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SUMMARY

Ameloblastoma is commonly encountered odontogenic tumour in
Bangladesh. A clinical assessment of this tumour is presented in this paper with
the particular attention to its age, and sex incidence, clinical presentation, and its
management. Complete removal of the neoplasm is the treatment of choice
regardless the method of accomplishment to obtain complete cure. Small lesion,
particularly in young patients may by given chance to be managed by
enucleation and curettage exposing the healthy surrounding tissue. However
radical resection of the tumour is the most efficient treatment particularly in large
tumours to avoid recurrence.

INTRODUCTION

Ameloblastoma is commonly encountered as the clinically significant
neoplasm of odontogenic epithelium in Bangladesh. This tumour has been
described as locally malignant with aggressive behaviour, extensive invasion to
the surrounding tissues and considerable tendency to recur after treatment 1-3.
Thus a continual clinical and experimental evaluation is still necessary to assess
a successful management of this tumour. This paper presents an assessment of
thirteen cases of ameloblastoma treated in our hospital including a detail
description of an unusually large tumour which was treated with radical
resection of the mandible and the defect corrected by a metallic implant.

MATERIALS AND METHODS

The material for this study was obtained from patients admitted to our
indoor hospital during their regular follow-up visits. Thirteen cases of
ameloblastoma confirmed by histopathological examination during the period of
four years from 1985 to 1988 were studied. The factors considered were age
and sex incidence, clinical presentation, site, duration of the disease and
management.

RESULTS

The age range of the thirteen patients was 4 to 50 years with a mean of
25.23 years and majority of the patients were between 15-30 years. There were
eight male and five female patients. Mandible was involved in ten cases and
maxilla in only three. Six of the lesion involved the body and ramus area, two
were present at the angle, one at the body, and one at the symphyseal region of
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the mandible. The most common signs and sYlT'ptoms were slow growing
tumour (present in all cases), followed by mild pain (four cases), difficulty in
opening the mouth (three cases) and paresthesia in lower lip (two cases). Of the
thirteen cases, twelve cases were treated by enucleation and curettage with a
particular attention to expose the healthy tissue margin under general
anaesthesia by intra or extra oral approach. Recurrence was reported in only
two cases during a follow-up period ranging from twelve months to forty six
months. One case of recurrence (three months after curettage) with a lesion at
the symphyseal region was treated by marginal resection and the two other
cases by hemimandibulectomy, one of which was a recurrent ameloblastoma six
months after the initial curettage (Table I).

Table I : Analysis of 13 cases of ameloblastoma

P

A case of giant ameloblastoma of the mandible is presented here in
detail.

Case Age Duration of Initial
No. (Years) Sex Site disease treatment Follow up period :

recurrence

1 14 F left mandible 2.5 years Curettage 46 months : no
2 16 M Right body of 2 years Curettage 42 months: no

the mandible
3 4 F left maxilla 3 months Curettage 37 months: no
4 15 M Right side of 6 months Curettage 36 months : no

the mandible
5 35 M left side of 2 months Curettage 36 months: no

the mandible
6 17 F Right side of 1year Curettage 26 months: no

the mandible
7 50 F left maxilla 6years Curettage 23 months: no
8 24 M Right side of 6 months Curettage 19 months: no

the mandible
9 25 M Right maxilla 8 months Curettage 17 months: no
10 25 M left angle of 1 year Curettage 12 months: no

the mandible
11 50 M Symphyseal 10 months Curettage Recurrenc after 2

region of the months of initial
mandible treatment and treated

by marginal resection
12 25 M left mandible 3years Curettage Recurrence after

6 months of curettage
and treated by

13- 28 F Right body 2 years Hemiman- hemimandibulectomy
and ramus of dibulectomy
mandible
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CASE REPORT

A 28 year old female was referred from Dhaka Medical College Hospital
to our maxillofacial surgery unit 0" October 22, 1988 with a large tumour on right
side of the mandible, slowly groy.,;"g for 2 years duration.

On examination in our clinic, there was a 10 x 9 x 5.5 cm. mass on right
side of the mandible, expanding mainly on the buccal side. The lesion, which
extended from the midline to the ramus area on the right side was firm in
consistency with diffuse smooth surface. The skin and mucosa overlying the
lesion was normal. The first and se(,ond mandibular molar teeth of the right side
were not present and there was slight impairment of sensation on the lower lip.

Roentgenographic examination of the mandible showed a huge
multilocular radiolucent lesion on the body and ramus of the mandible with
extensive cortical expansion. The roots of first and second premolar teeth were
displaced and that of the third molar showed partial resorption (Fig-1).

The systemic examination and routine analysis of blood, urine and stool
examination as well as chest radiographs were within normal limits.

With th~ .'.:Jovehistory and findings a clinical diagnosis of ameloblastoma
was made. Considering a large lesion with massive deformity and multilocular
cystic appearance in the radiograph, a decision was made for hemimandibule-
ctomy of the right mandible and correct the defect using an artificial implant. On
December 24, 1988, under general anaesthesia an incision starting from midline
of the lower lip following submandibular area, and extending backward towards
the right angle of the mandible was made. The mandible was exposed for
hemimandibulectomy and its right half from midline along with the right
temporomandibular joint was removed. After resection a stainless steel plate of a
mandibular shape was fixed to the remaining mandibular stump by screws.
Finally, the muscles were attached to the plate and the wound was closed in
layers.

