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The ameloblastoma is the most common form of the odontogenic tumors exhibiting minimal inductive
change in connective tissue, it comprising 1% of all tumor and cysts of the jaws. It is a true neoplasm,
generally considered to be a benign but persistent or, locally malignant lesion. The tumor occurs most
commonly in persons between the age of 20 and 50 years. 80% and 90% of all lesions are in the mandible.
The presenting clinical signs and symptoms of the ameloblastoma vary from patient to patient, but most
common symptom was swelling, followed by pain, draining sinuses, and superficial ulcerations.

It is a slow-growing lesion, and the radiographic features of the ameloblastoma depend large one the
nature and the local bone reaction to the particular tumor. Recurrence rate is about 33%, but this is
probably due to incommplete initial removal of lesion. We had operated a patient; 29-year-old female
immediate reconstruction combined with autocompression plate and iliac bone graft and screw fixation
after hemimandibulaectomy with recurred ameloblastoma involving from premolar to ascending ramus
at right side mandible. We obtained favorable results of good function, short intermaxillary fixation periods

and easy operation precedure than the other reconstruction methods.

INTRCDUCTION

A true neoplasm of enamel organ tissue, the ame-
loblastoma is the most common form of the epithelial
odontogenic tumors that dose not undergo differen-
tiation or induction of mesodermal derivatives®***%,
The term ameloblastoma was introduced by Ivy and
Churchil*"”, in 1930, although first mention of the
tumor can be dated back to 1868 and Broca’s report.
This lesion comprises approximately 1 percent of the
tumors and cysts seen in the mandible and maxilla
and is the most common of the epithelial odontogenic
tumors. Sixty-five percent occur in the 20 to 50 year
age range, with nearly half in the third and fourth
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decades of life.

Like all tumors of its group, the ameloblastoma
arises from the dental lamina or a derivative of the
lamina, enamel organ, epithelial rests, follicular cysts
©

The tumor is slow growing, the average duration
before treatment being five to eight years. Clinically
the affected site may appear normal or be enlarged
with displacement and malocclusion of regional teeth.
The mucosa covering the tumor mass is normal. The
lesion is usually painless. Since the first report by
Cahn (1933)°, of an ameloblastoma developing in de-
ntigerous cyst, numerous cases have been reported
to occur in this manner (Castner et al, : Dresser and



Segal, 1967 ; Gardner and Pecak, 1980 ; Hutton, 1967 ;
Gordner and Pecak, 1980;Lee, 1970;Quinn and
Fourret, 1969 ; Taylor et al, 1971)". About 25% to
30% arise in preexisting follicular cysts, and 5% to
6% of the follicular cyst show ameoblastic prolifera-
tion. Recurrences are common (about 33%), but this
is probably due to incomplete removal®. There may
be areas of radiolucency that are unicystic or multicy-
stic. Bony septa may extend into these areas and
impart a soap bubble appearance. It usually occurs
in the mandible than in the maxilla. According to
Small and Waldron (1955)*, the former was involved
in 81% and the latter in 19%, and the Blacks are
commonly affected than the white person. The tumor
develops insidiously in the bone. It is slowly destruc-
tive, ultimately causing expansion, but it seldom cau-
ses neurologic symptoms. Some ameloblastomas
reach an extremely large size®™. Although the roent-
gen examination is of great value to determine the
extent of imvolvement, it is not always of definite
diagnostic value. Ameloblastomas must be differen-
tiated from cysts.

