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ABSTRACT
Fibromyxoma of mandible is a rare mesenchymal soft tissue benign neoplasm with an uncertain line of differentiation. The
head and neck region involvement is uncommon, with only few cases reported. One additional case of odontogenic
fibromyxoma is reported here, including a literature review of intraoral reported cases. A 8-year-old male child patient
presented a painful swelling over right mandibular region since 8 days extending from distal of permanent first molar to the
retromolar area, involving the buccal and lingual cortex, measuring nearly 2x1.5 cm in maximum diameter. Based on the
histopathological report, the patient underwent a wide local excision under general anesthesia. No recurrence has been

detected after 9months of follow-up.
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INTRODUCTION

Term myxoma was described by Rudolph Virchow in 1863
to describe abdominal fat and soft tissue lesion [1].
However, gnathic myxoma in 1947 was described by Thoma
and Goldmann as “a rare benign tumor of the tooth-bearing
areas of the jaw bone” [2]. Odontogenic fibromyxoma (also
called odontogenic myxofibroma) is a relatively rare
neoplasm and accounts for only 3-8% of all odontogenic
tumors and cysts of the jaws [3]. This lesion is a benign
tumor of mesenchymal origin that may contain odontogenic
epithelium. The clinical presentation is varied, although the
majority of patients with odontogenic fibromyxomas present
with a painless swelling [4]. However, patients may be
symptomatic and may present with malocclusion, and loose
or impacted tooth. In severe cases, patients may present with
parasthesia of the mandibular nerve [5]. Although the origin
of a myxoma is still obscure, an origination from the dental
follicle seems to be the most reasonable explanation. This
article describes a case of fibromyxoma of mandible in a
child of 8 years, with clinical features, histopathology and
surgical management.

CASE REPORT

A 8 year old child reported to Bharati Dental College and
Hospital with history of painful swelling over right
mandibular region since 8 days (Figure 1). On examination
an intraoral swelling (2 x 1.5cm) was noted over right
mandibular alveolar region extending from distal of
permanent first molar to the retromolar area, involving the
buccal and lingual cortex & was mixed red and white in
color. On palpation, the lesion was soft, smooth surfaced and

tender. Incisional biopsy was taken from the lesion under
local anesthesia and histopathology report revealed a
fibromyxomatous proliferation. Patient was also advised for
OPG.

Based on the histopathological report (Figure 2), the patient
underwent a wide local excision under general anesthesia
and the specimen was subjected to histopathological
examination. The size of the lesion had increased to 4x3x2
cm and had become exophytic in nature (Figure 3), meaning
that the lesion had undergone some changes after incisional
biopsy which prompted to be an aggressive lesion. On
histopathological examination of the excisional biopsy
specimen, the section showed tissue lined by stratified
squamous epithelium, and the subepithelium showed
nodules of proliferating cells. Individual cells are spindle
shaped with vesicular nuclei, clear to eosinophilic
cytoplasm. Background showed fibromyxoid stroma. Mild
increase in mitotic activity seen. Few bony spicules &
normal salivary gland also noted. The overall picture was
suggestive of “reparative fibromyxoid proliferation”.
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Figure 1. X-Ray of Mandibular region.

Figure 2. Histopathological report.
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Figure 3. Pre-operative.

Wide local excision of lesion was done (Figure 4) followed by closure with vicryl 3-0 (Figure 5). The patient showed no
signs of recurrence in 10 months follow up.

Figure 4. Intra-operative.
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Figure 5. Post-operative.

DISCUSSION

While there are no universally accepted treatment
recommendations for the management of fibromyxoma, it is
important to consider the aggressive nature of this neoplasm
in patient management decisions. Although the
recommended treatment is usually surgical excision,
approaches differ depending on the size of tumor and
include conservative surgical excision, enucleation and
curettage, curettage with and without electrical or chemical
cautery, en bloc resection and wide resection with and
without bone grafting. Recurrence rates between 25% and
as high as 43% are reported for gnathic fibromyxomas [6].
This is strongly related to the nature of the lesion, presenting
without a sheath, thus making the complete removal difficult
In some studies, a high rate of recurrence is documented
after conservative therapy. This is attributed to the
incomplete removal of the lesion rather than the intrinsic
biological behavior of the lesion [7]. Due to the tumor’s
local aggressive biological behavior and high potential for
recurrence, wide surgical resection is recommended.
Radiotherapy is generally agreed to be ineffective in the
treatment of fibromyxoma [8].

Myxomas/fibromyxomas are usually located intraorally most
often in the posterior regions of the mandible, its angle and
ramus and rarely extraorally [9]. The maxilla and anterior
region of the mandible are rarely affected. The lesion can be

diffused or well defined, uni- or multilocular. It is
characterized by a mucous or gelatinous grayish-white tissue
that replaces the spongy bone and displaces the cortical
plates of the jaws. Root displacement and resorption may be
present. It may refer to hard and also to soft tissues.

Previous theories stress that the lesion derives from the
neural sheath or is the result of degeneration of fibromas,
lipomas and so forth, due to the chronic irritation and the
degenerative processes following tissue anoxemia. Recent
studies advocate that myxomas/fibromyxomas arise from the
mesenchymatous tissue of the dental follicle, thus being
described as odontogenic with fibroblasts playing the major
role in cell dispersal [10]. This explanation fails to describe
soft tissue myxomas. They probably arise from supportive
structures of the teeth like the gingiva and the periodontal
ligament.

CONCLUSION

In conclusion, fibromyxoma is a rare neoplasm. The
radiological examination by means of CT and MRI plays an
important role in the diagnosis of a fibromyxoma and in the
differential diagnosis from other pathological entities such as
the ameloblastoma. Its management is surgical and ranges
from enucleation and curettage to complete resection and
peripheral osteotomy according to its size. Patients must be
monitored for at least two years postoperatively in order to
diagnose possible recurrence.
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