Benign odontogenic tumors
The classification of these tumors is :
A- Ectodermal :
1- ameloblastoma
2- calcifying epithelial odontogenic tumor
3- keratocystic  odontogenic  tumor  there is controversy to classify it as tumor or cyst but nowadays they go toward considering it as a cyst because its behavior is more  like a cyst rather than tumor .  
B- Mixed :
1- odontoma
2-ameloblastic fibroma
3-ameloblastic fibroodontoma
4-adenomatoid odontogenic tumor
C- Mesodermal :
1- odontogenic myxoma
2- benign cementoblastoma
3-central odontogenic fibroma


We will start with the most common odontogenic tumor which is ameloblastoma :
-there are 2 categories :
                                         a-solid/multicystic
                                         b-unicystic
-it is benign tumor

Solid/multicystic ameloblastoma  (either complete tumor or many small cysts ):

The clinical features :
· It causes jaw swelling , mostly in advanced cases ( unlike keratocyst which does not cause jaw swelling or may cause but in advanced cases).
· It is painless unless it got superinfected
·  More common in the mandible , in the third molar region .
· More in 4th- 5th decade.
· All the features of aggressive benign tumor: cortical expansion / thinning / erosion , multilocular radiolucency , root resorption .
          The histological features :
· Peripheral basal cells ( pre ameloblasts ).
· Multilayered epithelium .
· Evidence of  mitotic activity.
· No cellular atypia .
      The histopathological subtypes :
· Follicular
· Plexiform
· Desmoplastic
  ***  The follicular and plexiform subtypes are the most common , the        desmoplastic one is the most aggressive .

       Management :
If the lesion is large , you have to take a biopsy  if the diagnosis is multicystic ameloblastoma , you have to excise with 1 cm clearance beyond radiographic margins .
*** the biopsy is very important because the management will differ according to the diagnosis .

      Prognosis :
5-30 % recurrence over 5 to 15 years .
*** the range ( 5 -30 ) means different studies that use different methods for management , so the least percentage in these studies was 5 % and the highest one was 30 % .
*** in general , the most aggressive resection  the least possibility for recurrence of the lesion , but also you have to look for other factors like age , quality of life , patient preference ……etc.
***CT scan with contrast gives you soft tissue features like perforation, extent and others .

Unicystic ameloblastoma :
· More in young age , 2nd – 3rd decade .
· Very similar to Dentigerous cyst.
· More in 3rd molar region .
· Radio. : unilocular , associated with unerupted tooth , thinly corticated , with or without jaw expansion. 
· Histologically : luminal , intra luminal , mural 
*** mural ameloblastoma is treated as solid ameloblastoma so you have to take safety margins but other types  the enculation is enough .
***usually unicystic ameloblastoma is diagnosed after excision because we extract the tooth and the lesion then determined and no need for biopsy .
***very important : never underestimate any lesion make sure that you take all the lesion when you excise it  if you are in doubt , do curettage but if it is aggressive and you have good facilities , do frozen section .
***in the referral letter , we have to write these things:
-General information about the patient ;  age , medical history , dental history ……..etc.
-Description of the lesion ; size , shape , location , intensity , effect on the surrounding structures , well- or ill-defined , uni or multilocular.
-Any related radiographs that have been taken .
-Differential diagnosis , not necessary but it is preferred .
 
   Sometimes the ameloblastoma does not go in but it goes out and causes peripheral ameloblastoma : 
· It causes painless , slowly growing gingival swelling .
· More in adults .
· Similar to pyogenic granuloma.
· Not common.
· Treatement : curettage .


Squamous odontogenic tumor :
· It is rare .
· It causes swelling and radiolucency .
· Aggressiveness varies .
· More in the lower 3rd molar .
· The treatment is important and every case has its own management ; there is no one protocol , you have to look for the clinical and radiological features .
But in general the treatement is local resection  or according to its clinical behavior .

