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Conservative treatment of ameloblastoma in child: 
A case report

Rafaela Scariot, Rafael Vilson da Silva, Wanderley da Silva Felix Jr, Delson Joao da Costa, 
Nelson Luis Barbosa Rebellato

CASE REPORTS

SUMMARY

Ameloblastoma is the common form of aggressive benign tumor of the jaws, but it is rare in 
childhood. The treatment of ameloblastoma is controversial. Surgical treatment of ameloblastoma 
in children follows the principles of the clinical and pathological aspects of the tumor and poses 
a special problem due to the incomplete growth of the jaws. With a unicystic ameloblastoma, the 
procedure of choice is a conservative approach. This paper describes the conservative treatment 
of a plexiform unicystic ameloblastoma in a child involving curettage of the tumor and the extrac-
tion of two teeth under local anesthesia, with a good prognosis of the case.
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INTRODUCTION

Tumors that involve the jaws are usually benign 
and stem from odontogenic tissues (1). Amelo-
blastoma is the most common form of aggressive 
benign tumors of the jaws (2). This condition is 
statistically more frequent in the molar region and 
ramus of the mandible. In the maxilla, it is often 
found in the molar region and, in some cases, it may 
extend into the maxillary sinus, nasal cavity or base 
of the skull (3). According to data in the literature, 
ameloblastoma can occur in all age groups, but the 
peak incidence is in the third and fourth decades of 
life and occurrence in childhood is rare (4-7). Very 
little is known regarding the etiology (8).

Ameloblastoma is generally asymptomatic 
and presents as a slowly enlarging facial swelling 
(9). However, the presence of the tumor may cause 
symptoms such as pain, malocclusion, the loosen-
ing of teeth or ulceration (4). The diffi culty in the 
diagnosis is not surprising, as the epithelium of a 
dentigerous cyst and that of ameloblastoma are de-
rived from the same embryonic source; thus, biopsy 

remains the only method of confi rming the diagnosis 
(8). Radiographically, ameloblastoma may present 
as a unilocular radiolucent area with a well-defi ned 
margin or with a multilocular aspect, often in the 
shape of soap bubbles or a honeycomb (5). It has 
been reported that unilocular ameloblastoma tends 
to occur in younger age groups (10).

There is difficulty in determining the most 
appropriate form of treatment for benign tumors 
of the jaws (1). The treatment of ameloblastoma is 
controversial and poses special problems in chil-
dren (4). Numerous factors must be considered for 
treatment in this group, such as negative effects 
on function and potential bone involvement (10). 
Overall health, tumor size, location, duration, psy-
chological impact, control of possible recurrence 
and possibility of periodic follow-up examinations 
should all be considered when formulating the sur-
gical treatment (10).

Unicystic ameloblastoma is treated conserva-
tively with decompression, enucleation and periph-
eral ostectomy as well as periodic long-term follow 
up. A more aggressive surgical approach may be 
considered when the condition recurs more than 
twice or according to the patient’s wishes (4). Mul-
ticystic ameloblastoma requires more radical treat-
ment, such as segmental resection, hemi-sectioning 
and total sectioning (2,9). In order to avoid the 
high recurrence rates stemming from conservative 
treatment, a biopsy is recommended due to possible 
mural involvement (5).
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This purpose of this report is to describe the 
conservative treatment of a unicystic ameloblastoma 
in a young patient. 

CASE REPORT

Patient LRS, female, 9 years of age, was referred 
to the Oral and Maxillofacial Surgery Service of 

the Universidade Federal do Paraná, 
Curitiba, Brazil, for evaluation, com-
plaining of swelling in the jaw on the 
right side. According to the parents’ 
report, the patient had no systemic 
health conditions. The extra-oral 
examination revealed swelling in the 
region of the right mandibular body. 
The intra-oral examination revealed 
mixed dentition, the absence of right 
mandibular fi rst molar and increased 
volume in this region. Panoramic 
(Fig. 1) and lateral oblique mandible 
radiography revealed the presence 
of a circumscribed radiolucent area 
approximately 40 mm in diameter 
located in the region of the right man-
dibular molars. There was also severe 
dislocation of right second premolar, 
which was lying horizontally on the 
base of the jaw.

