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Dear Editor:
The article by Lee et al., “Glandular odontogenic cyst 

mimicking ameloblastoma in a 78-year-old female: A case 
report,” caught our attention as we were doing a literature 
search for rare cases. We read this report with interest 
and had a stimulating discussion about it. However, while 
reading the article there were some points that we were 
not able to clarify for ourselves. We would be very pleased 
if you could explain these aspects to us.

The title of the article states that the case is about a 
glandular odontogenic cyst (GOC) mimicking ameloblas-
toma. The history (slow expansion, no symptoms) and the 
radiographic appearance of the lesion (lobulated, well-de-
fined margin, erosion and perforation of the lingual cor-
tex, 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?

It is important to note that just over 100 cases of glan-
dular odontogenic cyst have been reported in the English 
literature.1 The authors stated that because of a lack of 
information and the rarity of the cyst they missed consid-
ering glandular odontogenic cyst during the differential 
diagnosis. The fact that it is a rare lesion should not mean 
for it not to be taken into consideration at all. Moreover, 
the provisional diagnosis for this case could have also 

been GOC, considering the patient’s age in addition to the 
features above.

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 feature also 
occurs in ameloblastoma,2 so with all due respect, we do 
not understand how it could be helpful in distinguishing 
between the two types of jaw lesions radiographically.

As we read the article, we all agreed that it was not 
very clear when the histopathological examination 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 provisional 
diagnosis to be false, but we believe it would have been 
better if a biopsy were performed before the operation. If 
a biopsy was performed before surgery, can you clarify to 
us what biopsy method was used presurgically: a fine-nee-
dle aspiration biopsy or an incisional biopsy? Or was a 
frozen-section examination performed during the oper-
ation to decide if a more conservative or a more radical 
surgical treatment was appropriate? According to a study 
by Aronovich and Kim, ~90% of benign oral and maxil-
lofacial lesions are correctly diagnosed and treated during 
surgery by frozen section histopathology, compared to the 
definitive histopathology done after the operation.3 Lastly, 
was the gross specimen sent for histopathological exam-
ination to confirm the diagnosis?	

Some researchers advocate that an ameloblastoma-no 
matter the type-should be treated radically to prevent re-
currences.4 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 
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the authors consider the different treatments of these two 
lesions during the operation?

We will be very thankful if you could give us informa-
tion about the points discussed above.
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