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ABSTRACT

Dr Jasbir Kaur

Unicystic ameloblastoma refers to those cystic lesions that show clinical, radiological or gross features of a jaw cyst but
on histological examination a typical unicystic ameloblastoma have epithelium lining cyst with or without luminal and
or mural tumor proliferation. Unicystic ameloblastoma is a less encountered variant of the ameloblastoma and is
believed to be less aggressive. This case report presents a case of unicystic ameloblastoma that involved the right
posterior mandible of a 35-year-old male, and with no reported recurrence after one year follow-up.

INTRODUCTION
Amelobastoma is the most common tumor of odontogenic
origin which develops from epithelial cellular elements and
dental tissues in their various phases of development.1
Ameloblastoma is also known as solid or multicystic
ameloblastoma and is relatively rare odontogenic epithelial
neoplasm that has traditionally been characterized as
persistent and aggressive in nature. These locally invasive
benign lesions usually originate in the mandibular molarramus area.2 Very little is known regarding the etiology of
ameloblastoma.3 Ameloblastoma generally presents as a
slowly enlarging assymptomatic facial swelling.4 However,
the tumor may cause symptoms such as pain, malocclusion,
the loosening of teeth or ulceration.2 Histopathologically
ameloblastoma has been classi ed into several subtypes
including follicular, cystic, acanthomatous, plexiform, basal
cell and granular cell. It occurs in all age groups and the peak
incidence is in the 3 rd and 4 t h decades. 2 Of all the
ameloblastomas more than 80% are solid or multicystic
variants, and the remaining 20% is shared with unicystic
ameloblastoma and peripheral ameloblastoma.1 Unicystic
Ameloblastoma (UA) was first described by Ackermann et al.
in 1988.5 The unicystic ameloblastoma refers to those cystic
lesions that show clinical and radiographic characteristics of
an odontogenic cyst but histologically show a typical
ameloblastomatous epithelium lining, with or without luminal
and/or mural tumor proliferation.6 This paper illustrates a
case of unicystic ameloblastoma of the mandible in an 35
years old male.
CASE REPORT
A 35 years old male was referred to the Department of
Dentistry in G.G.S Medical College & Hospital, Faridkot with
chief complaint of swelling in lower right posterior region of
face since 1 year. Swelling was gradual in onset and slowly
increased to present size with no history of paresthesia or
surface changes. Patient also complained of pain in the same
region. Pain was of dull, intermittent in nature and it
aggravated on mastication and relieved on rest.
Extra-oral examination (Figure 1) revealed a slight
swelling measuring of 1X2 cm in the mandibular right
posterior region. The margins were not clearly distinct and
skin over the swelling appeared normal, with no visible
pulsation, surface changes or discharge. On palpation,
swelling was non- tender, firm in consistency; no local rise of
temperature was felt. Submandibular lymph nodes were nonpalpable.
Intraoral examination revealed slight expansion of buccal
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cortical plate and a solitary oval swelling of 2x2cm along with
expansion on lingual aspect of 45 and 46. On palpation, egg
shell crackling was felt in lingual plate in 46 region along with
grade I mobility of 45, 46. Neither discharge nor pulsation was
seen. Right premolars and molars were non-carious. On
needle aspiration, thick yellowish fluid was aspirated.
Orthopantomograph revealed a well defined unilocular
radiolucency extending from lower right first premolar to first
molar with resorption of mesial root of first molar and second
premolar (Figure 2). There was no displacement of roots in
lower right posterior region. Routine blood investigations like
complete blood count were done, which were normal. Based
on patient's history, clinical finding and radiological findings,
the lesions included in differential diagnosis were
odontogenic keratocyst, dentigerous cyst and amelob
lastoma.
Enucleation (Figure 3a) along with extraction of 44, 45 and 46
was done under local anaesthesia and tissue specimen
(Figure 3b) was sent for histopathological examination.
Microscopically, section showed a cystic lesion with lining of
palisaded columnar cells with foci of keratinization. Also nests
of ameloblastomatous epithelium within the wall were seen.
Sections examined show an occasional island of tumor cells
exhibiting peripheral palisading. The individual tumor cells
are basaloid, have hyperchromatic nuclei and scant amount of
cytoplasm. The occasional tumor island shows presence of
stellate reticulum in the center. The background shows
fibrocollagenous stroma (Figure 4,5). Overall features were
suggestive of unicystic ameloblastoma–mural type.
DISCUSSION
Ameloblastoma is a benign, locally invasive odontogenic
neoplasm with variable clinical expression.It accounts for 1%
of all cysts/tumors of jaws and 18% of all odontogenic
neoplasms. It is typically slow growing, and rarely metasta
sizes but has a high recurrence rate (55–90%) (if not removed
adequately). As per the WHO system of 2003, ameloblastoma
is classified based on differences in biologic behavior,
treatment plan and recurrence rate as follows:
(1) Classic solid/multicystic ameloblastoma
(2) Unicystic ameloblastoma
(3) Peripheral ameloblastoma
(4) Desmoplastic ameloblastoma, including the so-called
hybrid lesions.7
The gender distribution shows a slight male predilection with
a male to female ratio of 1.6 : 1.8 However, it is known that the
mean age is approximately 25.3 years for unicystic amelob
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lastoma and it peaks in the second and third decades.9In the
present case, the patient was 35 years old male.
More than 90% are found in the mandible, usually in the
posterior region followed by the parasymphysis region, the
anterior maxilla and the posterior maxilla.10The site in our
case was mandibular posterior region (body region).

