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TEPINHWH: To mepipepikd adapavtvoprdotwya ei-
var évag kahoriBng odovtoyevrg Oykog, Tou evioTiCe-
Tal 0Ta 0UAa TwV 0S0VIOQOPWY TIEPIOXWV TNG Avw KAl
kdtw yvdBou. Khvikd epgavifetar wg ehaotikrig ovota-
onG oykidio, TG TIEPICOBTEPEG POPES AUIOXO KAl HE
emedveia Aefa, BnAwpatwdn f kar eEeAkwpévn. H 1oto-
AoyIkr) Tou eikdva eivar Tautdonun pe autr| Tou Tapd-
Tnpeital oto evdootikd adapavtvoBAdotwua. H Bioio-
YIKr) TOU OUPTTEPIQOPd OpwG Oev HoIdlel pe ekelvn Tou
adapavivoPAacTOHAtog, Tou Tiapoucidletal emoet-
KOTEPN Kal e peyaAltepn tdon yia uTioTpoTr.
2KkoméG NG epyaciag autig eival n mapouaciaon piag
TepiMmwong  Tepigepikol  adapaviivoBAacTOuatog
otnv 8e€id (AE) yoppiakr mepioxr) Kar Tov KAAS0o g
Kdtw yvabou, oe Avdpa 74 twv.

Khiviké o aoBevric mapouoiale eEwputikr eEepyacia mou
edpaldtav otov PAevwoydvo NG @atviakig améeuong
™G Kdww yvdbou (AE), diaotdoewv 3x2 cm, urdokinen
oty YnAdenon, epubprig xpoldg, pe Katd Ttémoug e&eh-
KwPEVN eM@AveIa Kal aigoppayikr) Katd v doknon ie-
onG. ATTEIKOVIOTIKA otV a&ovikr| Topoypagia n katw yvd-
Bog epgdviCe kumeMoeidry Siauyaotikr meploxr avtiotor-
Xa pe v Teploxr| TG BAAPNG. H xelpoupyikr extour kai
amokaTdoTacn MPOCEPEPAV To KaAUTePO emBupntd aro-
TéNeopa otov aoBevr|. ZUPTMEPAOHATIKA EK TWV AVWTEQPW
N Tepfmwon tou adapavivoPAoTWHATOG TIoU TIAPOU-
oldCetal MAnpel Ta KPITPIa ToU XaPAKINEIGHOU TOU WG
TepIpePIKoU TUTToU, agol 1otohovikd kprtipia Siaxwpl-
opou otnv Siebvr BiBNoypagpia dev avagépovral.

AEZEIX KAEIAIA: Tepigepikd adapavuvoBAdotwpa,
odovrtoyeveig dykol, KahorBng oupmepipopd

SUMMARY: Peripheral ameloblastoma is a benign odo-
ntogenic tumour, located on the gingiva of the tooth-
bearing areas of the upper and lower jaws. Clinically, it
appears as a tumour of elastic consistency, mostly ses-
sile and with a smooth, granulomatous or ulcerated
surface. The histological appearance of this tumour is
identical with that of an intraosseous ameloblastoma.
However, its biologic behaviour does not resemble
that of an intraosseous ameloblastoma, which is more
aggressive and has a greater tendency to recur.

The aim of this study is to report a case of a 74-year-
old male with a peripheral ameloblastoma in the right
molar area and ramus of the mandible.

The clinical examination revealed a reddish, 3x2cm
large exophytic lesion, which was located in the alveo-
lar mucosa of the right side of the mandible. Its surface
was bleeding on pressure; it was hard on palpation and
focally ulcerated. The CT-scan revealed a cup-shaped,
radiolucent area, corresponding to that of the lesion.
The surgical excision and restoration provided the best
possible result for the patient.

In conclusion, the present case of ameloblastoma
meets the criteria for classification as a peripheral
ameloblastoma, on the basis of the clinical and imaging
findings, since no histological differential criteria are
reported in the international literature.

