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Cavidad de Stafne de localizacion inusual en el sector anterior mandibular
A Stafne’s cavity with unusual location in the mandibular anterior area
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RESUMEN

La tipica cavidad de Stafne, localizada en el sector posterior de
la mandibula, es una entidad relativamente poco frecuente, pero
cuando el defecto se sitda en la regién anterior mandibular, es
bastante raro, habiéndose descrito hasta ahora solo 36 casos en
la literatura cientifica. La mayoria de estos defectos aparecen
entre la quinta y la sexta décadas de la vida, estan localizados
en el drea de caninos y premolares, y muestran también una
predileccion por el sexo masculino. El canal dentario inferior,
uno de los hitos anatomo-radiolégicos principales que ayudan
al diagnéstico de la cavidad de Stafne en la zona posterior,
raramente estd presente anteriormente al agujero mentoniano.
Por ello, por su apariencia radiografica mds variable que en el
defecto posterior, por soler encontrarse superpuesta a los dpices
de los dientes, y por la rareza de presentacién en el sector ante-
rior mandibular, es mucho mds dificil establecer un diagndstico
definitivo de cavidad de Stafne en esta localizacién, y por tanto
es mds féacil que pueda haber un error en el diagnéstico, sobre
todo inicialmente. Presentamos un nuevo caso, en un varon
de 68 afios, en el que el diagnéstico fue fortuito, y revisamos
especialmente sus aspectos etiopatogénicos, clinicos, y de diag-
néstico diferencial.

Palabras clave: Stafne, defecto glandular salival mandibular
lingual anterior.

ABSTRACT

The typical Stafne’s cavity, located on the posterior portion of
the mandible, is a relatively uncommon entity. However, when
the defect is located in the anterior region of the mandible, it is
quite rare, having thus far been described in only 36 cases in
the scientific literature. Most of these defects appear in the fifth
and sixth decades of life, are localized to the area of the canines
and premolars, and have a predilection for males. The inferior
dental canal, one of the anatomical-radiographic landmarks that
aid in the diagnosis of Stafne’s cavity in the posterior region,
is rarely present anterior the mental foramen. For this reason,
because of its more variable radiographic appearance compared
to the posterior defect, its tendency to be superimposed over the
apices of the teeth, and the rarity of its localisation to the ante-
rior mandible, it is much more difficult to establish a definitive
diagnosis of a Stafne’s cavity in this location. It is therefore
more likely that a diagnostic error can occur, especially early
on. We present a new case in a 68-year-old male in which the
diagnosis was serendipitous, and we review in particular the
aetiology and pathogenesis, clinical aspects, and differential
diagnoses for this condition.

Key words: Stafne, anterior lingual mandibular salivary gland
defect.
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INTRODUCCION

Desde el estudio original de Stafne en 1942 (1), se han usado
muy diversos términos para describir esta entidad, cuyo rasgo
en comun es su caracteristica radiolucidez bien circunscrita en
la zona del dngulo mandibular, por debajo del canal dentario
inferior. Entre ellos, se han empleado como mds comunes los de
cavidad (o defecto) dsea estdtica o latente, el epénimo “cavidad
de Stafne”, y los términos defecto aberrante de la gldndula sali-
val, e inclusion de la gldndula salival en la mandibula. Entre sus
denominaciones, la de quiste de Stafne es incorrecta, pues no se
trata de un verdadero quiste, al carecer de revestimiento epitelial,
prefiriéndose utilizar el término “cavidad” o “defecto” como
mas adecuados (2). En 1957, Richard and Ziskind (3) fueron los
primeros en describir la aparicion de una cavidad de Stafne en
la regién anterior de la mandibula, asocidndose con ella la pre-
sencia de la glandula sublingual; a esta cavidad la denominaron
tejido glandular salival aberrante en la mandibula. M4s tarde,
Buchner et al (4) prefirieron llamar a la cavidad de Stafne en el
sector anterior “defecto glandular salival mandibular lingual
anterior” (DGSMLA).

