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Abstract

Background: Ameloblastoma is an odontogenic tumour of epithelial origin that mainly affects the jaw, and
less commonly the maxilla. It presents as an asymptomatic slow-growing tumor. Despite being a benign
tumor, it has an invasive behaviour with a high rate of recurrence.

Objective: The purpose of the study was to find out the demographic profile of ameloblastomas in the
region of North Karnataka.

Methods: Ours is a retrospective study, obtaining data from private clinics in North Karnataka. The details
recorded were age, gender, site, histopathological variant, type of treatment, complications and recurrence.
Results: Details of 50 cases could be retrieved. Males were predominant (32 cases; 64%). The mean age
was 38.40 years. All the cases were located in posterior mandible. After surgery 5 cases (10%) had history
of recurrence.

Conclusion: Ameloblastoma is one of the most commonest odontogenic tumour, with recurrence potential if
not treated properly.

Keywords: Ameloblastoma, Segmental resection, Odontogenic tumors, Recurrence.

Introduction

Ameloblastoma is an odontogenic  tumor
occurring mostly in  mandible. The term
ameloblastoma was suggested by Ivy and
Churchill later in 1960, based on its odontogenic
origin. Studies have now confirmed that the
epithelial cell of origin is the ameloblast cell by
targeting the protein by-product of the cell which
is amelogenin. It represents about 11% of all

odontogenic tumors. It originates from epithelial
remnants of intra and/or extra-osseous location. It
is characterized by slow and painless swelling.
Most of the cases have been diagnosed between
the third and fifth decades of life.™

It is a benign tumour but has aggressive
characteristics such as persistent growth and
locally invasive to surrounding structures.
Ameloblastomas usually present as a painless
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swelling, slow growing mass, expansion of jaw
bones, perforation of mandible or maxilla cortical
plates and infiltration to surrounding soft tissue or
sinonasal structure. Radiographically it can appear
as unilocular or multilocular radiolucent images,
with bone erosion. The ameloblastoma also has a
few variations in histopathological appearance,
but the most common types are follicular and
plexiform. The treatment of choice follows a
radical surgical approach encompassing wide
resection procedures of the jaw such as marginal,
segmental, and composite resections.* °

The aim of this study was to determine the
demographic profile of ameloblastomas in the
region of North Karnataka.

Materials and Methods
A retrospective study was conducted by obtaining
data from private clinics in of North Karnataka.
The details recorded were age, gender, site,
histopathological variant, type of treatment,
complications and recurrence. The study period
was between January 2018 to December 2018.
Case details of all the patients were retrieved from
the clinic records.
Inclusion Criteria

1. Cases of Ameloblastoma

2. Dental clinics of North Karnataka
Exclusion Criteria

1. Patients with follow-up less than 12

months were excluded
2. Odontogenic lesions other  than
ameloblastoma were excluded

The collected data were subjected to descriptive
statistical analyses with the SPSS version 17.0
statistical software package (SPSS Inc., Chicago,
USA). The critical level of significance was set at
p<0.05.

Results

A total number of 50 cases could be retrieved.
Males were predominant (32 cases; 64%). The age
of the patients ranged from 30 to 50 years, with a
mean age of 38.40 years (Table 1 and Graph 1).

Table 1: Distribution of Cases Age-wise

S Age Number | Percentage
No Group | Of Cases | Of Cases
1 30-35 5 10%

2 36-40 30 60 %

3 41-45 10 20%

4 46-50 5 10%

5 Total 50 100%

Graphl: Distribution of Cases Age-wise

All the cases were located in posterior mandible. 5
cases (10%) crossed the midline. 20 cases (40%)
had involvement of the mandible body and angle
or angle and ramus; in 25 (50%) cases the lesion
advanced to the body, angle, ramus and condyle.
Facial asymmetry was the foremost complaint in
70% (35 cases). The commonest histopathological
variant was follicular (60%) (Fig 1), followed by
plexiform (20%) and 20% cases were of unicystic
variant (Fig 2 and 3) (Table 2 and Graph 2).