KEY WORDS: Peripheral ameloblastoma, odontogenic
tumours, benign behaviour
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EIZAITQrH

To mepipepikd adapavtvoPAdotwua amotelel €vav
kahoriBn odovtoyevr) Oyko Pe TTAPOHOIA IOTOAOYIKN
eikéva pe 1o evdootikd adapavivoPAdotwa, aAAd pe
aMOKAEIOTIKN eVIOTON 0Td HAAaKd pédpia Twv yabwv.
H mpwn avagpopd otnv BiBNoypagia yivetar amd tov
Kuru (1911), aMd pepikol ouyypageic apgiopntolv
v mepimwon Bewpwvtag &t eMPOKENTo yia evOOoTIKO
adapavuvoPAdoTwa To oroio emekTevoTav TPOG ToV
PAevwwoydvo twv oUAwv. AkohouBel n mrepiypaer] mepi-
otatkoy amnd toug Stanley kar Krogh (1959), mou Bew-
PEfTal KAl N TIPWTN EMAPKWG TEKUNPIWHEVN TIEPITTTWON
otV S1ebvry BIBNoypaepia.

>¢e avtiBeon pe 1o evoooTiKd opdAoyd Tou, TO TIEPIQE-
piké adapavuvoPidotwpa dev dinbell to umokeiuevo
00TO, VW OF YEVIKEG YOAUHEG TTAPOUOIALE! pia Nriwte-
pn oupepipopd (Patrikiou kai ouv. 1983).

KAvikd epeavietal wg Ppadéwg augavdpevo ehaotikd
oykidio, ouvBwg duioxo Kkar e emedveia Agia, Bniw-
patwdn A, o MEPAMWON TPAUPATIoHOU, eEEAKWUEVN
Kal pe xpold pddivn €wg kai (wnped epubpr) (Kupiakd-
moulog kai ouv. 2005). Ta aktivoypagikd euprjpata
Sev eival eidikd, OpwG Ot KAMOIEG TEQITTWOEIG N
miapouoia tou cuvodeletal amd kumeMoeidr diadyaon
Tou ootikoU Tetdhou, éva elpnua mou otnv diebvi
PiBNoypapia anmodidetal wg «cupping» 1| «sauceriza-
tion» (Gurol kai Burkes, 1995, Gomes kar ouv. 2007).
H 1otoloyikr Tou eikdva eivar exeivn evdg dykou aro-
TehoUpevou amd obovVIoyevEG eMBAAIO e 10TOHOPQO-
AOYIKEG TTAPAMaYEG TIAPOUOIEG e ekeiveg Tou evdo-
otkoU adapavtivoBAaoTwPatog oto omoio anavidrd
o Buiakiwdng, o akavBwtdg, o SIKUWTOGS kai o Baal-
KOKUTTAPIKOG TUTIOG. To oTpwla dmoteletal and -
pipo vwdn ouvdetikd 10td (Philipsen kai ouv. 2001).
2komdg NG epyaoiag eival n mapousiaon piag mepi-
mwong adapavuvoPiactwpatog oe acBevr| nhikiag 74
ETWV, PE TIEPIYPAQN] TNG KAIVIKAG €IKOVAG Kal Twv arTel-
KOVIOTIK®V gupnudtwy Tou xapaktnpiouv tov timo
ToU TEPIPEPIKOU adapavTivoBAQoT®PAtog Kal TG Xel-
POUPYIKAG TOU QVTIHETWTIONG.

MEPIFTPA®H MEPINTQXHX

Avdpag nAikiag 74 etwv mpooriAOe tov Mdptio Tou
2008 ota eCwtepikd 1atpeia TG KAIVIKAG, HE EEwOUTIKN
BAABN otnv mepioxr| Tou PAevvoyovou TG YOUQIaKNG
X)PAG TG Katw yvdbou (AE).

O aoBevrig avépepe v UMapér] g yia xpovikd did-
OTNHa HeYaAUTEPO TwV 2 €10V, He PaBuiaia al&non tou
HEYEBOUG TNG Adyw emaveMNPPEVWY TPAUUATIOHWY.
ANé 1o 1atpIKS 10ToPIKG TTIPOEKUYE N Uriapén aptnpia-
KNG UTEETAoNG, KaAd eAeyxdpevng pe avTiUTiEPTAOIKN
aywyn}, kabwg kar oakxapwdng diaPritng pubuiCope-
vog e dfarta.

Xat¢nuavaAng I1. kar ouv./Hatzimanolis P. et al.

