
Abstract. Background: Different phenomena can result in
enlargement of mental foramen and mandibular canal. At the
foreground of diagnosis is the assessment of the biological
properties of the tissue which causes such detailed lesions of
the skeleton. Case Report: This report describes a palpable
mass at the site of the mental foramen with radiological
evidence of an extensive enlargement of the bony portion of the
inferior alveolar nerve. These findings were the reason for
surgical exploration. Surprisingly, the mass was inflammatory
tissue that had proliferated in the canal and foramina. The
lesion had grown around the nerve and did not infiltrate it. The
diagnosis of lymphatic hyperplasia was made. Other potential
causes of the unusual radiological and clinical findings are
explained with reference to the literature. Conclusion: Imaging
does not provide a safe assessment of tumor biology. Surgical
exploration with detailed tissue examination of the tumor
provides the basis for appropriate therapy. 

The mental foramen and mandibular canal of the human
skull are structures that are largely symmetrical (1-8) and
whose size and shape is constant within certain limits (8-10).
Structural alterations of the mental foramen or mandibular
canal such a widening of the lumen are a rare and usually
incidentally finding recorded on plain radiographs (2, 5, 6).

The differential diagnosis of enlarged foramen and canal is
manifold (11-56) and includes lymphoma (11-21), peripheral
nerve sheath tumor (22-34), primary sarcoma (35-38), locally
invasive carcinoma of the mucous membranes (39-45),
distant metastasis (46, 47), osteomyelitis (48), lipoma (49,
50), hemangioma (51), idiopathic (52) and iatrogenic (53)
bone defects, as well as various syndromes (54-56).
Unilaterally enlarged mental foramen on a radiograph is
suspected to indicate an underlying neoplastic process,
predominantly tumors arising from lymphatic or nerve sheath
cells (1, 13). However, radiological diagnosis of enlarged
mental foramen does not allow determination of the
phenomenon’s biology. Indeed, mandibular canal and
foramina enlargement may also be diagnosed in rare non-
tumorous entities such as Proteus syndrome (55) and
multiple endocrine neoplasia (54). However, even in the field
of rare medical syndromes, this finding is also relatively
often reported. Enlargement of the nerve canal and mental
foramen was occasionally identified in Noonan syndrome
(56) and is considered a frequent radiological sign of
neurofibromatosis type 1 (NF1) (27). The finding may occur
unilaterally or bilaterally (27, 33). Pathogenesis of the
findings is unclear with respect to NF1 (33), a tumor-
suppressor gene disease, and other syndromes (54-56). On
the other hand, nerve sheath tumors other than neurofibroma,
in particular schwannoma, can also cause distension of the
nerve canal. Intraosseous schwannoma is usually a sporadic
tumor unrelated to NF2 (30). However, intraosseous
schwannomas usually do not exhibit tubular but a rather
cyst-like appearance on sectional x-ray images of the jaw
(30) and the center of the lesion is more frequently in the
distal portion of the mandibular corpus (32). Magnetic
resonance imaging (MRI) is the preferred technique for
imaging peripheral nerve sheath tumors (57). While MRI is
recommended for peripheral nerve sheath tumour of the
trigeminal nerve (58), it does not allow differentiation
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between entities of neurogenic tumors (23, 25). Malignant
neoplasms of neurogenic and non-neurogenic origin can
cause enlarged mandibular canal through osteolytic
remodeling, reaching as far as the mental foramen (34).
Despite imaging-assisted preliminary assessments of the
suspected tumor entity, as well as knowledge of the
prevalence, preferred locations and growth patterns of certain
diseases with this pattern of radiological findings, the range
of diagnoses remains very large (11-56).

The following report describes a space-occupying lesion
first noticed at the mental foramen from which it was
recognized that it reached into the canal and beyond. At first,
from plain radiographs (59) the lesion had been estimated to
be a benign nerve sheath tumor limited in size and extension
to the site of the foramen. Surprisingly, the non-neurogenic
lesion was of remarkable extension confined to the affected
nerve. The lesion was characterized by non-neoplastic
lymphatic tissue. A similar finding has been described in one
other report only to our knowledge (60).

Case Report

The 59-year-old patient visited the outpatient clinic of the
Department of Oral and Craniomaxillofacial Surgery on
referral by her general practitioner.  For several months, the
patient had noticed a mass in the area of the left anterior side
of the mandible and was worried that a neoplasm might be
developing. Her doctor had also suspected a neoplasm,
considering in his assessment the local conditions that had
remained unchanged for months (constant volume, no
functional failure) and argued in favour of the assumption of
a schwannoma of the trigeminal nerve.

