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Abstract

Ameloblastomas are bening intraosseous lesions affecting maxillary jaws. They originate from the epithelium involved
with the formation of teeth such as enamel, odontogenic rests of Malassez, reduced enamel epithelium and odontogenic
cyst lining. Thus, the hypothesis of transformation of a dentigerous cyst into an ameloblastoma was suggested in the
literature. These lesions are locally invasive and can grow to infiltrate soft tissues. The risk of recurrence after surgical
treatment is important and a long term survey is indicated. The aim of this paper is to demonstrate the diagnostic
dilemma in front of a well-defined radiolucent lesion of the mandibule associated to an impacted wisdom tooth and the
diffuclties on therapeutic decision. A healthy 34-year-old man referred to our dentistry department complaining about the
recurrence of inflammatory episodes associated with tooth number 48. The radiological examination showed a large well
limited radiolucent lesion related to tooth number 48, situated in the ramus region. The patient underwent tooth extraction
and cystic enucleation. The anatomopathological examination confirmed the diagnosis of a follicular ameloblastoma.
Nevertheless, the cystic wall showed both a detigerous cystic portion in one part and a follicular ameloblastoma segment
in another part, confirming the hypothesis of ameloblastoma transformation of a detnigerous cyst.
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INTRODUCTION
Ameloblastoma is a benign intraosseous lesion

OBSERVATION
A healthy 34-year-old man referred to our

affecting maxillary jaws. It originates from the residual
epithelium of the tooth germ, epithelial rests of
Malassez, epithelium of odontogenic cysts stratified
squamous epithelium and epithelium of the enamel
organ.

Ameloblastoma is locally invasive, and it can
infiltrate soft tissues after growth, the risk of recurrence
after surgical treatments is high; thus, a long-term
survey is recommended.

In 2017, the classification of the WHO
presented different types of ameloblastoma: solid,
multicystic, unicystic, and peripheral type [1].

The unicystic type is a variant of
ameloblastoma that occurs as a single cystic cavity. It
can be associated with an impacted tooth.

In the present article, we report a case of
ameloblastoma related to an impacted tooth simulating
a dentigerous cyst by detailing the pathogenesis and
differential diagnosis and also we will discuss the
hypothesis of transformation of a dentigerous cyst into
an ameloblastoma.

dentistry department complaining about the recurrence
of inflammatory episodes associated with tooth number
48. At clinical examination, we noticed a discreet
swelling of the right cheek. The assessment of the
trigeminal and facial nerves showed that their functions
were intact. No lymphadenopathy was detected Figure-
1.

Fig-1: Extrabuccal view of a 34-year old men complaining
about the recurrence of inflammatory episodes associated

with tooth number 48, with a discret swelling of the right
cheek
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Intraoral examination revealed a partially
erupted wisdom tooth number 48.

The orthopantomogram (OPG) showed a well-
circumscribed, radiolucent lesion in the right posterior
mandible, extending to the ramus and associated with
the wisdom tooth Figure-2.

Droite

Fig-2: Orthopantomogram of a 34-year old men presenting a
well-circumscribed, radiolucent lesion in the right posterior
mandible, extending to the ramus and associated with the wisdom
tooth

The Cone Beam/Computed Tomography
(CBCT) scan revealed a benign expansion of cortical
bone eroding the internal and external cortical plate of
the ramus.

We noted the continuity of the lesion with the
crown of the tooth number 48 and its insertion on the
cementoenamel junction (CEJ). The crown of the
unerupted wisdom tooth was within the lesion Figures-
3.

Fig-3: CB/CT scan of a 34-year old men revealing a benign
radiolucent lesion with expansion of cortical bone eroding the
internal and external cortical plate of the ramus (A, B, C), in

continuity with the crown of the tooth number 48 having insertion
on the cementoenamel junction. The crown of the unerupted
wisdom tooth was within the lesion (D, E)

The diagnosis of the dentigerous cyst was
retained. Nevertheless, the internal and external cortical
disruption of the ramus suggested possible aggressivity
of the lesion: a keratocyst or ameloblastoma were also
suspected.

The patient underwent tooth extraction with
cyst enucleation under local anesthesia with no relevant
postoperative complications. On gross examination, we
noticed a difference in the texture of the cystic wall: on
one side the wall was fine reminiscent of a dentigerous

cyst, and on another side, the wall was more like a
thickened whitish mass Figures-4.

Fig-4: A: Per-operative view of the tooth number 48 in the
mandibular lesion, B: On gross examination a difference in the
texture of the cystic wall was present: on one side the wall was

fine reminiscent of a dentigerous cyst (white arrow), and on
another side, the wall was more like a thickened whitish mass
(black arrow)

The anatomopathological examination
concluded that it was an unikystic ameloblastoma. The
cystic portion of the mass contained straw-colored fluid
and had a uniform thin non-keratinized epithelium with
2-3 layers of flattened cells. The substantial portion was
determined to be the follicular type. Therefore, the
hypothesis of the transformation of the dentigerous cyst
into ameloblastoma was confirmed.

Follow-Up examinations during the last three
years showed that the patient had no signs of
recurrence.

DISCUSSION

Ameloblastoma is the most common benign
odontogenic tumor. It is an intraosseous progressively
growing epithelial neoplasm, characterized by local
expansion and tendency for recurrences [2, 4]. The
annual incidence is estimated at 0.5 cases per million
population. The age range is 8-92 years with no
differential distribution between men and women. The
most affected patients' average age is between 40 and
50 years old [1, 4].