Nosotros s6lo hemos encontrado hasta ahora 36 casos de DGS-
MLA descritos en la literatura cientifica (5,6). El propdsito de
este articulo es describir un nuevo caso, y resaltar su presenta-
cién radiogréfica como un quiste radicular y sus peculiaridades
respecto al diagndstico de la entidad.

CASO CLINICO

Se trata un varén de 68 afos, sin antecedentes médicos rele-
vantes, que era revisado en nuestras consultas por una lesién
radiolicida paramandibular izquierda desde hacia unos 5-6
afios, descubierta en una radiografia rutinaria y remitida por su
dentista, que la habia etiquetado de quiste radicular, en aparente
relacién con patologia apical de los dientes adyacentes (dientes
33 y 34). Nosotros vimos que la lesion estaba en relacién con
los dpices dentarios, aunque éstos estaban levemente sepa-
rados del borde ligeramente esclerético de la lesion, y dado
que era asintomadtica y no habia variado de tamafio desde su
diagndstico inicial, decidimos revisarla anualmente. Debido a
la pequenia imagen apical del 34 endodonciado (fig. 1) y a un
crecimiento leve de la lesién tras la dltima revision, y aunque
seguia asintomadtica, se pens mds en que se trataba de un quiste
radicular y se decidi6 realizar una quistectomia bajo anestesia
local. Tras un abordaje vestibular y levantamiento de un colgajo
mucoperidstico, se expuso la cortical externa mandibular y se
abri6 una ventana en ella, apareciendo inmediatamente la lesion,
aprecidndose entonces que ésta no tenia el aspecto quistico de
sospecha diagndstica inicial, sino un aspecto blando pero firme,
y de color marrén-rojizo, pensando en este momento que po-
dria corresponder a una tumoracién con componente vascular
(quiste dseo aneurismatico, hemangioma, angioma cavernoso)
o glandular salival. Durante la diseccién de la tumoracion,
comprobamos su aspecto glandular salival, viendo que estaba
en continuidad con la glandula sublingual; se ligaron algunos va-
sos importantes perilesionales, y traccionando de la tumoracioén
hacia el exterior, se expuso ésta en su profundidad (fig. 2), com-
probdndose que faltaba la cortical interna mandibular en unos
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INTRODUCTION

Since the time of the original study by Stafne in 1942 (1), a
wide variety of terms have been used to describe this disease
entity, whose common sign is a characteristic well-circumscribed
radiolucency in the area of the angle of the mandible below the
inferior dental canal. Of these terms, some of the more common
are static or latent osseous cavity (or defect), the eponym “Staf-
ne’s cavity,” and the terms aberrant defect of the salivary gland,
and mandibular salivary gland inclusion. Of its denominations,
Stafne’s cyst is incorrect since it is not a true cyst because it
lacks epithelial lining, and the term “cavity” or “defect” is pre-
ferred and considered more appropriate (2). In 1957, Richard
and Ziskind (3) were the first to describe the occurrence of a
Stafne’s cavity in the anterior region of the mandible, which
was associated with the presence of the sublingual gland. They
called this cavity aberrant salivary gland tissue in the mandi-
ble. Later, Buchner et al (4) opted to call Stafne’s cavity in the
anterior region an “anterior lingual mandibular salivary gland
defect” (ALMSGD).

To this point, we have only found 36 cases of ALMSGD
described in the scientific literature (5,6). The purpose of this
paper is to describe a new case and point out its radiographic
presentation as a radicular cyst and its peculiarities with respect
to diagnosis.