The tissue of the tumour was sent for histopathological examination to
confirm our clinical diagnosis. Histopathological examination revealed a
proliferation of ameloblastic epithelium. Peripheral cells were palisaded away
from the basement membrane, these calls delineate stellate reticulum like areas.
In addition, strands and clusters of cells, reminiscent of odontogenic epithelium
rests, streamed from the main mass over a connective tissue stroma suggesting
ameloblastoma (Fig-2).

During subsequent post-operative management the patient tolerated the
procedure well and results were satisfactory. A post-operative radiograph
showed no remaining bony lesion and stainless steel plate of mandibular shape
was in its proper position (Fig-3). The patient was finally discharged on January
15,1989.
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lateral oblique radiograph of the
mandible showing an expansile,
multilocular radiolucency of the right
body and ramus.

...
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Fig.3. PA view of skull radiograph showing the
resected mandible and a metallic implant
in position

"

Fig.2. Photomicrograph showing proliferation
of ameloblasticepithelium.Haematoxylin
andeosinstain.Magnification20 x.
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DISCUSSION

The ameloblastoma is regarded as an aggressive epithelial neoplasm of
odontogenic origin, specifically of enamel organ type tissue4. Clinically this
tumour is significant because of its frequent recurrence after treatment.

Mehlisch et a15, reports common occurrence of this tumour between the
ages of 20 and 50 years. The average age of the patient on discovery of the
tumour was 32.7 years2. The age incidence of ameloblastoma in present study
shows it's prevalence relatively at an younger age than the aforementioned
series. In this study, there is a predilection for occurrence of this tumour in male
(61.5%). Waldron & EI-Mofty6, in their study of 116 cases of ameloblastoma
have found male to female ratio as 1.2:1.

In our study 76.9% of cases occurred in the mandible and 23.1% cases in
the maxilla. The site of involvement in majority of the mandibular lesion was
body and the ramus which is quite similar to the reports stated by Sehdev et a17.

Ameloblastoma generally occurs centrally in bone, however a less
~ommon extra-osseous variant has been described8. It has been seen that the
epithelium of origin responsible for tumour formation is derived from one of the
following sources : (1) cell rests of enamel organ either remnants of dental
lamina or remnants of Hertwjg's sheath, the epithelial rests of Malassez, (2)
developing enamel organ, (3) epithelium of odontogenic cysts, particularly the
dentigerous cyst, and odontomas, (4) basal cells of the surface epithelium, and
(5) heterotrophic epithelium in lesions that occur at extraoral sites9.

Histopathologically, ameloblastoma closely resembles the enamel organ,
and different cases may be distinguished by their similarity to different stages of
odontogenesis. In general the tumour consists of columnar ameloblasts with
nuclei polarised away from the basement membrane circumscribe an inner
sheet or mass of stellate epithelial cells that possess the potential for squamous
metaplasia, granular cytoplasmic changes, and lTIicrocystic degeneration 10.11.
These variations in histologic pattern do not have any significant bearing on
prognosis6. However, ameloblastoma arising from odontogenic cyst linings
referred as unicystic ameloblastoma exhibits a low rate of recurrence following
enucleation of curettage12.

Rarely ameloblastoma may transform into a malignant tumour as
suggested in few literatures13 and may also rarely metastasise to distant
organs14.

Classically, ameloblastomahas been described as a multilocular cyst
like lesion exhibiting a compartmented appearance with septa of bone
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extending into a radiolucent tumour mass in roentgenogenic examination and
when multiple radiolucencies are small the tumour has been described as
having a honey comb or soap bubble configuration 15. On the other hand lesion
may presents unilocular radiolucency as stated by Shafer et a19.All of our cases
had a multilocular radiolucency of various diameter. Jaw expansion with
thinning of cortical plates were seen in hugely enlarged tumour. Partial
resorption of roots and their slight displacement were not uncommon in majority
of the cases.

Much controversies exist about the preferable method of treatment of
ameloblastoma. The principles of surgical treatment of ameloblastoma are
varied and ranges from conservative curettage to radical resection of the tumour.

Radical surgery such as hemimandibulectomy results in functional
disability and facial deformity. Since majority of the patients presenting with
ameloblastoma are young, initially we have chosen rather a conservative
approach by enucleation and curettage with particular attention to expose the
healthy surrounding bone. In our thirteen cases a regular follow-up from 1 year
to nearly 4 years showed very good prognosis, except recurrence in two of our
patients. We treated one of the recurrent case by marginal resection, and the
other by hemimandibulectomy. Sehdev et al7 has reported only 10% cure rate
with curettage for mandibular ameloblastoma. However, enucleation and
curettage with exposing healthy surrounding tissue may be the important factor
to expect better result as seen in the present study. Here it is to be noted that
complete removal of the neoplasm regardless the method of accomplishment,
results in complete cure. Surgical resection including hemimandibulectomy or
hemimaxillectomy is the treatment of choice for extensive lesion, involving the
cortical plate5.17 and in caSe of frequent recurrence16.

An artificial implant may be placed after segmental resection to restore
the minimalfacial contourand functionalability.The metallic implantused in our
presented case showed a satisfactory result maintaining facial contour and
function. .
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