Ameloblastoma is found generally in the
mandible, in the posterior region like described in our
case. The anterior mandible is the second frequent
localization, followed by the posterior maxilla and
anterior maxilla [1, 4].

The slowing, painless expansion lesion is
generally, diagnosed at a late stage. That is when its
volume becomes important, causing facial deformation.
Other complications can be revealing: paraesthesia,
dental mobility (less frequently), trismus, and difficulty
of mastication once soft tissues are invaded [2, 4].

© 2019 |Published by Scholars Middle East Publishers, Dubai, United Arab Emirates 782



Ouertani Hend et al; Saudi J Oral Dent Res, Nov., 2019; 4(11): 781-784

The radiographic examination is primordial for
diagnosis. It shows commonly a corticated multilocular
osteolytic lesion called soap-bubble [1, 2, 4].

Although, our case displayed a unilocular
appearance which is, in fact, less common. Moreover,
the association with an unerupted tooth is rarer.
Stathopoulos et al., found that 0.27% of the wisdom
teeth were associated with ameloblastoma development

[8].

In this situation, we faced a diagnostic
dilemma. In fact, after radiographic examination in our
case, we were more oriented to a dentigerous cyst.

Indeed, dentigerous cysts in term of frequency,
are the most common non-inflammatory odontogenic
cysts, developed surrounding an unerupted tooth with
an accumulation of fluid between the follicular
epithelium and the crown. For larger extended lesions,
we can find a multilocular aspect with septa: in those
cases, differential diagnosis is more confusing as
dentigerous cysts could be confounded with
ameloblastomas [4, 5, 7].

A Keratocyst, wich can also be associated with
impacted teeth, may be suggested as another differential
diagnosis as it has the same radiological aspect [2, 4].
It shows in radiography as a sizeable radiolucent lesion
with more aggressive growth with the budding of the
basal layer. Sometimes, we notice the existence of
daughter cysts outside the primary lesion.

Less commonly, we may suspect an
odontogenic  tumor  (odontogenic myxoma) or
nonodontogenic lesions such as traumatic bone cyst
appearing as a large osteolytic lesion associated with an
impacted tooth [4].

A contrast-enhanced maxillofacial computed
tomography is the best radiographic technique to use
with bone and soft-tissue window settings. It shows the
lesion limits, exteriorization with cortical disruption and
internal septations, repression of the mandibular nerve,
and sometimes the existence of daughter cysts outside
the primary lesion [4, 7].

However, in our case, we noted a relatively
small size of the lesion and the panoramic X-Ray was
evidence of a well-defined aspect. Therefore, we
required a CB/CT scan.

Perhaps if we performed a CT scan, we could
have been able to see the differences in texture of the
cystic wall in the soft-tissue window with his cystic and
solid components.

The histopathological study is essential for the
final  diagnosis. There are many types of
ameloblastomas based on the histopathological

examination. The most common type is the follicular
type, described in our case. We found resemblance with
the enamel organ within the fibrous stroma. A cylindric
to cuboidal (ameloblast-like) cells on the external site
with hyperchromatic nuclei arranged in a palisading
pattern with reverse polarity in association to stellate
reticulum in the central core were found. The conjonctif
stroma was dense [1, 6].

The second most common type is the
plexiform type. Other types, including acanthomatous,
granular, and basaloid, can be found.

Ameloblastomas may arise from various
sources of odontogenic epithelium, in general from the
dental lamina, including the epithelial lining of the
dental follicle [1, 4]. The expression of early dental
epithelial markers such as PITX2, MSX2, DLX2,
RUNX1, and ISL1, confirm the dental lamina origin of
ameloblastomas [1, 6, 7, 9]. Approximately 50% of
ameloblastomas arises from neoplastic alteration in the
epithelial lining of a dentigerous cyst. This neoplastic
change might be local like seen in our case report in the
histopathological findings [2, 3, 5, 6, 7].

The ideal treatment choice for ameloblastoma
is extensive surgical resection with a margin of at least
10mm (the resection of the lesion with the daughter
lesions generally situated in the peripheral zone) in
order to minimize the risk of recidivism [1, 3, 6].

Generally, the decision for surgical treatment
is based on radiological findings.

We have different option treatment to manage
small radiolucent images related to an impacted tooth,
like in our case. They vary from conservative
approaches, including enucleation or marsupialization
to more radical treatment procedures with extensive
surgical resection once we suspect more aggressive
lesions such as ameloblastoma [4, 10, 11].

The optimal treatment choice is critical in
cases such presented in this paper. We first made the
diagnosis of a dentigerous cyst. Thus, the treatment was
based on simple enucleation. Therefore, we take note of
the high risk of recurrence. In these cases, the place of
longtime follow-up is primordial to detect recidivism
[1, 10].

In the case of recurrences, the ideal treatment
becomes extensive surgical resection, including an area
of bone beyond radiographical margins. Especially that,
conservative surgery has a high recurrence rate (60-
80%) [1, 2].

More than 50% of recurrences occur within
five years after initial treatment. We should do a
longtime survey, at least for 25 years; but lifelong
follow-up should be considered [1, 2].
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In summary, this case report is proof of
ameloblastic transformation of dentigerous cysts based
on the association of dentigerous cysts with unerupted
tooth and ameloblastoma.

These findings rely heavily on histopathologic
evaluation, especially that in our observation the
histological findings showed the signs of a dentigerous
cyst on one side of the cystic wall and the
ameloblastoma (follicular type) on another side.
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