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Abstract

Ameloblastoma is the most common tumor of odontogenic origin. It is more common in the mandible than

in the maxilla. It often presents as a slow growing, painless swelling. There is often delay in its diagnosis

because of its slow growing nature. Fine needle aspiration cytology (FNAC) of jaw lesions is a rapid and

non-invasive procedure for the initial evaluation of these lesions. It provides helpful information about them

and avoids hasty and unnecessary surgical biopsy. Here we present a case of ameloblastoma diagnosed

by fine needle aspiration cytology.
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Introduction
Mandibular swellings can be caused by many benign
lesions of odontogenic or non-odontogenic origin. The
most common tumor of odontogenic origin is
ameloblastoma which develops from epithelial cellular
elements and dental tissues in various stages of
development. It is a benign, yet locally aggressive
intraosseous odontogenic tumor occurring most often in
the mandible followed by maxilla (1). It often presents as
a slow growing, painless swelling causing expansion of
the cortical bone, perforation of the lingual and/or buccal
plates and infiltration of soft tissue. There is often delay
in the diagnosis because of its slow growing nature (2).
Fine needle aspiration (FNA) from odontogenic tumors
and cysts of the jaw is undertaken infrequently, as most
cystic lesions are managed surgically based on imaging

(3). FNAC of jaw lesions is a rapid and non-invasive

procedure for the initial evaluation of these lesions. It
provides helpful information about them and avoids hasty
and unnecessary surgical biopsy (4). A few reports of
FNA of ameloblastoma (5,6) have appeared in the
literature. Here, we present a case of ameloblastoma
diagnosed by fine needle aspiration cytology.
Case Report

A 40 year old male presented with a slowly growing
left sided lower jaw swelling since one year. Dental and
medical history was insignificant. There was no
associated pain, difficulty in opening the mouth, chewing
or articulating. On physical examination, there was a hard,
non-compressible, non-tender mass measuring 6x5cm
arising from the body of left side of mandible with
obliteration of the vestibule. The overlying skin was normal

in colour and texture and was not adherent to the
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Fig. 1 CT Scan Showing Expans:le Lytic Lesion Involving
Ramus and Body of Mandible

underlying swelling. The oral mucosa was normal. No
neck nodes were palpable. Systemic examination was
normal. An orthopantomogram (OPG) was done which
showed a multilocular radiolucency causing root end
changes with loss of lamina dura. Intra oral periapical
(IOPA) X-ray revealed a multilocular radiolucency with
floating tooth appearance. Non-contrast computed
tomography (NCCT) showed a well defined multilocular
cystic lesion involving ramus and midline of left mandible
(Fig I). The lesion showed medial as well as lateral
expansion with breech of cortex with resorption of roots
of incisors and premolars.

FNA was performed using 21-gauge needle and 10ml
syringe without any radiological guidance which yielded
yellowish fluid. Air dried and alcohol fixed smears were
prepared from the aspirated material and stained with
May-Grunwald Giemsa (MGG) and Papanicolaou (PAP)
stains, respectively. The smears depicted basaloid
epithelial cells in sheets and clusters with scanty, poorly
defined cytoplasm, elongated nuclei, finely distributed
chromatin and inconspicuous nucleoli (Fig 2). One of
the smears showed a large fragment depicting nests and
cords of cells in a fibroblastic stroma. The cell groups
showed peripheral palisading and stellate reticulum in the
centre (Fig 3). No nuclear atypia or mitotic figures were
evident. Based on these cytomorphological features, a
diagnosis of ameloblastoma was suggested on FNAC, in
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Fig 2. Showing a Clter of Basalmd Epithelial Cells
Depicting Scanty Cytoplasm, Fine Chromatin and
Inconspicuous Nucleoli (MGG x 400)

Fig. 3 Showing A Cellular Fragment With Peripheral
Palisading And Stellate Reticulum In The Centre
Fibroblastic Stroma Is Also Present (Pap X 200)

correlation with clinical and characteristic radiologic
findings.
Discussion

Ameloblastoma is an uncommon borderline, locally
aggressive, odontogenic neoplasm commonly seen in the
34 to 5™ decades (1). The tumor shows a high predilection
for the mandible. Clinically, it frequently manifests as a
painless swelling.Radiology and location are key factors
to diagnose ameloblastoma correctly. Plain radiograph,
panoramic radiographs, computed tomography (CT) and
magnetic resonance imaging (MRI) are used as diagnostic
tools. Findings may include expansion of cortical plate
with scalloped margins, multiloculations or soap bubble

appearance with root resorptions (7).
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FNAC is not usually the first diagnostic method in
these lesions, probably due to the fact that an incisional
biopsy is easily and rapidly carried out. Nevertheless, the
cytological study can be very useful in cases of metastatic
disease or in the follow up of possible recurrences (8,9).
Also a prior cytological diagnosis ensures adequate
excision with uninvolved margins which definitely prevents
recurrence (3). Despite its intraosseous location,
ameloblastoma is amenable to FNA, because the tumor
often causes marked thinning of overlying cortex.
Cytology reveals components of the lesion with a
characteristic combination of epithelial cells of basaloid
appearance with focal peripheral palisading of tumor cells,
squamous metaplastic cells and cells resembling stellate
reticulum (10,11,12).

In the present case, the lesion involved the ramus of
the mandible which is the most common location of
ameloblastoma. The radiological features depicting a
multilocular radiolucency were also characteristic of
ameloblastoma. The cytological examination revealed
clusters of basaloid epithelial cells. In addition, a
microfragment was seen depicting nests of cells in a
fibroblastic stroma. These cell groups showed peripheral
palisading (with nuclei oriented away from the basement
membrane) and stellate reticulum in the centre. These
classical FNAC findings in correlation with clinical and
radiological picture were highly suggestive of
ameloblastoma.

Ameloblastic fibroma is a primary intraosseous tumor
that should be distinguished from ameloblastoma. Both
tumors show predominence of basaloid cells with
peripheral tumor cell palisading. Ameloblastic fibroma,
however, has more stromal fragments than
ameloblastoma (13). Ameloblastoma also needs to be
differentiated from other basaloid cell tumors involving
jaw and other odontogenic tumors, which occur in early
teenage years as a well circumscribed radiolucency

usually associated with malpositioned and unerupted teeth

arising mostly in posterior mandible (1). Clinical, radiologic
and FNAC features of a case of ameloblastoma of left
lower jaw have been presented. A reliable preoperative
FNA diagnosis of the tumor, in most cases, helps the

surgeon plan the surgery in a better manner.
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