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ABSTRACT

Background: Ameloblastoma is a rare, aggressive, benign odontogenic tumor that most commonly
occurs in the mandible. Maxillary occurrences are rarely reported. Case Presentation: We report the
case of a 61-year-old male presenting with right-sided unilateral nasal obstruction, characterized by a
mass occupying the entire right nasal fossa upon anterior rhinoscopy. A computed tomography (CT)
scan, combined with magnetic resonance imaging (MRI), revealed a locally advanced mass centered on
the right maxillary sinus. The patient underwent wide excision of the mass, and histopathological
analysis confirmed the diagnosis of ameloblastoma. : Naso-sinusal ameloblastomas are rare, benign,
and slow-growing tumors, accounting for approximately 0.11% of nasal and sinus tumors. More
common in men, they typically present between the ages of 20 and 30. Symptoms include nasal
obstruction and epistaxis, with occasional facial swelling or headaches. These tumors often originate in
the posterior maxillary region and extend into the maxillary sinuses and nasal cavity. Diagnosis is
facilitated by imaging, where the tumors appear as solid, radio-opaque masses. Radical surgical
resection is the preferred treatment, as it is essential for preventing recurrence. The prognosis is
generally favorable, with no documented cases of malignant transformation or metastasis, and
recurrences are rare when appropriate surgical management is performed. Conclusion: Medical
imaging plays a crucial role in diagnosis and allows for the evaluation of tumor dissemination and
anatomical involvement. The treatment of maxillary ameloblastoma typically involves surgical excision,
with the complexity of management often linked to the extent of tumor spread.
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Ameloblastoma, initially referred to as adamantinoma, belongs to the group of odontogenic tumors [11.
It is a benign but aggressive tumor that most commonly affects the posterior mandible, with
approximately 15% of cases occurring in the maxilla [2]. Histologically, naso-sinusal ameloblastomas
are identical to those found in the oral cavity [2].

Medical imaging plays a key role in diagnosing ameloblastoma and assessing its spread and anatomical
relationships. The management of maxillary ameloblastoma typically requires surgical intervention,
though this procedure is often complicated by tumor recurrences during the disease course [3]. We
report a unique case of a patient with a locally advanced giant ameloblastoma of the maxillary sinus,
who underwent wide excision of the tumor and showed good clinical improvement at a one-year follow-

up.
CASE PRESENTATION

A 61-year-old patient with an unremarkable medical history reported a 1-year history of right-sided
unilateral nasal obstruction, accompanied by rhinorrhea. Clinical evaluation revealed a mass occupying
the entire right nasal cavity, which was non-hemorrhagic on contact and painless (Figure 1).

Figure 1 (A budding process filling the entire right nasal fossa.)
No cervical lymphadenopathy was observed. A craniofacial computed tomography (CT) scan revealed
a heterogeneous tissue lesion filling the right maxillary sinus, nasal cavity, ethmoid cells, and frontal
and sphenoidal sinuses on the same side. This lesion caused bone lysis of various walls of the right
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maxillary sinus and the temporal process of the zygomatic arch, with invasion of the retro-maxillary
and zygomatico-masticatory spaces laterally. Inferiorly, it also caused lysis of the right alveolar and
palatine processes of the maxilla. Medially, the mass invaded the nasal cavity, with complete lysis of the
right turbinates and partial lysis of the nasal septum and ethmoidal septa. Superiorly, it caused partial
lysis of the cribriform plate of the ethmoid on the right side, with intracranial extension affecting the
anterior floor of the cranial base in that area (Figure 2).

Figure 2 (Coronal (A) and axial (B) CT scans showing a heterogeneous tissue lesion process filling the
right maxillary sinus, nasal cavity, ethmoid cells, and frontal and sphenoidal sinuses on the same side.)

Due to the intracranial extension, magnetic resonance imaging (MRI) was performed, which showed a
poorly defined lesion in the right maxillary sinus, with restricted diffusion signal and enhancement after
contrast injection. The lesion crossed the anterior floor of the cranial base, coming into contact with the
right superior frontal gyrus after invading the dura mater, but without parenchymal involvement.

The patient underwent surgery via a paralateral nasal approach, involving complete removal of the
tumor through a right hemimaxillectomy (Figure 3).

Figure 3 (Right hemimaxillectomy via a pdralateral nasal approach with complete tumor resection.)
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This procedure also included opening the floor of the frontal sinus, marsupialization of the sphenoidal
sinus, and anterior ethmoidectomy. Histologically, the tumor consisted of trabeculae and nodules with
cystic areas. The histopathological study confirmed the diagnosis of ameloblastoma (Figure 4).
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Figure 4 (Histological image showing a tumor proliferation consisting of nodules exhibiting a peripheral
palisade of cells with a looser appearance in the center (x100).)

Postoperative follow-up was complicated by suture dehiscence and the development of a tissue defect.
The patient subsequently underwent debridement of the edges of the right jugal tissue defect, followed
by coverage with a frontal flap. Three months later, the flap was removed, and the patient showed good
clinical improvement at the one-year follow-up.

DISCUSSION

Naso-sinusal ameloblastomas are tumors that develop from the epithelium of the nose and sinuses.
They are benign, rare, and slow-growing [4l. These tumors account for about 0.11% of all nasal and sinus
tumors and 11% of odontogenic tumors [+ 5. Unlike their gnathic counterparts, naso-sinusal
ameloblastomas are more common in men, with a male-to-female ratio of 3.8 to 1 [4l. Studies from Africa
and Asia indicate that the highest frequency of these tumors occurs between the ages of 20 and 30 [6 7],
Common symptoms include nasal obstruction and/or epistaxis. Less frequent manifestations may
include facial swelling, headaches, and lacrimation [* 8], Most studies on maxillary ameloblastoma report
a predilection for the posterior maxillary region, with early extension into the maxillary sinus,
infratemporal fossa, and nasal cavity [° 101,

Imaging plays a significant role in the diagnosis of maxillary ameloblastomas, where lesions in the nasal
and sinus areas are often described as solid radio-opaque masses filling these cavities [4l. In contrast,
ameloblastomas in the gnathic regions typically present as radiolucent lesions with a "honeycomb" or
"soap bubble" appearance [11.12],

According to the World Health Organization's (WHO) 2005 histological classification of head and neck
tumors, ameloblastoma can be classified into four subtypes: multicystic or solid (follicular or
plexiform), peripheral, desmoplastic, and unicystic [131.

The treatment of choice for naso-sinusal ameloblastomas is surgical resection [+ 4. Radical surgery
involves extensive excision with clear margins of 1.5 to 2 cm [5l. Successful treatment outcomes are
strongly linked to the complete surgical removal of the lesion [8 111, In some clinical cases, such as late-
stage diagnoses, conservative surgery may be considered, but complete tumor removal remains
essential in determining the appropriate procedure [* 14, Radiotherapy has also been used, particularly
for locally advanced, inoperable tumors or when surgery is refused 151,
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The overall prognosis of naso-sinusal ameloblastomas is generally favorable [11l. Recurrence rates are

higher

after conservative surgery than after radical surgery [51. Recurrences typically occur within 1 to

2 years following surgery, although cases of recurrence many years later have been reported [11l.
Notably, there are no documented cases of malignant transformation, metastasis, or deaths attributed
to naso-sinusal ameloblastomas [4 8l,

CONCLUSION

Naso-sinusal ameloblastomas are benign yet aggressive tumors. Medical imaging aids in diagnosis,
allowing for the assessment of tumor spread and anatomical involvement. Surgical intervention is the
standard management approach, with the complexity often related to the extent of tumor spread.
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