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ABSTRACT

INTRODUCTION: Ameloblastoma is the second most common benign odontogenic tumor, and only odontoma outnumbers it in reported
frequency of occurrence.

AIM: This study reviewed all ameloblastoma cases reported to the Oral and Maxillofacial Surgery Department of Komfo Anokye Teaching
Hospital from 2016 to 2018.

METHODOLOGY: This was a retrospective descriptive study involving reviewing medical records of all Ameloblastoma cases diagnosed
within the study period at the Oral and Maxillofacial Surgery Department of KATH. A data collection sheet was used for data collection that
covered patients’demographics, location of the lesion, radiographic presentation, histological report, and treatment.

RESULTS: Thirty-four (34) diagnosed cases of ameloblastoma were recorded within the study period, giving an average of eleven cases
(11.3) annually. The mean age of patients was 32.0 years with a male: female ratio of 1:1. All the cases reviewed were located within the
mandible, with none in the maxilla. Twenty-four (70.6%) of them were found in the body of the mandible. Multilocular radiolucency is the
joint radiographic presentation (24, 71%). Plexiform was the common histological variant (12, 35.3%). Thirty-two (32, 91.2%) patients
were treated by resection with wide margins. There was no incidence of recurrence recorded.

CONCLUSIONS: The results of this study indicate that Ameloblastoma cases in Ghana have similar clinicopathological presentations as
commonly reported in the literature.
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INTRODUCTION compression of a nerve. This asymptomatic nature,
Odontogenic tumors represent a spectrum of jaw lesions together with its high capacity to infiltrate between the
ranging from malignant (rare) and benign neoplasms to trabeculae of cancellous bone, accounts for the
dental hamartomas, all arising from residues of the tooth reluctance to seek early treatment by patients as well as
forming apparatus, i.e., odontogenic epithelial and/or the large tumor sizes observed at the time of presentation
ectomesenchyme with variable amounts of dental hard to the clinicamong most patients.”

tissues formed generally in the same sequence as in
normal tooth development." Ameloblastoma is second
only to odontoma as the most common benign
odontogenic tumor.” In Africans, Ameloblastoma is
estimated to account for 11% to 24% of all oral tumor-like
lesions.® Although ameloblastoma is a benign tumor, it is
known to have some aggressive features in its growth
pattern. Hence it has been defined as a benign, slow-
growing, locally invasive epithelial tumor (with no
ectomesenchymal component) of odontogenic origin, with
astrong tendency to recur after treatment.*

Currently, conventional, unicystic, and peripheral are the
clinical-pathological classifications of ameloblastoma.
The solid/multicystic term has been discarded as well as
Desmoplastic ameloblastoma is now reclassified as a
histological subtype and not as a clinical-pathological
entity. The conventional ameloblastoma is the most
common, representing 85% of all ameloblastomas, and
occurs mainly in the 3rd and 4th decades of life with a
higher incidence of recurrence.®® Histologically,
ameloblastoma can be divided into follicular, plexiform,
acanthomatous, and granular cell morphological

Historically, the term ‘ameloblastoma’ was suggested by patterns; other less common histological variants are
Churchill in 1934 to replace the term ‘adamantinoma,’ clear cell and desmoplastic cells. In general, one-third of
coined by Malassez in 1885." Clinically, it occurs the conventional

exclusively in the jaws, with a tendency to cause gross type has a plexiform pattern, one-third a follicular pattern,
facial deformity and tooth displacement. Although a wide and the remaining third corresponds to the other variants.
age range of occurrence of the tumor (10 - 90 years) has There is currently no relationship between histological
been reported, the average age at diagnosis ranges pattern and tumor behavior or prognosis.’ There is
between 33-39 years and is rare in children and older currently no relationship between histological pattern and
adults.’ There is conflicting evidence on the incidence tumor behavior or prognosis.’

rates in different races, with increased prevalence noted

among Asians and Africans.® Ameloblastoma occurs in all Ameloblastoma is unresponsive to radiotherapy, and
areas of the jaws. Still, the mandible is the most commonly hence the current predominant mode of treatment for
affected area (more than 80% of all cases). Within the ameloblastoma is surgery, which can be conservative or
mandible, the molar angle ramus area is involved three radical. Studies have shown that conservative treatment
times more commonly than are the premolar and anterior of ameloblastoma, such as curettage and enucleation,
regions combined." It is usually asymptomatic initially but may lead to recurrence rates as high as 90% for
becomes painful due to either secondary infection or mandibular tumors and 100% for maxillary tumors.’
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Radical treatment entails surgical resection of the
affected part of the jaw with the associated neurovascular
bundle, followed by reconstruction; this mode of
treatment is usually associated with better results and a
low recurrence rate. Surgical management of
ameloblastoma has a profound functional and
psychological effect on patients’ quality of life, and jaw
resection is usually accompanied by complications, such
as facial deformity, nerve damage, malocclusion, and
impairment of mastication.’®