CLINICAL CASE

This case involves a 68-year-old male with no relevant medical
history, who was examined in our centre for a left paramandi-
bular radiolucent lesion of 5-6 years duration, which was dis-
covered on routine radiography and referred by his dentist, who
had designated it a radicular cyst, with an apparent relationship
to apical pathology of the adjacent teeth (teeth 33 and 34). We
saw that the lesion was associated with the apices of the teeth,
though the latter were slightly separated from the somewhat
sclerotic border of the lesion. Since it was asymptomatic and
had not changed in size since the initial diagnosis, we decided
to examine it annually. Due to the small apical image of the
endodontically treated 34 (fig. 1) and a slight growth of the
lesion since the last examination, and even though it was still
asymptomatic, it was believed to be a radicular cyst, and it was
decided to perform cystectomy under local anaesthesia. Using
a vestibular approach and elevation of a mucoperiosteal flap,
the external mandibular cortex was exposed, and a window was
opened in it. The lesion was immediately visible at this time,
and it could be observed that it did not appear cystic as initially
suspected. Rather, it appeared smooth but firm and reddish-
brown, and at this time it was believed that it could be a tumour
with a vascular (aneurismal bone cyst, hemangioma, cavernous
angioma) or salivary gland component. While dissecting the
tumour, we confirmed its salivary gland character, noting that it
was continuous with the sublingual salivary gland. Some impor-
tant perilesional vessels were ligated, and the tumour was pulled
outward, being fully exposed (fig. 2), and it was observed that
the internal mandibular cortex was lacking in an area of about
2x2cm. Having been completely exposed, the lesion was then
clamped at its base and transected, with immediate ligation.
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Fig. 1. Imagen radiolticida en la radiograffa panoramica, en la que se aprecian
los bordes ligeramente esclerdticos de la lesion, en relacién con los dpices
dentarios pero levemente separada de éstos, y especialmente con una imagen
periapical del 34 endodonciado.

Radiolucent image on the panoramic radiograph, in which the slightly sclerotic
borders of the lesion can be seen in relation with, though slightly separated
from, the dental apices, and especially with a periapical image of the endo-
dontically treated 34.

Fig. 3. Paciente con mascarilla de
oxigeno. Se ve el gran hematoma
del suelo de la boca que se produjo
inmediatamente tras la extirpacion
de la lesion, y que levantd la len-
gua hasta hacerla tocar el paladar
duro.

The patient with an oxygen mask.
The large haematoma is visible
on the floor of the mouth, which
occurred immediately following
excision of the lesion and elevated
the tongue causing it to contact the
hard palate.

Fig. 2. Traccionando de la lesion, se estd realizando su diseccion; a la izquierda
de la ventana ésea, se aprecian como vasos perilesionales de grueso tamafio una
arteria (A) y vena (V), vasos que hubo que ligar.

Applying traction to dissect the lesion;, to the left of the osseous window, large
perilesional vessels, an artery (A) and a vein (V), are visible. These vessels
required ligation.

2 x 2 cm. Expuesta ya la lesion en su totalidad, para extirparla | However, immediately following this, in spite of the ligation,
se procedié a clamparla en su base y a seccionarla, ligdndola | severe haemorrhage ensued, which caused a vasovagal reaction
seguidamente, pero inmediatamente después, a pesar de haber | in the patient and resulted in a significant haematoma in the
realizado la ligadura, acontecié una hemorragia cataclismica, | floor of the mouth and the neck at the submental level (fig. 3).
que le produjo al paciente un cuadro vaso-vagal y un hematoma | The haemorrhage was contained by means of compression and
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importante del suelo de la boca y del cuello a nivel submental
(fig. 3). La hemorragia logré contenerse mediante compresion
y taponamiento con Surgicel® (Ethicon Sarl, Neuchatel, Suiza),
pero hizo que el paciente debiera ingresarse hospitalariamente
para su control y observacion hasta el dia siguiente. Resuelto
este episodio, la curacién cursé sin incidencias, siendo satisfac-
torio el control clinico del paciente al afio de la intervencion. El
andlisis histolégico de la pieza extirpada mostro tejido glandular
salival, por lo que el caso se trataba de una verdadera impronta
de la glandula sublingual en la cortical interna mandibular, con
reabsorcion de ésta.

