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Diffusion-weighted m
agnetic resonance imaging in the
characterization of odontogenic cysts and tumors
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Objectives. The aim of this study was to evaluate diffusion-weighted imaging (DWI) in comparison with morphologic magnetic

resonance imaging (MRI) in differentiating among odontogenic keratocyst (OKC), unicystic ameloblastoma (UAB), and dentiger-

ous cyst (DC).

Study Design. Contrast-enhanced MRI, including DWI, was performed on 27 patients with the 3 lesions. Signal intensity charac-

teristics were evaluated on T1- and T2-weighted MRI. The apparent diffusion coefficient (ADC) cutoff value to most effectively dif-

ferentiate among the 3 lesions was calculated with receiver operating characteristic analysis.

Results. In total, 17 OKCs, 5 UABs, and 5 DCs were diagnosed histologically. There were no significant differences among them

in signal intensity on T1- or T2-weighted images (P � .13). On DWI, 14 of 17 OKCs showed restricted diffusion with a mean ADC

value of 0.954 £ 10-3 mm2/s. All 5 UABs and all 5 DCs exhibited facilitated diffusion with ADC values � 2.150 £ 10-3 mm2/s.

The ADC cutoff to differentiate OKCs from UABs was 2.137 £ 10-3 mm2/s (P = .01); UABs from DCs was 2.422 £ 10-3 mm2/s (P

= .03); and OKCs from DCs was 2.347 £ 10-3 mm2/s (P = .01).

Conclusions. Addition of diffusion-weighted sequences to MRI jaw protocols can assist in the characterization of OKCs, UABs,

and DCs. (Oral Surg Oral Med Oral Pathol Oral Radiol 2020;130:447�454)
Conventional radiographic techniques, such as intraoral

and panoramic radiography, form the traditional foundation

for the evaluation of jaw lesions. The arch-like configura-

tion of the jaws and the superimposition of teeth hamper

the diagnostic accuracy of these conventional techniques.1

These radiographs are also of limited value in the assess-

ment of lesion size, margins, and extension. These limita-

tions have been overcome, to a large extent, by the advent

of cross-sectional imaging techniques, including multide-

tector computed tomography (MDCT) and magnetic reso-

nance imaging (MRI). However, there is considerable

overlap among the morphologic characteristics of various

odontogenic jaw lesions even on MDCT and conventional

MRI.

Odontogenic jaw lesions include radicular cyst, odon-

togenic keratocyst (OKC), unicystic ameloblastoma

(UAB), dentigerous cyst (DC), odontogenic myxoma,

adenomatoid odontogenic tumor, and calcifying epithe-

lial odontogenic tumor. Among the above-mentioned

odontogenic lesions, OKC, UAB, and DC constitute the

majority of noninflammatory jaw lesions encountered in

clinical practice and require cross-sectional imaging

modalities for their diagnosis and management.
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Treatment planning of OKC is variable, ranging from

a conservative approach to radical surgery, depending

on the lesion’s size and aggressive nature.2 Management

of patients with ameloblastoma is almost always with

resection.3 However, UAB has a more favorable progno-

sis and generally responds to conservative management

approaches, including enucleation with curettage or

marsupialization.4 DC is usually treated with enucle-

ation or marsupialization, depending on whether or not

the impacted tooth needs to be preserved. Because there

are different treatment strategies for different types of

jaw lesions, radiologic diagnosis of these lesions plays a

significant role in surgical planning.

Ameloblastomas demonstrate both enhancing solid

components and nonenhancing cystic components on

cross-sectional imaging.5 The enhancing solid compo-

nent of ameloblastomas can be used to differentiate

them from peripherally enhancing OKCs or DCs on

contrast-enhanced MDCT and MRI.6 However, UABs

can be extremely difficult to differentiate from OKCs

and DCs, even with cross-sectional imaging modalities,

because of their cyst-like structure.

MRI is most commonly used to evaluate the mor-

phologic features of soft tissues through their depiction
Statement of Clinical Relevance

Odontogenic keratocyst, unicystic ameloblastoma,

and dentigerous cyst have overlapping features on

conventional magnetic resonance imaging (MRI)

but different treatment protocols. Although these

lesions have similar features on MRI, diffusion-

weighted imaging can distinguish them from each

other.
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in images that are weighted to visualize the individual

characteristics of tissues. For example, the intensity of

signals in T1- and T2-weighted images (T1WI, T2WI)

is often examined in the diagnosis of soft tissue lesions.