Parkins et al., 2007,° found ameloblastoma to be the
commonest benign odontogenic tumor presentation
among patients in Ghana, and so did Abdulai and Gyasi
in 2001." Much of what is known about ameloblastoma in
terms of its clinical presentation, natural history,
clinicopathological and histological variations are
attributed to the numerous studies that have been
conducted on this particular tumor. Notwithstanding the
numerous existing literature on ameloblastoma, the
knowledge and understanding of ameloblastoma
continue to evolve. This is essential for effective
diagnosis, management, and better prognosis of such a
tumor. Studies conducted on ameloblastoma in some
jurisdictions have made some distinct observations that
hitherto did not appear in the general description of
ameloblastoma in the existing literature. For example,
ameloblastoma is generally described as a tumor for
young adults with an average age of 32 years and is
commoninmales.’

However, studies conducted in Nigeria and Ghana have
shown a higher prevalence of ameloblastoma among
patients below 19 years.”" These emphasize the
importance of continuous review of cases in any
geographical context, especially in this era where a global
change in the trends of most diseases has been
observed. This study sought to review all cases of
ameloblastoma seen at the Oral and Maxillofacial
Surgery Department of KATH from 2016 to 2018.

METHODS AND MATERIALS

This study was a retrospective study involving a review of
patients’ records at the Oral and Maxillofacial Surgery
Department (OMFS) of the Komfo Anokye Teaching
Hospital (KATH) from January 2016 to December 2018.
The department remains the primary referral center for all
tumors and tumor-like lesions of the head and neck region
from the Northern part of Ghana and neighboring
countries like Burkina Faso. The department comprises
maxillofacial surgeons and nurses who work
consultatively with the Plastic surgeons. The Komfo
Anokye Teaching Hospital is located in Bantama, a
suburb of Kumasi, the capital city of the Ashanti Region. It
is the second-largest hospital in Ghana.

The study procedure was limited to reviewing already
existing medical records of patients eligible to be included
in this study. Subjects’ folder numbers were identified
from the record data book of the clinic for the period of
study and were retrieved from the record department of
the oral health directorate. Study variables included
socio-demographic of patients, location, clinical signs and
symptoms, radiographic appearance, histological
subtypes, treatment, and outcome of therapy
(recurrence).

All records of patients with a preoperative diagnosis of
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Ameloblastoma from January 2016 to December 2018
were included. Incomplete records were notincluded.

Ethical approval was obtained from the Committee on
Human Research, Publications, and Ethics of the Kwame
Nkrumah University of Science and Technology, School
of Medical Sciences. (Reg no. RD/CR19/042) Permission
was obtained from the Oral Health Directorate of KATH
and the Oral and Maxillofacial Surgery department. The
confidentiality of data collected was ensured to secure the
privacy of the study subjects. Data collected were only
used for the intended study purpose, and information
remained anonymous to protect the identity of the
patients. The data were summarized in descriptive
statistics (frequency distribution, mean of age, and
prevalence) using the Statistical Package for Social
Sciences (SPSS version 25.0.0.0). Descriptive tables
and charts were used to display study results where
necessary.

RESULTS

All thirty-four (34) patients were clinically diagnosed
within the period of study. The age of the patients ranged
from 10years to 66 years, with a mean age of 32.03 years
(SD + 14). There was equal gender distribution as male
and female patients were seventeen (17, 50%).

All the cases reviewed were located within the mandible,
with none in the maxilla. The majority of the tumors, 24
(70.6%), were located within the body of the mandible,
with the multilocular radiographic presentation being the
commonest (24, 71%), as shown in Table 1.0 and Figured
1.0 below;

Table 1.0 Distribution of Ameloblastoma in the
mandible

Location in the mandible Frequency | Percent
Anterior 5 14.7
Body of mandible 24 70.6
Body and angle of mandible 5 14.7
Total 34 100.0

10,’
24,71%

= Multilocular radiolucency = Unilocular radiolucency

Figure 1.0 Radiographic presentations
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Table 2. Histological variants

Histological variants Frequency Percent
Plexiform 12 35.3
Follicular 9 26.5
Total 21 61.8
Not recorded 13 38.2
Total 34 100.0

Plexiform was the common histological variant (12,
35.3%) among the twenty-one (21, 61.7%) histologically
confirmed reports, as shown in table 2.0. Thirty -two (32,
91.2%) patients were treated surgically by resection with
wide margins with no incidence of recurrence, as shown in
table 3.0;

Table 3. Treatment offered

How it was treated Frequenc] Percent
Conservative resection 2 8.8
Resection with wide margi 32 91.2
Total 34 100.0

Resection with wide margins was the primary treatment
carried out for the patients.

