[ECRONICON

OPEN ACCESS

EC DENTAL SCIENCE
Case Report

Mandibular Unusual Radiolucencies of the Jaw

Shrihari TG'*, Vijeev Vasudevan?, Devaraju D3 and Nimi Suzan?
1Assistant Professor, Department of Oral Medicine and Radiology, Krishnadevaraya College of Dental Sciences and Hospital, Bangalore,
Karnataka, India

2Professor, Department of Oral Medicine and Radiology, Krishnadevaraya College of Dental Sciences and Hospital, Bangalore, Karnataka,
India

3Senior Lecturer, Department of Oral Medicine and Radiology, Krishnadevaraya College of Dental Sciences and Hospital, Bangalore, Karnataka,
India

*Corresponding Author: Shrihari TG, Assistant Professor, Department of Oral Medicine and Radiology, Krishnadevaraya College of
Dental Sciences and Hospital, Bangalore, Karnataka, India.

Received: May 08, 2019; Published: June 21,2019

Abstract

We are presenting two cases with mandibular radiolucencies, which is asymptomatic, incidental radiographic findings in
orthopantomography (OPG), pose a radiographic diagnostic challenge. Put forth brief history of two cases reported and an overview
of differential diagnosis of radiographic mandibular radiolucencies.
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Introduction

Stafne bone defects (SBDs), also known as lingual mandibular bone cavities, were first described in 1942 by Edward stafne [1] who
reported 35 cases appearing as round or ovoid well-defined asymptomatic unilocular radiolucencies located below the mandibular canal,

between the first molar and the angle of the mandible seen in middle aged male patients.

Case Report

Case 1

A 57 year old male patient reported to the department of Oral medicine with a complaint of teeth mobility and chronic generalized
periodontitis diagnosis was made. On orthopantomographic examination (Figure 1), apart from generalized bone loss, A well-defined
asymptomatic oval circumscribed radiolucency is seen below inferior alveolar canal measuring about 1 x 2 cm with sclerotic border seen
in right side of the angle of the mandibular region.

Figure 1: Orthopantomography (OPG) of case one.
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Case 2

A 50 year old male patient reported to Periodontist with a chronic periodontitis. On orthopantomographic examination (Figure 2),
apart from generalized bone loss, a well-defined circumscribed asymptomatic circular radiolucency approximately measuring about
1x1 cm with enlarged bone marrow spaces (Sparsly arranged Trabecular pattern) which is partly surrounded by sclerotic border. After

radiographic investigation asked about history of trauma, swelling and on physical examination revealed no evidence in both the cases.

Figure 2: Orthopantomography (OPG) of case two.

Both the cases Stafne’s bone cyst and Focal osteoporotic bone marrow defect clinical diagnosis was made and Traumatic bone cyst,

Aneurysmal bone cyst, Keratocystic odontogenic tumor and Odontogenic myxoma was considered as differential diagnosis.

Discussion

Stafne bone defects (SBDs), also known as lingual mandibular bone cavities, were first described in 1942 by Edward stafne [1] who
reported 35 cases appearing as round or ovoid well-defined asymptomatic unilocular radiolucencies located below the mandibular
canal, between the first molar and the angle of the mandible seen in middle aged male patients. This is reflected in the diagnostic terms
used over the years; stafne bone cyst, defect or cavity [2]. Static latent or Idiopathic defect, cavity or cyst [3], mandibular salivary gland
inclusion [4], lingual mandibular bone cavity, concavity, defect or depression, aberrant or ectopic salivary gland [5]. The diagnosis is
challenging and may sometimes be missed or incorrectly diagnosed as other unilocular radiolucencies, such as various benign tumors
or cysts. Stafne bone cyst located below the inferior alveolar canal without bony enlargement when, compare to odontogenic cysts and
tumors. The cause of the lingual bony defects is controversial. Stafne suggested that the occurrence of lingual cavities is developmental as
the defect was occupied by cartilaginous tissue due to bone deposition deficiency. However, some authors have suggested that pressure
of the glandular tissue on the lingual cortex of the mandible causes a lingual bony depression. According to this widely accepted concept,
the submandibular salivary gland is responsible for the posterior variant of Stafne bone defects. Lingual bone defects, mostly posterior
variants are usually diagnosed via conventional plain films since radiographic features of the afore mentioned defects are frequently

unique. A static bone cavity is a benign finding and no intervention is required [6-8].

