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ABSTRACT 

 

 
ARTICLE DETAILS 

 
This article describes the clinical, histological, radiological characteristics, and treatment of 

unicystic ameloblastoma by presenting a clinical case of an 11-year-old patient, over a period of 

2 years of clinical control and follow-up, in which histopathological diagnosis and radiographic 

control play a crucial role in diagnosis and the choice of an appropriate treatment plan. In this 

case, the patient underwent marsupialization, and after 4 weeks, enucleation in the mandibular 

symphysis and parasymphysis, along with odontectomy under general anesthesia. A treatment 

success rate of 100% without recurrence was achieved, and postoperative follow-up every 6 

months was recommended. 

Objective: To describe the characteristics and management of Unicystic Ameloblastoma, as well 

as the occurrence of the lesion in a pediatric patient. 
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INTRODUCTION 

Ameloblastoma is a benign odontogenic tumor with 

aggressive behavior and a high risk of recurrence.1,2 Its origin 

is from remnants of the dental lamina, enamel organ, 

Malassez epithelial remnants, and cyst epithelium.3 This 

lesion is classified as Unicystic and Solid or Multicystic, 

Peripheral, and Malignant.2 Unicystic Ameloblastoma (UA) 

is characterized by being a single, well-defined lesion, the 

cystic cavity is lined by typical ameloblastic cells and may or 

may not show luminal proliferation.1,4,5 UA occurs in 50% of 

cases in the second decade of life and commonly localizes in 

the mandible.5,6 

The purpose of this article is to present a rare case of UA with 

atypical localization in the mandibular symphysis and 

parasymphysis of a child associated with impacted teeth. 

Clinical Characteristics 

UA often presents clinically as a painless, slow-growing 

swelling, causing expansion of the cortical bone, extension of 

lingual and/or buccal plates, and penetration of soft tissues.7 

This lesion occurs mostly in young individuals and responds 

better to conservative treatment. 4,6,8,10 Approximately 50% of 

cases are diagnosed in the second decade of life, with a slight 

male predilection, and are most frequently located in the 

mandibular third molar area, ascending ramus, followed by 

the mandibular body and symphysis.3,6 

Histological Characteristics 

The typical morphology of ameloblastomas is odontogenic 

epithelial islands resembling the stellate reticulum, 

peripherally palisaded by columnar cells with inverted 

nuclear polarity.11 UA is histologically classified into luminal 

type when the single cyst is lined by ameloblastic tissue, 

intraluminal type when ameloblastic tissue projects into the 

cyst lumen usually in a plexiform pattern, and mural type in 

which the epithelium with ameloblastic proliferation invades 

the fibrous wall of the cyst.3,8  There are also epithelial 

variants, the most common being follicular, resembling 

enamel organ epithelium within a fibrous stroma; peripheral 

cells are columnar to cuboidal (similar to ameloblasts), with 

hyperchromatic nuclei arranged in a reverse-palisading 

pattern.3 Other types include acanthomatous, granular, and 

basaloid. 3 
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Radiological Characteristics 

Radiographically, UA has unilocular, radiolucent 

characteristics and shows internal uniformity, resembling a 

Dentigerous Cyst or an Odontogenic Keratocyst.6,8 

Computed Tomography (CT) and Magnetic Resonance 

Imaging (MRI) show homogeneous internal density and 

signal intensity, with well-defined margins and thinning of the 

cortical bone. 8 

Treatment 

When treating a patient with any type of ameloblastoma, 

surgery is the treatment of choice, however, the decision 

between conservative or radical approaches remains 

controversial.2 Management depends on the clinical type of 

ameloblastoma, whether multicystic or unicystic.12 When 

referring to conservative surgery, we mean enucleation or 

marsupialization, combined or not with support techniques 

such as curettage. Carnoy's solution is used to decrease the 

risk of recurrence after conservative surgical treatment, and 

liquid nitrogen as an adjunct method that preserves the 

inorganic properties of the bone.5,12,13 

Siriwardena recommends that in pediatric patients, 

conservative treatment should be attempted to avoid facial 

deformity and minimize dysfunction in the context of 

unerupted teeth and continuous facial growth.14 Furthermore, 

conservative treatments, while preserving bone integrity, 

appear to be associated with a high recurrence rate.12 In the 

case of opting for radical surgery, the procedure refers to 

mandibulectomy or segmental resection of the lesion.12 When 

there is a solid or multicystic ameloblastoma, the treatment of 

choice is radical surgery with safe margins of 1 cm and 

resection of adjacent soft tissue, followed by reconstruction.2 

Some authors have suggested combined conservative surgery 

and long-term follow-up as a possible option, especially in 

cases with good patient compliance and low risk of affecting 

adjacent structures.2 After the described treatments, it is 

necessary to mention that the evaluation of ameloblastoma 

treatment is a complex problem, as ideally, it should not be so 

destructive due to the benign nature of this lesion, but it 

should be extensive enough to avoid recurrences. Recurrence 

rates for UA vary, with reported values ranging from 5% to 

25% after treatment.6,8 

 

PRESENTATION OF THE CASE 

An 11-year-old male presented with his guardian to the 

maxillofacial surgery clinic, reporting that he was taken to a 

health center for dental caries in the lower right quadrant. 