The time when the intracystic tumor formed in
a dentigerous cyst can be recognized by the displace-
ment of the involved teeth. The displacement in most
cases occurs before the tumor has formed, since it
is due to pressure exerted by the cystic fluid which
generally is not present in the tumor. We must consi-
der the lesion as a local malignancy, the progressive
expansion of the tumor and tendency to recur, which
is caused by tumor cells remaining in the adjacent
parts of the bone not visible in the x-ray film. The
recurrent tumor is likely to break through the cortex
of the bone™. The death rate in ameloblastoma is
low but neglect will ultimately result in multilating
operations. Rankow and Hickey (1954)®, reviewed
29 cases and noted an incidence of 91% recurrence
if only local curettage had been used initially whereas
there had been no recurrence if resection was used
(18 cases). The procedures that may be used for the
treatment of ameloblastoma are described below.
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Enucleation is not a very safe procedure. Most ame-
loblastomas should be excised rather than enucleated
+4_1f 3 sizable piece of the mandible has to be sacri-
ficed and if this can be done without perforating the
oral mucosa, a block excision may be combined with
an immediate bone graft. In many large ameloblasto-
mas perforation of the bone with the tumor invading
the surrounding tissue or extreme expansion make
peripheral osteotomy inadequate. Condyle may be
saved. This has the advantage that the bone graft
used later to restore the lost part of the jaw may
be attached to it furnishing a well functioning™. We
report the immediate reconstruction combined with
autocompression plate and iliac bone graft after hemi-
mandibulectomy with recurred ameloblasoma invol-
ving from premolar to ascending ramus at right side
mandible.

CASE REPORT

Patient ; SJ. Lim 29 years old female.

First examined date ; 1986.9.9. Chief complaint ;
slightly tenderness and bony expansion on Rt. mandi-
bular angle and ramus.

Past history ; As described above, this 29 year old
female patient who had been suffering from pain and
swelling on Rt mandibular angle area was visited
to our department via local clinics, She was performed
X-ray taking and bone biposy at 1986.9.10. and was
treated surgical enucleation three times at 1986.9.
26., 1988.3.18. and 1989.1.16.

Present illness and intraoral examination; There
was paresthesia on Rt. lower lip and tender swelling
on Rt. mandibular angle. There was fistular formation
on the right retromolar pad area.

Familial history; nonspecific, X-ray finding ; pano-
ramic and intraoral view; There is relative defined
huzed cystic cavity on Rt. mandibular angle and ra-
mus area. There is cortical bone expansion on ante-
rior border of ramus and discontinuity of radiopaque
line on this area.



Mandibular C-T scan; Bony expansion is seen in
the right mandible with fistular formation. Surroun-
ding low density is seen in the mandibular bone de-
fect with air pocket formation.

Laboratory finding; Hematologic examination;
WBC 7500/mmj;, RBC 3470000/mm; Hemeoglobin 11.0
gm/d¢ hematocrit 31.0% other’s not remarkable. Uri-
nalysis and blood chemistry is nonspecific.

Treatment and procedures ; Recurrent ameloblas-
toma of mandible treated by hemimandibulectomy
and iliac bone graft.

The operation was performed with the patient un-
der general anesthesia (N0 and Halothane). After
the usual preparation of the face and neck, an incision
was made below mandibular inferior border and the
subcutaneous tissue was divided.

The periosteum was incised and stripped away
from the outer surface, exposing the involved lesion.
The mandible was decorticated to create the resected
margins, against which the iliac bone graft could be
placed. We had contoured the autocompression plate
and had removed a piece of the crest of the ilium
using a pattern previously prepared to obtain bone
of the right size and shape.

The graft was shaped to furnish the proper contour
of the face. The graft was firmly fastened to the man-
dible by means of stainless steel sutures which were
inserted into previously drilled hole. The end of the
wires were cut short and turned in.

