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INTRODUCTION

ABSTRACT

OBJECTIVE: The aim of this study was to determine the
prevalence, clinical profile and histopathological types of all the
cases of unicystic ameloblastoma in a Nigerian population.

METHODS: In this retrospective study, case files and biopsy
reports of new cases of unicystic ameloblastoma seen at the
University of Port Harcourt Teaching Hospital, Port Harcourt,
Nigeria from 2009 to 2017 were retrieved and analyzed for gender,
age on presentation, histologic type and site distribution.

RESULTS: A total of 52 cases of ameloblastoma were seen during
the period under review among which unicystic ameloblastoma
accounted for 19 (36.5%) of the cases. A male to female ratio of
1:1.4 was found. The average age on presentation was 25 years.
The lesion was most common in the posterior mandible and the
mural variant was the most common histological type.

CONCLUSIONS: The age, gender and site distributions of
unicystic ameloblastoma are similar to previous reports but the
distribution of the histological types is at variance with previous
studies.
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diagnosis. Other peculiarities include the high
predilection for involvement of the symphyseal

Ameloblastoma is a neoplasm of odontogenic
epithelium?. It is generally a slow-growing but
locally invasive  tumour.  Almost all
ameloblastomas are histologically benign.
Nevertheless, they may behave in a rather
aggressive way by local recurrences when
treated by enucleation only.?

Ameloblastoma is the most common
odontogenic tumour reported in Nigeria, South
Africa and found to be more common among
blacks than whites®. According to Arotiba et al,
peculiar presentations of this tumour in Black
Africans are the late presentation of many
patients with massive tumours and the high
proportion of patients who are below 20 years at

region of the mandible and the low proportion of
the unicystic morphologic type?.

It has been postulated that the epithelium of
origin is derived from one of the following
sources: (1) cell rests of the enamel organ,
(2) epithelium of odontogenic  cysts,
(3) disturbances of the developing enamel organ,
(4) basal cells of the surface epithelium, or
(5) heterotropic epithelium in other parts of the
body*. The theory of an odontogenic origin for
the ameloblastoma is supported clinically by the
tumour's common occurrence in the tooth
bearing area and is further reinforced by the
finding of Spouge that one in every three such
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tumours are mural proliferations in intimate
association with the reduced enamel-forming
epithelium of dentigerous cysts®.

WHO 2017 classification divided
ameloblastoma into four categories;
conventional,  extraosseous /  peripheral,

unicystic, and metastasizing ameloblastoma®.
Unicystic ameloblastoma (UA) often presents
radiographically as a unilocular, well-
demarcated radiolucency that surrounds the
crown of an unerupted tooth, resembling a
dentigerous cyst. When the tumour grows into
the lumen it is called the ‘intraluminal type’ or
when confined to the cyst lining epithelium, it is
called the ‘luminal type’. If the tumour invades
the wall of the cyst, it is called ‘mural type’.

Unicystic ameloblastomas have been
traditionally treated conservatively, often by
“cyst” enucleation, and recurrence has been
uncommon. However, there is emerging
evidence that unicystic ameloblastomas with
mural invasion are known to act as conventional
intraosseous ameloblastoma and should be
treated as such’.

There is dearth of studies of histopathological
types of unicystic ameloblastoma among black
Africans. This study was therefore designed to
determine the prevalence, clinical profile and
histopathological types of all the cases of
unicystic ameloblastoma in a Nigerian
population. This will serve as baseline data for
the Centre.

MATERIALS AND METHODS

This was a retrospective review of the clinical
case files and biopsy records of all histologically
diagnosed cases of unicystic ameloblastoma
(UA) from 2009 to 2017 in the Department of
Oral Pathology and Oral Biology of the
University of Port Harcourt Teaching Hospital,
Port Harcourt, Nigeria. Nineteen cases of
unicystic ameloblastoma were extracted from
the records. Hematoxylin and eosin (HE)-
stained sections of the 19 cases were retrieved
and reviewed to confirm the diagnosis. The 19
confirmed cases were there after categorized
into the following 3 variants: luminal,
intraluminal and mural based on the 2017 WHO
classification of odontogenic tumors. Data on

prevalence age, sex, site and histology of lesions
were analyzed descriptively for the various
variants of unicystic ameloblastoma. Data
analysis was performed with SPSS (version 21,
SPSS Inc. Chicago, IL).

RESULTS

During the period of the study, 52 cases of
ameloblastoma were histologically diagnosed
consisting of 33 (63.5% conventional and 19
(36.5%) unicystic ameloblastoma. (Tablel).

Table I: Frequency distribution of
histological types of ameloblastoma in the
series

Sub type N %

Conventional 33 63.5
Unicystic 19 36.5
Peripheral 0 0.0
Malignant 0 0.0
Total 52 100

The patients with UA varied in ages from 10 to
60 years (mean 25 + 17.08, median 22.00) with
peak prevalence round the 2™ decade of life
(Table I1). UA was observed to occur slightly
more in females (57.9%) than in males (42.1%),
with a male: female ratio of 1:1.4.