The patient was in a good general health condition and
there was no evidence of a local trauma. During the physical
examination, the sensitive qualities of the facial skin were
unaffected. In particular, no dysesthesia was found in the
mental nerve supply area. In the area of the left mandibular
premolar region, a rounded, firm mass was palpable through
the moveable skin. Upon pressure on this mass, the patient
reported uncomfortable feeling of pressure that projected into
the left lower lip region. Intraoral inspection disclosed
unremarkable, intact mucosa. The palpation of the lesion
showed it to be localized in the vestibular region of the left
mandibular premolars. Mucosa was easy to move over the
smooth, plumping prominence. The teeth of the third
quadrant responded adequately to cold stimuli.

Plain Radiography

A panoramic view was made on which the enlarged mental
foramen of the left side was apparent (Figure 1A and B). In
addition, the mandibular canal of the left mandibular side was
not defined in the area of the molars in this radiographic

projection. This lack of delineation of the canal on the
panoramic radiograph was accompanied by a substantial loss
of the trabecular structure of the corpus to the angle of the
jaw. The structure and position of the teeth adjacent to the
foramen were unaffected. The patient was asked if X-rays had
been taken during dental procedures. The patient was able to
submit oral radiograph and panoramic radiograph of the jaws
that had been prepared 7 and 8 years before, respectively
(Figure 1C-F). On the panoramic radiograph, discrete
asymmetry of the mental foramina was apparent, but only
noticeable in retrospect (Figure 1 E and F). The findings had
not changed during the former check ups. The comparison of
the X-ray findings of the former and current panoramic views
showed a change in the local findings, whereby the major
difference between the two X-ray images was the greater
mental foramen in the current image. In contrast, the blurred
demarcation of the nerve canal of the left side of the jaw on
both radiographs was essentially unchanged (Figure 1).

Cone beam computed tomography (CBCT). A CBCT of the
mandible was performed in order to assess the skeletal lining
of the nerve. The sectional views of the mandible confirmed
loss of trabecular bone of the left corpus and absence of a
sclerotic line delineating the nerve canal in this part of the
bone. Furthermore, the images disclosed a substantial
increase in size of both mental and mandibular foramen of
the left mandibular side (Figure 2).

MRI. At the time, the preferred diagnosis of the intraosseous
mass was a benign tumor of the nerve sheath origin. In order
to better differentiate the structure of the soft tissue lesion
within and around the nerve canal, 7-T MRI of the lower jaw
was carried out (Figure 3). MRI of the left mandible revealed
the mass to be a solid structure completely filling the
enlarged canal. The homogeneous signal of the lesion was
continuous from the mental to the mandibular foramen and
beyond to the skull base. The intraosseous volume of the
lesion presented in the MRI was consistent with the visible
extent of loss of the internal spongious bone structure on
plain radiographs and CBCT.

MRI showed an expansile, smooth-walled tumor that
completely filled the mandibular canal. This tumor was
hypointense in T1-weighted images and hyperintense in T2-
weighted. The intraosseous tumor protruded out of the bone
in a mushroom-like pattern from both foramina (6 to 7 mm)
(Figure 3B-E). The growth of the mandibular lesion reached
to the infratemporal fossa and cheek (Figure 3B, C and F).
The intraosseous continuity of the lesion within the bone
beyond the mental foramen was depicted down to the region
of the left lateral incisors (Figure 3A and B). The signal at
this site probably indicated the further intraosseous course
of the tumorous nerve, which ends as the incisal nerve at the
midline of the mandible.
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The intraosseous lesion had a total length of about 7.5 cm
and a diameter of up to 1.4 cm. The intraosseous part of the
tumor had remodeled the displaced bone to varying degrees, as
could be seen from the changes in tumor diameter in the corpus
area. The dilatation of the foramina was at the mandibular up
to 11 mm and at the mental up to 7 mm. The lingual cortical
bone appeared to be resorbed in the area of the left mandibular
angle for a short distance (approximately 3 mm). The
surrounding soft-tissue areas were not infiltrated by the lesion.
Small radial extensions of the strand-shaped hyperintense
lesion within the bone were visible, aligned at right angles to
the main lesion (Figure 3D and E). There was no perilesional
edema. No intra-lesional cysts were detected. The basal part of
the mandible was clearly separated from the hyperintense
signals of the lesion. Although the radiological findings were
compatible with the suspicion of a benign tumor arising from
the peripheral nervous system, such as neurofibroma, it was
not possible to rule out a malignant tumor, for example a
malignant peripheral nerve sheath tumor, with the findings.

