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tion in centers, which do not have access to specialized
prosthesists.

The splint described in our letter is manufactured by us; it
is a nasal splint for use after rhinoplasty, and its Food and Drug
Administration approval status is investigational.

ALEXANDRE L. IVANOV, MD
Moscow, Russia

ROMAN H. KHONSARI, MD
Nantes, France
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KERATOCYSTIC ODONTOGENIC TUMOR VERSUS
ODONTOGENIC KERATOCYST–THE ISSUE OF
ADEQUATE NOMENCLATURE

To the Editor:—Recently, Boffano et al1 published an inter-
sting article titled “Keratocystic odontogenic tumor (odon-
ogenic keratocyst): Preliminary retrospective review of ep-
demiologic, clinical, and radiologic features of 261 lesions
rom University of Turin.” We read this article with great
nterest and compliment the authors for their thorough
linical analysis, and although their study could be of im-
ortance, we have several considerations when interpreting
heir findings. In response, we would like to highlight
everal important issues.

First, the keratocystic odontogenic tumor (KCOT), for-
erly classified as a cystic lesion called odontogenic kerato-

yst (OKC), was subsequently reclassified in 2005 by the
orld Health Organization Working Group2 as a neoplas-

ic lesion. The microscopic criterium for KCOT clearly
ndicates that the spectrum of this tumor consists only of
aw lesions with a characteristic lining consisting of para-
eratinized stratified squamous epithelium.2 OKC previ-
usly included both parakeratinized and orthokeratinized
ariants. Designation of an OKC is currently reserved for
ystic jaw lesions that are lined solely by orthokeratinizing
pithelium, and they do not form a part of the range of the

planning, (C) available in standard and optimal quality, in sizes
ed for external contention, intended to be distributed in order to
sional
COT.2 In accordance with the current World Health Or-
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ganization classification,2 the designations of KCOT and
OKC are not synonymous. This difference must be explic-
itly highlighted and requires clarity in the studies regarding
the current concepts of both KCOT and OKC.

Second, these 2 entities not only have different micro-
scopic features but also distinct pathobiology: KCOT (pre-
viously parakeratinized variant of OKC) shows locally ag-
gressive behavior and a high recurrence rate (depending on
the treatment modality ranging from 25% to 56%3), whereas
orthokeratinized odontogenic cyst (previously orthokera-
tinized variant of OKC) has a significantly lower recurrence
rate, ranging from 0% to 4%.4 An unintended consequence
of clinicopathological analysis on material consisting of
these 2 entities allocated into 1 data set may be to draw false
conclusions regarding the real recurrence rates of 2 differ-
ent entities.

Third, the mean follow-up period in the conducted study
is 36 months.1 With the argument for the overwhelming
uperiority of long-term follow-ups, it is important to note
hat relapses of KCOT may occur even 25 years after the
nitial treatment.5 Despite the limitation imposed by the
elatively short follow-up period in the article, the authors
ightly do not draw any conclusions on the basis of their
ndings concerning recurrence rates.
Finally, we believe that further analyses of the extensive

linical material of Boffano et al1 will exclusively concern
ata on patients who were followed up for at least 5 years
fter the initial treatment but, above all, will comply with
he current valid definition of KCOT.

IZABELA MOJSA

TOMASZ KACZMARZYK

Department of Oral Surgery
Jagiellonian University

Medical College
Krakow, Poland
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In reply:—We appreciate the interest that the article “Ker-
atocystic odontogenic tumor (odontogenic keratocyst): Pre-
liminary retrospective review of epidemiologic, clinical,
and radiologic features of 261 lesions from University of
Turin”1 aroused and we thank Kaczmarzyk and Mojsa for

he compliments to our article and for commenting on our
tudy. However, we would like to add some clarifications in
eply to their considerations.

First, Kaczmarzyk and Mojsa assert that “Designation of
n odontogenic keratocyst is currently reserved for cystic
aw lesions that are lined solely by orthokeratinizing epithe-
ium, and they do not form a part of the range of the KCOT.”

e agree that the 2 pathological entities, respectively, with
rthokeratinized and parakeratinized epithelium have to be
learly distinguished. Nevertheless, we think that we cor-
ectly used the term odontogenic keratocyst (OKC) too
ecause (as moreover confirmed by Kaczmarzyk and Mojsa)
he parakeratinized odontogenic keratocyst was reclassified
n the 2005 by the World Health Organization as Keratocys-
ic Odontogenic Tumor (KCOT):2 in fact, this lesion “was

historically referred to as the odontogenic keratocyst
(OKC),” as the recent Cochrane Collaboration review con-
firms.3 Recent literature affirms that parakeratinized odon-
ogenic keratocysts are now designated or renamed as ker-
tocystic odontogenic tumors,4-7 whereas the odontogenic
eratocyst with orthokeratinized epithelium (or orthokera-
inized variant of odontogenic keratocyst) would be more
orrectly and clearly defined as orthokeratinized odonto-
enic cyst (OOC).5-12 Moreover, this term was used by

Kaczmarzyk and Mojsa themselves in their letter. To avoid
confusion, it would be advisable not to use the term “OKC”
any more, but the terms “KCOT” for parakeratinized lesions
and “OOC” for orthokeratinized lesions. We used the term
“OKC” for its historical value and because it is still used or
cited in recent publications.3,5,10,11,13,14

Second, we agree that a clinicopathological analysis of
KCOTs and OOCs allocated into 1 data set may draw false
conclusions; in fact, in our study population we only con-
sidered KCOTs.

Finally, Kaczmarzyk and Mojsa affirm that we “rightly do
not draw any conclusions concerning recurrence rates”
because of our relatively short follow-up period. In fact, the
title of our article highlights that a preliminary study was
performed; therefore, we did not dare to draw any long-
term conclusions on recurrence rates, but we promise our-
selves to extend the follow-up and eventually communicate
the obtained results in the future.

PAOLO BOFFANO, MD
EMANUELE RUGA, DDS

CESARE GALLESIO, MD, DDS
Turin, Italy
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