Fig 1: Follicular Ameloblastoma
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Fig 2: Unicystic Ameloblastoma
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Of 50 cases, 35 (70%) were treated by segment
resection of the mandible; 10 (20%) by
enucleation or curettage, 5 (10%) by marginal
resection of the mandible. The mandibular
reconstruction, when indicated, was carried out
with the miniplate for mandibular reconstruction
and/or iliac crest bone graft (Table 3).

Table 3: Distribution of Cases according to the

Fig 3: OPG -Unicystic Ameloblastoma crossing
Midline

Table 2: Distribution of Cases according to
Histopathology

Type of Treatment
Sno Treatment Number of | Percentage of

Type Cases Cases

1 Segmental 35 70%
Resection

2 Enucleation / 10 20 %
Curettage

3 Marginal 5 10%
Resection

5 Total 50 100%

Graph 3: Distribution of Cases according to the
Type of Treatment

u Segmental Resection

= Enucleation /
Curettage

Marginal Resection

SNO VARIANT NUMBER PERCENT
OF CASES AGE OF
CASES
1 Solid/ Follicular 30 60%
Multicystic Variant
Plexiform 10 20%
Variant
2 Unicystic 10 20%
3 TOTAL 50 100%

Graph 2: Distribution of Cases according to
Histopathology

Follicular
Ameloblastoma

Plexiform
Ameloblastoma

M Unicystic
Ameloblastoma

After surgery, wound infections was observed in
10 cases (20%) patients. Tumor recurrence was
seen in 5 cases (10%) after curettage.

Discussion

Ameloblastomas are an enigmatic group of oral
tumors. They are usually benign in growth pattern,
but frequently invade locally and occasionally
metastasize.*

Few studies showed equal gender distribution, but
we found a male predominance.’ ® The age of the
patients ranged between 30 to 50 years, with a
mean age of 38.40 years, similar to previous
studies.” 2 The diagnosis of ameloblastoma can be
obtained by means of a panoramic Xx-rays and
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histopathology. Radiographically it can appear as
unilocular or multilocular radiolucent (most of the
cases), with bone erosion.**

It may be associated with impacted teeth and
cause radicular resorption Facial asymmetry was
the most common complaint in many studies , as
was in our study.. As far as location is concerned,
the mandible was the most frequent site.*® Our
findings also are in accordance with other studies,
but we noticed 100% cases in mandible. There is
no standardization in the literature as to mandible
regions affected. A pattern of predominance of
solid/multicystic ameloblastoma over unicystic
variant of ameloblastoma have been established
by some studies, which was seen in our case
also.> * The commonest histopathological variant
was follicular (60%) followed by plexiform
(20%). This finding is similar to Rusdiana et al.**
There are numerous methods for treatment,
including enucleation and/or curettage, marginal
en-block resection or hemiressection
(hemimaxillectomy or hemimandibulectomy).
However surgery is the most indicated treatment
approach, because of its resistance to
radiotherapy. The choice of treatment depends on
lesion size, type, location and general patient
condition. After segment resection, it is essential
to rebuild it, with bone graft and/or a titanium
plate and screws. 5 cases had recurrence, whereas
Luciano et al* found recurrence in 4 cases
(12.12%), three (9.09%) after curettage and one
(3.03%) after maxillectomy. For the plexiform and
follicular types, radical surgery is the best
procedure, with a safety margin of 1.5 and 3.0 cm
and, for the unicystic type, bone curettage is
indicated.” Nakamura et al. compared the long-
term results of 78 cases of ameloblastoma,
obtained a recurrence rate of 7.1% after radical
surgery and 33.3% after conservative treatment.
They recommended wide jaw resection as the best
treatment for ameloblastoma.? Sassi et al found a
recurrence rate of 13% of cases. Lower recurrence
rate was observed with radical surgical treatment.®
According to Doenja Hertog et al in the 28
patients who were treated by enucleation, the

recurrence rate reached about 60% over a mean
follow-up of 8.3 years.”® It is believed that the
recurrence rate is related to many factors such as
tumor subtype, methods of treatment and tumor
behavior. It is recommended that a long period of
clinical and radiographic follow-up, because
recurrence may occur after a long period after
treatment.**4

Conclusion

The ameloblastoma is usually of late diagnosis
because of its poor symptomatology and low
prevalence. There is a need for a routine
histological classification of the ameloblastoma
for its morphological characterization and, thus, a
better treatment definition. Nonetheless, the main
success factor associated with the treatment is the
early diagnosis and treatment.