Surgery. The patient was informed about the findings and
offered surgical revision of the lesion. However, the patient
decided to wait and see whether the lesion would show

spontaneous regression. Only one year later, the patient
returned to the outpatient clinic and asked for surgical
revision. The palpation of the tumor was unchanged. Pain on
pressure had slightly increased in the meantime, but neither
neurological deficits were recorded nor did the panoramic
view show further enlargement of mental foramen and
mandibular canal (Figure 4).

Under general anesthesia, the vestibular mucosa was
detached from the bone and the left mental foramen was
exposed. Inside the well-demarcated foramen, a soft-tissue
lesion surrounded the terminal branches of the mental nerve.
In contrast to the well-delineated, firm and smooth nerve
fibers that were removed from the periosteum, the
intraosseous lesion was much softer and easily lost integrity
when touched. However, the jelly-like lesion was distributed
in direct contact with nerve fibers. The enlarged foramen was
freed from the tumor for a representative tissue sample, with
a small additional tissue sample taken from a nerve to which
the tumor was tightly attached. The mucosa was replaced,
the wound was closed with sutures and the patient’s further
course was unremarkable. Postoperative hyperesthesia was
recorded in the left chin area that slowly receded in follow-
up. Surgical exploration is summarized in Figure 5.
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Figure 1. A: Panoramic view of the patient’s jaws at the time of first investigation at an oral and maxillofacial surgery outpatient clinic (age: 59
years). A roundish translucent structure is located below the apices of mandibular left premolars that is detailed in B (cropped image of panoramic
radiograph). On the right side, a small roundish translucent structure caudal to premolars is interpreted as mental foramen. The comparison of
the mandibular canals shows that the canal on the left side is enlarged and more translucent than that of the opposite side.  Comparison of right
(C) to left (D) mandibular foramen region on panoramic view taken more than 8 years earlier (cropped images): Whereas sclerotic lines delineate
upper and lower margin of the lumen of the right canal (C), the left mandibular canal cannot be identified throughout the whole mandibular corpus
and ramus (D). At that time (50 years old), the mental foramen was slightly larger than that of the other side, but not noticeably deformed. F: This
finding had not changed significantly 1 year later (after prosthetic restoration).



Histology. The nerve tissue sample showed an intact nerve
with adjacent lymphatic tissue (Figure 6).

The bone sample from the edge of the foramen showed
regular, trabecular bone, with no signs of infiltration or
destruction.

The hematoxylin and eosin-stained sections showed
organoid lymphatic tissue, reminiscent of a lymph node, with
prominent secondary follicles and typically structured
germinal centers, suggesting the diagnosis of lymphatic
hyperplasia. However, due to the fact that the findings were
quite unusual for this particular anatomical location and due
to some tissue crush artifacts, further immunohistochemical
and clonality studies to corroborate the diagnosis were
undertaken. These showed the typical composition of the B-
cell-dependent follicular and T-cell-dependent inter-follicular
zone, as revealed by antibodies against CD20 and CD3. The
germinal centers were, as expected, positive for CD10 and
BCL6 transcription repressor, and negative for BCL2
apoptosis regulator, with high proliferative index (Ki67).
CD5 labeling corresponded to the CD3 positivity of the 
T-lymphocytes. Cyclin D1 staining was unremarkable. CD21
and CD23 highlighted networks of follicular dendritic cells.
The tissue sample contained numerous IgG-positive plasma
cells, with low IgG4/IgG ratio (at most 6/high-power field),

altogether without findings suspicious of IgG4-related
sclerosing disease. The ratio of kappa- and lambda-positive
plasma cells was balanced and there was no evidence of
clonal immunoglobulin heavy chain (IGH) and
immunoglobulin light chain kappa (IGK) gene rearrangement
in the polymerase chain reaction analysis (61).

In summary, the diagnosis of lymphatic hyperplasia was
made (Figure 7).

Discussion

This case report shows that, by means of a detailed
morphological examination, the diagnosis of an intraosseous
lymphatic hyperplasia was made, for which a neoplasm of
nerve sheath origin had been expected at this location. The
development of lymphatic hyperplasia in the mental foramen
has only been reported once, to our knowledge (60).
However, this earlier case report differs in the phenotype
from that presented here. 