INTRODUCTION

Peripheral ameloblastoma is a benign odontogenic
tumour, with an identical histological appearance to
that of an intraosseous ameloblastoma, but it is located
exclusively in the soft tissues of the jaws. Kuru (1911)
was the first to report a case of peripheral ameloblas-
toma. However, some authors question his findings,
claiming that it was a case of intraosseous ameloblas-
toma expanding to the gingivae and producing an ulcer.
Kuru's findings were followed by another report of a
peripheral ameloblastoma by Stanley and Krogh (1959),
which was considered to be the first well-documented
case report in the international literature.

In contrast to its intraosseous equivalent, peripheral
ameloblastoma does not infiltrate the underlying bone,
while it generally displays a milder behaviour (Patrikiou
et al. 1983). Clinically, it appears as a slow-growing,
elastic tumour, usually sessile and with a smooth, gran-
ulomatous or, in case of an injury, ulcerated surface, its
colour ranging from pink to vibrant red (Kyriakopoulos
et al. 2005).

Although there are no specific radiographic findings, the
presence of peripheral ameloblastoma is sometimes
accompanied by a cup-shaped radiolucency of the can-
cellous bone, referred to as «cupping» or «sauceriza-
tion» in the international literature (Gurol and Brukes
1995, Gomes et al. 2007).

Ilts histological appearance is that of a tumour com-
posed of odontogenic epithelium, with histomorpho-
logical variations similar to that of an intraosseous ame-
loblastoma and, more specifically, the follicular, acan-
thomatous, plexiform and basal cell types (Philipsen et
al. 2001).

The aim of this paper is to report a case of ameloblas-
toma in a 74-year-old patient, and describe the clinical
appearance and imaging findings that are typical to
peripheral ameloblastoma, as well as its surgical man-
agement.

CASE REPORT

In March 2008, a 74-year-old man was referred to the
outpatient department of the Clinic, with an exophytic
lesion of the alveolar mucosa of the mandible, on the
right.

According to the patient, the lesion had existed for
more than 2 years, and its size had been growing grad-
ually due to repeated injuries.

The medical history revealed that the patient was suf-
fering from arterial hypertension, which was regulated
with the use of antihypertensive medications, as well as
from diabetes mellitus, which was controlled by an
appropriate diet.

The clinical examination revealed the presence of an
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Amd v KAvIKA e&€taon diamotwbnke n mapouocia
eEweutikig egepyaoiac edpalduevng otov PAevwoyod-
VO TNG @atviakig améeguong tng Kdw yvabou (AE),
Siaotdoewv 3 x 2 cm, pe umdokAnpeng ouotaon, pu-
Bpf) xpoid, katd témoug eCekwpévn emedveid Kal
aipoppayiki katd v doknon mieong (Eik. 1). Aev dia-
motwbnke katd v e&€taon unaiobnoia tou katw Xei-
Aoug (AE).

O aoBevrig urtoPAriBnke og agovikr| Topoypapia yvabwv
kal Tpaxrjlou, n otoia amokdAuye tnv Unap&n ooteoAu-
KA e€epyaoiag TG kdtw yvdbou avtiotoixa Pe v
TepIoxr) TG eEweUTIKAG PAAPNG (avapépovtav n Unap-
&n aMoiwong mou didBpwve To 0w TUAKA TOU OWa-
TOG Kal Tou KAAdou G Kdtw yvdbou kal mpokaAoloe
Aérmtuvon tou ootol pe opahr éow mapuen) (Eik. 2, 3).
H pepikd Piogia Tou €yive pe tomikr avaiobnoia €Bece
v Sidyvwon tou adapavivoBAaoT)HatoG.