DISCUSION

La cavidad de Stafne en la zona posterior mandibular presenta
una localizacién y aspecto radiografico caracteristicos, que la
hacen facilmente diagnosticable, apareciendo tipicamente como
una lesién radioldcida unilocular, redondeada o eliptica, bien
delimitada por una linea de hueso escleroso, y localizada entre
el primer molar inferior y el 4ngulo mandibular, por debajo del
canal dentario inferior (1). Raramente el defecto lingual puede
ser palpado, y en ocasiones puede ser util en el diagndstico la
sialografia de la glandula submandibular, al mostrar la distri-
bucién del contraste en la zona radiolicida, ocupada habitual-
mente por tejido glandular submandibular (7). Estos defectos
son generalmente asintomaticos y no progresivos, y por ello su
tratamiento quirdrgico no estd indicado de entrada, pero si se
recomienda su seguimiento radiografico.

La mayoria de los DGSMLA se localizaron en la region premolar
y canina, siempre anteriormente al primer molar, afectando muy
pocos casos al drea incisal. Los DGSMLA, a pesar de que algu-
nos de los casos publicados afectaban a la region molar y tenfan
relacion con el canal mandibular, se consideran una entidad bas-
tante rara. Como en los defectos posteriores, su mayor incidencia
se da entre la quinta y la sexta décadas de la vida (60%), con mds
del 80% de los casos en varones (5), son mas frecuentemente
unilaterales, y usualmente fueron descubiertos de forma casual,
durante la realizacion de una radiograffa rutinaria (intraoral o
panordmica, y a veces una tomografia computarizada —TC- o
un Dentascan), pues generalmente fueron asintomaticos, salvo
en algunos casos en los que los pacientes presentaron un ligero
dolor en la zona (8). En nuestro conocimiento, nuestro caso es
el que ha sido diagnosticado en un paciente de mayor edad.
Radiograficamente, los DGSMLA aparecieron como una imagen
radioldcida circunscrita, ovoide o circular, y unilocular, aun-
que en algun caso fue de aspecto multilocular (9), localizados
generalmente por debajo de los dpices dentarios radiculares
o parcialmente superpuestos a ellos, semejando una lesion
quistica o un tumor odontogénico; sus bordes suelen estar bien
definidos y ligeramente esclerdticos, pero a veces fueron muy
escleréticos o no bien definidos (4,5,8). El tamaio de las lesio-
nes habitualmente vari6 entre 0,5 y 2 cm de didmetro mayor,
habiéndose descrito s6lo un defecto muy grande, de 9 cm (9).
Ocasionalmente, estos defectos contactaban con las raices ad-
yacentes, semejando una lesién periapical (10), realizdndose a
menudo entonces tratamientos endoddnticos de esos dientes, que
fracasaron y llevaron a realizar un tratamiento quirtrgico. Y en
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plugging with Surgicel® (Ethicon Sarl, Neuchatel, Switzerland).
However, this made it necessary for the patient to be admitted to
the hospital for monitoring and observation until the following
day. After this episode was resolved, healing occurred without
complications, and clinical examination of the patient one year
after intervention was satisfactory. Histologic analysis of the
excised mass revealed salivary gland tissue. This was therefore
a true case of imprinting of the sublingual salivary gland in the
internal mandibular cortex, with resorption of the same.

DISCUSSION

Stafne’s cavity in the posterior region of the mandible presents
with a characteristic localisation and radiographic appearance,
facilitating the diagnosis. It typically appears as a unilocular ra-
diolucent rounded or elliptical lesion, which is well demarcated
by a line of sclerotic bone and localises between the first lower
molar and the angle of the mandible below the inferior dental
canal (1). The lingual defect can rarely be palpated, and on oc-
casions sialography of the submandibular salivary gland can be
useful in diagnosis as it shows the distribution of contrast in the
radiolucent zone, which tends to be occupied by submandibular
salivary gland tissue (7). These defects are generally asympto-
matic and non-progressive. For this reason, immediate surgical
treatment is not indicated. Rather, radiographic monitoring is
recommended.

