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Abstract 
A Stafne cyst is an asymptomatic lesion commonly located below the mandibular canal in the posterior mandible. Although 

we can observe mild notching along the medial surface of the mandible, in our case, aggressive resorption involved both the 

medial and lateral surfaces of the mandible, which led us to approach the lesion surgically, to confirm the diagnosis. 
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Introduction 
In 1942, Stafne documented a series of radiolucent 

lesions that were evident radiographically. The lesions 

were well-circumscribed, unilocular, and located in the 

posterior mandible, between the angle and the first 

molar, below the level of the inferior alveolar nerve.[1] 

In 1955, Jacob performed the first surgical 

exploration of a Stafne’s defect, finding part of the 

submaxillar gland lodged in it.[2] At surgical 

exploration, they appeared as concavities on the lingual 

cortex and contained salivary gland tissue, often in 

continuity with the submandibular g land.[3] We present 

a similar case of a Stafne cyst with an unusual 

presentation, and our approach to manage the same. 

 

Case Report  
A 42-year-o ld male patient reported to our 

department with a dull continuous referred pain in the 

left  submandibular region, with no noticeable 

aggravating or relieving factors. The patient did not 

have any systemic illness or any history of trauma or 

jaw surgery. Extraorally, no noticeable swelling was 

present in the left lower body on the mandible side of 

the jaw [Figure 1 - Preoperative ext raoral]. Intraorally, 

a carious molar was present, which was nontender to 

percussion. Bimanual palpation of the left  

submandibular region revealed mild tenderness along 

the region on the medial side of the body of the 

mandib le. No regional lymph nodes were palpable. An 

intraoral periapical radiograph (IOPAR) fo r treating 

posterior teeth [Figure 2 - Preoperative IOPAR] for root 

canal treatment revealed a radio lucent lesion 

periapically, which raised a query as to whether this 

might be a cystic lesion, hence, an orthopantomograph 

(OPG) was taken. The OPG revealed a monolocular 

radiolucent lesion in the lower border of left side of the 

mandib le, below the mandibular canal. A CT scan 

revealed erosion of the medial side of the body on the 

left  side of the body of the mandible [Figure 3 - 3D CT 

view of the mandib le] [Figure 4 - CT v iew of the 

mandib le]. Th is feature prov ided us the provisional 

diagnosis of a Stafne cyst, but as in other normal cases, 

the Stafne cyst revealed only mild notching along the 

medial surface of the mandible, whereas, in our case 

more erosion of the bone seemed to be evident, [Figure 

5 - Resorption along the lateral surface of the mandib le] 

so we decided to  approach it surgically, to know the 

nature of lesion. The patient was operated under general 

anesthesia. Extraorally  a Risdon incision was p laced 

along left body region. A step-by-step surgical exposure 

was used, from the skin to the deeper layers, to 

approach the lower border of the mandible and then 

along the medial surface of the mandib le. The site on 

exploration  was b luish in  color and was paper thin, 

indicating resorption of the bone, so to overcome the 

unpredictable resorption we decided to make a window 

on the lateral surface of the mandible to reduce the 

pressure of the submandibular gland on the mandible 

[Figure 6 - Prepared window along the lateral surface, 

to release pressure of the gland]. We excised part of the 

gland, which was entrapped in the bony cavity and sent 

it for histopathological examination, to confirm the type 

of entrapped tissue [Figure 7 - Histopathological view 

in 10x magnification] [Figure 8 - Histopathological 

view in  40x magnification]. As such there was no 

written evidence indicating that making a window on 

the lateral surface of the mandible released the pressure 
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on the submandibular g land, so hypothetically, the 

decision to make a window was done immediately and 

intraoperatively. Postoperatively the patient was 

relieved of the dull continuous referred pain along the 

left submandibular reg ion and no further progressive 

resorption was observed postoperatively, for 12 months.   

 

 
Fig. 1: Pre-operative extra oral 

 
Fig. 2: Pre-operative IOPAR 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Fig. 3: 3D CT view of the manible 



Vijay Prakash Nautiyal et al.                      Does Radiolucency in the Posterior Mandible below the Mandibular…….  