Metd tov ouvriBn mpoeyxeipnTikd €heyxo o aoBevrig
0dnyrBnke OTO XEIPOUPYEIO, TIPOKEINEVOU VA UTTOPRAN-
Bel oe xelpoupyikr) emépPaon pe vevikr) avaiobnoia.
AlevepynOnke mapdpeon xelNikr - depuatikr) topn (AE)
pe eméktaon otov tpdxno (Eik. 4). ‘Eyive amokdhuyn
NG Kdtw yvdbou pe v PAARN kai akohoubnoe mepl-
QEPIKT OOTEKTOWI Kal agaipeor| TG en block, e mepl-
Bwplo KAvikd dbiktou PAevwoydvou kai ootol. Tautd-
Xpova €yive avaykaotikd Buoia tou kdtw @atviakouy
veUpou AOyw OTevr|G ox€ong Tou pe Tov Oyko (Eik. 5,6).
To kataMemodpevo EMeIppa oupmnpewdnke pe Aayo-
VIO QUTOPOOXEUNA, TO OTTOlo Kal akivntomolfBnke otny
Séxtpia Ogon pe MAéypa titaviou, To omoio Asrtoupyel
Kal evioxutikd oto e€aoBevnuévo ootolv G KAt
yvabou (Eik. 7). Metd tov oxoAaotikd €leyxo €yive
oUYKAEION TOU TPAUpAtog evdo-eEwoTOPaTIKG e
TOTIOBETNON CUOKEUNG TIAPOXETEUONG OE KEVO Kal OUp-
PAYPN TwV I0TWV Katd oTtpwuata. Ta iotoloyikd xapa-
KTnPEIoTIKA Tou dykou gaivovtar oty Eix. 8.
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exophytic lesion located on the alveolar mucosa of the
right side of the mandible. The size of this lesion was
3x2cm and its colour was reddish; its surface was
bleeding on pressure, and was hard on palpation and
focally ulcerated (Fig. I). The examination did not re-
veal any signs of hyposensitivity on the right side of the
lower lip.

The patient was taken for a jaw and neck CT scan,
which revealed the presence of an osteolytic lesion of
the mandible, corresponding to the area of the exo-
phytic lesion (the presence of a lesion eroding the inner
part of the mandibular body and ramus and causing the
bone to become thinner, with a smooth inner margin
were reported) (Fig. 2, 3).

The incisional biopsy that was performed under local
anesthesia established the diagnosis of ameloblastoma.
After all routine preoperative checks had been com-
pleted, the patient was taken to the operating room,
where, under general anesthesia, he underwent a surgi-
cal operation. A paramedian labial incision extending to

Eix. I: Evdootopatiki
KAIVIKT| €IKSVa Tou
acBevi.

Fig. 1: Intra-oral
clinical view of the

patient.

Eik. 2: A&ovikrj Topoypagia g kdtw yvdBou oe opI{dvTIeG TOEG TTOU epgaviCetal n
KutreMoeIdrG BAGBN pe opaAd Spia.

Fig. 2: CT scan of the mandible (in horizontal sections) showing a cup-shaped lesion

with smooth margins.

Tépog |1, No 3,2010/Vol I'l, No 3,2010

Eik. 3: Ztepaviaieg Topég oty afovikr} Topoypagia g Kdtw yvadou.
Fig. 3: Coronal planes of the CT-scan of the mandible.
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Eik. 4: Mapdpeon xeihikr) Seppatikr) Topr| pe ToaxnAikn
EMEKTACN.

Fig. 4: Paramedian labial-cutaneous incision extending to the
neck.

Eik. 5: Eupeia amokdhuyn tng kdtw yvdbou yia v owotr opioBétnon g
EKTOUIG TOU GYKOU.

Fig. 5: Wide exposure of the mandible to clearly determine the extent of
tumour resection.

Eix. 6: Ootikd éMeipa otnv yvabo petd Ty ektopr] Tou Oykou.
Fig. 6: Bone defect in the mandible after tumour resection.

Eik. 7: TomoBétnon ootikoU Aaydviou auTopooXeUuatog oto
o0TIKS EMeIPa Kal ouykpdtnor Tou pe TAEyUa Titaviou.

Fig. 7: The use of an iliac bone autograft to cover the bone defect
and its stabilisation using a titanium mesh tray.

Ei. 8: lotohoyixr| eikéva mou xapakinpiCel tov dyko og oxgon e Tov BAevwoydvo Tou oTOPAatog Kal IOTOAOYIK EIKGVa TOU OyKou e Ta

xapakmnpiotikd Twv BAacT®v.

Fig. 8: Histological appearance of the tumour in relation to the mucosa of the mouth and histological appearance of the tumour with features

of blasts.

Katd v mpwtn peteyxeipntikry nuépa tomoBetriBnke
PIVOYaoTpIKOG OWAvVag oftiong yia tnv evOooToUaTikr
«OTEYAvVOTIONON» TOU 00TIKOU PHOOXEUNATOG, O OTTOI0G
mapépeve yia |5 nuépec.