Most cases of ALMSGD localized to the premolar and canine
region, always anterior to the first molar, with very few cases
affecting the incisors. ALMSGD is considered to be quite rare,
in spite of cases that have been published of lesions affecting
the molar region associated with the mandibular canal. As with
posterior defects, the highest incidence occurs in the fifth and
sixth decades of life (60%), with greater than 80% of cases in
males (5). They are most commonly unilateral and were usually
found serendipitously during routine radiography (intraoral or
panoramic, and sometimes computed tomography (CT) or a
Dentascan), as they were generally asymptomatic except in a
few cases in which the patients presented with mild pain in the
region (8). To our knowledge, our case was diagnosed in the
oldest patient yet.

Radiographically, ALMSGD have appeared as a unilocular,
ovoid or circular, and circumscribed radiolucent image, though
in one case it appeared multilocular (9). They have generally
localised to below the radicular apices of the teeth or partially
superimposed on them, appearing similar to a cystic lesion or
an odontogenic tumour. The borders tended to be well defined
and slightly sclerotic, though some have been very sclerotic and
poorly defined (4,5,8). The size of the lesions has generally va-
ried between 0.5 and 2cm at the greatest diameter, with only one
very large defect of 9cm being described (9). These defects have
occasionally contacted the adjacent roots, similar to a periapical
lesion (10), and endodontic treatments were often performed on
these teeth, which failed, thus leading to surgical treatment. En
a few cases, the defects localised to an edentulous area, where
tooth extraction had been performed previously, and appeared
similar to a residual cyst (5).

Three types of Stafne’s bone cavities have been described (11),
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algunos casos, los defectos se localizaban en un area edéntula,
donde previamente se habia realizado una exodoncia, semejando
un quiste residual (5).

Se han descrito tres tipos de cavidad 6sea de Stafne (11), segtin
la relacion con la cortical bucal radiolégicamente. En el tipo I,
la cavidad no alcanza la cortical bucal. En el tipo II, la alcanza
pero sin expandirla. Y en el tipo III, expande la cortical dsea
bucal. Se ha propuesto también otra clasificacion en tres cate-
gorias, segun el valor densitométrico de su contenido (11): la
categoria F indica densidad grasa; la categoria S, densidad de
tejido de partes blandas; y la categoria G, de tejido glandular
en su interior. Nuestro paciente corresponderia por tanto a un
tipo II y categoria G.

En el examen histopatoldgico la inmensa mayoria de estos
defectos contenia tejido glandular salival normal o inflamado
probablemente procedente de la glandula sublingual, pues en
la mayoria de los casos, como el nuestro, la cavidad estaba
en conexion con la glandula salival adyacente, implicando un
defecto mds o menos amplio en la cortical lingual mandibular
(5); pero en algunos casos el defecto contenia tejido conectivo
adiposo o fibroso, tejido linfoide, tejido muscular o vascular, e
incluso se ha encontrado vacio (4,8,12).

