and Explanatory Notes.
In: Histological Typing of Odon-
togenic Tumours. 2nd ed. WHO.

https://www.journal-imab-bg.org

Springer, Berlin, Heidelberg. 1992.
Chapter 3. 11-14 p. [Crossref]

14. Cadavid AMH, Araujo JP,
Coutinho-Camillo CM, Bologna S,
Lemos CA, Jr., Lourenco SV. Amelo-
blastomas: current aspects of the new
WHO classification in an analysis of
136 cases. Surg Exp Pathol. 2019;
2:17. [Crossref]

15. Wright JM, Vered M. Update
from the 4th Edition of the World
Health Organization Classification of
Head and Neck Tumours: Odontogenic
and Maxillofacial Bone Tumors. Head
Neck Pathol. 2017 Mar;11(1):68-77.
[PubMed]

16. Sham E, Leong J, Maher R,
Schenberg M, Leung M, Mansour AK.
Mandibular ameloblastoma: clinical
experience and literature review. ANZ
J Surg. 2009 Oct;79(10):739-44.
[PubMed]

17. Faras F, Abo-Alhassan F, Israél
Y, Hersant B, Meningaud JP. Multi-re-
current invasive ameloblastoma: A
surgical challenge. Int J Surg Case
Rep. 2017; 30:43-45. [PubMed]

18. Sozzi D, Cassoni A, De Ponti E,
Moretti M, Pucci R, Spadoni D, et al.
Effectiveness of Resective Surgery
in Complex Ameloblastoma of the
Jaws: A Retrospective Multicenter Ob-
servational Study. Cancers (Basel).
2022 Sep 22;14(19):4608. [PubMed]

5055



Please cite this article as: Dimanov S, Yankov Y, Stoev L. Ameloblastoma of the jaw bones: clinical study and case
report. J of IMAB. 2023 Jul-Sep;29(3):5052-5056. [Crossref - https://doi.org/10.5272/jimab.2023293.5052]

Received: 20/02/2023; Published online: 22/08/2023

Address for correspondence:

Simeon Dimanov, DMD

Department of Oral Surgery, Faculty of Dental Medicine, Medical University -
Varna,

84, Tsar Osvoboditel Blvd. floor 6, office 615, Varna, Bulgaria

E-mail: drdimanov@yahoo.com,

5056 https://www.journal-imab-bg.org J of IMAB. 2023 Jul-Sep;29(3)



