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ABSTRACT

Twenty-seven patients with histologically confirmed cases of odontogenic myxoma of the jaws
were managed in a 10-year period. They represent 8.5% of all odontogenic tumours seen
during the period. There was a female preponderance with the female to male ratio of 2.4:1.
The age range was 11-70 years with majority occurring in the 4™ decade. No apparent site
predilection was noted. The duration of symptoms before presentation was 2 months to 14

years (mean 2.3 years).

All the patients presented with facial swellings.

Radiologically,

majority (63%) were multilocular. In 85.2% radical ablation was the treatment employed. The
follow-up period was 1 to 13 years and a recurrent rate of 3.7% was noted. A trcatment
protocol is suggested (Nig J Surg Res 2000;2:123-126)
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Introduction

Odontogenic myxoma is a tumour of the jaws
arising from the mesenchymal portion of the
tooth germ." It is a relatively rare tumour,
accounting for about 6% all odontogenic
tumours.” Most report are isolated case reports
or small series. Previous reports from Nigeria® °
® have analysed myxomas and odontogenic
tumours as a group. This is a report of the
experience  with odontogenic myxoma in
Kaduna, northern Nigeria.

Materials and Methods

In the period, 1985 - 1995, 27 cases of
myxomas of the jaws were retrieved from the
medical records of Oral and Maxillofacial Unit,

Ahmadu Bello University Teaching Hospital,

Kaduna. The records have been reviewed. In
the same period, a total of 318 patients with
odontogenic tumours of the jaws were managed.

Results

There were 19 (70%) females and 8 (30%)
males, a ratio of 2.4:1, the sex and age
distribution are illustrated in Figure . The age
range was 11-70 years (mean 29.6) with a peak
age in the 4" decade. The mean age for the
females was 31.3 years and 25.8 years for
males.

Presentation

The interval between the onset of the symptoms
and presentation was 2 months to 14 years (mean
2.3 years). The average duration for males and
females were 1.8 and 2.6 years respectively. All
the patients presented with slow growing painless
swellings.  Twenty-six cases were firm in
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consistency and were covered with slightly pale
oral mucosa while one was ulcerated. Ocular
symptoms in the maxillary cases were proptosis
and blindness. Two cases of maxillary tumours
involved the sinus and part of the zygoma with
destruction of the orbital floor. In one of these,
there was also involvement of the orbit and
ethmotdal sinus.  Features related to teeth
included,  toothache 206, loosening 5,
displacement 14 and exfoliation 13.

Site

There were 14 (52%) mandibular and 13 (48%)
maxillary lesions, a ratio of 1.08: 1. Majority,
24 (89%) were located in the premolar-molar
region of both jaws with extensions to the
mandibular ascending ramus and the maxillary
tuberosity. Table 1 shows the specific sites of
the tumours,

Radiology

Eighteen (10 mandibular and 8 maxillary
lesions) of the 27 cases had their radiological
appearances recorded. The mandibular lesions
presented as  radiolucent lesions  with
appearances as soap bubble 2, tennis racket
2,and honey-comb one while the remaining 5
were simply described as multilocular.  For
maxillary lesions, 6 of the 8 were radio-opaque,
while the remaining 2 (premaxillary lesions)
were multilocular.

Treatment

Of the 27 patients, 26 (96%) had surgical
intervention. One patient declined treatment.
The various surgical procedures employed were
curettage 3, excision (0.5mm from apparent
normal bony margin) 9, resection (lcm of
apparent normal bony margin) 5, resection with
disarticulation 3 (2, hemi-mandibulectomies and
1 subtotal mandibulectomy), excision of tumour
with dento-alveolar segment and preservation of
the mandibular lower boarder (1.5cm to 2¢m of
apparent normal bony margin) 4 and
maxillectomy 2.
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Follow-up

The follow-up of the 26 cases treated ranged
from | year to 13 years with a mean of 5 years.
Recurrence was observed in one patient with
maxillary tumours 3 years post-operatively.
This represents 3.7% of total cases and 3.8% of

operated cases.