La patogénesis de este defecto 6seo lingual sigue sin estar total-
mente aclarada. Son dos las hipétesis mds aceptadas: A) Stafne
(1) y otros autores (7,12,13) pensaron que podria tratarse de un
defecto congénito, por un atrapamiento de una porcién glandu-
lar durante el desarrollo y osificacién mandibular. Seward (7)
consider6 que la constancia en la posicion, la uniformidad en
la apariencia, la aparicién ocasional bilateral, y el poco cambio
que presenta con el tiempo sustentan esta hipétesis. La princi-
pal objecion a esta teoria, basandose en casos con radiografias
previas normales, es que el defecto es mucho mds frecuente en
adultos que en nifios, lo que sugiere que su desarrollo es mas
tardio, tras la osificacién de la mandibula (14). A favor de la
teoria, en cambio, hay casos en los que se ha visto que dichos
defectos se habian desarrollado lentamente. B) Otra hipétesis
es que el defecto 6seo se desarrolla mds tardiamente, como
resultado de una presion crénica ejercida localmente por la
glandula submandibular en los defectos posteriores y por la
sublingual en los anteriores (13), que produciria una erosion
y reabsorcion. Esto se fundamentaria en la tardia aparicion
radiografica y la deteccion del defecto en la edad media de la
vida. Algunos autores piensan que se produciria una hipertrofia
glandular compensadora causada por una infiltracién linfocitica
y una reducida eficiencia secretora, las cuales aumentan con la
edad; otros piensan que se produciria un crecimiento glandular
formando parte del crecimiento somadtico general (8,14).

Al contrario que el defecto posterior, el DGSMLA presenta
mayor dificultad en su diagndstico, especialmente por tener
una apariencia radiografica mucho mds variable y porque el
canal dentario inferior no estd presente en la zona anterior
mandibular, pudiendo confundirse por ello mas facilmente con
otras lesiones radioldcidas uniloculares, especialmente con la
patologia quistica.

Cuando se sospecha este DGSMLA, han de realizarse exdmenes
adicionales para confirmar el diagnéstico, que s6lo puede ser
de certeza histologicamente. Normalmente no se recomienda
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according to the radiographic relationship with the buccal cortex.
In type I, the cavity does not reach the buccal cortex. In type II,
itreaches it without expanding it. In type III, the buccal osseous
cortex is expanded. Another classification in three categories has
also been proposed based on the density value of its contents
(11): category F indicates fat density, category S soft tissue den-
sity, and category G glandular tissue on the inside. Our patient
would correspond to type II and category G.

On histopathlogic examination, the vast majority of these de-
fects contained normal or inflamed salivary gland tissue, which
probably corresponded to the sublingual salivary gland, since in
most cases, such as ours, the cavity was connected to the adjacent
salivary gland, resulting in a rather large defect in the mandibular
lingual cortex (5). However, in some cases the defect contained
adipose or fibrous connective tissue, muscular or vascular tissue,
or has even been found to be empty (4,8,12).

The pathogenesis of this lingual osseous defect is not yet fully
understood. Two hypotheses are most commonly accepted: A)
Stafne (1) and other authors (7,12,13) believed that it could be
related to a congenital defect due to entraptment of a portion
of the glandular tissue during mandibular development and os-
sification. Seward (7) believed that the consistency in location,
uniformity in appearance, occasional bilateral occurrence, and
the small amount of change with time support this hypothesis.
The main objection to this theory, based on cases with previous
normal radiographs, is that the defect is much more common
in adults than in children, which suggests that it develops later
in life, after ossification of the mandible (14). On the other
hand, the theory is supported by the fact that there are cases
in which the defects have been seen to develop slowly. B)
Another hypothesis is that the osseous defect develops more
slowly as a result of locally exerted chronic pressure from the
submandibular gland in posterior defects and from the sublingual
gland in anterior defects (13), which would result in erosion and
resorption. This would be based on the delayed radiographic
appearance and the detection of the defect in middle-aged in-
dividuals. Some authors believe that a compensatory glandular
hypertrophy would occur as a result of lymphocytic infiltration
and reduced secretory efficiency, which both increase with age.
Others believe glandular growth would occur as a part of general
somatic growth (8,14).

Unlike the posterior defect, ALMSGD is more difficult to diag-
nose, especially because of its much more variable radiographic
appearance and because the inferior dental canal is not present
in this portion of the mandible. This makes it easier to confuse
this lesion with other unilocular radiolucent lesions, particularly
those with cystic pathology.

