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Abstract

Ameloblastoma is a tumor of odontogenic origin that exhibits 1% of all oral cavity tumors. Solid and multi-
cystic are well chosen as locally aggressive, with elevated recurrence rates incase of conservative treatment.
The objective of this review article is to analyze that the management of ameloblastoma should be done
conservatively or radically. The appropriate management of ameloblastoma should reduce reappearance,
reinforce function and aesthetic, and exhibit a minimum damage in the donor area. Planning of the treatment
must be done based on the extent,position, andtype of the lesion.
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Introduction

The second most common odontogenic tumor
is ameloblastoma.! It is found particularly in the
jaws, with a tough preference for the dorsal part of
the mandible. Even though the tumor is benign, it is
destructive, locally invasive and the recurrence rateis
high even after adequate surgical elimination. The
WHO tumors classification in 2005, mentioned that “the
variation of ameloblastomas are the solid/multicystic,
the extraosseous ameloblastoma, the desmoplastic
and the unicystic type”.! The exact pathogenesis of
ameloblastoma is unknown. Various factors such as
infection, non-healing wound,inadequate nutrition, as
well as a probable correlation with the Human Papilloma
Virusmay add to the cause.> Ameloblastoma can cause
damageto the compact bone. This results in infringement
of'the soft tissues of the oral cavity disarranged occlusion
,dissymmetry,irritation and if the inferior alveolar nerve
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is affected it may lead toparesthesia.'> Ameloblastoma in
the former stage is identified through OPG accidentally
if the patient would have come to do OPG for other
reasons or because patients confer for symptoms to
the consultant and then a histological examination is
done for confirmation.> Currently,multi-cysticandsolid
ameloblastomas are expressed as locally aggressive,
with a greater chance of reappearance if conservative
treatment is done.* Aggressiveness of ameloblastoma
of Unicystic variety is lower, and the risk factor of
reappearance is very minimum if treated conservatively.
The peripheral ameloblastomas gives better feedback if
local excision is done.*

The selective management of ameloblastoma
is any ways an operative procedure, but the choice
of surgery depends on its clinical nature. The better
treatment procedure has always been a topic of debate
for the treatment of ameloblastomas. Enucleation or
marsupialization, is considered under conservative
procedures along with curettage, and use of liquid
nitrogen or Carnoy’s Solution. Major surgical procedures
such as segmental or Hemimandibulectomy comes under
radical treatment.’

Literature review: World Health Organization
defines ameloblastoma as “a benign lesion of
follicular or plexiform aspect with a fibrous stroma.
The most common feature of ameloblastoma is that
it is a benign epithelial odontogenic tumor with no



Indian Journal of Forensic Medicine & Toxicology, October-December 2020, Vol. 14, No. 4

element of ectomesenchyme.”® Taking pathogenesis
into account, the literature says that this lesion most
likelyoriginates due tothe proliferation of the residual
cell of the enamel organ. Along with this,it is also said
that various molecules and alterations of genes have an
impact on the triggering of odontogenic epithelium that
leads to ameloblastomas.” Frequency of occurrence of
ameloblastoma is more common in mandible than the
maxilla. Among which 70% of cases are seen inthe
mandibular body and 20% in the ascending branch of
the mandible and rest 10%of the cases are found in the
maxilla.bIt is also noted that 15% of the ameloblastomas
involve the maxillary sinus and the nasal floor. The
involvement of the palate is negligible.” Pogrel et al.
makes a review of 58 articles and found that“randomized
clinical trials were available.'” The results showed a
recurrence of 60-80% with simple enucleation of solid
and multicystic ameloblastoma, therefore, the treatment
should be the segmental resection with 1 cm of margin
to the bone, including a soft tissue margin. For unicystic
ameloblastoma, the authors recommend an enucleation
accompanied by a support technique. If not possible,
a block resection with 0.5-1 cm margins would be the
correct technique. Finally, the peripheral ameloblastoma
responds well to the local excision.”