However, diffusion-weighted imaging (DWI) is a func-

tional MRI technique that has a promising role in dif-

ferentiating these entities on the basis of the Brownian

motion of water molecules in tissues.7 Lesions with

high cellularity restrict this motion and hence impede

diffusion, and lesions with lower cellularity exhibit

more diffusion. Initially used for the diagnosis of

stroke and intracranial neoplasms, DWI is being

increasingly used for various head and neck lesions,

with only a small increase in imaging time.8 The

amount of water molecule motion in DWI is quantified

by the apparent diffusion coefficient (ADC).

The objective of this investigation was to compare

the ADC values derived from DWI with the T1WI and

T2WI signal intensities obtained from MRI in differen-

tiating among OKCs, UABs, and DCs, with histopatho-

logical diagnosis as the gold standard. The null

hypotheses stated that there were no statistically signif-

icant differences in T1- or T2WI signal intensity or in

ADC values among the 3 lesions.

MATERIALS ANDMETHODS
The study was conducted prospectively from October 2017

to March 2019. In total, 34 patients with jaw lesions

detected on panoramic radiographs were included in the

study. The study was approved by the institutional ethics

committee (IRBF. No. 11/IEC/MAMC/2016/Radio-D11).

Informed consent was obtained from all patients included

in the study. All patients received contrast-enhanced MRI,

including DWI. The images were analyzed by 2 indepen-

dent observers with postgraduate degrees in radiodiagnosis,

one with 20 years of experience and the other with 15 years

of experience in the field of radiology. Consensus on signal

intensity was reached among the observers for each case.

Each observer calculated ADC values independently.

Multiplanar MRI was conducted on a Magnetom Skyra

3 T MRI scanner (Siemens, Erlangen, Germany) using a

neurovascular coil. The following parameters were used

to acquire T1WI and T2WI in multiple planes.

� T1WI: TR: 700 ms; TE: 9.4 ms; section thickness: 5

mm; voxel size: 0.8 £ 0.8 £ 3 mm; field of view

(FOV) read: 240 mm; FOV phase: 100%
� T2-weighted turbo spin echo (T2W TSE): TR: 3000 ms;

TE: 78 ms; section thickness: 3 mm; voxel size: 0.5 £
0.5£ 3 mm; FOV read: 200 mm; FOV phase: 100%

� Short tau inversion recovery (STIR): TR: 5000 ms; TE:

37 ms; section thickness: 3 mm; voxel size: 0.7 £ 0.8

£ 3 mm; FOV read: 240 mm; FOV phase: 100%
� DWI after acquisition of conventional neck MRI:

DWI was obtained in the axial plane by using a
single shot echo-planar diffusion weighted sequence

without breath hold. Three b-values were used: 50,

400, and 800 s/mm2. Other parameters included TR:

3490 ms; TE: 63 ms; section thickness: 5 mm; total

slices: 20; voxel size: 2.3 £ 2.3 £ 5 mm; phase

encoding direction: posterior to anterior; bandwidth:

1860 Hz/Px; echo spacing: 0.64 ms; FOV read: 300

mm; FOV phase: 68.8%
� Postcontrast T1-weighted fat suppressed (T1W FS):

TR: 585 ms; TE: 10 ms; section thickness: 3 mm;

voxel size: 0.5 £ 0.5 £ 3 mm

Of 34 patients, 30 patients had odontogenic lesions,

and the remaining 4 patients had non-odontogenic

lesions, as determined on the final histopathological

examination. The odontogenic lesions included 17

OKCs, 5 UABs, 3 ameloblastomas, and 5 DCs. The 4

nonodontogenic lesions included 1 case each of fibrous

dysplasia, intraosseous hemangioma, multiple mye-

loma, and osteosarcoma.

Most ameloblastomas contain both enhancing solid

cystic components and nonenhancing cystic components

on cross-sectional imaging. The enhancing solid compo-

nents can be used to differentiate these lesions from

peripherally enhancing OKCs and DCs. However, UABs

can be extremely difficult to distinguish from OKCs and

DCs, even with cross-sectional imaging, because of their

cyst-like anatomy. Therefore, the 3 ameloblastomas were

excluded. The final study sample included 17 OKCs, 5

UABs, and 5 DCs because these lesions may be difficult

to differentiate on morphologic imaging alone.

T1WI and T2WI signal characteristic analysis
The lesions were classified as hypointense, isointense,

or hyperintense based on their signal intensity relative

to muscle. All lesions included in the study were cystic

jaw lesions with peripheral enhancement and no solid

component greater than 1 cm2 in size.

