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SUMMARY

Introduction Ameloblastoma is a rare, locally invasive benign jaw tumour, originating from odontogenic
epithelium, and their presence in the sinonasal tract is usually due to their spread from the gnathic region
of the maxilla. Primary sinonasal ameloblastoma is extremely rare, with only a handful of reported cases
so far. The objective of this article was to describe a patient with a primary ameloblastoma of the right
maxillary sinus and nasal cavity.

Case outline We report a case of a 67-year-old male patient with a year-long history of progressive uni-
lateral nasal obstruction. Clinical and computed tomography examination revealed a mass in the right
maxillary sinus and right nasal cavity. After an in-office biopsy under local anesthesia, which suggested
the diagnosis of ameloblastoma, the patient underwent complete removal of the mass by a medial partial
maxillectomy. Histopathologic analysis confirmed the diagnosis of ameloblastoma.

Conclusion Primary sinonasal ameloblastoma is clinically and radiographically similar to the more com-
mon pathology of this particular area and should be included in the differential diagnosis of the unilateral
nasal obstruction. The treatment of choice is complete surgical resection. Due to the rarity of the disease,
and a small number of cases described so far in the literature, there is still no consensus regarding the

optimal surgical technique.
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INTRODUCTION

Ameloblastomas are rare, locally invasive be-
nign tumours originating from odontogenic ep-
ithelium [1]. They account about one percent of
all jaw tumours, with mandible more frequently
affected than maxilla [2]. Primary sinonasal am-
eloblastomas without involving the maxillary
alveolus are extremely rare. In this article, we
describe the case of sinonasal ameloblastoma
located in the right maxillary sinus, and in the
right nasal cavity, which was initially biopsied
in ambulatory setting and subsequently treated
by partial medial maxillectomy.

CASE REPORT

A 67-year-old male patient was admitted to
our department with a year-long history of a
progressive, right-sided nasal obstruction. Rel-
evant medical history included hypertension
and glaucoma, for which he was taking regular
medication. There was no history of prior sino-
nasal disease, allergies, or tobacco use. Anterior
rhinoscopy revealed a solitary polypoid lesion,
originating from the middle meatus (meatus
nasi medius) and partially involving the com-
mon nasal meatus (meatus nasi communis) on
the right side. The surface of the lesion did not
have the typical “glassy” appearance of nasal

polyp and was somewhat more firm on palpa-
tion. A computed tomography scan of the na-
sal cavity and paranasal sinuses demonstrated
mixed-density mass, completely dimming
the right maxillary sinus, with displacement
and partial destruction of its medial wall and
propagation in the nasal cavity (Figure 1). An
in-office biopsy under local anesthesia was per-
formed and initial histopathologic examination
suggested an ameloblastoma diagnosis. The pa-
tient then underwent the right partial medial
maxillectomy through the modified Weber-
Ferguson incision (Figure 2). During the op-
eration, the solid and well-defined lesion com-
pletely filling the right maxillary sinus was not-
ed, along with its intranasal component, which
was observed on initial clinical examination.
The lesion was removed in en-bloc fashion, to-
gether with the medial wall of the maxillary
sinus, including the inferior nasal concha. The
structures removed resulted in the creation of
wide antrostomy, which would further facilitate
the postoperative examinations using the rigid
Hopkins telescopes. The definitive diagnosis of
ameloblastoma was confirmed by histopathol-
ogy (Figure 3). The postoperative period was
uneventful and the patient was discharged four
days following surgery. The patient is currently
on regular endoscopic follow-ups, which have
shown no recurrence of the disease 10 months
after surgery.
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Figure 1. Coronal computed tomography of the nasal cavity and para-
nasal sinuses (bone and soft tissue windows) demonstrating a mixed
density mass in the right maxillary sinus and with an extension to the
right nasal cavity

Figure 2. The tumour (triangles) exposed through the modified We-
ber-Ferguson incision

Figure 3. The tumour consisting of loosely arranged stellate cells
resembling the stellate reticulum of the tooth germ, surrounded by
peripheral rim of palisading cells (hematoxylin-eosin, 25x)
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DISCUSSION