DISCUSSION

This study sought to review all cases of ameloblastoma
reported to the Oral and maxillofacial Surgery
Department of KATH from 2016 to 2018. Ameloblastoma
has been noted as the most commonly encountered
odontogenic tumor among Africans and Asians’, while it is
the second most common odontogenic tumor in the
Western world.”” Retrospective studies on the prevalence
of ameloblastoma have shown varied results. In Brazil,
Ameloblastoma was found to have nine (9) cases
annually ®, while an average of ten (10) cases annually
have been reported among Indians.” On the contrary, a
relatively low prevalence of ameloblastoma has been
recorded in Ghana, with seven (7) cases and five (5)
cases.”" The results of this study show a total of twenty-
one (21) histologically confirmed cases of ameloblastoma
within the three (3) year period (2016-2018). This gives an
average of seven (7) cases of ameloblastoma annually.
This result suggests a relative increase in the number of
cases recorded annually compared with the duration of
similar studies conducted in Korle Bu Teaching Hospital.
*“The increase in the number of cases may be attributed
partially to the increase in hospital attendance in recent
years due to improving public health education and good
surgical outcome.

Ameloblastoma has no gender predilection and is
commonly found in the 20 — 40 years age group. While an
average age of twenty-eight (28) years was reported
among Saudi Arabians™, the average age of 29.6 years
was recorded in a study by Abdulai and Gyasi, 2001."
Additionally, the average age of 31 years has been
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reported among Nigerians and Brazilians." " In this study,

the age of the patients ranged between 10 — 66 years with
amean age of 32.03 years (SD + 14). The age of patients
in this study was consistent with existing literature on the
age group (30 — 40) commonly associated with
Ameloblastoma occurrence. Although a male/female
ratio of 1:1 has been reported among Nigerians and
Brazilians,"" it was found to be predominant among
females in Saudi Arabia with a ratio of 1:2." On the
contrary, males, were found to be predominant in the
studies by Tatapudi et al., 2014," and Abdulai and Gyasi,
2001.° Similarly to existing literature and the findings
among Nigerians and Brazilians, there was equal sex
distribution as male and female patients were each 17
(50%).11,13

Radiographically, ameloblastoma presents as
multilocular and unilocular radiolucent lesions
surrounded by a radiopaque border, located primarily in
the posterior mandibular segment.”"” In Africans, the
multilocular type is predominant. *® In this present study,
twenty-four (24, 71%) of cases reviewed were found to
have multilocular radiolucency radiographically, while ten
(10, 29%) presented as unilocular radiolucency. This
finding aligns with other studies conducted in some sub-
Saharan countries.""®" Olasoji et al., 2015 " found
multilocular type (73.3%) as the most common
radiographic appearance among the * cases reviewed.
Likewise, Vilembwa Adeline19 found 127(69.4%)
multilocular radiolucency in radiographic appearance.

The main histological variants of ameloblastoma are two
types, namely, the follicular and the plexiform.' Among the
two types, the commonest presentation has been the
follicular types.” Contrary to this finding, plexiform was
the commonest histological finding in this study, with
twelve (12, 57%) out of the twenty-one cases with
histological reports being of the plexiform type.
Meanwhile, nine (9, 43%) cases were follicular types.
Plexiform being the majority of the histology types, may
be an incidental finding. However, another study may be
required into the common histological variants.

The treatment for amelobalstoma is mainly surgically
because it is considered radioresistant.” The surgical
resection can be conservative or resection within
marginal extensions. A high rate of recurrences has been
associated with Conservative surgical approaches. In this
study, two (2, 8.8%) were treated by conservative surgical
resection while thirty-two (32, 91.2%) were treated by
resection with wide margins. Contrary to Abdulai and
Gyasi in Korle Bu Teaching Hospital, where one
recurrence case was recorded,

there was no case of recurrence recorded in this study.”
In contrast, recurrence was noticed in 4 patients (21%)
out of the 19 patients within five years after primary
surgery in the study by Olasoji et al., 2005." There is no
agreed period within which recurrence can occur post-
surgically. However, a long follow-up is required to
conclude that no recurrence has occurred.

The availability limits the design of this study and proper
documentation of patient records, and the duration
reviewed. Appropriate documentation should be
encouraged. Routine diagnostic investigation with an
orthopantomogram(OPG) will aid early detection
radiographically. More histopathological studies should
be encouraged and documented to keep adequate



records for future studies. Long-term post-surgical follow-
up should be encouraged. Also, a long-span study is
recommended to provide further evidence on the
histological variants and recurrence.

Conclusion

More cases of ameloblastoma have been seen at KATH
compared with studies conducted in Korle Bu Teaching
Hospital. The findings of this study indicate
Ameloblastoma cases in Ghana has similar patterns as
commonly reported in the literature. The majority of the
cases were multilocular radiolucencies radiographically,
located in the mandible preferable to the body of the
mandible, and with a low recurrence rate when treated
surgically by resection with wide margins. No sex
predilection and prevalent within the documented aged
group, although plexiform was the common histological
variantin this study, contrary to the follicular type.
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