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Abstract

Odontogenic myxoma (OM) is known to be an
uncommon, benign, locally invasive, non-metastasizing
neoplasm arising from the odontogenic ecto mesenchyme
that usually affects in the tooth bearing areas of the
jaws.Odontogenic myxoma commonly occurs in age
groups ranging from 20 to 40 years with a female
predilection, and the common site of occurrence is the
mandible. The purpose of this article is to describe the
unique one step surgical approach in which tumour
resection and zygomatic implant insertion in a 21yr old
male patient with odontogenic myxoma in the left
maxillary region.
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Introduction

World Health Organization classifies odontogenic
myxomas (OMs) as non-metastasizing, locally invasive
benign tumours occurring both in maxilla and the
mandible. They are relatively rare and represent around
3% of all the tumours of odontogenic origin and are
frequently seen in the tooth bearing areas of the jaws.
Their occurrence varies however; they are most
frequently seen in second and third decades of life and are
more common in females as compared to males. [4]
Several studies have been performed in order to define its
precise nature, but at present there is no universally
accepted theory about its probable histogenesis. Based on
the presence of occasional small islands of odontogenic

epithelium, its occurrence almost exclusively in the jaw
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bones and the histomorphological similarity to the
mesenchymal component of the developing tooth, an
odontogenic origin has been proposed and particularly
from the dental follicle or the periodontal ligament. Some
tumours may exhibit rapid growth. [5]Cortical expansion
and perforation are common findings, however maxillary
lesions tend to obliterate the maxillary sinuses as an early
feature. Reports of surgical treatment of odontogenic
myxoma vary from simple enucleation and curettage to
segmental  resection and  hemimandibulectomy.
Recurrence rates are reportedly high, at around 25%,
especially when a more conservative approach is taken
there are currently no clear evidence based surgical

management guidelines for odontogenic myxoma. [3]

Case Report

Figure 1: Intraoral appearance of the swelling.
Investigations

Orthopantomogram of the jaws revealed mixed
radiolucency and radio opacity associated with the left
maxillary sinus [Figure 2]. Computed tomography of the
region showed a hypo dense lesion with irregular
zathinned out margins extending from the maxillary left
alveolus to the infra orbital rim obliterating the entire
maxillary sinus. Destruction of the medial and lateral
margins of the maxillary antrum along with partial
occlusion of the nasal passage was also evident. Erosion

of the medial and anterio-lateral wall of the maxillary

©2021 1IDSIR, All Rights Reserved

sinus was evident. [Figure 3] In the 3D reconstruction of
the CT images thinning of the palatal was noted. Blood
investigations showed serum calcium, phosphorus,
magnesium and alkaline phosphatase within normal
limits. There by a clinical differential diagnosis of AOT,
ossifying fibroma, fibrous dysplasia and peripheral giant
cell granuloma was made. An incisional biopsy was
performed, which showed spindle shaped cells in a loose
myxomatous background in the histopathological analysis
suggestive of odontogenic myxoma.

mixed

Figure 2:  Orthopentamograph  showing

radiolucency in relation to 24 & 25.
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Figure 3: Computed Tomography images showing hypo
dense lesion occluding the left maxillary sinus.

Under general anaesthesia the tumour was exposed
through intra oral paramedian midface degloving incision
extending from mesial aspect of 14 to distal aspect of 27
region region .[Figure 4] Osteotomy was performed
around the encapsulated mass with a Jlcentimeter

clearance sparing the 21 and 27 after the exposure the

Pagez 65



Dr Sendhil Kumar M et al. International Journal of Dental Science and Innovative Research (IJDSIR)

tumour.[Figure 5] Left maxillectomy was done [Figure 6]
and haemostasis achieved. Simultaneously a zygomatic
implant of size 50mm implant was placed. The wound
was closed and a prefabricated palatal plate with acrylic
teeth was adapted to the operated site [Figure 7].
Postoperatively the healing was uneventful and under

regular follow ups of every 3 months [Figure 8] till date

where no recurrence has been noted. Further implant
supported permanent prosthesis was fabricated. Figure 7 : Zygomatic implant and temporary acrylic plate

with acrylic teeth in place.

Figure 4: Intraoral paramedian midface degloving

incision

: Figure 10: Final prosthesis in place
Figure 6 : Resected tumour.
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Discussion
Thoma and Goldman first described odontogenic
myxoma of the jaw in 1947. Odontogenic myxoma is
generally regarded as a rare benign tumour that occurs in
tooth bearing areas of the mandible and maxilla, and is
characterized by its slow growth and bony invasions,
resulting in painless facial deformity. [3]

This neoplasm occurs almost exclusively in the jaw bones
and comprises 0.2% to 17.7% of odontogenic tumors. It
may present at any age but is most frequently discovered
in the 2nd to 4th decades. It occurs more frequently in the
mandible than in the maxilla with ratio of 3: 1. The male
to female ratio is 1:1.5. The neoplasm probably arises
from the primitive mesenchymal structures of a
developing tooth including the dental follicle, dental
papilla, or periodontal ligament, and is therefore
classified as an odontogenic tumor. Displacement of teeth
by the tumor was a relatively common finding, but root
resorption is rare. Differential diagnosis includes lesions
showing typical multilocular radiolucency such as
ameloblastoma, central haemangioma, aneurysmal bone
cyst, central giant cell granuloma, giant cell lesions of
hyperparathyroidism, cherubism, and metastatic tumors in
the jaws. [6]