Final diagnosis has to be made histopathologically. Moreover,
whatever surgical approach the surgeon decides to take, long
term follow up is mandatory as recurrence of unicystic amel
oblastoma may be long delayed.

The radiographic appearance of UCAs has been divided into
2 main patterns: unilocular and multilocular, the unilocular
pattern being more common. Among the unilocular lesions,
dentigerous variant is more common than non-dentigerous
one.11,12 Eversole et al. identified predominant radiographical
patterns for Unicystic ameloblastoma: unilocular, scalloped,
macromultilocular, pericoronal, interradicular, or periapical
expansile radiolucencies.13The lesion in the present case was
a non-dentigerous, variant of unicystic ameloblastoma.
In a clinicopathologic study of 57 cases of unicystic
ameloblastoma, Ackermann classified this entity into the
following three histologic groups:
GROUP I—
luminal UA (tumor confined to the luminal surface of the cyst);

FIGURE 1: EXTRA-ORAL VIEW SHOWING FACIAL
ASSYMMETRY

GROUP II—
intraluminal/plexif orm UA (nodular proliferation into the
lumen without infiltration of tumor cells into the connective
tissue wall);
GROUP III—
mural UA (invasive islands of ameloblastomatous epithelium
in the connective tissue wall not involving the entire
epithelium). According to this classification, our case study
belongs to Group III.14 According to this classification the
lesion in our case falls in Group III.

FIGURE 2: ORTHOPANTOMOGRAPH SHOWING UNICY
STIC LESION

As general protocol for treatment planning of any lesion with
impression of cyst, or unicystic ameloblastoma on
radiograph, incisional biopsy should be considered. However
Ackerman et al. and Isacsson and associates15 recommend not
to perform such incisional biopsy as it does not always lead to
confirmatory diagnosis and hence they suggested that entire
tissue must be included.
The treatment of ameloblastoma ranges from a conservative
approach to radical resection. Available treatment options
include enucleation followed by use of Carnoy's solution;
marsupialization followed by enucleation; marginal resection
and aggressive resection.16However, it is difficult to determine
the most appropriate form of treatment for these lesions. It is
still more controversial in case of unicystic amelo bla
stoma.17,18,19
Marx and Stern20,21 have advocated that treatment approach
should be based upon the histopathological examination of
ameloblastomas. According to their recommended treatment
options, only transmural microinvasive and invasive subtypes
require surgical resection whereas ameloblastoma in situ and
intramural microinvasive subtypes should be treated with
enucleation.
In the present case, there were seen occasional islands of
tumor cells in fibrocollagenous stromal background. The final
diagnosis was established as unicystic ameloblastoma with
mural proliferation and microinvasive subtypes, According to
Marx and Stern, treatment planned in our case is enucleation
and followed-up for one year with no signs of recurrence.
CONCLUSION
All unicystic and unilocular radiolucent lesion in the posterior
region of orthopantomograph should never be thought of a
cyst for sure. Moreover, on aspiration if cystic fluid comes from
such lesions, one must consider mural type of unicystic
amelobastoma as differential diagnosis in addition to cyst.
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FIGURE 3a: INTRAOPERATIVE PHOTOGRAPH SHOW
ING ENUCLEATION.

FIGURE 3b: SHOWING CYSTIC LINING AND EXTR ACT
ED TOOTH

FIGURE 4: HISTOPATHOLOGICAL PHOTOM ICR
OGRAPH SHOWING ISLANDS OF TUMOR CELLS
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FIGURE 5: HISTOPATHOLOGICAL PHOTOM ICRO
MICROGRAPH SHOWING INDIVIDUAL BASALOID
TUMOR CELLS HAVING HYPERCHROMATIC NUCLEI
AND SCANT AMOUNT OF CYTOPLASM
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