Oral lymphatics. The oropharyngeal region is densely supplied
with lymphatic tissues. Discrete lymphatic aggregates are
found in certain regions of the oral cavity, especially in the
dorsolateral aspect of the tongue (lingual tonsil), ventral
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Figure 2. Cone beam computed tomography showing the enlarged foramina and canal of left mandibular side. In order to clarify the comparison
of the findings, the regions of interest are presented as cropped images and assembled as one. The images show the considerable enlargement of
the mental foramen (A: axial plane, B: coronal plane, C: sagittal plane) and of the mandibular foramen [D: axial plane, E: coronal plane, F:
sagittal plane (right side of mandible), G: sagittal plane: (left side of mandible)], right mandibular canal of normal size (H: coronal plane) and
ill-defined, enlarged left mandibular canal (I: coronal plane). Side by side comparison shows extensive radiotranslucent region, indicating the
widespread displacement of spongy bone in the left mandibular corpus and ramus. The spatial pattern of displacement of the bone acts as if the
bone had been forced back in a centrifugal direction around the course of the inferior alveolar nerve. In contrast to panoramic tomography, the
occupied space of the lesion is sharply demarcated in sectional images. However, neither imaging technique shows a marginal sclerotic zone
surrounding the left canal.
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Figure 3. 7-Tesla magnetic resonance imaging of lymphatic hyperplasia affecting the mandibular nerve. A: Axial section of mandible shows alveolar
inferior nerve of both sides (volume-interpolated breathhold examination). On the left side, the canal is densely filled with the hyperintense lesion.
The intraluminal lesion is seen to be widely expanding at the expense of spongy bone. Inside the lesion appears less hyperintense than at the
margins. Note image of normally sized right inferior alveolar nerve. B: Axial section of mandible: The intraosseous lesion expands in continuity to
the soft tissues surrounding the foramen. Lesion is hyperintense in this mode and sharply demarcated from the soft tissues. C: Mandibular foramen
depicted in same imaging mode. Lesion extends at this site in a similar way as to the mental foramen into soft tissues of the skull base (arrow). D:
Parasagittal view of left mandible discloses the multiple, bulb-like extensions of the lesion to alveolar bone. E: This turbo spin-echo short-tau
inversion recovery image shows periradicular extension of lesion. However, the marginal limbus of bone surrounding the dental roots is visible in
continuity and differentiated from the lesion’s hyperintensity by a small hypointense rim. F: Coronal view of mandibular foramen depicts the
extraosseous part of the lesion closely adhering to the lingual aspect of mandibular ramus.

Figure 4. A: Panoramic view taken at the time of surgical intervention (age: 60 years). Horizontal broken arrow shows right mandibular foramen
of normal size and position. Vertical broken arrow shows right mental foramen of normal size and position. Horizontal arrow shows enlarged
mandibular foramen with more caudally located inferior border. Vertical arrow shows large roundish mental foramen. B: Enlarged view of inset
region (dashed rectangle) in A. The mental foramen appeared to have enlarged compared to previous imaging 11 months before.



portion of the tongue, buccal mucosa, floor of the mouth and
soft palate (62). These aggregates may respond to appropriate
stimuli with an excessive increase in size, which is interpreted
as an expression of enhanced immune response. The normally
flat and inconspicuous lymphatic aggregates can reach, as so-
called reactive lymphatic hyperplasia, a tumor-like volume
(62). In principle, lymphatic tissues outside of these
anatomically preformed aggregates of the oral cavity are also
capable of coordinated localized growth. Apparently, in our
case, reactive lymphatic hyperplasia had developed inside the
mandibular canal and emerged via the mental foramen to
adjacent soft tissues. An odontogenic cause of the hyperplasia
is unlikely, as the teeth were prosthetically restored, reacted
adequately to cold stimuli and the nerve channels extending
to the apices of the adjacent premolars were unaffected by the
neoplasm. Lymphatic vessels of the cranial nerves and, in the
periosteum or perichondrium, the mandible arise early in the
embryonic phase (63). Lymphatic vessels are recognized in

close contact with the alveolar nerve (64). Functions of these
intraosseous lymphatic vessels are unknown. The granuloma-
like aspect of the tissue sample obtained during exploration is
typical of lymphatic tissue (65).

