
 

 

Case report 
Odontogenic myxoma with reconstruction with 

customized prosthesis: Clinical Case Report 
 
 
 
.
ABSTRACT 
 
Aims: Odontogenic myxoma is a benign tumor that affects the jaw bones. Although it is 
benign, it can cause great destruction to the tissues, creating deformities on the face. It can 
be easily confused with other fibro-osseous lesions, leading to inadequate treatment. The 
treatment of choice is surgical resection of the lesion and mandibular reconstructive surgery. 
Presentation of Case: In the present work, a clinical case was addressed of a female 
patient, aged 38 years, with a primary complaint of painless volumetric increase in soft 
tissues in the posterior region of the body of the mandible on the right side, with progression 
for two years. After clinical and complementary examinations, an incisional biopsy diagnosed 
odontogenic myxoma. Total Resection surgery was performed with a safety margin, and 
reconstruction was done with a customized temporomandibular joint prosthesis with hemi 
mandibular prosthesis. 
Discussion:The OM lesion affects the maxillary bone. However, the present research 
diagnosed it in the mandible.We disagree that the radical treatment harmed the patient's 
quality of life; our study showed no functional or aesthetic damage 
because we simultaneously performed surgical reconstruction with customized prostheses. 
Conclusion: As a result, total resection of the lesion was achieved with a safety margin 
(proven by biopsy), restoring the face's function and aesthetics. 
 
Keywords: Myxoma. Odontogenic Tumors. Temporomandibular Joint. Mandibular 
Prosthesis. Mandibular Reconstructive Surgery. 
 
 
1. INTRODUCTION 
 

The term "myxoma" was created in 1863 due to mucin, like the umbilical cord. It can 
affect hard and soft tissues, such as the skin, heart, and facial bones [1]. Odontogenic 
myxoma (OM) is a benign neoplasm of mesenchymal origin with varied clinical and 
radiographic characteristics. Its growth can be slow or aggressive without risk of metastasis. 
It is one of the most common jaw tumors [2]. 

They can cause root divergence or resorption, tooth mobility, or displacement. They 
are asymptomatic and can cause paresthesia or asymmetry when they reach greater size [3-
4]. The World Health Organization (WHO) defines OM as a benign tumor of the jaw bones 
composed of stellate and elongated cells in an abundant myxoid stroma. It originates from 
mesenchymal or ectomesenchyme cells in the dental follicle or periodontal ligament tissue. 
When the tumor contains a large amount of mature fibrous tissue, terms such as fibro 
myxoma or myxofibroma are used. Although considered rare, OM has a similar composition 
to the dental pulp and periodontal ligament tissues, the second most prevalent tumor of 
odontogenic origin worldwide [5]. 



 

 

This lesion is typical in the posterior region of the jaw, especially in young adults, 
and can be confused with other lesions due to its "honeycomb" radiographic appearance. 
Treatment usually involves surgery, depending on the prognosis and size of the injury [6]. 
Exams such as panoramic radiography, axial computed tomography, and magnetic 
resonance imaging are essential for an accurate diagnosis. They can reveal an oval-shaped 
radiolucent area, helping to identify the OM [7]. 

The primary treatment for OM is surgical resection (with a margin of at least 1cm of 
bone tissue around the lesion) due to the high risk of recurrence in approximately 25% of 
cases within two years following surgery [8]. However, it can also vary depending on the 
injury's size, location, and extent. Treatment can be done through a surgical approach, 
including curettage or enucleation of the lesion, with or without a bone graft [9]. 
 



 

 

2. PRESENTATION OF CASE 
 

The female patient, 38 years old and white, has had the main complaint of painless 
volumetric increase in soft tissues in the posterior region of the body of the mandible on the 
right side for two years. She was treated at the Oral and Maxillofacial Surgery and 
Traumatology Service in HospitalIrmandade da Santa Casa de Misericórdia inAraras, São 
Paulo, Brazil. She also reported intermittent episodes of paresthesia associated with the 
region of the right inferior alveolar nerve that had recently started, which led the patient to 
seek dental care. 

On clinical examination, there is a slight facial asymmetry in the mandibular region 
on the right side in the extraoral aspect. In the intraoral aspect, a volumetric increase of 
fibrous consistency was observed partially covering tooth 47, extending from the right 
retromolar triangle region (lingual region) to the floor of the mouth. Exams such as 
tomography with axial and coronal sections were requested to diagnose accurately. 

A multiloculated radiolucent bone lesion with diffuse limits was identified on 
radiographic examination. It extended from the condyle of the right mandible to the right 
lower second premolar, encompassing the entire extension of the alveolar ridge at the base 
of the mandible and the sunray appearance at the base of the jaw. On tomographic 
examination, a lesion with a multilocular appearance of hypodense and hyperdense areas 
involving the entire right hemimandible (body, angle, and branch), bone cortices with erosion 
and ill-defined margins, thin bone trabeculae with a perpendicular arrangement between 
them was observed (Figure 1). 

