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Abstract
Stafne’s Defect is an asymptomatic bone lesion, most common in 

men between the fifth and seventh decade of life. It is characterized as 
radiolucent, delimited and well-defined image in the posterior region 
of the mandible and is usually discovered on routine radiographic 
examination. In this case, the patient is in the third decade of life and 
clinical and radiographic characteristics described were consistent 
with those found in academic literature. Cone beam computed 
tomography was used to diagnose the defect and enabled the 
differential diagnosis with other pathologies, avoiding unnecessary 
surgical procedures. Considering that it is a non-progressive change, 
its conservative therapy is based on the periodic control of the lesion.

In this case report, it was possible to confirm that cone beam 
computed tomography acts as an important tool in the diagnosis of 
Stafne’sDefect, as it enabled the differential diagnosis in regards to 
other diseases, thus avoiding unnecessary surgical procedures.

Keywords:   Stafne’s defect; Cone beam computed tomography; 
Diagnosis;

mandible, thus causing the injury (3,5). The submandibular 
gland is related to the posterior variant of Stafne’sDefect,the 
sublingual gland may be related to the anterior variant while 
the parotid gland is related with the two types of Stafne’s Defect 
of the mandibular ramus(1,5). This etiology is most commonly 
accepted and is supported by the patients ‘age (4), and there are 
findings in which the patients had taken previous radiographs 
that showed no injuries. Due to controversies regarding its 
etiology, this injury has been called many names, including cavity 
or static bone defect, idiopathic bone cavity or latent bone cavity, 
ectopic submandibular and sublingual gland in the mandible, 
mandibular lingual cortical defect, defect or cavity of Stafne, and 
Stafne cyst (4,7,8).

In the present study, we describe a case of Stafne’sDefect 
diagnosed in radiological findings using cone beam computed 
tomography as a means for the diagnostic.

Case Report
A 39-year-old male patient, leucoderma arrived for a check-

up dental visit and complained about discomfort in the region of 
the tooth 18, which had clinically residual root. After referring the 
patient to the radiology department for panoramic radiography, 
a radiolucent, limited and well-defined image was found in the 
posterior region of the mandible, on the left side near the root of 
tooth 38. During the clinical assessment, the patient confirmed 
not having any symptoms on the corresponding area. It was 
requested a Cone Beam Computed Tomography for diagnostic 
confirmation of Stafne’s Bone Defect.

For diagnosis confirmation, we have used Cone Beam 
Volumetric Computed Tomography with Sirona Orthophos XG3D 
equipment, operating at 70 KV, 10 MA and 14.2s of exposure time 
for image acquisition.

Through panoramic view, a radiolucent, limited and well-
defined image was found in the jaw structure, on the left side as 
shown in (Figure 1).

Introduction
Stafne’sBone Defect is an asymptomatic bone lesion, most 

common in men between the fifth and seventh decade of life. It 
is often diagnosed in routine radiographs (1–3). There are two 
variations of Stafne’sDefect, a posterior and anterior variants(2). 
The posterior variation is more commonly known and appears 
as radiolucent, delimited and well-defined image in the posterior 
region of the mandible, between the first molar and the angle of 
the mandible, below the mandibular canal (2,4). The anterior 
variant is 7 times less frequent than the posterior, and usually 
located in the region between the incisors and premolars, above 
the insertion of the mylohyoid muscle (5,6).

Its etiology is still uncertain, however it is more commonly 
accepted that it is caused by pressure from the submandibular 
gland, generating reabsorption in the lingual aspect of the 
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During the axial reconstruction, a lesion was observed on 
the lingual cortical of the mandible, as shown in( Figure 2). The 
coronal section showed a lesion measuring 6.38mm in the central 
region and 6.86mm on the lingual edge, as shown in ( Figure 3).

In the 3D reconstruction, there was a radiolucent image in the 
posterior region of the mandible, on the left side (Figure 4), and the 
Tangential cross-section allowed us to verify the circumscribed 
lesion, well outlined by hyper dense halo, measuring 13.15mm 
as in (Figure 5).

Discussion
Stafne’sBone Defect is an asymptomatic bone lesion, most 

common in men between the fifth and seventh decade of life. It 
is often diagnosed in routine radiographs (1–3), similar to what 
was observed in this case. However, patient age was different to 
that reported in academic literature, as the patient in question 
was at the end of his third decade of life upon diagnosis. In a case 
published by Lee et al. (8), a case of Stafne’sBone Defect was 
also reported in a patient with 30 years of age. Münevveroğlu 
and Aydin (9) published a case of a patient with Stafne’sDefect 
diagnosed at age 31.