Upon clinical examination, a swelling in the area was evident, 

and purulent content evacuation was performed without 

systemic complications. The patient was referred to the 

maxillofacial surgeon. 

On physical examination, he presented with increased volume 

in the right mandibular body, presence of deciduous teeth, and 

crepitus on palpation. Orthopantomography and cone-beam 

computed tomography (CBCT) were performed, identifying 

an intraosseous hypodense lesion in the mandibular body 

extending from the midline to the area of tooth 4.6, 

approximately 2.5cm x 5.2cm x 3.8cm in size, tooth 4.2 was 

impacted, 4.3 and 4.5 teeth were in root formation and 

horizontally mesioangular, near the basal border, in close 

contact with the inferior alveolar nerve, and the 4.4 tooth was 

distoangular intraosseous; 4.6 tooth showed root resorption 

(Figure 1-2). 

 

 
Figure 1: Initial panoramic X-ray. 
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Figura 2: Tomografía corte axial. 

 

Marsupialization was performed (Figure 3 A and B) and after 

4 weeks, enucleation of the mandibular symphysis and 

parasymphysis along with odontectomy under general 

anesthesia was carried out (Figure 3 C); histological analysis 

reported stratified non-keratinized squamous epithelium 

about 3 to 4 layers thick, composed of cuboidal and 

hyperchromatic cells at the basal layer, with cytoplasmic 

vacuolization and intercellular spacing. Irregular masses 

projecting into the lumen were constituted by cuboidal or 

columnar cells with polarized nuclei similar to ameloblasts or 

pre-ameloblasts, surrounding a central portion of elongated 

cells resembling the stellate reticulum, mimicking the dental 

follicle stage during organogenesis. The lesion capsule 

showed connective tissue with abundant collagen and blood 

vessels filled with erythrocytes without epithelial rests. The 

final diagnosis was luminal type Unicystic Ameloblastoma. 

(Figure 4 A and B) 

 

(A) (B) 
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(C) 

Figure 3: A) Marsupialization B) Macroscopy Lesion C) Enucleation. 

 

(A) (B) 

"Figure 4: A) Histology staining H&E 100x B) Histology staining H&E 400x." 

 

Subsequently, clinical and radiographic follow-ups were performed, recommending semi-annual controls (Figure 5-6-7). 

 

 

Figure 5: One-year follow-up X-ray. 
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Figure 6: Two-year follow-up X-ray. 

 

 
Figure 7: Follow-up after two years. 

 

DISCUSSION 

To obtain a definitive diagnosis in this clinical case, we relied 

on the results of complementary tests of great importance 

such as lesion biopsy and CBCT tomography. With these 

tests, an accurate result was obtained that this patient had a 

unicystic ameloblastoma. It should be noted that there are 

various differential diagnoses that can be confused with this 

lesion, including odontogenic keratocyst, nasosinusal 

papilloma, ameloblastic fibroma, squamous cell carcinoma, 

adenoid cystic carcinoma, and basal cell carcinoma.11,15 

According to the criteria of the World Health Organization 

(WHO), there is a slight predilection for males. According to 

Hendra et al. 2019, in a worldwide study with 6,435 AU 

patients, 3,427 (53.2%) cases were male and 3,008 (46.7%) 

were female, and ultimately, this study indicates that sex 

prevalence was not statistically significant.3,16 

Other authors found no significant difference in AU 

predilection in relation to a specific gender.6,11,14,16,17 

AU is the second most common of ameloblastomas 

worldwide, accounting for 26.2%; in North America, it 

represents 7.4%, and in South America, 11% of all types of 

ameloblastomas.7 

This case demonstrates the importance of making an early 

diagnosis by identifying clinical and radiographic alterations 

in the patient's anatomy, taking into account their age because 

it is important to provide appropriate treatment so that their 

growth and development, both functional and aesthetic, are 

not affected. 

Risimati, in his case report, conducted follow-ups every 3 to 

6 months over a period of 3 years and presented complete 

decompression and bone regeneration in the defect, with no 

signs of recurrence; furthermore, it was indicated that long-

term follow-up should include both clinical and radiographic 

examinations for at least 10 years, with yearly reviews.18 

Similarly, Neagu and colleagues suggest annual follow-up for 

10 years due to the potential for recurrence.12 CBCT can be 

performed 6 months after the final curettage to detect any 

recurrence and to evaluate bone density.2 

 

CONCLUSION 

Ameloblastoma is a benign, aggressive odontogenic tumor 

with a high likelihood of recurrence. Within its classification, 

this article presents a case of a Unicystic Ameloblastoma, 

characterized by being a single, well-defined lesion located in 
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the mandibular symphysis and parasymphysis of a pediatric 

patient associated with impacted teeth. 

Conservative treatment of UA in young patients is indicated 

for the preservation of function and aesthetics. 

Histopathological diagnosis, CBCT computed tomography, 

and differential diagnosis significantly influence the choice of 

appropriate treatment to prevent recurrence in the future. 
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