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Introduction 

Ameloblastoma is a benign epithelial odontogenic tumour first 
described by Cusack in 1827 [1]. It presents 1% of  all oral tumours 
and 18% of  tumours of  odontogenic origin with age peak at the 
4th decade of  life [2]. It affects primary the posterior mandible 
(75%) [3] with annual incidence per million of  1.96 among black 
males, 1.2 among black females, 0.18 among white males and 0.44 
among white females [4]. Its symptoms include painless swelling 
that may cause severe facial deformity, teeth loss, ulcers and peri-
odontal problems. Upon palpation, ameloblastoma is known by 
its “egg shell” crepitus and could generally be diagnosed by its 

“honey comb” or “soap bubble” radiographic appearances indi-
cating a multilocular lesion. The unilocular form of  ameloblas-
toma is radiographically similar to a cystic lesion and rarely, as in 
our case, engulfing a tooth simulating a dentigerous cyst. 

The therapy of  choice for ameloblastoma is surgical excision with 
safety margins with simulation of  revascularization for healing 
and osseous repair. [5] Since no radio or chemotherapies are in-
dicated for ameloblastoma [6, 7], the patient can be rehabilitated 
with non invasive dental implants techniques while preventing di-
rect implants insertion at the surgical excision bed.

Materials and Methods

We report here a case of  rehabilitation by implant therapy for 
a 59 year old white male affected by ameloblastoma in the left 
ascending ramus of  the mandible. (Figure.1A) The tumour was 
enucleated and removed according to the conventional surgical 
protocol [8] with extended bone margins 1cm beyond the evident 
macroscopic boundaries of  the lesion. The tumour was investi-
gated by histology (Figure.1B).  

A full thickness flap was raised and the lesion was separated from 
the surrounding tissues and released. Particular attention was giv-
en to separate the wall of  the lesion from the bone and mucosa 
without laceration to reduce any probability of  eventual recur-
rence. All epithelial residues were removed afterwards by a surgi-
cal curette. To ensure repopulation of  the defect by the natural 
coagulum and active osteoblasts we did not use any type bone 
graft. 
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In our case, to monitor healing time for rehabilitation, the patient 
was subjected to periodic OPG along the following 12 months 
(Figure.2A). The patient was then subject to rehabilitation by self-
tapping implants with immediate loading. The mandibular left 
canine not affected by the pathology was conserved in place to 
maintain unilateral canine guidance and the preserve the verti-
cal dimension for the planned prosthetic phase (Figure.2B). The 
canine was extracted at the conclusion of  the rehabilitation phase.

We employed Alpha-Bio SPI© conical implants with self  tapping/
drilling apices for maximum primary stability. Seven implants 
were inserted in the mandibular bone in the interforamenal re-
gion with distal elements extension on the right and left canines 
(Figure. 2C&D). The implants reached a torque of  50 N/cm and 
the prosthesis was screwed at 25 N/cm according to the manufac-
turer’s instructions (Figure. 2C-E).

After evaluation, we decided not to insert any implants at the 
previously operated area due to proximity to the inferior alveo-
lar nerve and to the mental foramen (Figure.2D). We managed 
to compensate the postoperative osseous defect (Figure.3) pros-
thetically by a gingival flange in occlusion with the rehabilitated 
maxillary arch (8 implants were used in the maxilla). This results 

in “Flat-One-Bridge” full arch rehabilitation with self  tapping and 
immediately loaded implants at 72 hours [9]. 

Results and Conclusive Considerations

The most common mandibular rehabilitation option after amelo-
blastoma resection is bone grafting with or without supporting 
implants. [10-12] In addition, distraction osteogenesis has been 
reported for mandibular rehabilitation, yet with the lengthy and 
complicated technique the long term outcomes are also satisfac-
tory [13]. In this study, we employed solely dental implants for 
mandibular rehabilitation without bone grafting or distraction os-
teogenesis. We followed up the herein mentioned case for 12, 18, 
24 and 30 months (Figure.3) by OPG and transmucosal probing 
for the implants collar. The implants had good tropism and the 
bone healing from the removed lesion showed continuous and 
integrated margins. No loss of  attachment from the peri-implant 
collar was evident nor any grade of  bone resorption. Our pros-
thetic implant rehabilitation for this case report demonstrates and 
confirms that the non invasive treatment with immediate loading 
implants for maxillo-facial lesions represents the gold standard 
and remains an important indication for maintaining proper oc-

Figure 1. A: Solid multicystic ameloblastoma of  the left posterior mandible in a 59 y.o. white male patient. The lesion was 
removed according a normal surgical protocol. B: Histological analysis of  the ameloblastoma shows epithelial palissading 

columnar cells with hyperchromatic nuclei around a cyst-like cavity. Scale bar: 50 µm.

Figure 2. A: OPG at 12 months from the ameloblastoma removal according to which healing and proceeding for pros-
thetic phase were evaluated. B:The mandibular arch with maintained left canine before proceeding with implants therapy.            

C: Image of  the transfer for the 7 implants Alpha-Bio SPI® inserted in the mandibular bone. D: Treatment of  the left part of  
the mandible where superficialization of  the mental foramen and the inferior alveolar canal is evident. E: Final mandibular 

prosthesis.
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clusal relationship while accelerating the bone healing process and 
optimizing the contour of  soft tissue.
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Figure 3. Panoramic radiograph and frontal image of  the final prosthetic rehabilitation for both arches at 30 month follow 
up.
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