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of  a fibromyxoma and will exhaustively review the clinical 
presentation, histological features, differential diagnoses, 
and management of  this rare neoplasm.

CASE REPORT

A 23-year-old female patient reported to our department 
with the chief  complaint of  a painless growth in the 
palatal aspect of  the left upper back tooth region for the 
past 2 years. The growth was initially small but increased 
gradually to attain the present size over the past 3 months. 
Her medical history revealed allergy from pain killers. 
General physical examination showed a moderately built, 
nourished female with steady gait with satisfactory vital 
signs. Extraoral examination revealed nothing significant. 
Regional lymph nodes were not palpable.

Intraoral examination revealed the presence of  a well-
circumscribed, solitary, pale pink, and round to oval growth 
measuring about 1.5 cm × 1.0 cm over the palatal gingiva 
in relation to teeth 23 and 24 [Figure 1]. On palpation, the 
growth was soft to firm in consistency, non-tender, and 
non-pulsatile. The growth was pedunculated and attached 
to inter-proximal gingiva of  the associated teeth which 
were found to be periodontally sound and non-carious. The 
overlying mucosa was smooth, non-ulcerated, and without 
any vascular prominence. I.O.P.A radiographic examination 

INTRODUCTION

Fibromyxoma is a rare slow-growing benign neoplasm, 
usually occurring in the 2nd and 3rd decades of  life, rarely 
seen in children or adults over 50 years of  age. The term was 
first introduced by Rudolph Virchow in 1863 to describe 
it as an abdominal soft-tissue lesion. It is an uncommon, 
locally infiltrative benign tumor of  the connective tissue, 
arising in bones and soft tissues.[1,2] Fibromyxomas of  
orofacial region arise from the mesenchymal tissue of  
the dental follicle, but soft-tissue counterparts arise from 
suppurative structures of  the teeth such as the gingiva 
and the periodontal ligament. In the gnathic region, it is 
usually presents as an asymptomatic slow growing lesion, 
but occasionally can present with a locally aggressive 
behavior.[3] Fibromyxomas are fairly indistinguishable from 
myxomas, as they both exhibit a proliferation of  primitive 
mesenchymal cells that produce an amorphous mucoid-
rich intercellular matrix. In this article, we report a case 
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Abstract
The intraoral fibromyxoma is an uncommon, slowly growing, benign mesenchymal tumor. It can occur in two different types, 
namely, odontogenic fibromyxomas and soft-tissue fibromyxomas. The fibromyxomas are rare in gnathic region, which can 
occur in all age groups, but they are most common in the 2nd and 3rd decades of life. Most frequent locations were the cheek, 
floor of the mouth, and palate. We present a rare case report of oral soft-tissue myxoma in a 23-year-old female patient who 
presented with a soft, exophytic round mass on the palate. An excisional biopsy was performed under local anesthesia. 
Histopathological diagnosis of a fibromyxoma was established. A follow-up of 6 months was done and no complication or 
episodes of recurrences were noted.
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showed normal lamina dura of  the involved teeth without 
any periapical pathology [Figure 2].

Based on the clinical examination and history given by the 
patient, the growth was thought to be a benign neoplasm 
and a provisional diagnosis of  “fibro-epithelial polyp” 
was made. Other differential diagnoses included fibroma, 
traumatic neuroma, neurofibroma, schwannoma, fibrous 
histiocytoma, and granular cell tumor.

After through, physical examination of  the patient was 
advised for a routine hemogram which was found to be 
within normal limits. A with a written informed consent 
from the patient, an excisional biopsy was performed under 
local anesthesia [Figure 3]. The gross specimen was well-
circumscribed, pinkish white, and oval-shaped measuring 
about 15.0 mm × 10.0 mm × 8.0 mm in dimension. Cut 
surface was homogenous, white, firm without any evidence 
of  hemorrhage, or necrosis.

Sections stained with hematoxylin and eosin revealed the 
presence of  atrophic stratified squamous surface epithelium 
with relatively flattened rete-ridges. The connective tissue 

Figure 2: Excisional biopsy: Par operative procedure

Figure 1: Clinical examination revealing the presence of a soft 
and round mass measuring about 7 mm in diameter on the left 

palate

Figure 4: H&E stained Histological examination showing that 
the lesion was composed of loosely arranged hypocellular 

lesion composed of stellate and spindle shaped cells

Figure 3: IOPA radiographic examination showed normal 
lamina dura of the involved teeth and no periapical pathology

Figure 5: Alcian blue stained histological examination showing 
that mucoid mesenchymatous stroma composed of hyaluronic 

acid and glycosaminoglycans
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is characterized by presence of  fibrocollagenous stroma 
with a well-delineated area showing myxomatous changes 
and irregularly dispersed angular mesenchymal cells 
resembling myoblasts [Figure 4]. Endothelial cell clumps 
and non-specific minimal inflammatory cell infiltration 
could be noted. Based on the clinical and histological 
findings, a definitive diagnosis of  “Fibromyxoma” was 
made. Additional standing was performed for identification 
of  myxomatous tissue was Alcian blue at pH1.0 and 
pH 2.5 [Figure 5]. A follow-up of  6 months was done, 
no complication or episodes of  recurrences were noted.

