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Response to letter to the editors “Re: Byung-Do Lee, Wan Lee, Kyung-Hwan Kwon,
Moon-Ki Choi, Eun-Joo Choi and Jung-Hoon Yoon. Glandular odontogenic cyst mimicking
ameloblastoma in a 78-year-old female: a case report. Imaging Science in Dentistry

2014; 44(3): 249-52.

Byung-Do Lee!*

'Department of Oral and Maxillofacial Radiology and Wonkwang Dental Research Institute, College of Dentistry, Wonkwang University,

Iksan, Korea

Thank you for your attention to our study and wonder-
ful questions. Our reply is as below.

Question) The title of the article states that the case is
about a glandular odontogenic cyst (GOC) mimicking am-
eloblastoma. The history (slow expansion, no symptoms)
and the radiographic appearance of the lesion (lobulated,
well-defined margin, erosion and perforation of the lin-
gual cortex, root resorption of the adjacent teeth) may
suggest ameloblastoma, but this set of diagnostic factors is
not specific to this particular type of lesion. Therefore, we
believe this really isn’t a case of “mimicry”. Would it not
have been more appropriate to define this lesion as mim-
icry in a case where there was another feature specific to
ameloblastoma?

Answer) It has been reported that GOC and ameloblas-
toma show similar radiological features such as a lobulat-
ed margin, perforation of the cortex, and root resorption of
the adjacent teeth , although these are not specific features.
Ameloblastoma is the one of most common benign tumors
of the jaw, and extensive root resorption is a characteristic
feature of ameloblastoma. We made a tentative diagnosis
based primarily on the prevalence of this benign tumor.
But histopathological findings revealed that this case was a
GOC. Our title is “Glandular odontogenic cyst mimicking
ameloblastoma” because ameloblastoma is the representa-
tive benign tumor of the posterior mandible.
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Question) Another point to mention is that the authors
refer to the radiographic appearance of multiple foci and
the cortical perforation as being helpful in distinguishing
the GOC from ameloblastoma. But this radiographic fea-
ture also occurs in ameloblastoma, so with all due respect,
we do not understand how it could be helpful in distin-
guishing between the two types of jaw lesions radiograph-
ically.

Answer) GOC and ameloblastoma may show common
radiographic features of cortical perforation. The GOC has
two clinically important attributes: a high recurrence rate
and an aggressive growth potential.l

Our lesion showed multiple cortical perforation in the
radiolucent lesion (26.0 mm X 11.3 mm), which indicated
some aggressiveness. Our view of the above distinction
was based on this description from a previous study:

Radiological features which may be helpful in distin-
guishing multilocular GOC’s from ameloblastomas include
irregular loculations and a partially sclerotic border with
foci of perforation.’

Question) As we read the article, we all agreed that it
was not very clear when the histopathological examina-
tion was performed. It was either done on a biopsy taken
before or during the operation or on the gross specimen,
but it wasn’t clear which. It is perfectly normal for a provi-
sional diagnosis to be false, but we believe it would have
been better if a biopsy were performed before the opera-
tion. If a biopsy was performed before surgery, can you
clarify to us what biopsy method was used presurgically:
a fine-needle aspiration biopsy or an incisional biopsy?
Or was a frozen-section examination performed during
the operation to decide if a more conservative or a more
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radical surgical treatment was appropriate? According to
a study by Aronovich and Kim, ~90% of benign oral and
maxillofacial lesions are correctly diagnosed and treated
during surgery by frozen section histopathology, compared
to the definitive histopathology done after the operation.’
Lastly, was the gross specimen sent for histopathological
examination to confirm the diagnosis?

Some researchers advocate that an ameloblastoma-no
matter the type-should be treated radically to prevent re-
currences.” As for this case, it is not clear if the surgery was
performed according to the ameloblastoma diagnosis. If
that’s the case, could a cyst not be distinguished from an
ameloblastoma when the lesion was opened up? Did the au-
thors consider the different treatments of these two lesions
during the operation?

Answer) Another question was about whether we per-
formed preoperative incisional biopsy, fine-needle aspira-
tion biopsy, or frozen-section examination. We decided not
to do a preoperative biopsy because the characteristics of
the mass were suggestive of a benign tumor with locally
aggressive behavior, which we mentioned in our report as
“cortical perforation and erosion were also observed, sug-
gesting its aggressiveness; however, the mild expansion
of the lingual cortex represents the benign nature of the
lesion.”

We considered various treatment options such as enucle-
ation, enucleation with peripheral ostectomy, and radical
surgery such as segmental mandibulectomy. Most studies
support radical surgery as a treatment for ameloblastoma
to minimize the risk of recurrence of the tumor.’ However,

considering the age of the patient, radical surgery such as
segmental mandibulectomy was not advisable in this case
because this operation takes a long time and should be ac-
companied by soft tissue and/or hard tissue reconstruction
in almost all cases.

Several clinical studies have favored an enucleation op-
eration with peripheral ostectomy as treatment for amelo-
blastoma, preserving mandibular continuity.4 Enucleation
with peripheral ostectomy is thought to be an acceptable
treatment option for a locally aggressive benign tumor such
as ameloblastoma. We decided not to do preoperative biop-
sy because the histopathologic result could not change the
treatment plan. After the operation, the gross specimen was
sent for histopathologic examination to confirm the diagno-
sis, and the final diagnosis was glandular odontogenic cyst.
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