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ABSTRACT
Odontogenic fibromyxoma is a slow growing, locally invasive, non metastasizing neoplasm found exclusively in the
bones of the facial skeleton. Although benign, it is locally very aggressive making it difficult to eradicate. It commonly
occurs in the second and third decade, and the mandible is involved more commonly than the maxilla. The lesion often
grows without symptoms and presents as a painless swelling. The radiographic features are variable, and the diagnosis
is therefore not easy in many cases. This article presents a rare case of Odontogenic fibromyxoma occurring in the
posterior mandible of a twenty year old male patient with the review of literature.
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Odontogenic myxoma (OM) is a rare tumor that occurs in
the mesenchymal tissue of the the mandible and maxilla
and represents 3 – 6% of all odontogenic tumors.1
Fibromyxomas are benign but aggressive mesenchymal
tumors that are slow growing, expansile and locally
destructive2. It usually occurs in the 2nd and 3rd decade of
life, rarely in children or adults over 50 years of age.3
They occur commonly in women with a mean age of 31
years.2 The tumor occurs almost equally in the maxilla
and mandible with a slight predilection for the posterior
mandible.4 Clinically it presents as a slow growing
asymptomatic swelling, however, pain and paresthesia
can occur in advanced stages. Facial asymmetry may
occur due to large lesions. Displacement and mobility of
teeth are relatively common. It may be associated with
unerupted teeth. Cortical expansion can occur and large
lesions can cause perforation.5 Radiographically, OM
most commonly presents a unilocular or multilocular,
well-defined radiolucency.6 In this article, we present a
case of Odontogenic fibromyxoma alongwith focal
reparative giant cell granuloma with its review of
literature and the contribution of the radiological
examination to the differential diagnosis and the
importance of a meticulous enucleation in order to
prevent recurrence.

medication. There was no history of anesthesia or
paresthesia. The swelling was followed by pain which
was intermittent, piercing and localized and got relieved
on medication. No significant medical anamnesis was
reported.
On clinical examination, a diffuse oval shaped swelling
measuring approximately 5cm × 4cm in its greatest
dimensions, was present extraorally on the lower third of
the face extending from 1cm to the left corner of mouth
to left angle of the mandible anteroposteriorly.
Superoinferiorly, it was extending from line joining the
corner of mouth and ear lobe to 1cm below inferior
border of the mandible. Overlying skin was normal
(Fig.1). On palpation, it was soft and nontender with local

CASE REPORT
A 21 year old male patient (Fig.1) reported with a chief
complaint of swelling in left lower back teeth region
since 1 month which appeared following atraumatic
extraction of a mobile tooth in the left mandibular
posterior region. The swelling was peanut in size to begin
with and had gradually attained the present size. There
was pus discharge from the swelling which subsided on

Figure 1: - Extra oral view of patient showing ill defined
swelling on left side of face.
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rise in temperature. A solitary left submandibular lymph
node was palpable roughly oval in shape, firm in
consistency, tender, and mobile. Intraorally there was a
solitary diffuse ill – defined exophytic growth having
irregular shape measuring 4cm x 3cm in its greatest
dimensions extending mesiodistally from distal aspect of
36 to retromolar area and mediolaterally from lingual
vestibule to buccal vestibule (Fig.2). There was
interspersed ulcerated area. On palpation it was
pedunculated with its base arising lingually, firm in
consistency and nontender. There was mild bleeding on
probing. The buccal and lingual cortices were expanded
with grade II mobility in relation to 36. Based on the
history and clinical features a provisional diagnosis of
epulis granulomatosum was given.
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Figure 3:- Panoramic radiograph showing multilocular
radiolucency

Figure 4:- Intra oral periapical radiograph showing radiolucency
apical to 36

Figure 2:- Exophytic growth present distal to 36.