DISCUSSION

Fibromyxoma is classified as a specific type of  myxoma 
with an increase in fibrous/myxoid tissue ratio than 
myxoma.[1] It is a large and heterogeneous group of  
lesions affecting any part of  the body. Common sites of  
occurrence are skin or subcutaneous tissues, genitourinary 
tract, gastrointestinal tract or in organs such as liver, spleen, 
or even parotid gland.

Fibromyxoma consists 3–20% of  all the orofacial tumors. 
Thus, the extraosseous variety accounts for 3–8% of  all the 
orofacial fibromyxoma, making it more distinct.

The most frequent location is the palate (41%), followed 
by buccal mucosa (18.2%), lips (13.6%), gingiva (13.6%), 
floor of  the mouth, and retromolar area (4.5%). The 
clinical features of  oral soft-tissue myxoma are not 
pathognomonic; therefore, diagnosis can be established 
only after histopathologic examination of  the surgical 
specimen. Clinically, most cases can be misdiagnosed as 
fibrous epulis, fibro epithelial polyp, fibroma, or tumor of  
a minor salivary gland.[4-6]

Histogenesis of  fibromyxoma remains uncertain, so several 
theories have been proposed regarding its origin. One 
theory suggests that altered primitive fibroblast produces 
excess mucopolysaccharides. Another theory postulates 
that fibromyxomas originate from remnants of  embryonal 
mesenchyme. According to other researchers, it develops 
from degenerative changes in common fibromas; however, 
the difference in the sites of  localized fibrous growths, as 
well as the presence of  mast cells in areas of  myxomatous 
degeneration, does not favor this theory. Finally, the latest 
theory by Brannon accepts that fibromyxoma is a true 
mesenchymal neoplasm.[7,8]

Histologically, fibromyxomas are hypocellular and mainly 
composed of  spindle or stellate cells and reticulin fibers in 
abundant mucoid material. The randomly oriented stellate, 
spindle, or round cells have long, fine, anastomosing, and 

pale eosinophilic cytoplasmic processes. The cells are evenly 
dispersed in an abundant myxoid ground substance that 
characteristically contains a minimal amount of  collagen 
fibers.[3,9] Mitotic figures were infrequent and tumors lack 
pleomorphism and necrosis. Paucity of  blood vessels and 
absence of  mast cells are also noted. The development 
of  dense fibrous tissue between the myxomatous areas is 
a frequent finding, giving rise to the term myxofibroma.

Our case revealed the presence of  connective tissue which is 
characterized by presence of  fibrocollagenous stroma with 
a well-circumscribed central area showing myxomatous 
changes, with irregularly dispersed angular mesenchymal 
cells resembling myxoblasts and few nests of  clumped 
endothelial cells. The mucoid mesenchymatous stroma is 
periodic-acid-Schiff  negative but is stained positively with 
Alcian blue and reacts metachromatitally with Toluidine 
blue, properties that disappear when pretreatment with 
hyaluronidase is used. Myxoid or mucous stroma of  soft 
tissue is composed of  plentiful hyaluronic acid, which is 
non-sulfated glycosaminoglycans (GAGs), and sulfated 
GAG such as chondroitin sulfate. The ratio of  hyaluronic 
acid to chondroitin sulfate is 4:1. However, non-sulfated 
GAG is difficult to be seen in H&E staining. Alcian blue 
staining (ABS) is performed for differential diagnosis. ABS 
(pH 1.0) demonstrates sulfated GAG and ABS (pH 2.5) 
shows alcinophilia in the tissues which contain hyaluronic 
acid or sialomucin.[10] Our histopathological examination 
of  the section stained with ABS also revealed positive in 
pH 1.0 and stronger positive reaction at pH 2.5.

Differential diagnosis for myxoid appearing lesions 
in gnathic regions is odontogenic myxoma, oral focal 
mucinosis myxomatous degeneration in a fibrous lesion, 
and nerve sheath myxoma.

If  the left untreated, fibromyxoma has unlimited growth 
potential; a phenomenon which distinguishes it from 
reactive non-neoplastic polypoid gingival growths. 
Fibromyxoma without bone destruction is treated with 
simple surgical excision, while those with bone destruction 
require excision and marginal curettage. Recurrence is 
usually due to insufficient removal of  the tumor and lack of  
capsule. Therefore, the follow-up period of  at least 6 month 
for 3 year, followed by self-observation is necessary to rule 
out intraosseous extension and recurrences. In our case, 
a follow-up of  6 months was done with no episodes of  
recurrences, which was noted.

CONCLUSION

Although this tumor is very rare, these are chiefly 
asymptomatic, osseous variants can be quite aggressive. 
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Thus, diligent histopathological examination is needed for 
proper diagnosis and necessary treatment.
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