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A B S T R A C T

Stafne Bone Cysts (SBC) represent pseudocysts of the jaw, typically characterized by their presence at the
lingual cortical surface and involvement of normal salivary gland tissue. These cysts, devoid of an epithelial
lining, exhibit a diverse composition, comprising blood vessels, muscle, fat, connective tissue, lymphatic
tissue, nerve bundles, or air. Commonly, SBCs manifest without clinical symptoms or signs, necessitating
radiographic methods for diagnosis. They are usually discovered incidentally on routine radiographs of the
jaw. We here present a 50-year-old male with pain in the mandibular left side and a routine panoramic
radiograph showed impacted mandibular third molars on both sides and a well-defined radiolucency below
the inferior alveolar canal on the left side. An incidental finding of Stafne’s bone cyst was made on further
investigation on Cone Beam Computed Tomography (CBCT). While conventional X-rays serve as the
primary diagnostic tool, complex cases may require more precise imaging modalities, such as CBCT. This
case study offers a comprehensive analysis of a unilateral SBC identified in a male patient with an emphasis
on the radiographic features.
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1. Introduction

In 1942, Edward Stafne published the first description of
the Stafne bone cavity (SBC), also referred to as the static
bone cavity, salivary inclusion cyst, latent cyst, and lingual
bone defect.1,2 It is an asymptomatic bony deformity that
is usually located just above the inferior border of the
mandible and beneath the mandibular canal. In rare cases, it
is observed in the apical region of the premolars or canines
in the anterior mandible.3 Between 0.10% and 6.06% of
cases have been reported to have the posterior variant
SBC.4,5 It usually affects one side of the mandible, though
it can potentially happen on the other side.6 It is known that
the submandibular gland, adipose tissue, connective tissue,
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lymphatic tissue, muscle, or veins may be the contents of
the SBC.7 Panoramic radiography is the method used in
clinical settings to inadvertently find most cases of SBC.
Being an asymptomatic bone cavity that does not require
treatment, it is relatively hard to find a real bony defect
without radiographic imaging. This report’s objective is to
demonstrate a fresh case of an SBC and highlight its unique
characteristics.

2. Case History

A 50-year-old male patient was referred to the outpatient
department by his general dentist regarding consultation of
pain and radiolucent lesion on the lower left side of the
jaw.(Figure 1) The patient had intermittent, dull aching pain
in the lower left side of the jaw since 1 month. The pain
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precipitated on mastication of food. Whereas the lesion was
detected on a panoramic radiograph that was performed as
a routine control. The patient did not have any significant
medical history, although the patient did his root canal
treatment with 25, 26, 36, 37, 44, and 45, two to three years
ago. On clinical examination, all teeth were present except
the third molars and ceramic crown prosthesis was noticed
with 36 and 37 teeth. On further examination, the patient did
not give any history of extraction of third molars. (Figure 2)

Figure 1: Extraoral presentation of the patient

The panoramic radiograph which was taken, revealed
impacted 38 and 48 tooth and unilocular periapical
radiolucency below the third molar on the left side. A well-
defined oval radiolucency was seen below and in contact
with the inferior alveolar canal. (Figure 3) For further
assistance, it was decided to examine the lesion using
cone beam computed tomography (CBCT), to evaluate the
relationship of the lesion with surrounding tissues and
to predict its pathological possibilities. The CBCT scan
revealed mesioangularly impacted 38 tooth which was in
close proximity to the inferior alveolar nerve of the left side.
Whereas, a well-defined oval radiolucency was seen just
below the inferior alveolar nerve of the left side in the 38
tooth region which was not in relation with the tooth itself
and had an approximate size of 9.48 X 8.51 mm. (Figure 4)
In coronal slices, we could notice the loss of lingual cortical
plate in the same region, which confirmed our radiographic
diagnosis to be Stafne’s Bone Cyst. (Figure 5) Clinical

and Radiographical examination revealed that there was no
relation between the symptoms and the lesion. The pain that
the patient was experiencing might have been due to the
mesioangularly impacted 38 and the radiolucency was in
no relation with the tooth. The patient was then advised for
extraction with 38 if necessary.