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/fiboromyxomas
arise from the mesenchymatous tissue of the dental
follicle, thus being described as odontogenic with
fibroblasts playing the major role in cell dispersal. [2]

On histopathology, the tumor consists of rounded,
spindled, and stellate cells arranged in a loose, myxoid
stroma with few collagen fibrils and delicate fibrous
tissue as seen in  our

connective case.
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Immunohistochemistry studies suggest that the spindle-
shaped cells constituting this neoplasm have a combined
fibroblastic and smooth muscle typing, suggesting that it
is of myofibroblastic origin. Odontogenic myxoma
especially maxillary ones show little encapsulation and
often extends into the surrounding soft tissue and

intratrabecular space beyond the bony border, so that

complete resection is difficult and recurrence is
common.[6]
Radiographically, OMs appear as unilocular or

multilocular radiolucency, sometimes showing a fine soap
bubble or honey comb appearance occasionally with fine
trabeculations. Root resorption is rarely seen although
displacement of teeth is relatively common. Further, it
frequently displays aggressive infiltration of the adjacent
tissues as well as tendency to re-occur after surgical
removal. [9]

Recommended therapy varies from curettage to radical
excision. Curettage is associated with a high recurrence
rate. Complete surgical removal can be difficult as the
lesion is not encapsulated and because the myxomatous
tissue infiltrates adjacent bone tissue. The treatment of
choice is surgical excision ranging from segmental
resection with clear bony margins of up 1.5 cm to prevent
recurrence. Reconstruction can be immediate or delayed,
and can include an autologous bone graft from the
anterior or posterior iliac crest. Fibula free vascular
osteocutaneous bone graft and distraction osteogenesis
are  other reconstructive  modalities. Immediate
postoperative follow up is weekly for approximately one
month, then monthly for the next five months and twice a
year for the next five years .[6]

Resection of malignant or benign tumors of the jaw
causes emational, functional, and aesthetic complications
if not diagnosed and treated properly. Rehabilitation

consists of different options for bone grafting, type and
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origin of the graft, and the use or not of fixed prostheses
and implants. [1]

The maxilla skeleton profile has both aesthetic and
functional roles. Maxilla defects can therefore cause
devastating functional and outcomes. The complicated
three dimensional contouring of the maxilla makes
autologous tissue transfer difficult; therefore, the use of a
prosthesis provides an alternative for maxillary defect
rehabilitation. However, most approaches use prostheses
that are retained and supported by remaining natural
teeth. This strategy increases the risk for various issues,
including poor retention; poor mastication; abrasive
ulcerations caused by dentures,overloaded abutment
teeth, leakage of saliva, liquid, or food; and problems
with speech . With the introduction of the zygomatic
implants prosthesis retention has greatly improved, which
should [8].
Zygomatic implantology (ZI) has been first mentioned by

translate into better stability overall

Aparicio et al. in 1993 then proposed by Branemark in
Table 1

order to overcome bone availability after maxillectomy.
Commonly, this option is offered as delayed procedure
after tumour resection. Later, ZI has been employed in
non-neoplastic, severely atrophic maxilla. [14]
Implant-supported prosthesis (ISP) seems to be the best
alternative for these cases due to the unfavorable features
of the grafted area, extreme mobile mucosa and lack of
vestibule. Moreover, compared to removable prostheses,
ISPs offer better masticatory capacity, patient comfort,
and speech improvement, among others. [1]

. Our case and approach was compared with others
reported in the literature, which was identified by a
PubMed search using the term “odontogenic myxoma” of
Maxilla , Articles without full text or with missing data
were excluded the extent of tumour ,age /sex predilection
and

,surgical rehabilitative strategies followed and

recurrence on long term follow up were noted.

Sn. | Author Details Age | Sex | Region “Treatment Recurrence

1. Haroon Rashid 22 M Right Resection (Bulb Obturator) No
Maxilla

2. G. Siva Prasad Reddy , Surya |12 F Left Enucleation And Curettage No

Kumar Mandible
3. YING LIU, BO HAN2 37 M Maxilla Right Radical And Left | No
Partial Maxillectomy

4, Abhishek Jaswalavik Kumar Jana 28 M Left Resection (Removable | No
Maxilla Prosthesis

5. Arul AJ, Verma S 25 F Right Resection (Removable | No
Maxilla Prosthesis)

6. Eva-Maria Dietrich, Styliani P 46 M Right Enucleation No
Maxilla

Conclusion slow growing benign neoplasms. But OMs can turn out to

We have reported a rare case of maxillary Odontogenic

myxoma in a 21-year-old male. These lesions are usually

©2021 1JDSIR, All Rights Reserved

be aggressive and locally invasive due to its unspecific

nature, a sound knowledge of this lesion with proper
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correlation of clinical, radiological and histopathological

findings

appropriately. Resection with wide margins

is a pre requisite to treat these patients

is the

treatment of choice and follow-up during the first two

years postoperatively is highly recommended as this is the

period of highest reported recurrences planned single step

procedures like what is done in this case will benefit the

patient the most.
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