Journal of Oral Medicine, Oral Surgery, Oral Pathology and Oral Radiology,2016:2(1):53-57                               55 

 
Fig. 4: CT View of mandible 

 

 
Fig. 5: Resorption along lateral surface of manible 

 

 
Fig. 6: Prepared window along lateral surface to release pressure of gland 
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Fig. 7: Histopathological view 10X magnification 

 

 
Fig. 8: Histopathological view 40X magnification 

 

Discussion 
Stafne’s bone cavity (SBC) is classified as a 

pseudo cyst of the jaw and is known under a variety of 

names, including static bone cavity, latent bone cavity, 

idiopathic bone cavity, lingual mandibular bone 

concavity, and lingual mandibular bone depression.[4]  

The incidence of a Stafne bone cavity was found to 

range from 0.009 to 0.48%. They were usually found as 

asymptomatic incidental radio logical findings and 

mostly affected males in their fifth to seventh decades 

of life.[5] 

The first report of the Stafne bone cavity in the 

premolar region was issued by Richard and Ziskind, in  

1957. The sublingual gland or aberrant salivary  gland 

tissue was also associated with this bony cavity in the 

anterior mandib le. They were innocuous convexities in  

the lingual cortex o f the mandib le that would be of no 

consequence if they did not appear as radiolucencies.[6] 

It would be d ifficu lt to d istinguish them from more 

serious conditions such as cysts and benign or 

malignant tumors.[5] 

 

 

Asymptomat ic lesions are most commonly  

diagnosed accidently by routine radiographic examina-

tion, or when the lesion gets infected secondarily. 

Whenever a patient reports of dull radiat ing pain in the 

submandibular reg ion, our main examination is d irected 

toward the presence of a carious tooth with a periapical 

infection, and our treatment is directed toward 

removing the infection associated with this tooth.  

When we took an IOPAR for treating the posterior 

tooth for RCT, a periap ical radio lucent lesion drew our 

attention and a question arose whether this might be a 

cystic lesion, and hence, an OPG was advised. As we 

examined the OPG, a monolocular radiolucent lesion 

below the mandibular canal gave an approximate 

provisional diagnosis of a Stafne cyst in the left body of 

the mandib le. As the CT examination revealed erosion 

along the medial surface of the mandible, it was 

important at the time to treat the lesion or approach it 

surgically. Hence, the lesion was excised to exclude any 

cyst or tumor-like lesion. The site on explorat ion was 
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bluish in color and was paper thin, indicating resorption 

of the bone, so to overcome the unpredictable 

resorption we decided to make a window on the lateral 

surface of mandible, to reduce the pressure of the 

submandibular gland on the mandib le. The t issue that 

was entrapped in the bony cavity was excised and, 

showed the presence of serous and mucous cells 

histopathologically, which confirmed that it was the 

submandibular salivary gland, help ing to diagnose it as 

a Stafne cyst. As such, there was no written evidence 

indicating that making a window on the lateral surface 

of the mandible released the pressure from the 

submandibular gland, so hypothetically the decision to 

make a window was done immediately  and intraoperati-

vely.  

The re-sounding question is why there is pressure 

resorption only at a single site on the medial surface of 

the mandible and in a majority of Stafne cysts reveals 

only notching along the medial surface of mandible, 

rather than in our case, where it was through resorption 

of the bone. This, puts us in dilemma and dire 

confusion as to how to approach it and what would  be 

the best line of treatment. However, as we created a 

window, to reduce the pressure of the gland over the 

mandib le, it proved to be fruitfu l for us, as in this case 

of a Stafne cyst patient, who had symptomatic dull 

continuous pain and postoperatively the patient’s pain 

was relieved. Therefore, we thought it was worth 

mentioning  this surgical experience, as to the best of 

our knowledge, there is no mention of any such surgical 

plan for the Stafne cyst. 

This experience leads us to a conclusion that some 

decisions do not go as planned before surgery, as we 

have to take decisions intraoperatively for the best 

outcome in favor of the patient. 

 

Summary and Conclusion 
Progressive resorption of the mandible below the 

inferior alveolar canal has to be approached surgically  

to avoid any dilemma in the diagnosis. Although a 

radiographic situation was suggested for a Stafne cyst, 

the progressive resorption of the mandible due to 

pressure from the submandibular g land was relieved 

because of a window created along the pressure site of 

the mandible, however, it would be appropriate to 

describe it as a mode of treatment after we treat  many 

more similar cases surgically. 
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