A retrospective study is done by Hammarfjord et
al.in which he hasdone the analysis and found that the
reappearance of intrabony ameloblastoma in 48 patients
and concluded that-“Radical treatment is recommended
when recurrence and conservative option should be
reserved for small intrabony ameloblastoma.'! However,
given the low rate of metastases, the chosen technique
must consider the quality of life and comorbidities of
the patient. Thus, the authors suggest a conservative
treatment of ameloblastoma along with an annual
follow-up for 10 years as a good alternative to processes
that would involve aggressive resections, especially if
there are no medical and personal factors that could
compromise follow-up. It seems that enucleation can
be the best alternative when assessing all the important
aspects for the patient, but radical surgery is the correct
option when the lesion is close to vital structures or
when it cannot be treated conservatively.”Simon et al.
have done a cohort study where he has compared 64
patient’s treatment procedures. These patients were
treated radically. Out of 64 patients,32 patients have
undergone immediate reconstruction during the same
surgical procedure whereas 32 patients treated have
not gone subsequent reconstruction. The success rate

8421

was more in patients who had reconstruction procedure
immediately after surgery.'?

Method of Diagnosis: Imaging tests such as
X-rays,CT and MRI help the doctors to diagnose
and determine the extent of ameloblastomas .and the
confirmation of the disease is done by histopathological
evaluations. CT scan is one of the relevant method of
diagnosis for the determination of possibilities and
extensions of ameloblastomas. Coinciding of images
and dissertation errors are negligible in CT scan.!>!
In histopathological examination, the appearance
of islets, nests, and strands containing ameloblastic
epithelial cells accomplished with a fibrous stroma is
necessary to confirm the possibilities of occurrence of
ameloblastomas. Follicular and plexiform patterns of
ameloblastomasare most common, although there are
also studies of unusual types, such as acanthomatous
ameloblastomas with granular and basal cells.'’

Treatments: The decision of the appropriate type
of treatment is a very crucial step and the omission of
the lesion should be the target on, considering the future
social and personal aspect of a patient’s life. Moreover,the
treatment plan depends on the size,extent,type and
histopathological feature of the ameloblastoma. More
aggressiveness of surgery reduces the chance of
reoccurrence. '® If the lesion invades a greater portion of
the cortical bone and anatomical structures, aggressive
surgery should be opted to have discontinuation between
bone pieces, along with the removal of periosteum
and soft tissues.!” Cosmetic surgery should be done
postoperatively for a better lifestyle of the patient. A
major drawback of management for ameloblastoma is
the worsening of esthetics or facial appearance in the
aggressive method surgical procedures that are done to
remove the lesion.'® This factor hampers the treatment
procedures of the patient as they are isolated from the
society. Education and Awareness among the patient
and society about ameloblastoma is much essential to
overcome this negative aspect.

Discussion

The most appropriate surgical treatment of
ameloblastoma should be such that it should reduce
the chance reappearances, should not hamper the
functional and social status of the patient much and
demonstrate a negligible distress in the donor area.
Conservative techniques include minor surgical excision
procedures such as marsupialization, enucleation,
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curettage orcan be adjuvanted with cryotherapy,
Carnoy’s solution.!>!¢ This type of treatment plan can
be executed as a treatment option for less aggressive
ameloblastomas. This type of treatment option has less
effect on worsening the functional and esthetic part of
the patient but the chances of recurrence are high if
only enucleation has opted as a treatment option. In the
case of aggressive tumors or if there is no possibility of
combined conservative treatments, radical surgery with
0.5-1 cm of margins is preferred followed by cosmetic
surgery as reconstruction procedure, forbetter outcomes.
Radical surgery with an extent of 1 cm as margins and
elimination of peripheral tissuesof the region followed
by reconstruction is the choice of management for solid
and multicystic ameloblastoma. Radical surgery rather
than conservative management is always preferred in the
case of large tumors.'”-18

Conclusion

In this review, we concluded that aggressive surgery
like radical surgery is the better treatment option in
multicystic or solid and advanced unicystic tumors and
should be followed up by the surgeon for the next 7-8
years. Adjuvant Conservative surgery with a constant
follow-up for rest 20 years opts for the less aggressive
type of ameloblastomas
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