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Magnetic resonance imaging was performed with a 1.5-T (Siemens 
Magnetom Espree, Erlangen, Germany). T1- and T2-weighted 
images (thickness of the sections: 3.0 mm with a 0.5 mm gap) were 
evaluated and T1WI showed that the mandibular defect contained 
isotense soft tissue in continuity with the submandibular salivary 
gland (Figure 2A). Axial and coronal fat-suppressed T2WI again 
showed that the bone defect contained the extension of subman-
dibular gland tissue and it was not suppressed (Figure 2B and C).

Based on these findings, MRI verified the diagnosis of Stafne bone 
cavity. The patient has been on regular follow-up for over 1 year 
without any change of the lesion.

Case 2
A 75-year-old female patient was referred by her dentist for 
a further examination regarding the radiolucent cystic lesion 
detected close to the angle of the mandible. The patient had no 
complaints referable to the mandible and both her medical and 
dental history was not contributory. No trauma or any other find-
ings were recorded. The panoramic image showed the ovoid uni-
locular cavity and CBCT was performed to evaluate the lesion in 
detail (Figure 3A).

The CBCT showed a hypodense lesion 2.27 × 1.44 × 0.95 cm 
in diameter (Figure 3B-E). Axial sections showed its well-
defined cortical borders, thinned buccal cortex, and also the 
absence of the lingual cortex (Figure 3B). Oblique sagittal 
and coronal sections showed the location of the lesion dis-
placing the inferior alveolar nerve to the superior direction 
(Figure 3C and D).

To evaluate the content of the lesion, a further examination was 
made by MRI (Siemens Magnetom Espree, Erlangen, Germany) 
with a 1.5-T. T1- and T2-weighted images (thickness of the sec-
tions, 3.0 mm with a 0.5 mm gap) showed that the mandibular 
defect was continuing with the adjoining submandibular gland 
having a similar signal intensity to the submandibular gland on 
both the sequences (Figure 4 A1-2 and B1-2). Axial and coronal 
post-contrast T1 fat-suppressed sections revealed that the sub-
mandibular gland showed diffuse contrast and was not sup-
pressed (Figure 4 C1-2).

Since the defect was again identified as Stafne bone cavity, no 
further therapy was instituted. Fifteen-month follow-up of the 
patient showed no radiographic changes.

Figure 2.  Magnetic resonance images of case 1 shown with arrows: (A) axial T1WI, (B) axial fat-suppression T2WI, (C) coronal fat-suppressed T2WI.

Figure 3.  Case 2 is shown with arrows in conventional panoramic and CBCT images: (A) cropped panoramic image, (B) axial section, (C) oblique-sagittal 
section, (D) coronal section, (E) 3D CBCT reconstruction. CBCT, cone beam computed tomography. 



271

Curr Res Dent Sci 2023 33(4): 268-272 l doi: 10.5152/CRDS.2023.4929

DISCUSSION

Several terms have been used to identify the specific asymp-
tomatic radiolucencies around the angle of the mandible: Stafne 
bone cavity, Stafne bone cyst, static bone cyst/cavity, latent bone 
cyst, developmental bone defect of the mandible, lingual corti-
cal mandibular bone defect, lingual mandibular bone depression, 
aberrant salivary gland defect, mandibular embryonic defect, 
etc.2 Earlier reports of Stafne bone cavities have revealed their 
findings on conventional intraoral or panoramic radiographs; 
however, they were not definitive if the lesion was in a nonspecific 
location and diffuse or lobulated.1,7,11,12 The differential diagnosis 
for radiolucencies having proximity to the angle of the mandible 
includes simple bone cyst, traumatic bone cyst, dentigerous 
cyst, residual cyst, keratocyst, ameloblastoma, focal osteoporotic 
bone marrow defect, vascular malformation, the brown tumor of 
hyperparathyroidism, giant cell tumor, and tumor metastasis. To 
eliminate the above-mentioned conditions, further investiga-
tions with advanced imaging methods are needed to confirm the 
initial radiological diagnosis. Medical CT and MRI are the most 
preferred techniques because three different dimensional sec-
tions are essential for the extension and size of the lesion and 
also for its definitive diagnosis.2,3 When compared to medical CT, 
CBCT requires a low radiation dose which also provides 3-D data 
on the shape and size of the lesion. Yet, it is insufficient to give any 
information about the contents. Previous reports showed that 
Stafne bone cavity cases may include soft tissues such as lymph 
nodes, fat, muscle, and blood vessels and some were lacking any 
content, other than the salivary glands.7 Therefore, CBCT and MRI 
examinations were used for the accurate evaluation investigation 
of the cavities in the present study.

Both cavities were characteristically situated above the angle of 
the mandible, beneath the inferior alveolar canal without show-
ing any clinical symptoms (i.e., pain, tenderness, or swelling on 
palpation), and that was in line with previously documented 
cases.4-6,13-16

As in our cases and as stated in the previous reports, the inci-
dence of Stafne bone cavity cases increases with age, particularly 
in the fifth and sixth decades.2

Stafne bone cavities are radiologically observed as oval or round 
radiolucent cyst-like lesions in the lingual side of the mandibula.2 
Likewise present Stafne bone cavity cases had oval well-defined 
cortical borders, homogeneous radiolucent content, and were 
located on the right side of the mandibula. The incidence of being 
in LP and LA locations are reported as 0.10%-0.48% and less than 
0.009%, respectively.2 While the radiological diagnosis of LP cases 
is simple, it was stated that LA-located cases can easily be con-
fused with odontogenic cysts.3 In the present report, both cases 
were LP variants. As stated in the report of Ariji et al.,9 the most fre-
quent Stafne bone cavity was type II and the majority of the cases 
contained the submandibular gland. Similarly, our first case was 
type II and both cases contained the submandibular gland (type 
G). These findings also match those observed in earlier studies.5,6

It is well-known that Stafne bone cavities are asymptomatic 
and static, hence the surgical treatment of the lesion is usually 
not indicated. However, it is of great importance to rule out the 
presence of any neoplastic conditions using various advanced 
imaging modalities. Prior reports have noted the importance of 
radiological follow-up to monitor for any changes.4,8,10,14,16

Both patients were informed about the nature of the lesions, and 
since both Stafne bone cavities were quiet and stable, no treat-
ment was required. Radiological continuous monitoring of the 
cases has been planned to avoid unnecessary surgical interven-
tions that may be associated with complications and other many 
potential risks.
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