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Abstract

The purpose of this study is to evaluate the treatrplans selection of different types
of ameloblastoma & its effect on prognosis depeméatiow up for different periods

This study represent the experience of authoreattnent of 46 ameloblastoma cases in
the period between January 2004 to August 2008 atila general teaching Hospital
maxillofacial department & AL-Abass private Hospit6 patients are recorded in this
study complainnig from different types of amelobdasa, 28 were males constituting
61% whilel18 were females constituting 39%. The gmsh patient was 13 years, while
the oldest one was 55 years & the mean age wa®&4.y26 case conventional type
(multilocular), 10 cases unilocular, 2 extraosse@@malignant ameloblastoma All the
conventional types were treated by resection witmediate reconstruction, unilocular
cases by curettage, extraosseous by local reseé&tiomalignant ameloblastoma by
resection with selective neck dissection. Succésskatment of ameloblastoma
depends on correct selection of treatment plathigistudy the recurrence occurs only
in the maxilla in cases treated by curettage mayliee to nature of maxillary bone
Therefore, local resection with immediate recoredton is the preferred choice.

I ntroduction

The ameloblastoma is the most common clinicallynificant and potentially lethal
odontogenic tumor. Excluding odontomas, its incaeaquals or exceeds the
combined total of all other odontogenic tunfofghese tumors may arise from rests

of the dental lamina, a developing enamel orgam epithelial lining of an odontogenic
cyst, or the basal cells of the oral mucdsaSeveral causative factors habeen
proposed, including (1) nonspecific irritatif@ctors such as extraction, caries, trauma,
infection,inflammation, or tooth eruption; (2) nutritionalfadt Disorders; and (3) viral
pathogenesid The ameloblastoma occurstiree different variants, each with specific
implications for treatment and a unique Prognosidid or multicystic, unicystic, and
peripheral*

Solid or Multicystic Ameloblastoma

This variant of the ameloblastomaeiscountered in patients over a wide age

Range’ It is rare in children in their first decade deliand relatively uncommon in the
second decade About 85% of this variant of the ameloblastoma

occur in the mandible, most commonly in the motanfus region.6 About 15% of
multicystic ameloblastomas occur in the maxillajaly in the posterior

Regions”® A painless expansion of the jaws is the most compiimical presentation;
neurosensory changes are uncomn&low growth is the rule, with untreated tumors
leading to tremendous facial disfigurement.
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The most common radiographic feature is that of altilocular radiolucency..
Histologic patterns includefollicular, plexiform,; acanthomatous, granular cell;
desmoplastic *°

Treatment and Prognosis The solid or multicystic ameloblastontands to infiltrate
between intact cancellob®ne trabeculae at the periphery of the

tumor before bone resorption becomes radiograghieaident. Therefore, the

actual margin of the tumor often extends beyondagparent radiographic or clinical
margin'' Soft tissue margins are best managed accordingi¢oanatomic barrier
margin principles whereby one uninvolved surrougdinatomic barrier is sacrificed on
the periphery of the specimén.

Unicystic Ameloblastoma refers to a pattern of epithelial proliferation

that has been described in dentigerous cysts ofjalwe that does not exhibit the
histologic criteria for ameloblastoma published \tigkers and Gorlif®>** it may be
treated more conservatively than the solid or raystic ameloblastoma with the

same degree of cuteMore

than 90% of these tumors are found inrtendible, usually in the molar/ramus
Region!® Three histopathologic variants of unicystic amé&etoma have been
described that impact treatment and progndsminal unicystic , intraluminal

unicystic ameloblastoma contains one or more nodules of ameloblastoma gioge
from the cystic lining into the lumen of the cy&the third variant, known aswral
unicystic ameloblastoma, the fibrous wall of the cyst is infiltrated bypigal follicular
or plexiform ameloblastoma.

Treatment and Prognosis The treatment of a luminal or intraluminal variaftthe
unicystic ameloblastoma is enucleation and curetitagy mural ameloblastoma.
Treated with a surgery similar to that for the gai multicystic ameloblastont4
Peripheral Ameloblastoma

The peripheral or extraosseous ameloblastoma is ntlest rare variant of the
ameloblastoma. This tumor probably arises fromsre$tdental lamina or the basal
epithelial cells of the surface epithelidfiThe peripheral

ameloblastoma is most appropriately treated withde local excision. When

surgical margins are negative for tumor, cure éslifkely consequenck.

