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Introduction: Mandibular ameloblastoma is the most common benign odontogenic tumour in stomatological and
maxillofacial surgery practice. The aim of this work was to study the epidemiological, anatomopathological and
therapeutic aspects of mandibular ameloblastoma in our context. Methodology: It was a descriptive cross-sectional study
over a 4-year period (January 2017 to December 2020) of cases of mandibular ameloblastoma confirmed by histology
of the operative specimen in the stomatology and and maxillofacial surgery department of the CHU-CNOS in Bamako.
Data were collected on a survey form, entered and analyzed using SPSS version 19.0 software. Results: There were 44-
recorded cases. Males accounted for 61.36% of cases, with an M/F sex ratio of 1.6. The mean age was 33 years, with a
standard deviation of 12 years. The 20-40 age bracket was in the majority (52.27%). In 79.55% of cases, patients
consulted for swelling with facial deformity. Dental signs such as mobility, displacement or absence were found in
97.72% of cases. Hemi-mandibular location was the most frequent (45.45%). The main histological type was follicular
ameloblastoma in 88.64% of cases. Radical surgery with disarticulation was performed in 47.73% of cases. Conclusion:
Mandibular ameloblastoma is common in young adults. Radical surgery is the current trend. Reconstructive techniques

are still limited in a context of underdevelopment.
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INTRODUCTION

According to WHO Ameloblastoma is defined
as a benign but locally invasive polymorphic
“neoplasm”, most often with follicular or plexiform
architecture in a “fibrous stroma”. Ameloblastoma is the
most common benign odontogenic tumor. Its area of
predilection is the mandible, and it accounts for 30% of
benign tumours of this location [1, 2]. The management
of mandibular ameloblastoma primarily involves
surgical intervention, presenting a significant challenge
for maxillofacial surgeons. This challenge encompasses
selecting the appropriate surgical technique and
addressing the potential loss of tissue that may require
reconstruction.

The aim of this study was to examine the
epidemiological-clinical, histological and therapeutic
aspects of mandibular ameloblastoma.

METHODOLOGIE

The study was a descriptive cross-sectional
study conducted from January 2017 to December 2020,
spanning a duration of 4 years at the Department of
Stomatology and Maxillofacial Surgery of the National
Center of Odonto-Stomatology in Bamako.

All cases of mandibular ameloblastoma that
underwent  surgical treatment, confirmed by
anatomopathological examination of the surgical
specimen and possessing complete medical-surgical
records, were included in this study. The variables
examined included age, sex, occupation, reason for
consultation, lesion site, radiological images,
histological type, surgical techniques employed,
reconstruction methods utilized, and any complications.
Data were entered and analyzed using SPSS version 19
software, with strict adherence to anonymity and
confidentiality of the collected information.
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RESULTS

A total of 44 cases of mandibular
ameloblastoma were identified from 5088 consultations,
resulting in a hospital prevalence of 0.86%. The annual
average incidence was 11 cases. The study cohort
included 27 men (61.36%) and 17 women (38.64%),
with a sex ratio of 1.6. The mean age was 33 years, with
a standard deviation of 12 years, and the most frequent
age group affected was 20-40 years, representing 52.27%
of cases. Shopkeepers constituted the largest
occupational group affected, accounting for 27.27% of
cases.

The primary reason for consultation was
swelling with facial deformity, observed in 79.55% of
patients, while 25% reported pain. Hemi-mandibular
involvement was noted in 45.45% of cases. CT scans
were performed for 22 patients, revealing a
predominantly unilocular radiological appearance in
70.45% of cases.

Radical surgery with disarticulation was the
predominant surgical approach, utilized in 47.73% of
cases. For the majority of patients (61.36%), this was
their initial presentation of ameloblastoma. Primary
recurrence occurred in 36.36% of cases, with secondary
recurrence in  6.36%. Immediate endoprosthetic
reconstruction was performed in approximately 75% of
cases.