Clinical findings and diagnosis. The clinical findings in this
case are compatible with those for a benign lesion because
the known tumor apparently had not shown an increase in
volume over a long period of time, and because the nerve
function had hardly been affected by the lesion. However,
the unrestricted sensitivity of the skin of the chin is not a
sure sign for excluding malignant lymphoma of the
mandibular nerve branches. Indeed, sensory disturbances are
a leading finding in the cutaneous field of the mental nerve
in a lymphoma arising in the alveolar nerve or further
proximally in the mandibular nerve (15, 20). This finding
necessitates extended diagnosis of numb chin syndrome (47,
53). Nevertheless, a malignant tumor in this location does
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Figure 5. Surgical aspect. A: Healthy oral mucosa of left mandibular vestibule. B: After mucosal incision, the branches of the mental nerve appear,
which are pushed out of the foramen by an obscure mass. C: Further preparation reveals the mental nerve and a homogeneous tumor mass, both
of which fill in the enlarged foramen. D: Aspect of the foramen after removal of the tumor, taking a bone sample and a sample of the nerve.



not necessarily cause a numb chin (16). On the other hand,
the intra-canalicular growth of a malignant tumor does not
necessarily lead to an enlarged mental foramen (15, 46).
Therefore, both imaging and physical findings are
inappropriate for definitively assessing the biological quality
of the lesion and histological investigation of a representative
specimen is needed.

Taking into account the frequency of neoplasms of this
region, the enlarged foramen in conjunction with the
palpable nodular tumor had initially been assessed to be
sporadic neurofibroma or schwannoma. Indeed, the
(unilateral) enlargement of the mental foramen is considered
a radiological finding of NF1 (27). Neurofibromas of the
peripheral nerves as well as abnormal radiographic findings
of the jaws were detected in NF1 (27, 33). However, our
patient had no signs of NF1, so the suspected diagnosis was
for sporadic tumor development. However, even with a very
large sporadic neurofibroma of the mental nerve, the skeletal
integrity of the foramen and canals can be preserved (28) so
that radiological change does not give a reliable indication
of the suspected cause. In fact, statements about tumor entity
in cases of enlarged foramen and nerve without histological
examination of the findings are dubious (66, 67).

Symmetry of nerves and asymmetry of bone. The mandibular
foramina and the nerve channels show considerable inter-

individual variations in size and topographical relationship to
the teeth (4). However, these structures are very symmetrical
within the individual. In panoramic radiography, the mandible
is mapped as a symmetrical object of characteristic outline and
differentiated internal structure, if the correct setting of the
skull in the radiological device is maintained (68, 69).
However, the lower jaw adapts to the disturbances of its main
function under very variable conditions by changing its shape.
That is, local morphological changes of the mandible are
relatively common, which are interpreted as adapting to the
main task of this bone, namely secure the tooth occlusion for
shredding food, which is necessary in preparation for the
swallowing act. Remarkably, the neural elements in this
skeletal adaptation remain symmetrical in their macroscopic
structure (8). Therefore, skeletal asymmetries of canal and
foramina on radiographs can indicate the very rare case of
asymmetric growth of nerves. This is a finding that should be
further investigated. However, the quality of radiographic
examination of the jaws with the panoramic view is very
sensitive to positioning errors. Asymmetries of the nerve canal
can be the result of positioning errors (67). In addition to
erroneous assumption of skeletal asymmetry of the bone, local
changes in shape and internal structure also can be simulated
by positioning errors (70-72). For this reason, supplementary
examinations, in particular imaging techniques, are
recommended in cases of suspected asymmetry of the jaw
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Figure 6. Histopathology of the nerve tissue sample shows single fascicles of a peripheral nerve without any pathological findings. A: Hematoxylin
and eosin staining. B: Periodic acid-Schiff reaction. C: Immunohistochemistry for S100 protein. Scale bar: 100 μm.

Figure 7. Lymphatic tissue of mandibular canal. A: The benign lymphatic tissue is reminiscent of a lymph node (hematoxylin-eosin staining).
Immunohistochemical differentiation of lymphatic cells disclosed B-cells (B) and T-cells (C).   



(73). In the present case, the ramifications of the mental nerve
were of normal size, so that the intraoperative findings
supported the presumption that the tumor was adjacent to the
nerve and had spread along the bone tube. Although the local
findings derived from biopsy cannot be generalized for the
entire nerve, everything indicated that the distension of the
nerve canal was the result of lymphatic hyperplasia.