Katd v Sidpkeia tng voonAeiag xopnyriBnke evdo-
@AEPIa avtPiwon kar €yive OXOAAOTIK OTOPATIK UYIEI-
al

O aoBevrg €EANBe o€ KA yevikr| KaTdOTAoH Kal EKTo-
Te mapakolouBeftar avd taktd xpovikd diaotiudrta
otV KAVIKA, XwpIG va éxel epgpavioel onueia umotpo-
g (B 9,10,11).

the neck was made on the right side (Fig. 4). The expo-
sure of the mandible, where the lesion was located,
was followed by a peripheral ostectomy and an en bloc
resection of the lesion, in a margin of a clinically intact
mucosa and bone. At the same time, the inferior alve-
olar nerve had to be “sacrificed” because of its close
relation to the tumour (Fig. 5, 6). The remaining defect
was covered with an iliac bone autograft, which was
attached to the recipient site by means of a titanium
mesh, that also reinforced the weakened mandibular
bone (Fig. 7). After careful examination, the wound was
closed intra- extraorally and the tissues were sutured in
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Eik. 9: Meteyxeipnukr mavopapikrj aktvoypagia tou aoBevn.
Fig. 9: Postoperative panoramic radiograph of the patient.

Eik. 10: Meteyxeipnukr| kKAIVIK) eikéva tou acBevr pe
Vv Aertoupyikrj amokatdotaon.

Fig. 10: Postoperative clinical view of the patient
showing the functional rehabilitation of the mandible.

2YZHTHXH

To mepipepikd adapavivoPAdotwua amotelel To egw-
00TIKG avaloyo Tou evOooTIKoU GUPTIAyoUG / TTOAUKU-
otikoU adapavtivoBAQoTWPAaTog. ZUvVHvUpol OOl aro-
TehoUv To adapavivoPAIOTWHa TwV JAAAKWV Hopiwy,
r adapavtvoBAdotwpa BAevwwoydviag Tmpoéheuong, A
adapavivoprdotwpa twv oUlwv (Gardner kai ouv.
2005).

Eivar évag oxetikd omdviog odovtoyeviig Oykog [e pia
ouxvdtnta epgdviong amd 2-10% emi tou ouvolou Twv
adapavivopractwpdtwy (Ueno kar ouv. 1986, Wal-
dron kai El-Mofty, 1987, Reichart kai ouv. 1995). Euga-
viCetal og éva eupU nAikiakd @dopa amd 9-92 € e
péoo 6po nAikiag ta 52.1 €, pe mpotiunon oto avdpl-
KO (UAO €vavil TOU YUVAIKEIOU, [E pia OXeTkr avalo-
yia 1,9:1 kar v kdww yvdBo va mpooBdMetal ouxvo-
Tepa and v avw (Philipsen kar ouv. 2001). Opicpévor
ouyypageig (oe dpBpo avaokdTNong) EXouv CUUTTEPI-
APer kal eEw-ouhoBAevvoydvieg evtorioeig (Shiba kai
ouv. 1983), aMd n droyn autr| dev gaivetar va tuyxd-
Vel eUPUTEPNG amodoXG.

2XEUKA HE TNV TIPOEAEUOT] TOU €TTIKpAToUV 2 Bewpied.
H pia umootnpiCer 6t mpoépxetal and embnAiakd utto-
Aefgpata g odovtikig Taviag, evw n aMn Bewpel du
Tpoépxetal and ta kUttapa g Bacikrg otupddag tou
kaAutTtiKoU emBnAiou, og KATTOIEG TIEPITITWOEIG ATt pia
€otia kal og AAMeG amd TOMANAEG eotieg (Anneroth kal
Johansson, 1985).

KAvikd n Siapopikr) didyvwon mepihapBdver BAdBeg

Toépog I'l, No 3,2010/Vol |1, No 3,2010

Eik. 10: To tehiké aiobnuid amotéheopa.
Fig. 10: The final aesthetic result.

layers with the use of a vacuum drainage apparatus.
The histological features of the tumour are shown in
Fig. 8.

On the first postoperative day, a nasogastric feeding
tube was used to «seal» the bone graft. This tube was
left in place for 15 days.

While in hospital, the patient received intravenous
antibiotics, and great attention was paid to his oral
hygiene.

The patient was discharged in a good general condition.
Since then he has been receiving regular follow-up and
has not shown any signs of recurrence (Fig. 9, 10, I1).

DISCUSSION

Peripheral ameloblastoma is the extraosseous equiva-
lent of intraosseous solid/ multicystic ameloblastoma.
Soft tissue ameloblastoma, ameloblastoma of mucosal
origin and ameloblastoma of the gingiva are synony-
mous terms (Gardner et al. 2005).