Enhancement was further classified into a thin (� 3

mm) or thick (> 3 mm) peripheral rim.

DWI analysis
Each odontogenic lesion was qualitatively and quanti-

tatively analyzed separately. Both DWI and corre-

sponding ADC maps were evaluated. Qualitatively,

lesions with a hyperintense signal on b = 800 s/mm2

and a hypointense signal on corresponding ADC maps

were characterized as having restricted diffusion.

Lesions with loss of signal on b = 800 s/mm2 and a

hyperintense signal on ADC maps were considered as

having facilitated diffusion. A circular region of inter-

est of at least 1 cm2 was placed within the lesion to cal-

culate ADC values for quantitative analysis. A

minimum of 3 ADC values were generated for each

component of the lesion, and the mean ADC value was
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calculated by each observer independently. The final

mean ADC value was then derived by averaging the 2

mean ADC values obtained by each observer. The

ADC value was expressed in mm2/s § standard devia-

tion (SD).

Gold standard
Histopathological diagnosis was performed for all lesions

and was considered the gold standard diagnosis.

Statistical analysis
The ability of the signal intensity of MRI to distinguish

among OKCs, UABs, and DCs was analyzed with the x2

test for T1WI and T2WI. To assess the accuracy of the

ADC values for differentiation of these lesions, receiver

operating characteristic (ROC) analysis was performed.

After the ROC curves were obtained, the Youden method

was applied to determine the optimal ADC cutoff value

to differentiate among OKCs, UABs, and DCs. A P value
Fig. 1. A�D, An 18-year-old male patient with odontogenic keratoc

hyperintense lesion (blue arrow) involving the body of the right mand

image (B) shows thin peripheral rim enhancement of the lesion. Axial

(C) reveals high signal intensity of the lesion (blue arrow) with a corre

loss of signal suggestive of restricted diffusion (green circle). Mean ADC
less than .05 was considered statistically significant. Sta-

tistical analysis was done with the SPSS software version

17 (SPSS Inc., Chicago, IL).

RESULTS
Of the 27 lesions, 17 were diagnosed as OKCs, 5 as

UABs, and 5 as DCs on histopathological examination

and on MRI.

Of the 17 lesions diagnosed as OKCs, conventional

MRI T1WI sequences showed a hypointense signal in 9

cases (52.9%) and a hyperintense signal in 8 cases

(47.1%). On T2WI, a hypointense to isointense signal

was seen in 4 cases (23.5%) and a hyperintense signal in

13 cases (76.5%). Postcontrast scans revealed all OKCs

to have a peripheral rim of enhancement, in which a thin

rim was observed in 11 lesions (64.7%) and a thick rim in

6 lesions (35.3%). DWI analysis revealed that 14 of the

17 lesions (82.4%) had restricted diffusion, with a mean

ADC value of 0.954 £ 10-3 mm2/s, and 3 (17.6%)
yst (OKC). Axial T2-weighted image (A) shows a well-defined

ible extending to the midline. Postcontrast coronal T1-weighted

diffusion-weighted imaging (DWI) scan at b-value = 800 s/mm2

sponding apparent diffusion coefficient (ADC) map (D) showing

value of the lesion is 0.827£ 10-3 mm2/s.
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exhibited facilitated diffusion with a mean ADC value of

2.217 £ 10-3 mm2/s. The mean ADC value for all 17

lesions was 1.582 £ 10-3 mm2/s. A representative lesion

is depicted in Figure 1.

All 5 cases of UAB had a hypointense T1WI signal

and a hyperintense T2WI signal. The lesion was classified

as unicystic if it exhibited only rim enhancement or when

the solid enhancing portion was less than 1 cm2. On

DWI, all 5 lesions were characterized by facilitated diffu-

sion, with a mean ADC value of 2.518 £ 10-3 mm2/s. A

representative case of UAB is shown in Figure 2.

