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Abstract

Ameloblastoma is considered as a true neoplasm of odontogenic epithelial origin which is reported as second most
common odontogenic neoplasm, after odontomes in reported occurrence rate. Its incidence and clinical behavior, makes
ameloblastoma one of the most important odontogenic neoplasm. Unicystic ameloblastoma (UA) clinically and
radiographically one of the most important odontogenic neoplasm. Unicystic ameloblastoma (UA) clinically and
radipgraphically shows features of a cyst, but histologically shows cystic cavity lined by epithelium with typical
ameloblastomas changes, with or without luminal and/or mural tumor growth. It accounts for 10 % - 46 % of all intra
osseous ameloblastomas. We hereby report a case of unisystic ameloblastoma in a 70 — years old male patient.
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Introduction

Mandibular swellings may occur as a result of many benign
lesions of odontogenic or mnon-odontogenic origin.
Ameloblastoma is one of the most common tumors
originating from odontogenic epithelial cellular elements
and dental tissues in various stages of development. It is a
slow-growing, persistent and locally aggressive neoplasm,
involving the posterior vicinity of lower jaw in 80% of
cases. There are three wvariants of ameloblastoma;
solid/multicystic, peripheral and unicystic."

The unicystic ameloblastoma (UA) is a less encountered
variant of the ameloblastoma. It frequently occurs in the
second or third decade with no gender and racial
predilection. It is encountered almost asymptomatically in
the posterior region of mandible. The clinical and
radiological simulation of an UA with mandibular cyst Figure 1: Extra oral photograph showing no facial
often lseads to simple surgical procedure i.e enucleation of ~ @symmenry

lesion.

On palpation number, site, shape, size margins and
This report emphasizes the importance of histopathological exte1'151ons were cgnﬁnned. Sw.ellmg 18 firm to l}ard m
analysis of any pathology in jaws even if it appears  consistency _and is not associated with any kind of
harmless in clinical and radiological screening. discharge. (Figure 2)
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Case Report

A 70 year old male edentoulous patient reported to the
department of Oral Medicine and Radiology at K.D Dental
College and Hospital, Mathura with chief Complaint of
swelling in his Right posterior mandible region since one
and a half month which gradually increases to attain the
present size. Swelling was painless. Patient also gives
history of extraction of the tooth of same region two
months back.

On extra oral examination no facial asymmetry was
appreciated. (Figurel) On intra oral examination during
inspection, a solitary swelling was present irt to Right
mandibular posterior region ,ovoid in shape of size 1 x 2
cm extending 3 cm away from midline till premolar region
and 4 cm ahead of retromolar area, Mediolaterally it is
extending from alveolar ridge of 44 & 45 region to 1 cm
laterally in the buccal vestibule with smooth surface and
well defined borders. A provisional diagnosis of Residual Cyst in relation to right

posterior mandibular region was made and differential

Figure 2: - Intraoral photograph showing swelling at right
alveolar mucosa irt 44 & 45 obliterating buccal vestibule
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diagnosis of Ameloblastoma, Central giant cell granuloma,
Odontogenic keratocyst, Ossyfying fibroma, Osteomylitis
were put forth. Orthopantomograph revealed mixed radio
opaque radiolucent lesion of size approximately 1 x lcm in
relation to 44 and 45 tooth region with well defined
margins anteriorly, posteriorly and inferiorly along with
destruction of alveolar crest superiorly. (Figure 3)

Figure 3: - OPG  showing
radiolucenct lesion irt 44 & 45

mixed radio opaque &

Excisional biopsy was done and specimen was submitted to
Histopathological examinations. Microscopically stained
sections by haematoxylin and eosin showed cystic lumen
with stratified squamous epithelium supported by
connective tissue capsule. The cystic lining epithelium was
thin and showed areas of ameloblastomatous epithelium
with basal hyperchromatic palisaded layer of cuboidal and
columanar cells. The overlying connective tissue capsule is
made up of dense and loose connective tissue with areas of
mild inflammatory infiltrates and blood vessels. (Figure 4)

Figure 4: - Photomicrograph (Magnification 40x) showing
cuboidal and columnar ameloblastomatous epithelial cells.

The final diagnosis of Unicystic Ameloblastoma irt Right
Mandibular Posterior region was thus made.

Discussion

Unicystic ameloblastoma (UA) is a rare subtype of
ameloblastoma, accounting for about 6% of intra osseous
ameloblastomas. Its manifestationn involves younger age

group, with almost 50% of the cases in the second decade
of life and more than 90% are located in the mandible.>*’

Patients commonly present with moderate to severe
swelling and facial asymmetry, pain being an occasional
presenting symptom. Ulceration in mucosa is rare, but may
be caused by continued and aggressive growth of the tumor.
Small lesions are sometimes revealed on routine
radiographic screening examinations or as a result of local
factors (like mobility in teeth, occlusal alterations and
failure of eruption of teeth) produced by the tumor.® In our
case patient was an adult with mild swelling intraorally and
no facial symmetry.

Histologically, the minimum criterion for diagnosing a
lesion as UA is the demonstration of a single cystic sac
lined by odontogenic (ameloblastomatous) epithelium
which often occurs focally.

UA should be differentiated from odontogenic cysts as the
UA has a relatively higher recurrence rate.’

In a clinicopathologic study of 57 cases of unicystic
ameloblastoma, Ackermann histologically classified it into
the following three groups:

A. Group I: Luminal UA (tumor limited to the luminal
surface of the cyst).

B. Group II: Intraluminal/plexiform UA (nodular
proliferation into the lumen without infiltration of
tumor cells into the connective tissue wall),

C. Group III: Mural UA (invasive islands of
ameloblastomatous epithelium in the connective
tissue wall not involving the complete epithelium).

Another histological subgroufing by Philipsen and
Reichart has also been described:

Subgroup 1: Luminal UA

Subgroup 1.2: Luminal and intraluminal UA

Subgroup 1.2.3: Luminal, intraluminal and intramural
UA

Subgroup 1.3: Luminal and intramural UA

In present case the histological diagnosis revealed a single
cystic cavity lined by ameloblastomatous epithelial lining
thus showed features of Luminal UA which is subgroup
laccording to Philipsen and Reichart.

The UAs diagnosed as subgroups 1 and 1.2 can be
conservatively treated with enucleation, whereas subgroups
1.2.3 and 1.3 showing intramural growths require treated
radical resection, as for a solid or multicystic
Ameloblastoma.’

Conclusion

In the present case, the diagnosis was made possible only
by histopathologic examination performed of the
enucleated material. Hence, we conclude that the clinician
should be aware of differential diagnosis of such kind of
case and surgical procedure must include the postoperative
histopathological  examination for proper assessment of
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any ameloblastomatous changes, so that the proper and
correct treatment plan can be given to the patient.
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