Previuosly contoured A.C.P. was fixed on mandible
with screw. The periosteum then was sutured into
position. The subcutaneous tissue was closed with
dermalon sutures. Furazon gauze was applied on the
wound. Mandible was immobilized by intermaxillary
fixation, Pressure dressing with an ice pack was app-
lied. The patient was given antibiotics during 17 days
in the hospital and was discharged on the seventeenth
postoperative day. The intermaxillary fixation was
maintained for 2 weeks. When discontinued, the pa-
tient had good function of the jaw. A postoperative
x-ray film showed a good result.
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DISSCUSION

The ameloblastoma is perhaps the most important
odontogenic tumor. It usually occurs as a central tu-
mor of the jaws. Extraosseous ameloblastomas, howe-
ver, may develop from the eotoder;nal lining of the
oral cavity. The ameloblastoma may form the basal
cells of the surface epithelium, form cell rests of the
dental lamina, epithelial debris of Malassez, remnants
of the sheath of Hertwig contained in the periodontal
ligament of the erupted teeth, the enamel organ itself,
and very frequently from the epithelium of cysts®***
B2 Various histologic varieties may be distingui-
shed : primitive strands, the plexiform, stellate and
follicular type, the latter with microcytes, or squamous
metaplasia and massive growth any swelling of the
cyst wall**"%*  called mural thickening by Cahn
(1933), should be investigated. Aisenberg and Inman
(1960) reported an ameloblastoma which had develo-
ped in globulomaxillary cyst.

Many theories have been advanced about causal
factors, most of which have not been shown conclusi-
vely to be correct. Trauma, extraction of teeth, ill
fitting dentures or bridges, malocculsion, periodontal
disease, loss teeth, rickets, oral infection, unerupted
third molars, and supernumerary teeth have all been
implicated. The presenting clinical signs and symp-
toms of the ameloblastoma vary from patient to pa-
tient, but Mehlisch et al, (1972) reported that the
most common symptom was swelling, which occurred
in 75% of the patients, followed by pain in 33%, drai-
ning sinuses in 28%, and superficial ulceration in
10%.

Patients exhibiting tumors of the maxilla had sym-
ptoms such as nasal obstruction, bleeding, trismus,
and maxillary sinus involvement. The ameloblastoma
is a neoplasm that causes expansion more than dest-
ruction of bone. However, there is a certain degree
of local invasion of the surrounding bone. In the abs-
cence of proper treatment, this tumor can grow to
a great size, but still remain localized. Recurrences



are common, depending on the tumor’s size, location,
length of duration, and initial form of treatment.

Treatment methods of ameloblastoma are curet-
tage, enucleation, radiation therapy, cauterization by
electrics or chemical agents, cryosurgery, surgical re-
section, and combined methods™®%#®  Surgical
treatment is accomplished by complete local excision
and cauterization after a preoperative incision biopsy
% To outline and direct the bone cuts accurately
the area of excision of the overlying mucoperiosteum
is outlined by a scalpel blade cutting to bone. A burr
in a microhandpiece is used to make the initial bone
cuts accurately. These are deepened using a small
reciprocating stryker saw blade for the vertical cut.

They are then completed through the lingual aspect
using an osteotome and mallet. The block of bone
containing the tumor and overlying mucoperiosteum
is removed in one piece®. The inferor dental nerve
may well have to be included in the block. The exci-
sion site may be covered by underiming and advan-
cing the soft tissue of the floor of the mouth and
by use of a buccal flap after periosteal release™® %,
Excised defect was reconstructed with a autocompre-
ssion plate, iliac bone graft. Compression plating will
provide greatest stability”. Advantage of compression
plating for treatment of mandibular resected defect®
are 1) early mobilization of mandible, decreasing tris-
mus after poststabilization, 2) immediate return to
normal route of alimentation, 3) early return to work
without limitations, 4) normal access to airway wi~
thout interference of intermaxillary fixation.

SUMMARY

Mandibular ameloblastoma treated by resection,
immediated reconstruction with autocompression
plate, and bone grafting are reported.

By the prosthetic implant operation, favorable resu-
Its were good function, short intermaxillary fixation
periods and easy operation than the other reconstruc-
tion methods.
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Fig. 2. Postoperative facial photography (6months
later).

Fig, 3. Preoperative posterior and anterior view of Fig. 4. Postoperative posterior and anterior view
mandible. of mandible.

Fig. 5. Preoperative panoramic view. Fig. 6. Postoperative panoramic view.
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