References

1. Dhanuthai K, Chantarangsu S,
Rojanawatsirivej S, et al. Ameloblastoma:
a multicentric study. Oral Surg Oral Med
Oral Pathol Oral Radiol 2012;113:782—
788.

2. Rusdiana, Sirera Uvie Sandini, Evy Eida
Vitria, Teguh Iman Santoso. Profile of
Ameloblastoma from a Retrospective
Study in Jakarta, Indonesia. Journal of
Dentistry Indonesia 2011;18 ( 2):27-32.

3. Lunelli et al. Epidemiological profile of
ameloblastoma at Erasto  Gaertner
Hospital. RSBO. 2016 Oct-Dec;13(4):236-
40.

4. Chaidan Intapa. Analysis of Prevalence
and Clinical Features of Ameloblastoma
and its Histopathological Subtypes in
Southeast Myanmar and Lower Northern
Thailand  Populations: A 13-Year
Retrospective Study. Journal of Clinical
and Diagnostic Research. 2017 Jan, Vol-
11(1): ZC102-ZC106.

5. Tatapudi R, Samad SA, Reddy RS, Boddu
NK. Prevalence of ameloblastoma: A

Dr Kavitha B et al IMSCR Volume 06 Issue 11 November 2018

Page 885




10.

11.

12.

three-year retrospective study. J Indian
Acad Oral Med Radiol 2014;26:145-51.
Reichart PA, Philipsen HP, Sonner S.
Ameloblastoma: Biological profile of 3677
cases. Eur J Cancer B Oral Oncol.
1995;31B(2):86-99.

Martins RH, Andrade Sobrinho J,
Rapoport A, Rosa MP. Histopathologic
features and management of
ameloblastoma: study of 20 cases. Sao
Paulo Med J. 1999;117(4):171-4.
Nakamura N, Higuchi Y, Mitsuyasu T,
Sandra F, Ohishi M. Comparisonof long-
term results between different approaches
to ameloblastoma. Oral Surg Oral Med
Oral Pathol Oral Radiol Endod.
2002;93(1):13-20.

Sassi LM, Dissenha JL, Simette RL,
Rodrigues E, Silva AB, Pedruzzi PAG et
al. Reconstrucéo com enxerto
microvascularizado  de  fibula em
mandibula com duplo segmento em porc¢éo
anterior em edentados, variante — I. Rev
Brasileira de Cirurgia de Cabeca e
Pescocgo. 2005;34(1):37-41.

Hertog D. Histopathology of
ameloblastoma of the jaws; some critical
observations based on a 40 years single
institution experience. Med Oral Patol Oral
Cir Bucal. 2012 Jan;17(1):76-82.

de Moraes FB, Cardoso RM, Rodrigues
SV, Dutra MV, Pereira UR, Borges TR.
Ameloblastoma: A clinical and therapeutic
analysis on six cases. Rev Bras Ortop
2014;49:305-8.

Di Cosola M, Turco M, Bizzoca G,
Tavoulari K, Capodiferro S, Escudero-
Castafio N, et al. Ameloblastoma of the
jaw and maxillary bone: Clinical study and
report of our  experience. Av
Odontoestomatol 2007;23:367-73.

13.

14.

Vohra FA, Hussain M, Mudassir MS.
Ameloblastomas and their management: A
review. J Surg Pak (Int) 2009;14:136-42.
Contar CM, de Oliveira P, Kanegusuku K,
Berticelli RD, Azevedo-Alanis LR,
Machado MA. Complications in third
molar removal: A retrospective study of
588 patients. Med Oral Patol Oral Cir
Bucal 2010;15:e74-8.

Dr Kavitha B et al IMSCR Volume 06 Issue 11 November 2018

Page 886