Osteoporotic bone marrow defect: In adult life the presence of hematopoietic marrow in the jaws is usually restricted to the angle of
the mandible, the maxillary tuberosity and the condylar process. Osteoporotic bone marrow defect is a radiolucent area that corresponds
to the uncommon presence of hematopoietic tissue found in others regions of the jaws. The defect is generally asymptomatic and is
discovered incidentally during radiographic analysis seen in middle aged women [9,10]. Radiographically, it is a localized radiolucency
that varies in size, shape, trabeculae and border definition. Since the osteoporotic bone marrow defect is rarely included in the differential
diagnosis of radiolucentlesions of the jaws located especially in the posterior mandible, radiolucency varies in size from several millimeters
to centimeters, the shape and borders are ill defined, the knowledge of the clinical, radiographic and histopathological characteristic in
association with an accurate examination, are mandatory, in order to distinguish it from other most common odontogenic tumors and
cysts are completely radiolucent well circumscribed expansile lesions where, as osteoporotic bone defect is irregular radiolucent non

expansile lesion with sparsely arranged trabeculae [11,12].
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Keratocystic odontogenic tumor (KCOT): Keratocystic odontogenic tumor was formally known as “Odontogenic keratocyst” because
of aggressive behavior of the lesion recently categorized as an odontogenic tumor rather than cyst [13]. It is a benign locally aggressive
developmental odontogenic tumor that is most commonly located in the mandibular ramus and body [14]. These lesions are typically
found in adults in the second to fourth decades of life. They are unilocular or multilocular, scalloping, cloudy radiolucent lesion with
mild cortical expansion because, it expands antero-posteriorly rather than bucco-lingually with epicenter located superior to the inferior
alveolar canal. Sometimes, it can show a more aggressive growth pattern including multilocularity, cortical expansion, perforation, canal

displacement and root resorption which, is not evident in other bone lesions [15,16].

Traumatic bone cyst (simple bone cyst): The term simple bone cyst includes synonyms such as solitary bone cyst, hemorrhagic
bone cyst, extravasation cyst, unicameral bone cyst and idiopathic bone cavity. Despite its name, simple bone cyst lesions lack an epithelial
lining and are not true cysts, simple bone cyst are common in mandible most often in the ramus and posterior mandible, occurs in first
two decades of life [17], should not be associated with root resorption or tooth displacement [18]. Although the cause is unknown,
thought to originate from intramedullary haemorrhage caused by trauma (including tooth extraction). They are commonly located in the
mandibular marrow space, which extends posterior from the premolar region. Radiographically simple bone cysts are typically unilocular

with well-defined borders, scallops between the roots of the teeth [17].

Odontogenic myxoma: True odontogenic tumor most commonly seen in adults in the second and third decades of life [19]. It is a
benign, slow growing, painless lesion, they tend to be locally aggressive, exhibiting rapid growth leading to extensive osseous destruction
and cortical expansion [20]. They present equally within the maxilla and mandible, ramus being the most common mandibular location
occur in the premolar and molar areas [19]. Radiographically, odontogenic lesions appear as radiolucent regions separated by bony
trabeculae that form geographic compartments. They typically contain multiple thin straight septations and internal wispy osseous
trabeculae and exhibit honey-comb like pattern, the trabecular arrangement may also show a tennis racket pattern [15,16,21-23]. The
tumor margins are typically Poorly defined, aggressive shows little encapsulation, often extending through bone into the adjacent soft
tissues [23].

Conclusion

Asymptomatic, incidental, radiolucent radiographic lesions of the jaw findings are diagnostic challenge to a clinician. So, thorough
history, examination, proper investigation, interpretation and differential diagnosis of the suspicious lesion are made to rule out similar

appearing lesions and come to a final diagnosis.

Bibliography

1. Stafne EC. “Bone cavities situated near the angle of the mandible”. Journal of the American Dental Association 29.17 (1942): 1969-
1972.

2. SismanY, et al. “Radiographic evaluation on prevalence of Stafne bone defect: a study from two centres in Turkey”. Dentomaxillofa-
cial Radiology 41.2 (2012): 152-158.

3. Sisman'Y, et al. “Anterior Stafne bone defect mimicking a residual cyst: a case report”. Dentomaxillofacial Radiology 39.2 (2010):
124-126.

4. Layne EL, et al. “Anterior lingual mandibular bone concavity: report of case”. Journal of Oral Surgery 39.8 (1981): 599-600.

5. Richard EL and Ziskind ]. “Aberrant salivary gland tissue in mandible”. Oral Surgery, Oral Medicine, Oral Pathology 10.10 (1957):
1086-1090.

6. SegevY, etal “Stafne bone cavity magnetic resonance imaging”. Medicina Oral, Patologia Oral y Cirugia Bucal 11.4 (2006): 345-347.
7. Aguiar LBV, et al. “Multiple Stafne bone defects: a rare entity”. ISRN Dentistry (2011): 792145.

8. Grellner TJ,, et al. “Lingual mandibular bone defect: report of three cases”. Journal of Oral and Maxillofacial Surgery 48.3 (1990):
288-296.

