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Abstract: In this study, we proposed the successful conservative treatment of a Unicystic mural Ameloblastoma 

associated with an impacted tooth. Mural ameloblastoma is a subtype of Unicystic Ameloblastoma characterized 

by the expansion or infiltration of tumor nodules into the fibrous wall of the cyst. Our conservative approach 

preserved the integrity of the inferior alveolar nerve as well as mandibular functionality and resulted in a good 

aesthetic outcome. The conservative treatment consisted of an initial marsupialization followed by the 

enucleation of the lesion and restoration of the defective side with xenograft bone material. 
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1. Introduction 

Ameloblastoma is a benign, locally aggressive epithelial odontogenic neoplasm, which reveals 

several different microscopic variants [1-3]. Mural ameloblastoma is a subtype of unicystic 

ameloblastoma characterized by the expansion or infiltration of tumor nodules into the fibrous wall 

of the cyst. The behavior of this subtype is highly aggressive, with a risk of recurrence comparable 

with that of conventional ameloblastoma. Consequently, the preferred treatment for unicystic mural 

ameloblastoma is broad resection of the tumor. In this case report we describe the successful 

conservative treatment of a unicystic mural ameloblastoma associated with an impacted tooth. The 

conservative treatment involved marsupialization, followed by the enucleation of the lesion and the 

reconstruction of the defect using xenograft bone material. Our cautious approach maintained the 

integrity of the inferior alveolar nerve and ensured proper mandibular function, leading to a 

favorable aesthetic result. The condition is categorized into three types; solid, cystic (uni-cystic), and 

peripheral. Unicystic ameloblastomas are seen more often in younger patients during the second 

decade of life. The posterior mandible is the most common location [4-5]. This paper presents a case of 

unicystic (mural) ameloblastoma located in the mandible of a 22-year-old woman..   

2. Case Report: 

A 22-year-old female patient reported to our outpatient department with a chief complaint of 

swelling in the lower right region of the body of the mandible for 4 years. Cone beam CT (CBCT) 

revealed the extent of the lesion and the loss of cortical bone on both the lingual and buccal sides, 

along with a thinning of the bone base. Furthermore, the inferior alveolar nerve (IAN) canal was 

affected and measured approximately 20.5*26.2 cm after previous marsupialization. The patient 

observed swelling and misalignment of the teeth in the lower right posterior area and reported 

experiencing pain in that same region. The pain was dull and aching, occurring intermittently, 

worsening during chewing and easing with rest. During the extraoral examination, a diffuse swelling 

was noted on the lower third of the face, extending to the right side, measuring about 4 × 4 cm. The 

skin over the swelling appeared normal, with no visible pulsations or discharge. On palpation, the 

swelling was firm. The preliminary diagnosis was an odontogenic dentigerous cyst or 

ameloblastoma. A small sample of the cyst wall was collected for histological analysis. The cystic 

membrane was marsupialized, and a tube was inserted into the cavity to ensure it remained open. In 
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the first month after surgery, the surgical site was rinsed weekly, followed by monthly follow-up 

visits at the clinic. The histological report supported a diagnosis of mural unicystic ameloblastoma. 

The marsupialization procedure was kept in place for three years, during which the cortical rim of 

the mandibular canal remineralized, and new bone formation and cortical borders developed. A 

second surgery was scheduled, during which an envelope flap and bone removal—similar to the 

procedure for impacted tooth extraction—were performed to gain access to the lesion. This approach 

facilitated the enucleation of the ameloblastoma, involved scraping the bone walls to eliminate any 

potential ameloblastic infiltrates, and included extensive irrigation with garamycin antibiotics, 

followed by graft augmentation in the defect. The surgical specimen was sent for histological 

analysis, and the pathologist confirmed a diagnosis of UA with mural growth.  

An panoramic view was conducted 9 months after the excision, showing nearly complete 

mineralization of the osteolytic area. Additionally, there was significant ossification of the 

mandibular angle. The patient was monitored for 18 months following surgery. An panoramic view  

revealed complete healing of the lesion, full ossification of the defect, no signs of recurrence, and 

preservation of the mandibular angle and ramus profile. Clinically, the treatment resulted in no 

deformity, no changes to the mandibular contour, and no functional issues. The patient remained 

symptom-free and showed no significant neurological damage to the inferior alveolar nerve (IAN). 