Figure 2: Intraoral presentation of left mandibular arch

Figure 3: Orthopantomogram showing well-defined oval
radiolucency seen below the inferior alveolar canal on left side

3. Discussion

SBCs often manifest in the fifth or sixth decades of life
and are 3:1 more common in males than females. However,
females begin to have symptoms in their third or fifth
decade.8 Based on its location, SBC is comparatively
simple to identify radiographically, particularly if usual
radiographic characteristics are present. These features
include a round to oval radiolucency with loss of lingual
cortical plate and intact buccal cortical plate, as well as
continuity with the base of the mandibular canal.8,9 In some
atypical cases of SBC, further diagnostic techniques should
be used to rule out any pathology.

Though several explanations have been proposed in
the literature, the etiopathogenesis of SBCs is still poorly
understood. Stafne10 and several other researchers11–14
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Figure 4: CBCT scan (Sagittal view) showing well defined
radiolucency in 38 tooth region

Figure 5: CBCt scan (Coronal view) showing loss of lingual
cortical plate in 38 tooth region

claim that this cavity developed as a result of Meckel’s
cartilage being replaced by bone tissue throughout the
mandibular development process. Another explanation put
out by Philipsen et al.11 to explain the etiology of SBCs is
the pressure of the salivary gland tissue.

If doubts persist, a differential diagnosis based on the
lesion’s site for mandibular radiolucency should be taken
into account. The posterior, anterior, ramus and buccal
ramus areas are the four anatomic sites close to the
main salivary glands where SBCs are observed.11,15 The
symphysial and/or para symphysial area is related to the
anterior kind of SBC, which can be mistaken for other
jaw diseases such as giant cell granuloma, radicular cyst,
simple bone cyst, traumatic bone cyst, and residual cyst.16,17

Younger individuals are typically diagnosed with traumatic
bone cysts, which are characterized by a scalloped contour
between the dental roots on radiographs. Whereas the
radicular cyst is related to the overlying tooth structure
and the radiolucency arises from the roots of the tooth
itself.18 Additionally, residual cysts are typically seen on
radiographs in the edentulous area of previously extracted

teeth, mainly above the inferior alveolar canal. These cysts
are the result of partial excision of radicular or other
inflammatory cysts.19 Furthermore, diseases like brown
tumor (dependent on hyperparathyroidism), basal cell
nevus syndrome, eosinophilic granuloma, benign salivary
gland tumors, neurogenic tumors, odontogenic keratocyst,
hemangioma, myxoma, or vascular malformation should be
considered for posterior SBCs.11 Eosinophilic granuloma is
a disease caused by the proliferation of Langerhans cells. It
is present with symptoms such as pain and swelling which
is not seen in our case and radiographically it presents
as a “scooped out” appearance. Whereas Odontogenic
keratocyst is usually associated with an impacted tooth and
it may cause inferior displacement of the Inferior alveolar
canal.15

Due to its asymptomatic nature, SBC can be discovered
by accident during standard 2D imaging. The diagnosis
will be difficult in less evident situations, though,
where the lesion will be found in the anterior region.
Several methods have been used, as documented in the
literature, to validate the defect’s diagnosis. These methods
include Sialography, Magnetic Resonance Imaging (MRI),
Computerised Tomography, and Cone Beam CT.20,21

Because of its excellent spatial resolution and ability to
detect the bone border, CBCT is regarded as one of the most
useful diagnostic methods for the diagnosis of SBC. By
identifying the bone border, we can rule out the possibility
of any other intraosseous true cystic or tumor lesions, such
as traumatic cysts or odontogenic tumors, respectively.20

A CBCT scan was recommended in our situation in
addition to the panoramic imaging, as it provides an accurate
three-dimensional image that aided in the diagnosis of SBC.
CBCT clarifies a well-defined lingual radiolucency with a
thin cortical border in the area where the lesion is seen
in the axial or coronal view. Whereas the sagittal view
offers a view of the lesion where the shape is differentiated
as well as we can appreciate the location of the lesion
concerning the inferior alveolar canal.19 From a therapeutic
standpoint, surgery shouldn’t be an option, especially since
SBC is a pseudocyst and is static and benign by nature. As
such, a "wait and watch" strategy is preferable in almost
all situations, including ours, with frequent follow-up that
occasionally involves radiographic surveillance.

4. Conclusion

SBC is an uncommon condition that is discovered randomly
during radiographic evaluation. Its etiopathogenesis remains
debatable. Dental practitioners should be knowledgeable
about this anatomic variance, be able to differentiate SBCs
from other conditions and be able to make treatment or
follow-up decisions based on their diagnosis.
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