Panoramic radiograph was taken as the size of the lesion
was large, which revealed a solitary well defined
multilocular radiolucent lesion on the left mandible
roughly oval in shape measuring about 4cm x 2cm
extending anteroposteriorly from the mesial root of 36 to
distal aspect of 38 and superoinferiorly from 0.5cm below
the distal root of 36 to 1cm above the inferior border of
mandible. The borders were well defined with loss of
cortication seen in the anterior aspect of the lesion.
Internal structure revealed multiple areas of increased
radiolucency separated by few thin curved septas giving
it a soap bubble appearance. Mandibular canal could not
be traced in anterior part of the lesion, but it was slightly
displaced inferiorly in the posterior aspect. 37 was
missing, and root formation had not completed in 38,
there was resorption of distal root of 36 (Fig.3). Intraoral
periapical radiograph revealed a well-defined oval shaped
radiolucency of size 3cm× 2cm apical to 36. The
radiolucency had sclerotic borders with few thin curved
and straight septas within the radiolucency giving it a
multilocular appearance. Root resorption was seen in
relation to distal root of 36 (Fig.4). Odontogenic
myxoma was considered as radiographic diagnosis and
ameloblastoma and central giant cell granuloma as
radiographic differential diagnosis for the case.

Sanguineous material was obtained on aspiration which
showed chiefly blood and fibrin with only a few
leucocytes, a small number of benign squamous and
polygonal epithelial cells. Enucleation of the lesion was
carried out, and the specimen was sent for
histopathological examination which revealed clusters of
multinucleated osteoclast like giant cells mixed with
mononuclear oval to spindle cells. In deeper areas of
tissues, the tumor is seen composed of scattered plump
oval to spindle and stellate cells lying within the myxoid
stroma. The myxoid areas were divided into lobules of
fibrous bands. New lamellar bone formation with along
with bone resorption was seen in some pieces suggestive
of Odontogenic fibromyxoma alongwith focal reparative
giant cell granuloma (Fig.5). The patient is on follow up
(Fig.6).

Figure 5:- Photomicrograph showing histological features
(Hematoxylin-Eosin stain X 10x)
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Figure 6:- Post operative panoramic radiograph

DISCUSSION
Myxomas are benign soft tissue or bone neoplasms that
may appear anywhere in the body. In the head and neck
region they have been specifically found in the: (1)
tongue; (2) nose; (3) cheek; (4) neck muscles; (5) larynx;
(6) pharynx; and (7) parotid gland.7 Most central
myxomas occur in the jaws, where they are called
odontogenic myxomas (OM) because of their presumably
odontogenic origin—although their histologic origin is
still controversial.8 Odontogenic myxoma (OM) is
classified as a benign tumor of ectomesenchymal origin
with or without odontogenic epithelium. It is defined as
― ―a locally invasive neoplasm consisting of rounded
and angular cells lying in an abundant mucoid stromal‖
according to the World Health Organization.9
Fibromyxoma is classified as a specific type of myxoma
with a higher fibrous/myxoid tissue ratio than myxoma.
There is a discrepancy regarding the reports of
fibromyxoma, as many of them are classified under the
general term ―myxoma‖, making the review of the
literature difficult.10
According to Dutz and Stout, the term myxoma was first
used by Virchow in 1863, but the term fibromyxoma was
described by Marcove et al. in 1964 who reported
extragnathic locations of fibromyxoma.11,12
The histologic similarity to stellate reticulum of a
developing tooth, its association with a missing or
unerupted tooth, odontogenic epithelium may be present
in a minority of cases and the fact that it rarely appears in
other parts of skeleton often supports its odontogenic
origin. In a recent immunohistochemical and
ultrastructural study, Moshiri et al. supports the
odontogenic origin of myxomas by suggesting that
fibroblasts that compose the tooth germ undergo
modification to give rise to odontogenic myxoma.13
Slootweg and Wittkampf on the other hand showed that
the matrix of myxomas of the jaw is entirely different
from the matrix seen in the dental pulp and periodontal
ligament. In addition, they also argued that myxomas
may also develop in the sinonasal tract and other facial
bones that originate from the nonodontogenic
mesenchyme. According to them, even the presence of
odontogenic epithelium is not necessary to make the
diagnosis of myxoma of bone.14
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Aibose et al. reported that fibromyxomas constituted
3.73% of all benign and malignant oral tumors and 20%
of tumors of dental origin, second in incidence to
ameloblastoma. Most arise from second and third decade
of life with an age range varying from 22.6 – 36.9
years.15 However, James et al. reported the case of a
maxillary myxoma in a child of 11 months.16
Interestingly, Keszler observed a higher frequency of this
neoplasm than other aggressive tumors in children. He
concluded that OM should be considered in the
differential diagnosis of radiolucent lesions in children
and adolescents.17
Fibromyxomas are usually located intraorally most often
in the posterior regions of the mandible, its angle and
ramus and rarely extraorally with ratios of 3:1. The
female to male ratio is 1.5:1 although some reports state
no sex predilection and equal frequencies in maxilla and
mandible.9 Nevertheless, most reports indicate that the
posterior region of jaw is the most commonly affected
site.18 Besides the alveolar process, maxillary
involvement may include the zygomatic processes.
Mandibular involvement, on the other hand, may include
the posterior body of the mandible, angle, and ramus.
Moreover, the OM is localized on one side of the jaw and
rarely crosses the midline.19 According to Kaffe, in only
5% of the cases is OM associated with an unerupted
tooth.20 In the present case also the age of the patient was
21 years, and the lesion was located in the posterior
mandible which was in accordance with that reported in
literature.
Clinically it presents as a slow growing asymptomatic
swelling, however, pain and paresthesia can occur in
advanced stages. Facial asymmetry may occur due to
large lesions. Displacement and mobility of teeth are
relatively common although root resorption may be rare.9
It may be associated with unerupted teeth. Cortical
expansion can occur and large lesions can cause
perforation.5 All these features were in accordance with
the present case.
WHO classified it as multiple radiolucent areas of
varying size, separated by straight or curved bony septa
with poorly defined borders.9 On conventional
radiographs, myxomas of the jaws often show
multilocular radiolucencies which helps in distinguishing
this entity from malignant tumors arising centrally within
the jaw bones, because the latter usually cause massive
bone destruction without compartments by bony
trabeculations or bony septa.21 The internal trabecular
pattern has been described as ―honey- comb,‖ ―soapbubble,‖ or ―tennis racquet.‖6 The latter appearance is
characterized by angular or straight trabeculations
forming square or triangular compartments22 and has
been considered almost pathognomonic of OM. Eversole
(1980) said that the internal configuration of the bony
speta resembled ―lichen planus of the jaw bone‖.23 In the
present also, panoramic radiograph revealed a large well
defined multilocular radiolucency having soap bubble
appearance with bony septa.