Most ameloblastomas in the sinonasal region appear sec-
ondary to an extension of a tumour of gnathic origin into
this area [3]. However, primary sinonasal ameloblastomas
without evident gnathic involvement, have also been de-
scribed [4, 5]. Unlike their gnathic counterparts, which
usually appear between the age of 35 and 45 with no dis-
tinct sex predilection, sinonasal ameloblastomas mostly
affect male patients in their 60s and 70s [6]. The proximity
of the odontogenic apparatus and sinonasal cavity dur-
ing embryogenesis could potentially result in misplace-
ment of odontogenic cells in the sinonasal epithelium or
the abnormal differentiation of the pluripotent basal cells
of the sinonasal mucosa. The possibility that it origines
from the bony structures of the nasal turbinates has also
been proposed [5, 6]. It is unclear whether the chronic
inflammation of the sinonasal mucosa may be the trig-
gering event in the pathogenesis of ameloblastoma, or if
it is secondary due to tumour presence in the sinonasal
tract [7]. Histologically, ameloblastomas are benign neo-
plasms with locally aggressive behaviour and marked ten-
dency for late recurrence. Cases of malignant alteration
and distant metastases, although exceptionally rare, have
also been reported [8, 9]. They manifest with nonspecific
nasal symptomatology, including progressive nasal ob-
struction, recurrent epistaxis, facial swelling or sinusitis.
On examination, a soft tissue mass in the nasal cavity is
usually noted. Clinically and radiologically, sinonasal am-
eloblastomas are indistinguishable when compared to more
common nasal pathology such as polyps, chronic sinusitis,
or inverted papilloma. Unilateral nasal involvement and
computed tomography signs of bone affection should raise
suspicion of a neoplastic process, and definitive diagnosis
of ameloblastoma is only possible with a biopsy followed
by histopathological analysis. A wide surgical excision is
the treatment of choice [10]. The choice of operation is
usually dictated by the extent of the disease. A variety of
transfacial approaches, such as lateral rhinotomy, sublabial
or Weber-Ferguson incisions provide good visual control
and enable wide excision. Simple curettage of maxillary
sinus is usually associated with recurrence. Wider exci-
sions by means of partial or radical maxillectomy have
better outcomes. Recently, endoscopic management of
ameloblastomas has been described, with reportedly less
perioperative morbidity and better disease control [11].A
combined transfacial and endoscopic approach was report-
ed [12]. In the case we described, we have chosen medial
maxillectomy through modified Weber-Ferguson incision,
based on the involvement of both of nasal cavity and of
maxillary sinus, as well as computed tomography scan evi-
dence of bone affection of its medial wall. Currently there
is no consensus regarding the choice of surgical technique,
because of the small number of reported cases. In cases of
infiltrative tumours where complete removal proves dif-
ficult or impossible due to its adherence to the surrounding
structures, postoperative radiotherapy can be used as an
adjuvant treatment [13]. In our case, the tumour was well
defined and was completely removed through the selected
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approach without difficulties. Radiotherapy could be used
as a single therapy in the case of locally advanced disease
uncontrollable by surgery alone [14].

Given the benign histologic nature of sinonasal amelo-
blastoma and its high potential for local recurrence, we
would favor the wide surgical excision, which we achieved
through transfacial approach. The definitive choice of sur-
gical treatment for sinonasal ameloblastoma is still con-
troversial and requires a larger series of patients. Due to
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the tumour potential for late recurrence, regular periodic
checkups are essential and the exact treatment outcome
should only be assessed after a long-term follow-up. In
our case, wide communication of the nasal cavity with the
remnant of the maxillary sinus was created, thus providing
relatively simple follow-up using rigid Hopkins telescopes
in outpatient service.
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MpumapHU CMHOHA3aHU ameno61acToM — pefiaK Y3POK jefHOCTpaHe HOCHe

ONCTpyKuuje

OrtbeH Yykuh', Anekcangap Opo3', Henag MunaguHoBuh?

KnnHn4Ko-60MHNYKN LeHTap ,, 3emyH’, Cry»k6a 0TOpUHONapMHronoruje ca MakcunodaumjanHom xupyprujom, beorpag, Cpbuja;
2KnHMYKo-601HMYKM LieHTap ,, 3emyH’, Ciyx6a 3a KnuHUYKy natonorujy, beorpag, Cpbuja

CAXETAK

YBog AMeno6iactomu Cy peTku, NoKanHO MHBa3VBHY 6EHUTHY
TYMOPW BUAMLA KOjU NOTMYY Off OBOHTOreHOT eNnUTeNa, a k-
XOBa MojaBa y npeAeny Hoca 1 CUHyca je Hajuewwhe nocnepu-
Lia Wrperba TYMOPa M3 3arpuxajHor npefesna ropkbe BuavLe.
lMpvimapHY amenobnacTomMu HOCHO-CUHYCHE peruje Cy U3y3eTHO
peTKM 1 A0 Cafia je OMMCaHO CBEra HeKOMMKO CilyYajeBa.

Linrb oBor unaHKa je 6ro ja NpuKaxxemo ciyyaj bonecHuka ca
NPUMapHM amenob1acToMoM JeCHOT MaKCUTAPHOT CUHYCa 1
HOCHE LyM/bUHe.

Mpwukas 6onecHuKa lNprikasyjemo ciyyaj MyLKapLa ctapor
67 rofnHa ca nporpecrvBHOM jeAHOCTPAHOM HOCHOM OMNCTPYK-
umjom. KnnHnyKmn Hanas 1 KomnjytepusoBaHa Tomorpaduja cy
YKa3anu Ha eKCraH3MBHY MPOMEHY Y AeCHOM MaKCUIapHOM
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CVIHYCY 1 y AeCHOj HOCHO] Lyn/buHU. Mocne 6uoncuje y nokan-
HOj aHecTe3uju, Koja je yKa3zana Ha amenobacTom, yurkbeHe cy
napuujanHa mefmjanHa MakcunekTomuja n pecekumja Tymopa.
XucTonatosnollKa aHanus3a je noTBpAuna aujarHosy amenob-

JNlaCcTOMa.

3aksbyuak pumMapHN amenobnacTom HOCHO-CUHYCHe peruje

j& KNVHUYKM 1 pagnosnoLwKm cinyaH yelwhoj natonorvju ose

peruje 1 Tpebano 61 ra yKibyunti y audepeHLmjanHty aujarHosy

jemHocTpaHe HocHe oncTpyKumje. Jleyerse 136opa je KomnneTHa
XupypLka pecekumja. C 063Mpom Ha peTKocT oBor 060sbetba,

Kao 1 Ha Manu 6poj o Cafja ONMCaHMX ClyyajeBa, TPEHYTHO He
NOCTOjY CAarfnacHOCT O OMTVMAJTHOj XUPYPLUIKOj TEXHULN.
KmbyuHe peun: ameno6iactom; HOCHO-CUHYCHU TyMOp; napa-
Ha3asiHe WYyMn/bUHE; MakcunekTomuja
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