Table 1lI: Age range in patients with
unicystic ameloblastoma

Age range N %

0-10 1 53

11-20 8 42.1

21-30 2 10.5

31-40 3 15.8

41-50 3 15.8

51-60 2 10.5

Total 19 100

All the tumour cases were exclusively observed
in the mandible as no case of UA was seen in the
maxilla. The right mandible was the commonest
site, accounting for 6 (46.1%) cases of UA
tumours (Table I11).

The posterior region with 12 (63.2%) patients
was affected more often than the anterior
segment with 7(36.8%) patients (Figurel).
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Table I11: Mandibular site distribution of the
patients with unicystic ameloblastoma

Location N %

Left 5 38.5
Right 6 46.1
Bilateral 2 15.4
Total 13 100

The Mural UA was the most common histologic
variant with 11 (57.9%) cases (Figures 2). This
was followed by 7 (36.8%) cases of Luminal
UA. (Table IV). [Figure 3].
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Figure 2: Photomicrograph of mural unicystic
ameloblastoma lined by odontogenic epithelium
invading the surrounding fibrous capsule (H&E

x100)

Figure 3: Photomicrograph of luminal unicystic
ameloblastoma lined by odontogenic epithelium
with prominent hyalinized layer in the outer
capsule (H&E x100)

Table IV: Distribution of histologic subtypes
in patients with unicystic ameloblastoma

Location N %
Intra Luminal 1 5.3
Luminal 7 36.8
Mural 11 57.9
Total 19 100

Figure 1: Distribution of mandibular segments in patients with unicystic
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DISCUSSION

Previous report by Lawal et. al® in Ibadan,
Nigeria (2014) suggests a low prevalence
(14.3%) of UA among ameloblastoma in
Nigerians compared with the 18.9% prevalence
of UA report by Tie-Jun Li et al among the

B Posterior mandible

Chinese®. However, this study observed a higher
prevalence  (36.5%) of UA  among
ameloblastoma. This supports a recent report of
a relatively higher prevalence (42.2%) of UA in
a South-south Nigerian population by Omoregie
et. al (2017)%.
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Participants in this study ranged from 10 years
to 60 years, this age range is similar to reports in
the literature®. The mean age of patient at
presentation in this study was 25 years, this is
almost equal with a mean age of 23.5years
which was reported by Ackerman et al 1(2006)
in a study on ameloblastoma. The mean age in
this study lies between a value of 18 years
reported by Roos et al in 19982 and 25.3 years
reported by Tie-Jun Li et al in 2000°. The peak
age group in this study was in the second decade
of life, which supports the literature that
unicystic ameloblastoma occurs more in younger
age group than solid variant of ameloblastoma.
Findings in this study are similar to that of Tie-
jun Li et al who reported that 70% of their cases
occurred in the 2" and 3" decades of life®.

Unicystic ameloblastoma cases in this study
were seen more in females with a male: female
ratio of 1:1.4. This is similar to a female gender
predilection with M: F= 2:3 reported by Lawal
et al.® Findings from this study are in contrast
with those observed by Tie-Jun Li et al where
there was a male preponderance with M: F
=7:4°,

Unicystic ameloblastoma was exclusively found
in the mandible in this study. This observation is
similar to reports in the literature that suggest a
predilection for the mandible. Also, it was
observed that 63.2% of cases occurred in the
molar/premolar region. This again is similar to
reports by Kumar et al*3. Perhaps, the reason for
this predilection for posterior mandible is
because research has shown that this is also the
most common site for impacted teeth which
have been associated with several cases of cystic
ameloblastoma. Mortazavi et al in 2016 noted
that 50-80% of cases of unicystic ameloblastoma
are associated with at least one unerupted tooth
(mostly the third molar) 4.

Mural variant of unicystic ameloblastoma was
the most common histological type representing
53.9% of the cases seen. The observation in this
study is similar to reports by Lawal et al®
Omoregie et al'® and Philipsens et al*® who
reported a preponderance of mural variant of
UA. The histopathological differentiation of
unicystic ameloblastoma to luminal, intraluminal
and mural variants is of clinical relevant. This is

because the luminal and intraluminal types are
treated conservatively with simple enucleation,
while it is now increasingly recognized that the
mural type must be treated with surgical
excision with safe margin. Treatment of the
mural variant with conservative method has
been associated with recurrence’.

In conclusion, this study observed a relatively
higher prevalence of UA over a 9-year period.
However, the small sample size makes it
difficult to provide a definitive inference. There
was predilection of UA for the females, young
adults and posterior mandible. The mural UA
was the commonest histological type.
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