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ABSTRACT

Background: Odontogenic myxoma (OM) is an
uncommon  benign but locally aggressive
odontogenic tumor of mesenchymal origin. It
commonly presents as a painless swelling of the
jaws and can cause cortical expansion, tooth
displacement, and root resorption.

Case Presentation: We report a case of a 38-year-
old male with a painless swelling in the left
posterior mandible. Clinical examination showed a
firm swelling with normal overlying mucosa.
Orthopantomogram (OPG) revealed a well-defined
multilocular radiolucency associated with an
impacted mandibular third molar.
Histopathological analysis demonstrated
hyperparakeratinized stratified squamous
epithelium overlying dense fibrocollagenous tissue
with inflammatory infiltrate and deeper myxoid
stroma composed of stellate and spindle-shaped
cells. These features confirmed the diagnosis of
odontogenic myxoma.

Conclusion: Early diagnosis, complete surgical
removal, and long-term follow-up are crucial due to
the aggressive nature and recurrence tendency of
odontogenic myxomas.
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l. INTRODUCTION

Odontogenic myxoma (OM) is a rare
benign odontogenic tumor that constitutes about 3—
6% of all odontogenic tumors (1,2). It arises from
ectomesenchymal elements of the tooth-forming
apparatus such as the dental papilla, follicle, or
periodontal ligament (3). OM most frequently
involves the posterior mandible, usually in the
second and third decades of life, and shows a slight
female predilection (2,4).

Clinically, OM presents as a painless,
slow-growing swelling causing cortical expansion
and facial asymmetry (5). Radiographically, it may
appear as a unilocular or multilocular radiolucency
with a characteristic “honeycomb” or “soap
bubble” pattern (6,7). Histologically, OM is
characterized by stellate and spindle-shaped cells
dispersed in a loose myxoid matrix with few

collagen fibers, sometimes containing odontogenic
epithelial rests (8). Although benign, it is locally
infiltrative with a recurrence rate of 10-30% (2,4).

Here, we report a rare case of OM in a 38-
year-old male involving the posterior mandible,
highlighting the clinical, radiological, and
histopathological features.

1. CASE PRESENTATION

A 38-year-old male patient reported to our
department with a chief complaint of swelling in
the left lower jaw region for the past two weeks.
The patient had first noticed the swelling
incidentally while brushing, and it had gradually
increased in size over this period. The swelling was
painless and was not associated with difficulty in
mastication, speech, or mouth opening. The patient
denied any history of trauma to the region,
numbness, discharge, bleeding, or similar swellings
elsewhere. His medical, dental, and family history
were non-contributory. No deleterious habits were
reported.

Extraoral examination did not reveal any
obvious facial asymmetry or swelling. The
overlying skin was normal in color and texture,
with no signs of erythema, sinus tract, or discharge.
Palpation revealed no tenderness or local rise in
temperature. One left submandibular lymph node
was palpable, approximately 0.5 cm in size,
mobile, and non-tender.

Intraoral examination revealed a well-
circumscribed, firm swelling located in the left
retromolar region of the mandible, measuring
approximately 3.1 x 4.6 mm in greatest
dimensions. The overlying mucosa was intact,
smooth, and of normal coloration with no signs of
ulceration or secondary infection. The swelling was
non-tender, firm on palpation, and not fluctuant or
compressible. Buccal cortical expansion was
appreciable on palpation. There was no mobility or
displacement of adjacent teeth. Mouth opening was
within normal limits.

Radiographic  evaluation using an
orthopantomogram (OPG) revealed an impacted
mandibular left third molar (38), with its crown
located below the level of the adjacent alveolar
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crest. A well-defined multilocular radiolucent
lesion was noted surrounding the crown of 38 and
extending posteriorly into the retromolar region.
The lesion showed fine internal bony septae
producing a “tennis-racket” appearance. Thinning
of the overlying cortical plate was evident, but no
cortical perforation or periosteal reaction was seen.
The roots of adjacent teeth appeared normal
without resorption or displacement.

Based on the clinical and radiological
findings, a provisional diagnosis of an odontogenic
tumorwas made, and differential diagnoses
included ameloblastoma, odontogenic keratocyst,
and odontogenic myxoma.

An incisional biopsy was performed under
local anesthesia. The tissue was fixed in 10%
neutral buffered formalin and processed for
histopathological examination.

Microscopic examination revealed
hyperparakeratinized stratified squamous surface
epithelium with hyperplastic, elongated rete ridges.
The underlying connective tissue was dense and
fibrocollagenous, showing moderate  chronic
inflammatory cell infiltrate, few endothelial-lined
capillaries, and extravasated red blood cells.
Deeper sections showed a loosely arranged myxoid
connective tissue stroma composed of stellate to
spindle-shaped cells with ovoid to spindle-shaped
nuclei suspended in abundant mucoid ground
substance. The lesional cells showed bland nuclear
chromatin without atypia or mitotic activity. These
features were diagnostic of odontogenic myxoma.

The lesion was subsequently treated by
complete surgical excision with peripheral
curettage under general anesthesia. The excised
specimen appeared gelatinous, grayish-white, and
poorly encapsulated. Hemostasiswas achieved, and
the wound was closed primarily. The postoperative
period was uneventful, with satisfactory healing of
the surgical site. The patient has been kept under
regular follow-up for the past 12 months, with no
clinical or radiographic evidence of recurrence to
date.

1. DISCUSSION

OM is considered the third most common
odontogenic  tumor  after odontomas and
ameloblastomas (1). It is locally infiltrative because
the myxoid stroma lacks encapsulation and
interdigitates between bony trabeculae (9). This
makes complete surgical excision challenging and
accounts for its recurrence potential (2,4,9).

Radiologically, OM usually presents as a
multilocular  radiolucency  with thin  septae
producing a “tennis racket” or ‘“honeycomb”
appearance (6,7). In the present case, the lesion

appeared as a multilocular radiolucency associated
with an impacted third molar, consistent with
earlier reports.

Histopathologically, OM consists of
stellate and spindle-shaped cells in an abundant
myxoid extracellular matrix rich in hyaluronic acid
and chondroitin sulfate (8,10). Odontogenic
epithelial rests may occasionally be found but were
not observed in the current case.

Treatment of OM ranges from
conservative curettage to radical resection
depending on the size and extent of the lesion (11).
Conservative surgery has higher recurrence rates
due to the tumor’s infiltrative nature (12). In the
present case, surgical excision with curettage was
performed with close follow-up, as the lesion was
small and well localized.

V. CONCLUSION

Odontogenic myxoma is a rare but locally
aggressive tumor that requires early diagnosis and
complete surgical removal. Correlation of clinical,
radiographic, and histopathological findings is
essential for accurate diagnosis. Long-term
postoperative follow-up is mandatory to detect
recurrences early.
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Figure Legends

Figure 1: Intraoral view showing a firm swelling in
the left retromolar region with normal overlying
mucosa.

Figure 2:0rthopantomogram (OPG) showing an
impacted mandibular left third molar (38)
associated with a well-defined multilocular

radiolucency extending into the adjacent retromolar

area.
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Flgure 3: Hlstopathologlcal image (H&E 10x%)
showing hyperparakeratinized stratified squamous
epithelium with hyperplastic rete ridges and
underlying fibrocollagenous stroma with
inflammatory infiltrate.
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