On conventional MRI, 2 of the 5 DCs (40%) had a

hypointense T1WI signal, with 3 of the 5 lesions (60%)

exhibiting an isointense to hyperintense signal. All 5

lesions showed a hyperintense signal on T2WI. On

contrast-enhanced MRI, all 5 cases exhibited a periph-

eral thin rim of enhancement. On DWI, all 5 DCs

showed facilitated diffusion, with a mean ADC value

of 2.150 £ 10-3 mm2/s. A representative lesion is

depicted in Figure 3.
Fig. 2. A�F, A 48-year-old female patient with unicystic amelobla

defined hypointense lesion (blue arrow) in the body and ramus of

images (B, C) show the lesion (blue arrow) with high signal intensi

enhancement (blue arrow). Axial diffusion-weighted imaging (DW

hyperintensity on the corresponding apparent diffusion coefficient

cle). Mean ADC value of the lesion is 2.315 £ 10-3 mm2/s.
The signal intensities of the OKCs, UABs, and DCs are

depicted as in Table I. There were no statistically signifi-

cant differences in either the T1WI (P = .13) or T2WI (P =

.26) signal intensity for OKCs, UABs, and DCs.

DWI characteristics of the OKCs, UABs, and DCs

are listed in Table II. Both qualitative and quantitative

results were analyzed.

On qualitative analysis, 14 of the 17 cases of OKC

showed restricted diffusion, whereas all cases of UAB

and DC exhibited facilitated diffusion.

For quantitative analysis, the Youden method was

applied to the ROC data to determine the optimal ADC

cutoff values of OKC, UAB, and DC. An ADC value of

2.137 £ 10-3 mm2/s produced a statistically significant

difference between the ADC values of OKC and those of

UAB (P =.01). The area under the ROC curve was 0.94

(95% confidence interval [CI] 0.85�0.99) with sensitivity

of 100% and specificity of 85.7% (Figure 4).

An ADC value of 2.422£ 10-3 mm2/s resulted in a sta-

tistically significant difference between the ADC values
stoma (UAB). Coronal T1-weighted image (A) shows a well-

the mandible on the right side. Axial T2 and coronal STIR

ty. Coronal T1-weighted image (D) shows thin peripheral rim

I) scan (E) shows a hypointense signal (blue arrow) with

(ADC) map (F) suggestive of facilitated diffusion (green cir-



Fig. 3. A�E, A 28-year-old male patient with dentigerous cyst (DC). Coronal T1-weighted magnetic resonance imaging (MRI)

scan (A) shows a well-defined lesion (blue arrow), with an associated impacted tooth (asterisk) appearing mildly hyperintense rel-

ative to muscle. Axial T2-weighted MRI scan (B) shows markedly hyperintense signal intensity of the lesion (blue arrow) sur-

rounding the impacted tooth (asterisk). Coronal postcontrast T1-weighted MRI scan (C) shows a peripheral thin rim (~ 2 mm) of

enhancement. Axial diffusion-weighted imaging (DWI) scan at b-800 mm-2/sec (D) and corresponding apparent diffusion coeffi-

cient (ADC) map (E), both reveal a hyperintense signal (blue arrows in D and E, green circle in E), suggestive of facilitated diffu-

sion with a mean ADC value of 2.511 £ 10-3 mm2/s.
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Table I. Signal characteristics of odontogenic keratocyst (OKC), unicystic ameloblastoma (UAB), and dentigerous

cyst (DC)

Lesion T1WI T2WI

Hypointense Isointense/Hyperintense * Hypointense/Isointensey Hyperintense

OKC (n = 17) 9 8 4 13

UAB (n = 5) 5 0 0 5

DC (n = 5) 2 3 0 5

There were no statistically significant differences in the signal intensities of T1WI or T2WI for OKC, UAB, and DC.

T1WI: P = .13.

T2WI: P = .26.

*On T1WI, 3 of 5 cases of DC showed a isointense to hyperintense signal.
yOn T2WI, 4 of 17 cases of OKC showed a hypointense to isointense signal.

Table II. Diffusion-weighted imaging characteristics of odontogenic keratocyst (OKC), unicystic ameloblastoma

(UAB), and dentigerous cyst (DC)

Lesion Qualitative analysis Quantitative analysis: Mean ADC value

(£ 10-3 mm2/s) (restricted diffusion)

Quantitative analysis: Mean ADC value

(£ 10-3 mm2/s) (facilitated diffusion)

Restricted diffusion Facilitated diffusion

OKC (n = 17) 14 3 0.954 2.217

UAB (n = 5) 0 5 � 2.518

DC (n = 5) 0 5 � 2.150

ig. 4. Receiver operating characteristic (ROC) data to deter-

ine the optimal apparent diffusion coefficient (ADC) cutoff

alue between odontogenic keratocyst (OKC) and unicystic

meloblastoma (UAB). The ADC value of 2.137 £ 10-3

m2/s was statistically significant in differentiating OKC

om UAB (P = .01), with area under the curve of 0.94 (95%

onfidence interval [CI] 0.85�0.99), sensitivity of 100%, and

pecificity of 85.7%.