Histopathological examination of surgical
specimens confirmed typical ameloblastoma in 88.64%
of cases. Other histological variants included plexiform
ameloblastoma (2 cases), fibroameloblastoma (1 case),
recurrent ameloblastoma (1 case), and ameloblastoma
associated with an epidermoid cyst (1 case).

Post-operative complications were observed in
5 patients, with manifestations including labio-mental
hypoesthesia (2 cases), exposure of reconstruction
materials (2 cases), and 1 case of post-operative
bleeding.

Table I: Distribution of patients by age group

Age Groupe (Years) | Number | Percentage (%)
<20 7 15,91

20240 23 52,27

40260 13 29,54

> 60 1 2,27

Total 44 100

Table 11: Distribution of patients by tumot site

Site Number | Percentage (%)
Half mandible 20 45,45

Body of the mandible 18 40,91

Body and Ramus 4 9,09
Mandibular symphysis 2 4,55

Total 44 100

Table I11: Distribution of patients by type of surgical intervention Local college enrolment, 2005

Type of intervention Number | Percentage (%0)
Radical surgery with joint removal 21 47,73

Radical surgery without joint removal 16 36,36
Preservative surgery I 15,91

Total 44 100

Table 1V: Distribution of patients by histology nature

Histology Nature Number | Percentage (%0)
Ameloblastoma 39 88,64
Plexi-type ameloblastoma 2 4,55
Fibro-ameloblastoma 1 2,27

Reworked ameloblastoma 1 2,27
Ameloblastoma associated with a squamous cell cyst 1 2,27

Total 44 100
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DISCUSSION

Mandibular ameloblastoma is highly prevalent,
constituting 80-95% of all maxillary localizations
depending on the series. Hospitalization rates vary
widely across studies [2-7]. For instance, ANASS EL H
in Marrakech [6] reported 11 cases in 2016, while
Crezoit E in Abidjan [7] found an annual incidence of
3.75 cases. A previous study in Mali by BA B in 2016
documented 51 cases of mandibular ameloblastoma over
a 3-year period [8]. There has been a noted decrease in
frequency in Bamako, possibly influenced by the
relocation of specialized practitioners to different regions
of Mali over the past 5 years.

Ameloblastoma can manifest at any age and in
both sexes. In this series, there was a male predominance,
and the 20-40 age group was predominantly affected,
aligning with findings reported by other authors [3-8].

The primary reason for consultation in this
study was swelling with facial deformity, accounting for
79.55% of cases. These findings are consistent with
reports from other African studies [3-8].

Ameloblastoma is a slow-growing tumor that
often remains asymptomatic for a prolonged period.
While in developed countries it is frequently detected
incidentally during routine radiological screenings, in
Africa patients typically seek medical attention only
when the tumor has progressed significantly, resulting in
noticeable facial deformities. According to Gadegbeku S
et al., [17], in developing countries, ameloblastoma is
characterized by its large size at diagnosis and delayed
presentation.

There are two main approaches to removing
mandibular ameloblastoma: a conservative method and
an aggressive surgical approach. The conservative

m Secondary More

method allows patients to reintegrate into society and
work more quickly. It also provides time for histological
confirmation, with minimal surgical after-effects.
However, it carries a higher risk of recurrence and
potential malignant transformation. CERNEA reported a
recurrence rate of 76% after enucleation [18], while
Carlietr [19] found cure rates of only 23% with
conservative procedures compared to 87% with more
extensive surgery.

Radical treatment options for mandibular
ameloblastoma include non-interrupting
mandibulectomy or marginal resection, aimed at
removing the tumor without disrupting mandibular
continuity, and interrupting mandibulectomy, which
involves breaking the mandibular arch continuity. In our
study, the majority of patients (47.73%) underwent
interrupting mandibulectomy. This trend towards radical
surgical approaches appears to be the most effective
method for managing mandibular ameloblastoma [3, 4].
Despite the various histological subtypes, the follicular
variant remains the most common [1].

CONCLUSION

Mandibular ameloblastoma predominantly
affects young adults. Radical surgery is currently favored
as the treatment of choice. However, reconstructive
techniques  remain  limited,  particularly  in
underdeveloped settings.
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