The posterior variation of the injury is more common and 
usually presents itself as a radiolucent, delimited and well-defined 
image between the angle of the mandible and the first molar, 
below the mandibular canal which was similar to the present 

case. However, there are reports of lesions in the anterior region 
(2, 10). Dereci et al. (2) published a case of anterior Stafne’s Bone 
Defect with intraoral exposure.

Lesions occur on the lingual surface of the mandible, as 
shown in this case. However, Herranz-Aparicio et al. (1) found an 
unusual case involving the lingual and buccalmandibularplates 
in which the examination by computed tomography showed 
a tunnel-like lesion with a complete loss of continuity of both 
lingual and buccalplates.

Figure 1: Radiolucent, delimited and well-defined image, located on the 
left side in theposterior region of the mandible, as seen in Cone Beam 
Computed Tomography - Panoramic View.

Figure 2: Radiolucent image in mandibular lingual cortical observed in 
Cone Beam Computed Tomography - Axial Reconstruction.

Figure 3: Radiolucent image in the mandibular lingual cortical, measur-
ing 6.38mm in the central region and 6.86mm in the lingual edge, as 
seen in Cone Beam Computed Tomography, coronal section.

Figure 4: Radiolucent, delimited and well-defined image located on the 
left side in the posterior region of the mandible, as seen in Cone Beam 
Computed Tomography - 3D reconstruction.

Figure 5: Radiolucent, delimited and well-defined image by hyperdense 
halo, measuring 13.15mm on the left side in the posterior region of the 
mandible, as seen in Cone Beam Computed Tomography - Tangential 
Cross-Section.
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Between the two types of defect variations, the anterior is 
rarer and more difficult to diagnose compared to the posterior 
variant. According to their radiographic characteristics, there 
are some diseases that present differential diagnosis, as 
odontogenic or non-odontogenic cystic lesions, fibrous dysplasia, 
non-ossifying fibroma, brown tumor of hyperparathyroidism, 
ameloblastoma, giant cell tumor, benign salivary gland tumors, 
hemangioma, myxoma, multiple myeloma, eosinophilic 
granuloma and metastatic disease (7).

According to Ávila et al. (2008), imaging tests are essential 
for the differential diagnosis because they provide valuable 
information on the hard and soft tissues without the need for 
exploratory surgical procedures (3).

In current days, computed tomography is considered the 
complementary test of choice to aid in the diagnosis, as it has 
great advantage in the checking of the peripheral origin of the 
lesion and the visualization of the concavity in the lingual cortical, 
which are essential features to make the differential diagnosis 
with other pathologies (5).

In this case, we have used cone beam computed tomography 
with Sirona Orthophos XG3D equipment, operating at 70 KV, 
10 MA and 14.2s of exposure time to support the diagnosis. 
The lingual concavity was identified through axial and coronal 
cross-sections (Figures 2 and 3), in addition to other clinical and 
radiographic characteristics, there was consonance of this case 
with those found in academic literature.

Other studies have also used the cone beam computed 
tomography to aid in the diagnosis of Stafne’s Bone Defect (3, 4, 
6, 9).

Magnetic resonance imaging can be used in cases where 
computed tomography or conventional radiography are unable 
to provide a correct diagnosis, taking advantage of the precise 
identification of the soft tissue (4).

Sialography can also be considered. It is a radiographic 
examination using contrast media inside the duct of the 
glands. However, this is an invasive procedure that may cause 
discomfort to the patient, and can be contraindicated for the 
opportune diagnosis of the anterior variant of Stafne’s Defect due 
to numerous Rivini ducts, which have smaller diameter and may 
suffer rupture during the procedure (1, 4).

The use of correct imaging examinations is of great importance 
in order to avoid unnecessary invasive procedures (4), since 
conservative therapy is based on the periodic control of the 
injury. Currently, complementary techniques such as computed 
tomography are sufficient to establish the correct diagnosis (9).

Conclusion
In this case report it was possible to determine that Cone Beam 

Computed Tomography is an important tool for the diagnosis of 
Stafne’s Bone Defect, given that it allowed the visualization of the 
lingual bone concavity in the posterior region of the mandible, 
and enabled the differential diagnosis with other diseases when 
combined with other clinical and radiographic characteristics, 
thus avoiding unnecessary surgical procedures or invasive 
procedures such as Sialography.
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