Discussion

Myxomas of the jaws are rare, representing 3 -
8% of odontogenic tumours and cysts.” ™7 In
this report the 27 myxomas represents 8.5% of
total odontogenic tumours seen during the
period.. Comparing this tumour with
ameloblastoma, Regezi et al” and Slootweg and
Wwittkampt * documented a ratio of myxoma to
ameloblastoma of 3:11 and 3:20 respectively.
In our series this ratio was 1:8. The high figure
in this study may probably be as a result of
exclusion of cysts.

An age range of 11 to 70 years in this study
compares with White et al’s * range of 11 to 62.
The mean age at diagnosis is in accordance with
the reports of Zimmerman et al'® and Ghosh et
al.''  This present series shows that the males
were afflicted at an earlier age than the female
counterparts. With regards to gender, most of
the reports show female predilection,™? ™
although some reports show an equal gender
distribution. """ In the present report,
females predominated, F:M of 2.4:1.

Most authors have recorded a
mandibular  excess®™'*'>"*  while  other
reports™'® favour an equal site distribution. In
the present series there is an equal mandibular
and maxillary prevalence. However, there is a
general consensus that the tumour s
predominantly located in the posterior region of
the jaws.™'*"”  Majority, 24 cases (89%) were
posteriorly located in this study. Two cases of
the maxillary tumours, involved the sinus and
part of the zygoma with destruction of the
orbital floor. In one of these, there were also
involvement of the orbit and ethmoidal sinus.
Zimmerman and Dahlin'® have documented
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MYXOMA OF THE JAW BONES

Figure 1: Sex and Age Distribution of 27 Cases
of Myxoma of the Jaw
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4 cases with antro-orbital involvement.

Patients in this environment usually present late
(mean 2.3 years), perhaps due to ignorance.
This often causes the neglect of the tumours

until they assume massive and grotesque
proportions compared to their European

counterparts.'>* Radiologically, the
appearances are varied; the tumours usually

. 3 . 2
present as unilocular,” tennis racket,”’ honey
comb' and soap bubble'” radiolucent
appearance. In this study, the radiological

presentation are similar to other series. Barros
et al'® reported root resorption, however, in our
study root resorption was not encountered.
Because of sinus involvement maxillary
tumours may present as opacity.
Radiographically, this tumour should be
differentiated from other lesions, namely,
ameloblastoma, odontogenic keratocysts, cysts,
fibro-osseous  lesions, central giant cell
granuloma and calcifying epithelial odontogenic
tumour.

Concerning the treatment of myxomas,
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Table 1: Site Distribution of 27 Cases of Myxoma of the
Jaws

Site of myxoma No. (%)
Mandible
Horizontal ramus (anterior segment) 1(3.7)
lHorizontal ramus (posterior segment 7(25.9)
Horizontal ramus (anterior and 3310
posterior scgments)
Hosizomal (anterior and posterior 1(3.7)
scgments) and vertical ramus
[ {orizontal (posterior scgment) and 2(7.4)
vertical ramus
Maxilla
Anterior maxilla 2(7.4)
Posterior maxilla 4(14.8)
Posterior maxilla and tuberosity 3(11.1)
Anterior and posterior maxilla and 2(14)
tuberosity
Posterior maxilla, zygoma and antrum 1 (3.7)
Anterior and posterior maxilla, 1(3.7)
zygoma, antrum, cthmoid and nosc
Total 27 (100)
opinion are diverse; some reports''"'*?* favour
conservative  treatment, while  other'™'7®

advocate a more radical approach. In our study
3 cases had curettage, while the remaining 23
cases had radical treatment. The single
recurrent case in this study was a product of
curettage. High recurrent rates reported by
other authors'™™ were between 60% and 75%
post-curettage. The reasons for this high figure
are conservatism and biological behaviour of
this tumour. In our experience this tumour
infiltrates along the marrow spaces rather than
expanding the bone.

The recurrence of 3.7% in this study
was because of the treatment protocol employed
viz:- excision (0.5mm from the apparent normal
bony margin), resection with or without
disarticulation (lem of apparent normal bony
margin), resection of the tumour with dento-
alveolar, segment and preservation of the lower
border and maxillectomy (1.5cm to 2cm of
apparent normal bony margin).