Malignant (M etastasizing) Ameloblastoma

Malignant ameloblastomas are best described adasog that have the

histologic features of benign ameloblastoma as shoythe primary growth in

the jaws and by any metastatic groftfthe most common sites of metastatic disease
are the lungs followed by the cervical lymph noded visceral organst?223
Ameloblastic Carcinoma Ameloblastic carcinomas are malignant epithelial
odontogenic tumors that exist in the backgroundedign ameloblastomas. Although
ameloglastic carcinomas have been reported to tasias to the lungs and distant
organ

Materials & methods

This study represent the experience of authoreiattnent of 46 cases of ameloblastoma
in the period between January 2004 to August 2Q0&laHilla general teaching
Hospital maxillofacial department & AL-Abass prieaHospital. The treatment plans
depend on details patient history, investigatiotarip X-ray,CT as in ( fig 2), MRI
&biopsy Different surgical techniques were used etgjed on diagnosis the type
&extension of ameloblastoma as curettage, peribheséeoctomy, local &block
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resection with selective neck dissection (fig 3)tfee cases which need reconstruction
are immediate reconstructed by iliac crest(fig @jilo graft

Result

46 patient are recorded in this study complainsfdifferent type of ameloblastoma,
28 were males constituting 61% whilel8 were femalasstituting 39% the youngest
patients was 13 years, while the oldest one wagats & the mean age was 34 years.
26 case conventional type (multilocular), 10 casedocular, 2 extraossue & 8
malignant ameloblastoma all the conventional typese treated by resection with
immediate reconstruction ,unilocular cases by taget ,extraossues by local resection
& malignant ameloblastoma ( fig 1)by resection wghlective or modified neck
dissection , 2 cases of unilocular type in maxdta recurrent therefore treated after
recurrence by local resection, only one case ohdimalare conventional type
reconstructed with iliac crest bone graft wasuf@ldue to infection .in this study the
males more than females , mandible more than raa&ithulticystic more than other
types of ameloblastoma

Most the multilocular types were treated by resectith immediate reconstruction (1-
1.5cm) safe margin but 3 cases treated by hemirbaletitomy without

recurrence for more than 3 years fallow up unilaculO cases treated by curettage with
2 cases recurrence extraossues by local excisihiowutirecurrence

Malignant ameloblastoma by resection with selectore modified neck dissection
without recurrence for more than 3 years fallow2upases in maxilla unilocular type
are recurrent therefore later treated by localatése (partial maxillectomy) one case of
conventional type resulted in failure of iliac drdsone graft in mandible due to
infection& later reconstruction was performed

Tablel. Agedistribution of

No of patients
0

8
10
13
14

1

Tablell. Sex distribution of ameloblastom

No of
patients

male 28
Female 18

Sex
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Tablelll. Sitedistribution of ameloblastoma

sit No of patients
Anterior mandible 8

Posterior mandible 27
Anterior maxilla 6
Posterior maxilla 5

4

(Fig 1) malignant ameloblastoma (fig 2) CTscan_ex'amination of
with cervical Lymph nods metastasis the same case in fig 1

(Fig 3) resection of mass with ( fig 4) post operative with bone
selective Neck dissection graft reconstruction
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Discussion

As reported previously that unilocular ameloblasasntend to occur in younger age
groups &our results confirmed this tendency.Sulgiesection remains the mainstay of
treatment for ameloblastoma It has been shown rtiwdt cases treated by curettage
recur locally anywhere .from 1 to many years aftezatment® in this study
conservative treatment resulted in recurrencegitseawith the most reported literatures
Chemotherapy to date has played no role in sultdlyseradicating this tumor. In a
case report describing metastases to the lungswmandibular nodé§,in this study
the Recurrence occurs in maxilla fallow curettaggoung cases due to its not posses
effective barrier to the spread therefore curettagg@propriate treatment plan & its
agree with this anatomical characteristics of nialecurrent cases fallow curettage in
posterior maxilla is difficult in its treatment efefore marginal resection is preferred at
the first treatment plan. No recurrence occurs ovall curettage in unicystic
ameloblastom of mandible & the thick cortex plagttmportant role. in this study the
Preservation of the inferior boarder of mandiblentaintain normal contour as possible
that not interfere with complete removal & adequsdite margin. Cervical lymph nods
metastasis reported in all malignant ameloblastoasas without distance metastasis as
lunge, liver.....etc &disagree the most repotted issidung first site of metastasis )
Malignant ameloblastoma treated by resection ahary lesion &selective or modified
neck dissection the same principle of malignanthetial origin

Peripheral type treated by local excision withoeturrence All meloblastoma types
treated by surgery only without others modalities chemotherapy or radiotherapy
Postoperative. closed follow-up is important in thmanagement of ameloblastoma
because more than 50% of all recurrences occuinvghyears of surgery.as in most
reported study results

Conclusion

1-Successful treatment of ameloblastoma dependwaat selection of treatment plan
2-curettage is not sufficient treatment plan of i@y unicystic

ameloblastoma but sufficient in mandible thereftoeal resection is the preferred
choice in maxilla.

3-All the malignant types are multicystic & metassato cervical lymph

nods rather than distance organs as lung
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