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INTRODUCTION

Myxomas are slow-growing, locally aggressive benign mesenchymal neoplasms
commonly found in skin, subcutaneous tissue and the heart (left atrium), but rarely
in the head and neck region.! Odontogenic myxoma (OM) of the jaws was described
by Goldman and Thoma in 1947. Odontogenic myxoma is an intraosseous neoplasm
arising from odontogenic ectomesenchyme of developing enamel organ.2 These cells
are dispersed in loose myxoid stroma with variable collagen content.34 As these
tumours are non-encapsulated, infiltration into surrounding medullary bone seemed
to be readily accessible. Accounting for this very reason, recurrence rate accounts to
1 - 19 % of all odontogenic tumours.5 Recurrence rate is unclear as lack of explicit
reports and follow up of them.

Odontogenic myxoma is customarily treated by surgical excision; however, there
exists controversy regarding the most appropriate treatment modality. In view of its
rarity, diagnostic and operative dilemma encountered while managing, the present
case is here with reports on the clinical features, differential diagnosis, and
management strategies of odontogenic myxoma.

It is the third most common odontogenic tumour with slight predilection in
females. The mandible is more commonly involved than the maxilla and usually seen
in the 2nd or 3rd decade of age. It is often asymptomatic and presents as a painless
swelling. Radiographic features are variable features such as unilocular or
multilocular radiolucency with honeycomb, soap bubble or tennis racket pattern with
cortical plate expansion. A case of odontogenic myxoma in a 33 year old female
patient involving the right maxilla extensively within a span of 6 months is reported.
Such rapid, extensive growths are very few in literature, and hence, make this case
one of the rare cases. The patient was treated with right subtotal maxillectomy. The
patient is presently under follow-up.

PRESENTATION OF CASE

A 33-year-old female patient reported to the Department of Oral & Maxillofacial
Surgery with pain and swelling of the right cheek region which increased rapidly to
its current size over the past 6 months. On extra oral examination, the swelling was
mild [Figure 10]. The swelling was firm and nontender without change in skin colour.
Patients also complained of paraesthesia in the right infraorbital region. Right nasal
block was noted. The patient’s medical and dental history was non-contributory.
Intra-oral examination revealed obliteration of upper right buccal vestibule.

Orthopantomogram (OPG) of the patient showed features of diffused multilocular
radiolucency involving the right maxillary alveolus and CT image showed large
expansile mass in the right maxilla with complete obliteration of the right maxillary
sinus [Figure 1]. Resorption of roots was evident in 14, 15 and missing 16 - which
was extracted 6 years ago due to gross decay and which was unrestorable. The
radiolucency measured 5 cm x 3 cm.
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Incisional biopsy was conclusive of odontogenic myxoma
of right maxilla. The lesion was removed in toto along with
teeth through intra oral incision and high maxillary osteotomy
cut was placed, the alveolar arch, part of hard palate and
maxilla was removed. After in toto resection of the lesion, the
peripheral osteotomy was done all over the margins of the
cavity to prevent recurrence (Figure 2 a, b). The buccal pad of
fat is released, extended to cover the defect and primary
closure was achieved (Figure 2 c, d). Immediately following
surgery, surgical obturator was provided to patient. After 5
days of hospitalisation the patient was discharged. The
postoperative course of healing was uneventful. The patient is
followed up post operatively 9 months without any
radiological recurrence. The resected segment [Figure 3] was
sent for histopathological examination and it was confirmed as
odontogenic myxoma of maxillary sinus. On gross
examination, it appears as a nodular mass of heterogeneous
slimy tissue. On histopathological examination, the spindle-
shaped cells arranged loosely in myxoid stroma. Blood vessels
and collagen fibers were sparse.
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‘ DISCUSSION

Jaw bones are the common site for myxomas; whereas,
pharynx, larynx, paranasal sinuses and other soft tissues are
rarely affected.6 It accounts for 3 - 6 % of all odontogenic
tumours.”8 It is a slow-growing neoplasm, infiltrative in
growth and aggressive in nature with high recurrence rate.%10
Female predilection and mandible is the most common site
than maxilla.11

The posterior region is the common site for maxilla.12 They
are usually detected during routine examinations as being
asymptomatic. The symptoms are swelling, heaviness and
sometimes with mobility of the teeth. In our report the patient
was asymptomatic before 5 months, the swelling was
associated with mobility of 14, 15, 16. Usually the entire
maxillary antrum is involved with nasal blockage and
exophthalmos are the prominent signs.13
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Classification of odontogenic myxoma by Zhang et al
describes the various radiographic appearances. Type I is a
unilocular radiolucency. Type II is multilocular radiolucencies
creating a “honeycomb”, “soap bubble”, or “tennis racket”
appearance. Type III includes lesions that involve local
alveolar bone. Type IV lesions are of those involving the
macxillary sinus. Lesions that cause osteolytic destruction and
“moth-eaten” margins are categorized as type V. Lastly, the
sunray appearance is classified as type VI.14

Histologically the WHO (1992) defined OM as “A locally
invasive neoplasm consisting of rounded and angular cells
lying in an abundant myxoid stroma.”!5 They show loose
myxoid stroma containing spindle-stellate and angular or
round cells. Stroma shows very few fine fibrillar material with
minimum vascularity. Calcifications may or may not be
present. Inflammatory infiltration predominantly of
lymphocytes and remnants of odontogenic epithelium are
seen. In our case the histological features were similar to that
of the literature. Epithelial islands are not commonly observed
in the myxomas of jaws. The mucoid nature of OM was
confirmed with positive reaction with Alcian blue and negative
reaction with PAS stain.16

The appropriate treatment course would follow and
consider characteristics of tumour based on clinical behaviour,
location, size, type, recurrence rate and patient factors such as
age, sex and comorbidities. Odontogenic myxoma were treated
by conservative surgical modality (45.5 %) and others by
radical treatment. With data from various studies, it's been
proved that OM is radio resistant.1” The overall mean follow-
up period in literature is 46.4 months and no recurrences were
noted with radical treatment. However, the rate of recurrence
following conservative surgery is (10 - 30 %) higher than that
of radical as the odontogenic myxoma is non encapsulated and
infiltrative thereby and also without any subsequent
destruction.’® thus the complete removal of the lesion is
challenging with conservative approach and may be the
reason behind high recurrence rate.19.20 Incomplete removal of
tumour leads to recurrence, rather than the intrinsic biological
behaviour of the tumour. The recommended protocol would
be close follow up of these patients at least for a minimum
period of 2 years.

CONCLUSIONS

Odontogenic myxoma is a slow growing benign, locally
invasive tumour, known for high recurrence. Due to its variant
clinical and radiological features, it should be considered in
differential diagnosis of both radiolucent and radiopaque
lesions in both jaws. A sound knowledge with proper
histopathological diagnosis is required for efficient
management of such lesions.

With appropriate treatment, the prognosis of odontogenic
myxoma is good and long term follow-up of cases is necessary,
specifically those treated with a more conservative approach.
Seldom, initial clinicoradiological diagnosis followed by
corresponding histopathological report helps in arriving at an
appropriate diagnosis and aids in constructing a treatment
modality with minimal recurrences. Currently, we lack data on
the number of reported cases of OM in Indian population; in
addition there is a deficiency of information regarding

] Evolution Med Dent Sci / eISSN - 2278-4802, pISSN - 2278-4748 / Vol. 9 / Issue 44 / Nov. 02, 2020

Case Report

recurrence rates in OMs, especially concerning different
surgical approaches.
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