When ALMSGD is suspected, additional examinations should
be done to confirm the diagnosis, which can only be definitively
confirmed histologically. Sialography is not normally recom-
mended since it provides little information on the sublingual
gland (8). CT (11) or magnetic resonance imaging (MRI) are
preferred since axial radiographic sections can aid in diagnosis
and planning of a surgical approach (9). The Dentascan CT,
which is easy to perform, is suggested as the most appropriate
non-invasive diagnostic and monitoring modality, especially
when image reconstruction is performed (10). MRI does not
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realizar una sialografia, pues aportaria pocos datos en la glan-
dula sublingual (8). Se prefieren la tomografia computerizada
—TC- (11) o la resonancia magnética -RM-, pudiendo ayudar
al diagndstico y al planteamiento del abordaje quirtrgico la
realizacion de cortes radiograficos axiales (9). El Denta-scan
TC, de fécil realizacidn, se sugiere como la modalidad de diag-
ndstico y seguimiento no invasivo mds adecuado, especialmente
cuando se realiza reconstruccion de imagenes (10). La RM no
expone al paciente a radiaciones ionizantes, y puede evitar el
uso de material de contraste o la incomodidad de la sialograffa,
pero es mas costosa y se producen artefactos por la presencia
de metales (2).

En el diagnéstico diferencial podemos incluir como entidades
mas significativas (4,8,10,15) el quiste radicular, el quiste re-
sidual, el quiste odontogénico no inflamatorio, el quiste lateral
periodontal, y el queratoquiste odontogénico, sin olvidar otras
muchas lesiones, como el ameloblastoma y otros tumores odon-
togénicos, algunos tumores benignos, e incluso metastasis 6seas.
También cabe diferenciar los DGSMLA de las concavidades
Oseas labiales, presentes usualmente en las regiones anteriores
de los maxilares y en las que el hueso esta adelgazado y aparece
mas radiolicido, pero estas tltimas son facilmente palpables.
Establecido ya el diagnéstico de sospecha, se admite que no
es necesario ningin tratamiento quirdrgico para la cavidad
de Stafne, sino s6lo un seguimiento radiografico, tanto en la
variante posterior como en la anterior; y se admite que la ex-
ploracién quirtirgica y la biopsia deberfan ser realizadas sélo
cuando el diagnéstico es incierto o cuando excepcionalmente
se sospeche una patologia mds grave en los casos atipicos. Pero
la confusion diagnéstica inicial puede hacer que se realicen
tratamientos innecesarios, como tratamiento endoddntico,
trefinado dseo, y exploracion 6sea (10). Si se trata quirdrgica-
mente, se aconseja emplear un abordaje de la lesion levantando
un colgajo mucoperidstico lingual, que mejora el acceso a la
regién, reduce el trauma operatorio y evita muchas veces ac-
tuar indtilmente sobre la cortical vestibular. Con el propdsito
de restablecer el defecto éseo, algunos autores sugieren aplicar
técnicas de regeneracion 6sea guiada (8). En nuestro paciente,
el control radioldgico postoperatorio al aio mostré una menor
radiotransparencia a nivel de la lesion, lo que nos hace pensar
que se trate probablemente de hueso neoformado; pero debido
a que el paciente rechazé una reentrada quirtrgica, no tenemos
evidencia histoldgica de ello.

Nuestro caso se presentd fortuitamente. Al pensar inicialmente
que se trataba de un quiste radicular, no se dispuso preoperato-
riamente de un estudio radiolégico mas amplio (especialmente
cortes de TC) que mostrara el defecto cortical lingual mandibu-
lar. El hecho de haber podido acceder bien a la lesion a través del
abordaje vestibular, como ha ocurrido en otros casos descritos
(5), y el no tener un diagndstico de certeza de que se trataba de
tejido glandular, hizo que no realizdsemos ademds un abordaje
lingual mandibular, que hubiera ofrecido mejores campo visual
y control del proceso. Hay que remarcar, como otros autores (6),
la necesidad de realizar ante radiolucencias mandibulares una
minuciosa historia y examen clinico al paciente, y si se sospe-
cha la lesion, las pruebas complementarias adecuadas, pues su
abordaje puede entrafiar un riesgo importante si no se ha sido
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expose the patient to ionising radiation and avoids the use of
contrast material and the discomfort of sialography. However,
it is more expensive and artefacts result from the presence of
metals (2).