Initially, the patient underwent 
exploratory puncture and incisional 
biopsy of the lesion under local anes-
thesia. The material was sent for his-
topathological analysis, which found 
fragments of odontogenic epithelial 
neoplasm with plexiform pattern in-
vasion compatible with plexiform 
ameloblastoma. Following the diag-
nosis, the parents were informed of 
the condition and proposed treatment. 
However, there was treatment dropout 
for personal reasons. After three years, 
the patient returned to the treatment.

In a new clinic examination re-
vealed swelling in the right posterior 
mandible. The intra-oral examination 
revealed a reddish lesion on the gums 
between the permanent right second 
premolar and fi rst molar (Fig. 2). A 
new panoramic radiograph (Fig. 3) 
was performed, which revealed a 
large well-defi ned unilocular radiolu-
cent area involving the region of the 
erupted right mandibular premolars.

 Due to the patient's age and the biological be-
havior of the tumor over the three-year period, the 
treatment option was for curettage (Fig. 4) with the 
extraction of two adjacent teeth in order to generate 
a margin of safety. The procedure was performed 
under local anesthesia. The material was sent for his-
topathological analysis, which revealed a different 
aspect of ameloblastoma, most likely the plexiform 

Fig. 1. Panoramic radiograph showing initial aspect of tumor

Fig. 2. Intra-oral view of tumor

Fig. 3. Panoramic radiograph showing large unilocular radiolucent area three 
years after initial diagnosis
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should be evaluated: clinical type, subdivision of 
cystic type, age, site, size, patient’s wishes, compli-
ance and understanding, projected recurrent condi-
tion and rate, physical and psychological impacts 
and the development of new materials and surgical 
techniques (4).

In the present case, the choice of conservative 
treatment with curettage and the extraction of two 
teeth proved effective. If the diagnosis had been a 
condition with a lower rate of recurrence, the ex-
traction of teeth would not be performed. However, 
as ameloblastoma is an aggressive condition, the 
extraction of two teeth is a way of minimizing the 
possibility of recurrence. In the case reported here, 
the conservative surgical treatment of mandibular 
ameloblastoma resulted in no recurrence as well 
as excellent postoperative function and aesthetics. 

CONCLUSIONS

Conservative treatment should be the first 
choice for treating ameloblastomas in children. The 
treatment should be performed as soon as possible 
after diagnosis in order to prevent possible prolifera-
tion in adjacent tissues.

variety with dentigerous cyst 
walls (Fig. 5). The patient has 
been in follow up for two years 
with no functional or aesthetic 
complaints (Fig. 6). 

DISCUSSION

The treatment of amelo-
blastoma is controversial. In 
children, the treatment is com-
plicated by three factors: 1) 
continuing facial growth, dif-
ferent bone physiology (greater 
percentage of cancellous bone, 
increased bone turnover and re-
active periostium) and presence 
of unerupted teeth; 2) diffi culty 
in initial diagnosis; and 3) pre-
dominance of the unicystic type 
of ameloblastoma (1).

Unicystic ameloblastoma 
is radiologically characterized 
by a unilocular aspect and it is 
less aggressive than the solid 
type, but has the potential for 
recurrence (5). A unicystic 
lesion involving a tooth may 
simulate a dentigerous cyst (9). 
However, there is more extensive root resorption/
amputation in the standing teeth in comparison to 
that found with a dentigerous cyst (11).

The treatment of ameloblastoma ranges from 
a conservative approach to radical resection (12). 
The evaluation of effectiveness of the treatment is 
based on the rate of recurrence, which varies with the 
different types of ameloblastoma (12). The rate of 
recurrence following radical treatment is lower than 
that following conservative treatment (5). A large 
number of studies report diffi culties in determining 
the type of treatment for each patient (13,14).

Radical resection of an ameloblastoma in chil-
dren should be avoided (15). Such treatment could 
result in deformity and dysfunction of the face, 
which are bound to infl uence both the physical and 
psychological development of the child later in life 
(5). Conservative treatment is widely employed for 
pediatric unicystic ameloblastoma, despite the poten-
tial for recurrence. A number of authors argue that, in 
cases of recurrence, a second surgery should be more 
extensive, but overtreatment should be avoided (16).