International Journal of Oral Health and Medical Research | ISSN 2395-7387 | MAY-JUNE 2016 | VOL 3 | ISSUE 1

113

Singh S et al.: Odontogenic Fibromyxoma

Computed tomographic images of odontogenic myxomas
may show any of the following features:
 Osteolytic expansile lesions with mild enhancement
of the solid portion of the mass in the myxoma of the
mandible.
 Bony expansion and thinning of cortical plates with
strong enhancement of the mass lesion in the anterior
maxilla.
 A soft tissue mass with bone destruction and thinning
and strands of fine lace-like density representing
ossifications in the maxillary sinus.24
Magnetic resonance imaging (MRI) revealed a well
defined, well-enhanced lesion with homogeneous signal
intensity on every pulse sequence. The lesion showed
intermediate signal intensity on the T1-T2- weighted
images. Unfortunately, CT and MRI were not performed
in this case.25
OM should be included in the differential diagnosis of
both radiolucent and mixed lesions, in both the jaws, for
individuals of all age groups. When unilocular and
without trabeculae, the tumor closely resembles
periapical, lateral, periodontal, and traumatic bone cysts.
When multilocular, it must be distinguished from
ameloblastoma, central hemangioma and Odontogenic
keratocyst.26
Upon gross examination, OM appears as a white or
yellow, gelatinous, lobulated mass.18 Histologically, it is
rarely encapsulated and is composed of spindle-shaped
and stellate cells interspersed in the loose mucoid
background. Collagen fibers may also be seen scattered in
the mucopolysaccharide ground substance, and their
amounts determine the tumor’s texture and whether it is
called myxoma or myxofibroma. Odontogenic epithelium
may occasionally be found, but its role as a tumorinducing agent is controversial and, thus, its presence is
not a requirement for the diagnosis of OM.27

although recurrence has been described over 30 years
after original surgery.31

CONCLUSION
This case highlights the wide variety in clinical and
radiologic appearance of odontogenic myxomas, being
the most common form of presentation as an
asymptomatic expansion in the jaw and a multilocular
radiolucent image and its importance of including
myxoma in the differential diagnosis of radiolucent
multilocular lesions in the maxilla or mandible. Since,
odontogenic myxomas poses a diagnostic and therapeutic
challenge hence, correlating clinical, radiological and
histopathological features is essential. For the successful
management of the myxomatous tumours, a complete
surgical excision along with proper long term follow up
is essential keeping in mind the high recurrence rate.
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