ig. 5. Receiver operating characteristic (ROC) data to deter-

ine the optimal apparent diffusion coefficient (ADC) cutoff

alue between unicystic ameloblastoma (UAB) and dentigerous

yst (DC). The Apparent diffusion coefficient (ADC) value of

.422£ 10-3 mm2/s was statistically significant in differentiating

AB from DC (P = .03), with area under the curve of 0.67

5% confidence interval [CI] 0.34�0.99), sensitivity of 100%,

nd specificity of 50%.
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of UAB and those of DC (P =.03). The area under the

ROC curve was 0.67 (95% CI 0.34�0.99) with sensitivity

of 100% and specificity of 50% (Figure 5).
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An ADC value of 2.347 £ 10-3 mm2 /s produced a statis-

tically significant difference between the ADC values of

OKC and those of DC (P = .01). The area under the ROC

curve was 0.92 (95% CI 0.79�0.99) with sensitivity of

100% and specificity of 92.7% (Figure 6).



Fig. 6. Receiver operating characteristic (ROC) data to deter-

mine the optimal apparent diffusion coefficient (ADC) cutoff

value between odontogenic keratocyst (OKC) and dentiger-

ous cyst (DC). The ADC value of 2.347 £ 10-3 mm2/s was

statistically significant in differentiating OKC from DC (P =

.01), with area under the curve of 0.92 (95% confidence inter-

val [CI] 0.79�0.99), sensitivity of 100%, and specificity of

92.7%.
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DISCUSSION
OKCs, UABs, and DCs are the most common noninflam-

matory odontogenic lesions in the maxillomandibular

region.9 In a majority of patients, ameloblastoma usually

presents as a multilocular lesion with enhancing solid cys-

tic components, nonenhancing cystic components, and

peripherally enhancing cystic components. However,

some cases may be of the unicystic type, where the lesions

are predominantly cystic. These cases are difficult to dif-

ferentiate from OKC and DC on morphologic evaluation.

In these cases, DWI sequences aid in their differentiation.

Of the 17 cases of OKC, 9 lesions (52.9%) exhibited a

hypointense signal on T1WI, whereas 8 lesions (47.1%)

showed an isointense to hyperintense signal intensity.

The hyperintense signal on T1WI is attributed to the kera-

tinaceous contents of the cyst. On T2WI, a hypointense to

isointense signal was detected in 4 lesions (23.5%), with a

hyperintense signal detected in 13 cases (76.5%).

The imaging features of OKC on MRI were similar

to those reported by Konouchi et al.,10 who discovered

that the T1 signal characteristic of OKCs varied from

high to intermediate signal intensity. These lesions

exhibited a heterogeneous, intermediate-to-high signal

intensity on T2WI, with a peripheral thin or thick rim

of enhancement on postcontrast imaging.

In our study, 14 of the 17 cases (82.4%) of OKC

showed restricted diffusion, with a mean ADC value of

0.954 £ 10-3 mm2/s, whereas facilitated diffusion was

seen in only 3 lesions (17.6%); these lesions had a mean
ADC of 2.217£ 10-3 mm2/s (see Table II). The restricted

diffusion seen in OKCs can be explained by the presence

of desquamated keratin and hyaluronic acid contents

within the cyst lumen. These contents increase the viscos-

ity of the cysts, thereby restricting the diffusion of free

water molecules. The facilitated diffusion seen in 3 of 17

cases may be attributed to low keratinaceous content. In a

study conducted by Han et al.,11 all 15 cases of OKC

revealed a bright signal on DWI, with a low signal on their

corresponding ADCmaps, suggesting restricted diffusion.

All 5 cases of UAB revealed a hypointense signal on

T1WI and hyperintense signal on T2WI in the present

study. These findings were similar to those of the study

by Konouchi et al.,10 who described the signal intensity

of UAB as hypointense on T1WI and hyperintense on

T2WI. Our findings showed facilitated diffusion, with a

mean ADC value of 2.518 £ 10-3 mm2/s (see Table II).

These findings were in agreement with the findings from

the study by Srinivasan et al.12 In their study, of the 10

cases of ameloblastoma, 5 were of mixed solid and cystic

variety, 3 were predominantly cystic, and the remaining 2

cases were purely cystic. Facilitated diffusion was seen in

the cystic components of the lesion, with a mean ADC

value of 2.192£ 10-3 mm2/s.

