
Printing:
This poster is 48” wide by 36” high. It’s 
designed to be printed on a large
printer.

Customizing the Content:
The placeholders in this 
for you. 
click an icon to add a table, chart, SmartArt 
graphic, picture or multimedia file.

T
click the Bullets button on the Home tab.

If you need more placeholders for titles, 
content
you need and drag it into place. PowerPoint’s 
Smart Guides will help you align it with 
everything else.

Want to use your own pictures instead of ours? 
No problem! Just 
choose Change Picture. Maintain the 
proportion of pictures as you resize by dragging 
a corner.

Antibiotics	Aren’t	Always	the	Answer:	Diagnosis	and	Management	of	Ameloblastoma
Madeleine Tawadros DMD, Margaret E Ferretti DMD, Ying An DDS PhD

Department of Pediatric Dentistry, University Hospitals Rainbow Babies and Children’s Hospital
Case Western Reserve University School of Dental Medicine

Cleveland, OH

Ameloblastomas are the most common benign tumors of odontogenic origin.
Most cases are diagnosed in the third to fifth decades of life, making the
occurence of ameloblastoma in pediatric populations relatively rare.
Ameloblastoma predominantly occur in the molar region of the mandible,
presenting as a painless jaw swelling and are often diagnosed as an incidental
finding. They are slow growing, locally aggressive tumors and lesions recur in
about one out of every four patients. Management of these lesions is
particularly complicated in pediatric patients due to the growth potential of the
jaws.

INTRODUCTION DISCUSSION	

An 8 year old female presented to the University Hospitals Women and Children’s 
Center Pediatric Dental Clinic for an appointment in January 2023. The patient 
was seen by a dentist for left mandibular swelling, placed on antibiotics, and 
referred for extraction of #K. The patient is otherwise healthy, with no 
medications or drug allergies. 

Extraoral clinical exam revealed with facial asymmetry with significant swelling on 
patient left side. The mandibular mass was firm with slight tenderness upon 
palpation, slight lymphadenopathy was noted bilaterally. Patient reports no 
change in facial sensation, touch, cold, or heat. Intraoral examination reveals 
carious lesions on primary teeth including #L, K and missing #19. Initial periapical 
radiograph of #K reveals resorbed bone and roots #L, K, and missing #19. 
Panoramic radiograph was taken and revealed a large unilocular, radiolucent 
lesion expanding from the mesial of #19 to the distal of #22 and beyond the 
superior and inferior borders of the mandible, with displacement of #18, 19, 20, 
21, 22. Resorption noted on # K, L, M.

The patient was referred to Case Western Reserve University School of Dental 
Medicine’s Oral and Maxillofacial Surgery Department for diagnosis of 
ameloblastoma and to proceed with resection, reconstructive jaw surgery, and 
left inferior alveolar nerve repair with allograft. 
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Surgical treatment of ameloblastoma in children is complicated by its aggressive 
nature and high recurrence rate. Conservative surgery for ameloblastoma 
usually consists of enucleation and curettage, which is preferred in some cases 
to allow continued mandibular growth and preserve proper functioning in 
young patients. Conservative surgery, however, is associated with a high 
recurrence rate. More aggressive approaches involving resection of the tumor 
with a safety margin of 1cm or a hemi-mandibularectomy have higher success 
rates, especially in cases with advanced lesions.
Early diagnosis of ameloblastoma in children is essential due to the aggressive 
nature and complicated surgical follow up. This case emphasizes the importance 
of diagnostic radiographs as the patient was misdiagnosed with chronic 
pariapical abscess due to clinical appearance alone and placed on antibiotics for 
several months. Due to the advanced stage of this patient’s tumor, surgical 
resection was the chosen treatment method. 
The patient is currently followed by Case Western Reserve University School of 
Dental Medicine’s Oral and Maxillofacial Surgery Department for surgical follow 
up and the Pediatric Department for comprehensive dental care. Five months 
post surgery, patient reported sensation returning the left side of her face 
indicating initial success of inferior alveolar nerve repair. In July, 2023 patient 
was seen for the second phase of mandibular reconstruction: posterior iliac 
crest autograft and scar revision. Close monitoring and interdisciplinary 
management will be necessary as reconstructive surgery was completed prior 
to the patients pubertal growth spurt which could lead complications such as 
facial asymmetry and restricted mandibular growth. 

1. Almajid, Emtenan Abdulrahmman, and Alia Khalid Alfadhel. “Management of large pediatric 
ameloblastoma: Conservative approach with 4-years follow up.” Oral and Maxillofacial Surgery 
Cases, vol. 5, no. 1, Mar. 2019, p. 100093, https://doi.org/10.1016/j.omsc.2018.100093. 

2. Andrade NN, Shetye SP, Mhatre TS. Trends in Pediatric Ameloblastoma and its Management: A 
15 year Indian Experience. J Maxillofac Oral Surg. 2013 Mar;12(1):60-7. doi: 10.1007/s12663-
012-0387-1. Epub 2012 Jun 28. PMID: 24431815; PMCID: PMC3589501.Sujatha G, 
Sivapathasundharam B, Sivakumar G, Nalinkumar S, Ramasamy M, Prasad TS. Idiopathic 
multiple impacted unerupted teeth: Case report and discussion. J Oral Maxillofac Pathol. 
2012;16(1):125-7. doi: 10.4103/0973-029X.92989. PMID: 22438652

3. Menon S, Kumar V, Archana S, Nath P, Shivakotee S, Hoda M. Ameloblastoma Management: 
"Horses for Courses" Protocol. J Maxillofac Oral Surg. 2019 Sep;18(3):400-404. doi: 
10.1007/s12663-019-01189-x. Epub 2019 Jan 23. PMID: 31371882; PMCID: PMC6639525.

• Initial Presentation

CASE	REPORT

• Surgical Resection and Reconstruction

CLINICAL		AND	RADIOGRAPHIC	PRESENTATION

REFERENCES