Citation: Shrihari TG, et al. “Mandibular Unusual Radiolucencies of the Jaw”. EC Dental Science 18.7 (2019): 1491-1494.


https://jada.ada.org/article/S0002-8177(42)17003-5/abstract
https://jada.ada.org/article/S0002-8177(42)17003-5/abstract
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3520381/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3520381/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3520195/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3520195/
https://www.ncbi.nlm.nih.gov/pubmed/6940969
https://www.ncbi.nlm.nih.gov/pubmed/13465121
https://www.ncbi.nlm.nih.gov/pubmed/13465121
https://www.ncbi.nlm.nih.gov/pubmed/16816811
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3169362/
https://www.ncbi.nlm.nih.gov/pubmed/2406401
https://www.ncbi.nlm.nih.gov/pubmed/2406401

Mandibular Unusual Radiolucencies of the Jaw

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

1494

Makek M and Lello GE. “Focal osteoporotic bone marrow defects of the jaws”. Journal of Oral and Maxillofacial Surgery 44.4 (1986):
268-273.

Schneider LC,, et al. “Osteoporotic bone marrow defect: radiographic features and pathogenic factors”. Oral Surgery, Oral Medicine,
Oral Pathology 65.1 (1988): 127-129.

Lipani CS,, et al. “The hematopoietic defect of the jaws: a report of sixteen cases”. Journal of Oral Pathology 11.6 (1982): 411-416.
Waldron CA,, et al. “Oral and maxillofacial pathology”. St. Louis: Saunders-Elsevier Bone pathology (2009): 613-677.
Barnes L., et al. “WHO classification of tumours: pathology and genetics of head and neck tumours”. Lyon, France: IARC Press (2005).

Gonzalez-Alva P, et al. “Keratocystic odontogenic tumor: retrospective study of 183 cases”. Journal of Oral Science 50.2 (2008): 205-
212.

Theodorou SJ., et al. “Imaging characteristics of neoplasms and other lesions of the jawbones. Part 1. Odontogenic tumors and tu-
morlike lesions”. Clinical Imaging 31.2 (2007): 114-119.

White SC and Pharoaha M]. “Benign tumors of the jaws”. In: White SC, Pharoha M], eds. Oral radiology: principles and interpretation,
6th ed. St. Louis, MO: Mosby Elsevier (2009): 366-404.

Suomalainen A., et al. “Simple bone cyst: a radiological dilemma”. Dentomaxillofacial Radiology 38.3 (2009): 174-177.

Cortell-Ballester I, et al. “Traumatic bone cyst: a retrospective study of 21 cases”. Medicina Oral Patologia Oral y Cirugia Bucal 14.5
(2009): 239-243.

Weber AL, et al. “Jaw: cysts, tumors and non-tumorous lesions”. In: Som PM, Curtin HD, eds. Head and neck imaging, 4™ edition. St.
Louis, MO: Mosby (2003): 930-994.

Noffke CE., et al. “Odontogenic myxoma: review of the literature and report of 30 cases from South Africa”. Oral Surgery, Oral Medi-
cine, Oral Pathology, Oral Radiology, and Endodontology 104.1 (2007): 101-109.

Dunfee BL,, et al. “Radiologic and pathologic characteristics of benign and malignant lesions of the mandible”. RadioGraphics 26.6
(2006): 1751-1768.

Scholl R],, et al. “Cysts and cystic lesions of the mandible: clinical and radiologic-histopathologic review”. RadioGraphics 19.5 (1999):
1107-1124.

Koseki T, et al. “Computed tomography of odontogenic myxoma”. Dentomaxillofacial Radiology 32.3 (2003): 160-165.

Volume 18 Issue 7 July 2019
©All rights reserved by Shrihari TG., et al.

Citation: Shrihari TG., et al. “Mandibular Unusual Radiolucencies of the Jaw”. EC Dental Science 18.7 (2019): 1491-1494.


https://www.ncbi.nlm.nih.gov/pubmed/3457122
https://www.ncbi.nlm.nih.gov/pubmed/3457122
https://www.ncbi.nlm.nih.gov/pubmed/3277106
https://www.ncbi.nlm.nih.gov/pubmed/3277106
https://www.ncbi.nlm.nih.gov/pubmed/6819349
https://publications.iarc.fr/Book-And-Report-Series/Who-Iarc-Classification-Of-Tumours/Pathology-And-Genetics-Of-Head-And-Neck-Tumours-2005
https://www.ncbi.nlm.nih.gov/pubmed/18587212
https://www.ncbi.nlm.nih.gov/pubmed/18587212
https://www.ncbi.nlm.nih.gov/pubmed/17320778
https://www.ncbi.nlm.nih.gov/pubmed/17320778
https://www.ncbi.nlm.nih.gov/pubmed/19225089
https://www.ncbi.nlm.nih.gov/pubmed/19218905
https://www.ncbi.nlm.nih.gov/pubmed/19218905
https://www.ncbi.nlm.nih.gov/pubmed/17507265
https://www.ncbi.nlm.nih.gov/pubmed/17507265
https://www.ncbi.nlm.nih.gov/pubmed/17102048
https://www.ncbi.nlm.nih.gov/pubmed/17102048
https://www.ncbi.nlm.nih.gov/pubmed/10489168
https://www.ncbi.nlm.nih.gov/pubmed/10489168
https://www.ncbi.nlm.nih.gov/pubmed/12917281

