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Abstract
This article discusses a case report of
ameloblastoma located periapically &
interradicularly having similar appear-
ance that of odontogenic cyst. In order
to collect appropriate information for
the diagnosis of an ameloblastoma
which requires differentiation from
odontogenic cyst, there are two basic
categories we should observe. One is
the clinical manifestations including
age, history, signs and symptoms of the
patient. The other is the radiographic
pattern and configuration including
location, size, shape, radiolucency,
periphery root resorption, bony expan-
sion, and relationship to the adjacent
anatomic landmark. But the confirma-
tory diagnosis always relies on the
histopathological report.

The patient was treated with en-bloc
resection, maintaining the lower bor-
der of mandible, and is on follow-up.

Introduction

Ameloblastoma is an entirely epithelial
tumor arising from the dental lamina,
hertwig sheath, the enamel organ, or
the lining of dental follicles/dentiger-
ous cystsl.2. It is the most common
epithelial odontogenic tumor and usu-
ally occurs in individuals aged 20-40
years; however, the unicystic variant
most often occurs in adolescents with
posterior mandible being the most

FIG 1: Pre-op extra-oral view; Note the absence
of facial deformity

it 2

FIG 2: Intra oral pre-op view. No signs of oblit-
eration of buccal vestibule

FIG 3: Orthopentomogram showing well circum-
scribed radiolucency in relation 35,36,37. Note
the root resorption in rel to 36

common location3:4; only 20% of
lesions are found in the maxilla 12 with
no sex predilection.

This article presents a case of radi-
olucent lesion, that on first histological
examination was diagnosed as an
odontogenic cyst, which was not corre-
lating with the clinical and radiograph-
ic findings (tumor like lesion).
Therefore a repeat multisite biopsy was
done which led to final diagnosis of
ameloblastoma.

Case Report

A 20 year old male patient reported to
the Department of Oral & Maxillofacial
Surgery, S.G.T. Dental College &
Hospital, Gurgaon, complaining of
occasional mild pain in the left
mandibular body region since 6
months. There was no history of
swelling, discharge or severe pain.

On examination patient was moder-
ately built & nourished. Extra oral
examination revealed no obvious
swelling (See Fig. 1). Overlying skin
was normal in the region. On palpation
bony hard swelling was palpable but
was non-tender.

Intraoral examination revealed a
normal healthy mucosa with no ulcera-
tions (See Fig. 2). Associated teeth
showed no displacement or deviation
in the region. Mild non-tender swelling
was observed on palpation.

Radiography (Orthopantomogram)
shows a radiolucent lesion on left side
of mandible extending from 2nd pre-
molar to 2nd molar anteroposteriorly
and from crest of alveolar ridge to
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lower border of mandible inferiorly but
not involving the lower border. It was a
unilocular radiolucency with well
defined margins. Severe root resorp-
tion seen in relation to mesial root of
1st molar5:® (See Fig 3). The pulp
vitality test was important for the dif-
ferential diagnosis between a periapi-
cal cyst and an odontogenic keratocyst.
Diagnosis of the latter still could not be
excluded

Aspiration and incisional biopsies
were performed and the histopatholog-
ical report revealed more than one con-
clusive diagnosis.

On the basis of these considerations,
it is of significant importance to pro-
vide an appropriate diagnosis derived
from the differential diagnosis for guid-
ance to a corresponding and successful
surgical procedure.

Histologic Characteristics
Ameloblastoma does not have a cap-
sule. The neoplastic component is
purely epithelial and resembles the cap
stage of odontogenesis (i.e. polarized
tall columnar cells on the outer aspect
of the lesion with SR on the inner
aspect, which may form a cyst). The
lesion may have a reactive connective
tissue component that is not neoplas-
tic. This is a nonfunctional tumor, i.e.,
no induction of other dental tissues is
present, which in turn is unable to
induce enamel formation!l. In effect,
these tumors represent arrested odon-
togenesis. Multiple histologic varieties
exist, e.g., the acanthomatous type in
which the SR is replaced by squamous
cells and pearls, the granular cell type
in which the SR is replaced by granular
cells and the plexiform type in which
the SR is reduced or absent>.
Histopathological picture revealed
severe dysplastic changes in odonto-
genic epithelial lining and created
dilemma (Fig 4). According to litera-
ture occasionally a unicystic ameloblas-
toma, particularly that of a plexiform
type’, is misdiagnosed as inflammed
cyst with hyper plastic epithelial lining.

FIG 4: Histological picture confirming diagnosis
of unicystic ameloblastoma

FIG 5: Intra-op view showing en-bloc resection

FIG 7: Lingual aspect of the specimen shows
slight bone expansion

Biopsy of a unicystic ameloblastoma
may not lead to the correct diagnosis

FIG 8: Orthopentomogram 6 months post-op
shows no signs of recurrence

because of non inclusion of the
ameloblastic epithelium lining in the
specimen therefore any unicystic lesion
should undergo multiple sites biopsy in
an attempt to reach final diagnosis.

Going by this literary knowledge we
performed a repeat biopsy at multiple
sites reaching to diagnosis of plexiform
ameloblastomal3.

Patient was operated for en bloc
resection of mandible maintaining the
lower border8 (Fig 5) from distal of
mental foramen till third molar on
affected side. Specimen (Fig 6, 7) was
sent for histopathological review

Conclusion

Unicystic ameloblastomas are well
known to be lined by a variable epithe-
lium ranging from one that has typical
ameloblastic characteristics to one that
is metaplastic and which appears com-
pletely nondescript, consisting of sev-
eral layers of nonkeratinizing squa-
mous cells. In fact, such squamous
metaplasia is a relatively frequent phe-
nomenon in unicystic ameloblastomas
and many of these lesions are lined
predominantly by such nondescript
epithelium. In such cases the differenti-
ation of odontogenic cysts, such as
residual and dentigerous cysts from the
unicystic ameloblastoma can be prob-
lematic®:10, In this case, we have faced
this problem. The definitive diagnosis
must be done by histopathological
investigation. Unicystic ameloblas-
tomas and dentigerous cysts have an
identical clinical and radiographic
appearance. So in these cases, clinical
and radiographic appearance is not
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reliable for diagnosis. All tissue speci-
mens' recovered in surgery should be
submitted for histopathological analy-
sis.

This case report clearly indicates the
importance of repeat biopsy whenever
the histo-pathological reports do not
match with the clinical and radi-
ographic findings. Whenever in doubt,
especially when the diagnosis is going
to alter the treatment modality, it is
prudent to consider the literature
again. Various unilocular radiolucent
lesions can be broadly classified as,
cyst like, tumors, & other pathologies.
Various cyst like lesions e.g. radicular
cyst, lat. periodontal cyst, nasopalatine
cyst and dentigerous can be excluded
either by vitality test, location or
behavior. Tumors e.g. early CEOT,
AOT, intra-osseous squamous cell car-
cinoma can be differentiated on basis
of margins or mixed radiopacity-radi-
olucency. But lesions like odontogenic
keratocyst, unicystic ameloblastoma
and dentigerous cyst can only be dif-
ferentiated by histo-pathological study.

With this report, the authors illus-
trate the importance and complexity of
a differential diagnosis of lesions with
a cystic aspect, among them - inflam-
matory radicular cysts, odontogenic
keratocysts, adenomatoid odontogenic
tumor and unicystic ameloblastoma.
Relevant diagnostic problems of uni-
cystic ameloblastoma® are presented
along with a review of the literature.

The patient is on a regular follow-up
_7 and no radiographic signs of any recur-
‘ rence have been observed.
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