Figure1 Facial tomography reconstruction before surgery. 

 

Source: Own Author 

Given the clinical and imaging aspects, the diagnostic hypotheses were 
conventional solid or multicystic ameloblastoma, odontogenic myxoma, and osteosarcoma. 
Upon examination of the tomographic sections, an osteolytic lesion on the right mandible 



 

 

was observed (Figure 1). Given the lesion's size, the OM treatment varies in the literature; 
however, the highest success rates are associated with resection, with an associated safety 
margin and long follow-up periods.  

We opted for hemimandibulectomy with safety margins. To better delimit the 
margins for tumor resection and reduce surgical time, virtual surgical planning was carried 
out for mandibular reconstruction with a unilateral customized prosthesis (Figure 2), 
mandibular template on the right side, temporal template on the right side, mandibular 
cutting on the right side, and positioning guide on the right side. 

Figure 2shows the planned reconstruction for a customized prosthesis. 

 

Source: Own Author 



 

 

The surgical procedure was performed under general anesthesia with nasotracheal 
intubation. A submandibular access (Risdon) was used, extending to the submental and pre-
auricular regions. In the intraoral region, transoral access was performed bypassing the 
entire increase in tumor-like volume. After exposing the lesion, resection margins were 
defined. Then, the osteosynthesis plate was fixed (Figure 3A-B). 

Figure3 Temporomandibular joint prosthesis in position at the surgical site. B: Right 
hemimandible prosthesis in position at the surgical site. 

 

Source: Own Author 



 

 

The entire tumor mass was excised with safety margins in the bone and intra-oral 
soft tissue (Figure 4). 

Figure4 Surgical piece in superior view approximately 9 cm long. 

 

Source: Own Author 

 After regularizing the bone margins and irrigating the operative field, sutures were 
placed in the intra-oral regionand, through muscular planes, in the extra-oral region with a 
3.0-diameter absorbable thread. The skin was sutured with a 4.0-diameter nylon thread. 

3. DISCUSSION 
 

The histopathological diagnosis is fundamental [10-11], a statement corroborated by 
our research, as the differential diagnosis was based on histopathological analysis. CT is 
also essential for surgical planning [10-11]. Our research also corroborates this statement 
because the CT examination allowed us to perform 3D reconstruction and create a 
customized jaw reconstruction prosthesis. 

The OM lesion affects the maxillary bone [12]. However, the present research 
diagnosed it in the mandible. There is no sex predilection [12]. MO slightly prefers the female 
sex [13], a finding corroborated by our study, as it is a female individual. 

BM is a benign lesion [14] and asymptomatic [14]. As in our case report, the patient 
complained of painless enlargement in the jaw for two years. They disagreed, stating that 
the larger size of the OM is accompanied by pain and facial deformities [15].  

In lesions smaller than 3cm [1,16], it is possible to perform conservative treatment, 
such as curettage. Above this value, surgical resection is indicated. Radical treatment [17] 
harms the patient's quality of life and is a significant disadvantage compared to conservative 
treatment. Conservative treatment is always the first choice [6]. In our research, the OM 
lesion was 12cmx 05cm x 06cm; therefore, the treatment was surgical resection with 
reconstruction [1,16]. We disagree with the findings that the radical treatment harmed the 
patient's quality of life [17]. Our research showed no functional or aesthetic damage because 
we simultaneously performed surgical reconstruction of the OM removal site with a 
customized prosthesis. 

Our research corroborates the fundamental importance of histopathological 
diagnosis [10-11]. The differential diagnosis was based on histopathological analysis, just as 



 

 

CT is essential for surgical planning [10-11]. Our research also corroborates this statement 
because the CT examination allowed us to perform 3D reconstruction and create a 
customized jaw reconstruction prosthesis. 

 
 

4. CONCLUSION 
 

The patient has a good outlook, with motor and chewing function return and minimal 
aesthetic impairment. Surgical treatment was essential to avoid recurrences, and strict 
patient monitoring in the first two years was crucial (Figure 5). 

 
Figure 5 Mediate post-surgery: frontal and lower side view. 
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CONSENT 
 

The patient has informed consent for this case report to be published. 
All authors declare that the patient gave written informed consentto publish this case 

report and accompanying images.  
A copy of the written consent is available for review by this journal's Chief Editor. 

 
 
ETHICAL APPROVAL 

All authors declare that all experiments have been examined and approved by the 
Centro de PesquisasOdontológicasSão Leopoldo Mandic SS Ethics Committee, CAAE 
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ABBREVIATIONS 
 
OM: Odontogenic myxoma; 
WHO: World Health Organization.

 