However, due to the aggressive nature of this subtype of UA and the potential for recurrence, the 

patient will continue to be closely monitored with long-term clinical and radiological follow-up. This 

ongoing supervision will include periodic imaging studies to assess any potential changes in the 

mandibular area, ensuring early detection of any issues that may arise. Additionally, the healthcare 

team will provide the patient with guidance on maintaining optimal oral hygiene and overall health 

to support long-term outcomes. 

 

Figure 1. OPG showing preoperative lesion related to Impacted lower 3rd molar tooth in right side of 

mandible. 

 

Figure 2. OPG showing postoperative removal of Impacted lower 3rd molar tooth in right side of mandible and 

marsupialization. 
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Figure 3. CBCT showing postoperative  2 years of marsupialization. 

 

Figure 4. Clinical photo showing preoperative of enucleation. 

 

Figure 5. Clinical photo showing flap design and exposure lesion. 

 

Figure 6. Clinical photo showing lesion removal and preservation of IAN. 
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Figure 7. Clinical photo showing excisional biopsy for histopathological examination. 

 

Figure 8. Clinical photo showing bone graft in defect. 

 

Figure 9. OPG showing 2 years postoperative. 

3. Discussion 

According to the 2003 WHO classification system, ameloblastomas are categorized based on 

differences in biological behavior, treatment approaches, and recurrence rates into the following 
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types: classic solid/multicystic ameloblastoma, unicystic ameloblastoma (UCA), peripheral 

ameloblastoma, and desmoplastic ameloblastoma, including hybrid lesions. UCA is a rare form, 

accounting for approximately 6% of all ameloblastomas. It typically occurs in younger individuals, 

often between 16 and 20 years of age, with nearly half of the cases presenting during the second 

decade of life, as seen in our case. Radiographically, UCAs exhibit two main patterns: unilocular and 

multilocular, with a clear preference for the unilocular configuration. This inclination is particularly 

pronounced in the dentigerous variant, which has a unilocular to multilocular ratio of 4.3:1, 

compared to a 1.1:1 ratio in the non-dentigerous type. Involvement of adjacent teeth frequently leads 

to varying degrees of root resorption. The differential diagnosis for large unilocular osteolytic lesions 

should consider UCA, keratocysts, and odontogenic cysts. However, a definitive diagnosis 

necessitates histopathological evaluation via biopsy. In this case, an incisional biopsy facilitated 

marsupialization of the lesion while awaiting histological confirmation. Marsupialization proves 

especially effective in the molar region and mandibular ramus, owing to the structural nature of the 

bone and surrounding anatomy. The healing potential depends on the patient's age, lesion location, 

surgical technique, and tumor growth patterns. Favorable outcomes rely heavily on new bone 

regeneration rates at the site of pathology. Histological examination revealed mural growth within 

the UCA. When managed exclusively by surgical enucleation or enucleation with curettage, mural 

ameloblastoma exhibits a recurrence rate of 35.7%. However, employing a radical approach 

significantly reduces recurrence risk. Surgical recommendations suggest maintaining at least a 1-cm 

safety margin to minimize risk further. In this case, the primary surgical goal was to preserve 

mandibular continuity. If discontinuity arises, patients may encounter issues like aesthetic 

deformities, facial asymmetry, limited mouth opening, difficulties with chewing, and a reduced 

quality of life. To prevent these complications, some experts recommend conservative management 

for patients who can commit to long-term follow-up. In this patient's treatment, a conservative 

approach was initially adopted to preserve the lower border of the mandible, reconstruct the 

vestibular and lingual cortical bone, and restore the cortical rim of the mandibular canal. Based on 

clinical experience, follow-up continues for as long as needed, irrespective of any surgical 

interventions. The follow-up protocol includes a CBCT scan conducted one year after surgery and 

annual orthopantomograms for up to five years. Any suspected recurrences should be evaluated with 

CBCT for a comprehensive assessment. 

4. Conclusions 

Mural ameloblastoma, while regarded as a variant of unicystic ameloblastoma (UA), exhibits an 

aggressiveness and recurrence rate comparable to conventional ameloblastoma (CA), often 

necessitating radical treatment. However, in certain cases, conservative approaches can serve as a 

viable alternative, allowing for the preservation of aesthetic functions and overall quality of life. 

These minimally invasive strategies necessitate active patient involvement and thorough 

radiographic monitoring. In the case presented, positive functional and aesthetic results were 

attained, with no indications of relapse noted two years after the surgery. 
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