The most important differential diagnoses that we can consider
(4,8,10,15) include radicular cyst, residual cyst, non-inflamma-
tory odontogenic cyst, lateral periodontal cyst, and odontogenic
keratocyst. Additionally, many other lesions should not be for-
gotten such as ameloblastoma and other odontogenic tumours,
some benign tumours, and even osseous metastasis. ALMSGD
should also be differentiated from labial osseous concavities,
which are usually present in the anterior region of the maxilla,
are characterised by thinning of the bone, appear more radiolu-
cent, and are easily palpable.

Once a suspected diagnosis is established, surgical treatment is
not necessary for Stafne’s cavity. Rather, radiographic monito-
ring is indicated for both the posterior and the anterior forms.
Surgical exploration and biopsy should only be performed
when the diagnosis is uncertain or in exceptional cases when
an unusually severe pathology is suspected. Initial diagnostic
confusion can result in unnecessary treatment such as endodontic
treatment, osseous trephination, and osseous exploration (10).
If treated surgically, it is recommended to make the approach
to the lesion by elevating a lingual mucoperiosteal flap, which
provides better access to the region, reduces surgical trauma,
and often avoids unnecessary manipulating of the vestibular
cortex. In order to re-establish the osseous defect, some authors
suggest using guided osseous regeneration techniques (8). In
our patient, postoperative radiographic follow up at one year
revealed less radiolucency at the level of the lesion, which we
believe is due to newly-formed bone. However, because the
patient declined further surgical intervention, we do not have
histologic evidence of this.

Our case presented serendipitously. It was initially believed to
be a case of aradicular cyst, so further radiographic examination
was not performed preoperatively (particularly CT sections) to
show the mandibular lingual cortical defect. Because adequate
access to the lesion was possible through the vestibular approach,
as has been described in other cases (5), and because we did not
have a definitive diagnosis of glandular tissue involvement, we
did not perform a mandibular lingual approach, which would
have offered a better visual field and control of the process. It
is important to emphasise, as other authors have (6), the need to
obtain a thorough history and clinical examination of the patient
in cases of mandibular radiolucencies. Furthermore, when such
alesion is suspected, appropriate complementary testing should
be performed, since the approach to this lesion can carry a sig-
nificant risk if sufficient caution is not exercised. This was the
situation in our case in which profuse haemorrhage occurred,
though it was subsequently controlled without extending the
initial surgical incision.

Although ALMSGD are rare in the literature, we believe, as
do other authors (8), that this condition is probably much more
common in part because many of these lesions are merely nor-
mal anatomic variants and are only observed radiographically
when the defect is extensive. Moreover, since this lesion is not
generally considered, many would make a chance diagnosis
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suficientemente precavido, como sucedié en nuestro caso al
presentarse una hemorragia profusa, aunque finalmente logr6
controlarse sin ampliar el abordaje quirtirgico inicial.

Aunque los DGSMLA son raros en la literatura, pensamos, como
otros autores (8), que probablemente sean mucho mds frecuen-
tes, por una parte porque muchos de ellos no sean mas que una
variante anatomica normal y s6lo se observen radiolégicamente
cuando el defecto es extenso; y por otra parte, porque al no
pensarse habitualmente en ellos, muchos se diagnosticarian de
modo casual al examinar al paciente o incluso al intervenirlo
quirdrgicamente, como ha sucedido también con otros casos
publicados (5), y no se publicarian por no disponer de la docu-
mentacion necesaria debido a su presentacion inesperada.
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