It is a relatively rare odontogenic tumour accounting for
2-10% of all ameloblastomas (Ueno et al. 1986, Wal-
dron and E-Mofty 1987, Reichart et al. 1995). It occurs
across a wide range of age groups, from 9 to 92 vyears,
with an average of 52.1 years of age, mostly in men
than women, with a relative ratio of 1,9:, more fre-
quently in the mandible than in the maxilla (Philipsen et
al. 2001). Some authors (in a review article) have also
included extra-gingivomucosal locations (Shiba et al.
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OTWG KaAonBelG GyKoug, TO TTUOYOVO KOKKIWHA Kal TV
urieprAaoia amd epebiopd amd odovtootoixia (oe
vwdous aoBeveig). Me 1otoraboloyikd kprtrpia otnv
Siagopikr) didyvwon TepiAapBdvetal o TiEPIPEPIKO
000VTOYEVEG fvwpa, O TIEPIPEPIKOG akavBoeIdrig odo-
vToyeviG OYKOG Kal To 080VIOYEVEG OUNIKO emBnAiakd
apdptwpa. H didkpion ané to mepipepikd odovtoye-
veG fvwpa eivar duoxepng, evw n kpatoloa droyn yia
TO 0OOVIOYEVEG OUNKS emBnAiakd apdptwpa eivar ot
mpokertar yia v idia BAGPN e to mepipepikd adapa-
vuvoBAdotwpa (Gardner kai ouv. 2005).

H oupmepipopd tou mepipepikol adapavivoPAaoTy-
HaTOG €ival Og YEVIKEG YOAUHEG MMIa Kal Sev CUTTITTTEN
He ekeivn Tou evbooTikoU. 2 kdBe Tepmwon dpwG N
pakpdxpovn TIPdPAeyn eivar duokoho va yiver (Ide ka
Kusama, 2004), kabBug Sev éxel Sieukpiviatel TAqpwS N
mpaypauky @uon autig g PAARng (vedmhaopa n
apdptwpa) (Ide kar ouv. 2002).

>tnv Siebvr| BiBAoypagpia éxouv avapepBel kal omopa-
SIKEG TIEQITTWOEIG STToU N PAAPN umotporiaoe petd v
apaipeor] NG wg coPapr] duomAacia (Wettan kar ouv.
2001), efte €deiEe aouvrBiota emBeTkr) ouPTEPIPOPA,
KaBwg petd amd SIadOXIKEG UTIOTPOTIEG Kal 10GPIBUES
emepPdoeis emektdOnke evdokpaviakd (Ueda kar ouv.
1998). > dMn Tepimwor, uroTpoTIIace APXIKA PE TNV
poper] akavbokuttapikoU KAPKIVOUATOG Kal otnv
ouvéxela wg diNBnukd avamhaotikd kapkivwpa (Baden
kai ouv. 1993). Aev Aeimouv pdhiota kai ol TEPITTWOEIG
exelveg, TTou éva mpoUndpxov TePIPePIKS adapaviivo-
PAdotwpa mapouoiaoe e§aMayr| mpog v katelBuvon
evég kakonBoug kuttapikou qavotumou (Sciubba ka
ouv. 2005). Ztnv mepMmwon autr| n BAGPN xapaxtnpie-
Tal wG adapavuvoBAaotikd kapkivwpa — Seutepove-
voug tUmou (amodiagopotoinpévo), TepIPePIKO. [1po-
Kertal yia e&epyaoia e SIaQOPETIKY I0TOAOYIKY €IKOVA
Kal CUPTTIEPIPOPG, TIOU N QVTIUETWITION TNG eival 0apws
PICIKSTEPN amd ekeivn TOU TIEPIPEPIKOU OPOAOYOU TOU.
2NV OUVIPITUKA TouG TAsloyngia, ol PAdBeg Tou
xapaktnpiovial wg MepIPepIkd adapavtivoBAaotwua-
Ta, €xouv KaN| TPOyvwon Kar CUPTEPIPOPd Kal TO
TT000O0TO UMOTPOTTAG Toug Kupaivetar amd |6-19%. H
UTIOTPOTT TOoU TTEPIPEPIKOU adapaviivoPAaoT®patog,
(aivetal va oxetiCetal TIEPICOOTEPO PE TNV AteAr] apai-
peor| Tou mapd pe v emBetkdtntd tou (Philipsen ka
ouv. 2001). H avupetwmor] tou eival Xeipoupyik Kdai
SIEKTIEPAIWVETAl PE QUVINENTIKY EKTOR, OTIWG aVaQpE-
pouv og TIPdoEatn epydaocia toug ol Pogrel kai Montes
(2009).