Conservative treatment consists of decompres-
sion followed by enucleation and enucleation alone. 
Before making the decision, the following factors 

Fig. 6. Panoramic radiograph after two years of follow up

Fig. 5. Histological image of tumor 
confi rming diagnosis of ameloblastoma

Fig. 4. Curettage of tumor



36 Stomatologija, Baltic Dental and Maxillofacial Journal, 2012, Vol. 14, No. 1

R. Scariot et al. CASE REPORTS 

 Guerrisi M, Piloni MJ, Keszler A. Odontogenic tumors in 
children and adolescents. A 15-year retrospective study in 
Argentina. Med Oral Patol Oral Cir Bucal 2007;12:180-5.

 Ord RA, Blanchaert-Jr RH, Nikitakis NG, Sauk JJ. Amelo-
blastoma in children. J Oral Maxillofac Surg 2002;60:762-
71.

 Unlu G, Tari V, Alan H. Unicystic ameloblastoma in 8 years 
old child: a case report review of unicystic ameloblastoma. 
Int Dent Med Disord 2008;1:29-33.

 Huang Y, Lai ST, Chen CH, Chen CM, Wu CW, Shen 
YH.  Surgical management of ameloblastoma in children. 
Oral Surg Oral Med Oral Pathol Oral Radiol Endod 
2007;104:478-85. 

 Zhang J, Gu Z, Jiang L, Zhao J, Tian M, Zhou J, et al. 
Ameloblastoma in children and adolescents. Br J Oral 
Maxillofac Surg 2010;48:549-54.

 Arotiba GT, Ladeinde AL, Arotiba JT, Ajike SO, Ugboko 
VI, Ajayi OF. Ameloblastoma in Nigerian children and 
adolescents: a review of 79 cases. J Oral Maxillofac Surg 
2005;63:747-51.

 Keszler A, Dominguez FV. Ameloblastoma in childhood. J 
Oral Maxillofac Surg 1986;44:609-13.

 Daramola JO, Ajagbe HA, Oluwasanmi JO. Ameloblastoma 
of the jaws in Nigerian children: a review of sixteen cases. 
Oral Surg Oral Med Oral Pathol 1975;40:458-63.

 Al-khateeb T, Ababneb KT. Ameloblastoma in young 
jordanians: a review of the clinicopathologic features and 
treatment of 10 cases. J Oral Maxillofac Surg 2003;61:13-8.

Kahn MA. Ameloblastoma in young persons: a clinicopatho-
logic analysis and etiologic investigation. Oral Surg Oral 
Med Oral Pathol 1989;67:706-15.

Olaitan AA, Adekeye EO. Clinical features and manage-
ment of ameloblastoma of the mandible in children and 
adolescents. Br J Oral Maxillofac Surg 1996;34:248-51.

Marzola C, Silva TRT, Oliveira MG, Toledo FJL, Capelari 
MM. Tratamento de ameloblastoma - Revisão de literatura 
e apresentação de caso clínico-cirúrgico. Rev Odontol, Rev 
Eletr Bauru 2005;5:271-97.

Shatkin S, Hoffmeister FS. Ameloblastoma: a rational 
approach to therapy. Oral Surg Oral Med Oral Pathol 
1965;20:421-35.

Hoffman PJ, Baden E, Rankow RM, Potter GD. The fate of 
the uncontrolled ameloblastoma. Oral Surg Oral Med Oral 
Pathol 1968; 26(4): 419-26.

Takahashi K, Miyauchi K, Sato K. Treatment of ameloblas-
toma in children. Br J Oral Maxillofac Surg 1998;36:453-6. 

Tanaka N, Murata A, Yamaguchi A, Kohama G. Clinical 
features and management of oral and maxillofacial tumors 
in children. Oral Surg Oral Med Oral Pathol Oral Radiol 
Endod 1999;88:11-5. 

REFERENCES

Received: 21 02 2011
Accepted for publishing: 18 03 2012