All of the 5 DCs in our study were unilocular and sur-

rounded an impacted tooth. These findings were similar

to those of a study conducted by Zerrin et al.13 All 9

DCs included in their study were unilocular and associ-

ated with impacted third molars. Two of the 5 lesions

(40%) in the present investigation exhibited a hypoin-

tense signal on T1WI, with the other 3 revealing isoin-

tense to hyperintense signals. All 5 cases produced a

hyperintense signal on T2WI. On postcontrast imaging,

all lesions showed a peripheral thin rim (� 3 mm) of

enhancement, with no solid component. Pinto et al.14

reported a case of DC on MRI, in which the lesion pro-

duced an intermediate T1 signal and a hyperintense T2

signal. Those authors stated that the hyperintensity on

T2WI contributed significantly to the interpretation of a

probable cystic lesion rather than a neoplasm.

In our investigation, all cases of DC showed facilitated

diffusion, with a mean ADC value of 2.150 £ 10-3 mm2/

s (see Table II). This finding is different from the diffu-

sion characteristics of 5 cases of DC in a study by Han et

al.11 Those authors found that DCs had restricted diffu-

sion, with a mean ADC value of 1.257 £ 10-3 mm2/s.

They attributed restricted diffusion in DCs to greater vis-

cous content (glycosaminoglycans) within the lesions. A

lower concentration of glycosaminoglycans could be the

cause of facilitated diffusion in the DCs in our study.

The mean ADC value of all the 17 cases of OKC was

1.582 £ 10-3 mm2/s. This was lower than the mean

ADC value obtained for the 5 DCs, which was 2.150 £
10-3 mm2/s. This is in agreement with the study con-

ducted by Ogura et al.,15 in which the mean ADC value
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of 5 OKCs (1.03 § 0.31 £ 10-3 mm2/s) was lower than

that of 4 DCs (1.67 § 1.06 £ 10-3 mm2/s).

There was no statistically significant difference in the T1

and T2 signal intensities of OKC, UAB, and DC. The P

value was .13 for T1 WI and .26 for T2 WI. Because the

morphologic features of OKC, UAB, and DC overlap sig-

nificantly, we tried to evaluate the usefulness of DWI in

their differentiation. There was a statistically significant

difference (P = .01) between the ADC values of OKC and

UAB when an ADC value of 2.137 £ 10-3 mm2/s was

used as the optimal cutoff to differentiate them. This cutoff

value yielded an area under the ROC curve of 0.94 (95%

CI 0.85�0.99), with sensitivity of 100% and specificity of

85.7%. This was similar to the findings in a study con-

ducted by Han et al.,11 who evaluated the role of DWI in

the differentiation of OKC from UAB. They found that the

ADC values in the 2 groups were significantly different (P

< .01). In their study, an ADC value of 2 £ 10-3 mm2/s

was found to be the optimal cutoff, which helped distin-

guish OKC from UAB, as in our study.

An ADC value of 2.422£ 10-3 mm2/s was found to be

the optimal cutoff to differentiate UAB from DC, generat-

ing an area under the curve of 0.67 (95% CI 0.34�0.99),

with sensitivity of 100% and specificity of 50%. There

was a statistically significant difference (P = .03) between

the ADC values of these lesions when this cutoff point

was used.

The optimal ADC cutoff value to differentiate

between OKC and DC was found to be 2.347 £ 10-3

mm2/s. This led to an area under the curve value of

0.92 (95% CI 0.79�0.99), with sensitivity of 100%

and specificity of 92.7%. The differences in ADC val-

ues were significant (P = .01).

To the best of our knowledge, the present investigation

is the first to analyze the ADC cutoff values to differenti-

ate between UAB and DC and between OKC and DC.

The small number of cases in our study because of

low prevalence of these entities was a limitation. Fur-

ther validation of the results with a larger number of

patients is required.
CONCLUSIONS
Apart from morphologic MRI, which could not pro-

duce findings in signal intensity that significantly dif-

fered among the 3 types of lesions (P = .13 for T1WI

and P = .26 for T2WI) in our study, functional DWI

can be of great benefit in further characterization of

these jaw lesions. DWI does not add significantly to

cost and duration of the examination but can be of use

in differentiating among OKC, UAB, and DC. These

lesions have markedly overlapping morphologic
features, and preoperative diagnosis has a significant

role in planning their management strategy.
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