2 UPTTEPAoHATIKG, TO TEPIPePIKS adapavtivoBAdotwpa
anotehel évav kahorjfn odovtoyevr) Oyko pe euvVOiKN
TPOYVWON PET amd CUVINENTIKY EKTOWN, HE TNV TIPO-
UmdBeon NG OUCTNHATIKAG HETEYXEIPNTIKAG TTAPAKO-
AouBnong yia peydho xpovikd didotnua, Wote n ePed-
vion mOavrig UMoTEOTTrG va TUyxXdvel £ykaipng avayva-
pIONG Kal QVTIPETWTIONG.

Xat¢nuavaAng I1. kar ouv./Hatzimanolis P. et al.

1983), however it seems that this view is not widely
shared.

There are two theories about its origin. The first one
suggests that it originates from the epithelial remnants
of the dental lamina, while the other one that it devel-
ops from the basal cell layer of the covering epithelium,
involving, in some cases, one site and, in others, multi-
ple sites (Anneroth and Johansson, 1985).

Clinically, the differential diagnosis includes lesions such
as benign tumours, the pyogenic granuloma and (in
edentulous patients) the hyperplasia resulting from
denture trauma. By histopathological criteria, the differ-
ential diagnosis includes the peripheral odontogenic
fibroma, the peripheral squamous odontogenic tumour
and the odontogenic gingival epithelial hamartoma. It is
difficult to differentiate it from a peripheral odontoge-
nic fibroma, while odontogenic gingival epithelial ha-
martoma is generally considered to be the same lesion
with peripheral ameloblastoma (Gardner et al. 2005).
The behaviour of peripheral ameloblastomas is gener-
ally mild and does not resemble that of intraosseous
ameloblastomas. In any case, however, it is difficult to
make an accurate long-term prognosis, since the real
nature of this lesion has not yet been fully clarified
(neoplasm or hamartoma) (Ide et al. 2002).

In the international literature, occasional cases have
been reported, in which the lesion recurred after
removal, in the form of severe dysplasia (Wettan et al.
2001) or displayed unusually aggressive behaviour,
spreading to the endocranium after repeated recur-
rences and an equal number of operations (Ueda et al.
1998). In another case, it recurred initially as a squa-
mous cell carcinoma and then as an infiltrating anaplas-
tic carcinoma (Baden et al. 1993). Moreover, there are
cases in which a pre-existing peripheral ameloblastoma
was transformed into a malignant cell phenotype
(Sciubba et al. 2005). In that case, the lesion is classified
as a peripheral ameloblastic carcinoma — secondary
type (dedifferentiated). This lesion has a different histo-
logical appearance and behaviour, while its treatment is
definitely more radical than that of its peripheral equiv-
alent.

The vast majority of the lesions classified as peripheral
ameloblastomas have a good prognosis and behaviour,
while their recurrence rate ranges between 16% and
19%. As mentioned in a recent paper by Pogrel and
Montes (2009), they require surgical management,
involving a conservative resection.

In conclusion, peripheral ameloblastoma is a benign
odontogenic tumour, which has good prognosis after a
conservative resection, provided that the patient is kept
under regular postoperative observation for a long
period of time, in order to early identify and treat any
recurrences of the disease.

In our case, the classification of the tumour as periph-
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Mepipepiko adapavtivoPAdotwyalPeripheral ameloblastoma

2NV TEPMWor] Pag, O XApakInPIoHOG Tou GYKOU WG
TepipepIkoy Tmou adapavtivoBAdotwua, €yive pe Ba-
on v KAVIKA eikéva g PAGPng, mou Bpiokdtav oto
otépa yia dUo xpdvia kal apouciace avénon Adyw
TPAUPATIOPOU, eve) N PIGKSTEPN EMEUBacn umayopeu-
TNKe amd TNV TEPIyPAQr] TIEPITTIWOEWY UTTOTPOTTAG OTNV
S1ebvry BiBAoypagpia.
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