Quality of imaging. Panoramic view: The mental foramen
can be displayed significantly enlarged on panoramic views,
by up to 23% (2). Forni et al. identified an increase of the
examined objects by as much as 36.6% on panoramic views
compared to computed tomography (74). This influence
apparently depends on the direction of displacement of the
object in relation to the radiological measuring device (70).
From these and other studies it was concluded that
panoramic imaging is applicable to the qualitative
assessment of structural strains, e.g. symmetry comparison,
if correct alignment of the object to be examined in the beam
path is respected, but caution is required for absolute
measurement or relative comparison (59).

CBCT: The quality of the presentation of skeletal
structures of the facial skull has improved significantly with
the introduction of CBCT. In panoramic radiography, the
representation of the mandibular canal depends on where this
anatomical entity is located relative to the radiological focal
plane (71, 72). In contrast to panoramic radiography, CBCT
can show the examined skeletal object as a cross-sectional
image in various dimensions. However, CBCT also has
limitations in imaging accuracy. For example, the diameter
of the mandibular canal has been shown to be up to 22.8%
smaller in the CBCT image than the true dimension of the
organ (73).

MRI: MRI is capable of displaying lesions and tumors of
the nerve canal and allows volume calculations (75, 76).
Recent developments of MRI use 7-T and higher (77-79).
Almost anatomical images can be achieved with these
devices (77). However, 7-T MRI is sensitive to disturbance
(79). Fundamental superiority of the imaging quality of MRI
at 7-T versus 3-T is not yet assured for the presentation of
tumors and lesions of the cranial nerves. In the present case,
a tumor of the nerve sheath was considered possible
according to MRI criteria. A statement on the nature of the
tumor was not possible with MRI. The imaging quality of
the lesion was excellent, however, it did not allow any
distinction between the lesion and the nerve, which was
clearly apparent on surgical exploration.

Lymphatic hyperplasia. Lymphatic hyperplasia (synonym:
lymphoid hyperplasia) is a benign, reactive proliferation of
lymphatic cells. Lymphatic hyperplasia may exhibit
similarities to lymphoma, but the entity is clearly different due
to its benign course, both from a clinical and morphological

point of view (80). The immunohistochemical characteristics
allow morphological distinction of lymphatic hyperplasia from
neoplastic disease. Reactive lymphatic hyperplasia can
originate at any site where lymphatic tissue is present.

Lymphatic hyperplasia of oral and maxillofacial regions:
Particular attention has been paid to the differentiation of
reactive lymphatic hyperplasia of the oral cavity, in
particular the palate, because primary malignant lymphomas
in the oral cavity occur preferentially in this area (81, 82).
Lymphatic hyperplasia also occurs in other areas of the face,
e.g. the orbit. However, lymphatic hyperplasia of the
terminal branches of the trigeminal nerve is rare (83) and
also in other head and neck regions a rare finding (84-87).

Lymphatic hyperplasia of the alveolar nerve: Vartiainen
et al. reported a case in which lymphatic hyperplasia of the
alveolar nerve was diagnosed (60). The case differs from this
report in the substantial finding that the indication for
surgical exploration was due to increasing numbness of the
chin and cheek on the affected side. In the case of Vartiainen
et al. (60), a biopsy of the nerve was made on suspicion of
malignant tumor. Here, lymphatic hyperplasia was diagnosed
in the histological evaluation and immunohistochemical
differentiation of the lymphatic cells. Since this was a case
of increasing neurological deficit, in a second procedure, the
bone was osteotomized and the nerve removed. The tissue
samples showed lymphatic infiltration of the nerve with
necrosis. In contrast to the findings of the earlier report (60),
in the case presented here, there were no functional failures
of the nerve due to the disease and the tissue sample of the
nerve showed neither infiltration by lymphatic tissue nor
necrosis. However, our patient refused further surgical
reduction of the lesion so that it cannot be assumed with
certainty that the lesion was of the same histological type
throughout. For both cases, the patients required careful
follow-up (60).

Conclusion

Unilaterally enlarged mental foramen should be clarified
diagnostically to exclude early findings of neoplastic
diseases. Although tumors of the foramen can originate from
the nerve itself, a lymphatic neoplasm is to be considered in
the initial diagnosis. As a very rare diagnosis, after careful
examination of the tissues, lymphatic hyperplasia may be
found to have developed in the foramen. Imaging does not
provide a safe assessment of tumor biology. Surgical
exploration with detailed tissue examination of the tumor
provides the basis for appropriate therapy. 
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