Calcifying epithelial odontogenic tumor ( pindborg tumor ) :
· Very rare .
· The cause is unknown .
· More in men .
· More in lower PM , 1/3 in the maxilla .
· Radiographically : uni/multilocular radiolucency or mixed , the majority associated with unerupted tooth .
· Histologically : mineralization and calcification ( fossilizing cells ) , variation in nuclear size and staining   (this gives differential diagnosis which is  squamous cell carcinoma) , interepithelial stroma of amyloid-like material ,strands of epithelial cells.
***if there are no clinical features for squamous cell carcinoma but the pathologists tells you that this is squamous cell carcinoma you have to go for another pathologist to make sure.


Adenomatoid odontogenic tumor :
· 10- 20 years old .
· Usually superimposed on dentigerous cyst .
· More in maxilla , in th anterior region .
· Mostly associated with impacted canine .
· Benign , rare to show continued growth , never infiltrates , very rarely to reoccur .
· Radiographically : similar to dentigerous cyst , there are radioopaque compotent similar to poorly mineralized dentine .
· Treatment : removal of tumor with tissues or with the tooth.
***adenmatoid related to dentine like tissues .
Ameloblastic fibroma :
· Rare .
· The only one that does not show mineralization and calcification between mixed tissues .
· More in young ( 1st – 2nd decade )
· More in lower PM or M ( 80% mandible )
· Associated with unerupted teeth , may interfere with eruption , miltilocular .
· It causes jaw swelling .
· Histo. :  a- biphasic neoplasm ( ectodermal phase and fibrous phase with stromal tissues )
               b- frequent , normal mitoses in both tissues ( no evidence of malignancy or atypia ).
· Differential diagnosis : complex odontom , ameloblastic fibroma , dentigerous cyst .
· Radio. : it is not completely radiolucent , there is fibrous tissue .
· Treatement : complete excision but you have to be conservative in order to preserve jaw bone and dentition due to the presence of teeth jerms .
Ameloblastic fibrodentinoma and ameloblastic fibro-odontome :
· Occur in late adolescence .
· Ameloblastic fibrodentinoma :
a- Associated with unerupted teeth , lower 3rd molar .
b- Symptomless radio-opacity .
c- Histo. : cellular stroma , dentine like material .
d- Treatment : removed with the removal of impacted moalr , no further treatment 
· Ameloblastic fibro-odontome :
a- Differential diagnosis : ameloblastic fibroma , complex odontoma .
b- Small , mixed lesion , unilocular.
c- Limited growth potential after completion of tooth formation .
d- Occasionally aggressive course  resorbing teeth  , expansion .
e- Treatment : similar to ameloblastoma . 
Complex and compound odontomas :
· Both are hamartomas rather than tumors .
· Formed by all components of teeth , but with different stages of development and disorganized .
· Complex : tooth-like structures ( denticles ).
· Compound : odontogenic tissues arranged haphazardly .
· Radio. : radio-opaque .
· More in 3rd molar, PM and midline regions .
· In young age ; 1st and 2nd decade of life .
· Treatement : just taking out .

Calcifying cystic odontogenic tumor ( calcifying  odontogenic cyst ) :
· Unilocular.
· Anterior mandible/maxilla .
· Histo. : a- preameloblast , ghost cells 
              b- osteodentine like ‘ dentiniod ‘ eosinophilic       material .
· treatment : enucleation , recurrence is rare .

   
    odontogenic fibroma :
· wide age range .
· anterior to the molar area , more in maxilla and in women .
· unilocular .
· may be aggressive and cause resorption / displacement of teeth .
· histo. : unencapsulated mass of cellular fibrous tissue .
· treatment : enucleation , recurrence is rare .
     
  odontogenic myxoma :
· more common .
· peak 2nd – 4th decades .
· occur in posterior mandible .
· small unilocular , large multilocular ‘ soap bubble appearance’.
· Histo : fibroblasts show atypia.
· Treatment :if it is huge full-glown resection or composite resection but the treatment usually is according to the size .
· Reccurence is high .
· It is nasty ; due to its gelatinous consistency .

  Cementoblastoma :
· Wide age range , usually 10-30 years old .
· In lower molar region .
· Slowly enlarging .
· Associated with vital teeth .
· Radio. : radio-opaque , fused with apices ,surrounded by periodontal space .
· Treatment : surgical removal with the associated tooth .
· Reccurence is rare .








          