Although it is our

opinion that
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- énucleation should be avoided, curettage with
scarification of cavity with acrylic bur may be
used for small mandibular lesions particularly in
the anterior region and especially where the
patient is educated and available for periodic
reviews. It would appear that for extensive
lesions a more radical approach is more
appropriate. Regular periodic follow-up at 3
monthly intervals is also advocated.

References

1. Shafter WG, Hine MK, Levy BN,
Textbook of oral pathology. 4" edition,
Saunders, Philadelphia, 1983; 295.

2. Bhasker SN. Synopsis of oral pathology. 3"

edition, Mosby, London, 1969; 241.

Odukoya  O. Odontogenic tumours

analysis of 289 Nigerian cases. J Oral

Pathol Med. 1995; 24: 454 - 457.

4. Mosadomi A. Tumours, cysts and allied
lesions of the jaws and oral mucosa in
Lagos, Nigeria.,1969 - 1974. Int J Oral
Surg 1975;4 : 219 -224,

S. Anand SV, Davey WW, *Cohen B.
Tumours of the jaw in West Africa. A
review of 256 patients. BrJ Surg 1967; 54
1902 -917.

6. Arotiba JT, Ogunbiyi JO, Obiechina AE.
Odontogenic tumours : a l5-year review
from Ibadan. Nigeria. Br J Oral Maxillofac
Surg 1997; 35 : 363 - 367.

7. Regezi JA, Kerr D.A, Courtney RM.
Odontogenic tumours : an analysis of 706
cases. J Oral Surg 1978;36: 771 - 778.

8. Slootweg PJ, Wittkampf ARM. Myxoma
of the jaws. J.Oral Maxillofac Surg 1986;
14: 46 - 52.

9. White DK, Chen S, Mohnac AM, Miller

* AS. Odontogenic myxoma : A clinical and
ultrastructural study. Oral Surg Oral Med.
Oral Path 1975; 39: 901 - 917.

10. Zimmerman DC, Dahlin D.C. Myxomatous

(0%}

The Nigerian Journal of Surgical Research Volume 2 Number 3-4 2000

18.

19.

20.

21.

. Schneck DL, Gross

AJIKES. O. ET AL

tumours of the jaws. Oral Surg Oral Med
Oral Path 1958; 11: 1069 - 1080.

. Ghosh BC, Huvous AG, Gerold FP, Miller

TR. Myxoma of the jawbones. Cancer

1973; 31: 237 - 240.

. Adekeye EO, Avery BS, Edwards MB,

Williams HK. Advanced central myxoma
of the jaws in Nigeria. Int J Oral Surg
1984; 13: 177-186.

. Peltola I, Magnusson B, Happonen RP,

Borrman H. Odontogenic myxoma - a
radiographic study of 21 tumours. Br J Oral
Maxillofac Surg 1994; 32: 298 - 302.

. Bojamini EN. Mixoma de Los maxillarces.

Antioguia Med 1964; 14: 285-299.
PD, Tabor MW.
Odontogenic myxoma : Report of two cases
with reconstruction considerations. J Oral
Maxillofac Surg 1993; 51:935-940.

. Barros RE, Dominguez FV, Cabrini RL.

Myxoma of the jaws. Oral Surg Oral Med
Oral Path 1969; 27: 225 - 236.

. Gorlin RJ, Chaudhry AP, Pindbong JJ.

Odontogenic  tumours,  classification,
histopathology and clinical behaviour in
man and domesticated animals. Cancer
1961; 14: 73: 101,

Harder F. Myxoma of the jaws. In. J Oral
Surg 1978; 7: 148 - 155.

Marlette RH, Gerdard RC. Intra-osseous
“fibroma” and “fibromyxoma” of the
mandible. Report of 3 cases. Oral Surg
Oral Med Oral Path 1968; 25: 794 - 799.
Totten JR. Recurrence of myxoma in a
costo-chondral graft. Br J Oral Surg 1962;
20: 63.

Sonesson A. Odontogenic cysts and cystic
tumours of the jaws. Roentgendiagnostic
and Patho-anatomic study. Actal Radiol
Suppl 1950; 81: 36.

. Farman AG, Norfje CJ, Grotepass FW,

Farman J, Van Zyl, JA. Myxofibroma of
the jaws. BrJ Oral Surg 1977; 15:3 - 18.



