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A Soft Tissue Myxoma on the Palate: A Case Report
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Myxomas in the orofacial regions are relatively uncommon tumors that occur in two differ-
ent types: odontogenic myxomas and soft tissue myxomas. Odontogenic myxomas, derived 
from the mesenchymal cells such as papillae, dental follicles, or periodontal ligament, occur 
commonly in the maxilla and mandible. However, soft tissue myxomas in the oral cavity 
are rare and have been previously reported in only about 30 cases of unknown pathogen-
esis. The aim of this case report is to present a new case of oral soft tissue myxoma in a 
37-year-old male patient who presented with a soft, exophytic round mass on the palate.
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INTRODUCTION

Myxoma is a true neoplasm, which resembles primitive 

mesenchyme. It consists of stellate cells in a loose mucoid 

stroma through which delicate reticulin fibers course, in ir-

regular directions [1]. Currently, myxoma is considered rare, 

locally infiltrative benign tumor of the connective tissue, 

which does not metastasize [2]. The tumors show differ-

ent growth rates. However, there are usually long periods 

of inactivity, which may precede or follow periods of short 

and rapid growth [1]. If inadequate resection has been per-

formed, it may be capable of local destruction and can even 

be fatal in rare circumstances [1,2]. It can affect persons of 

all ages although it is not common in children or young 

adolescents [3].

Myxomas are mainly reported in the heart, and comprise 

nearly half of the benign tumors of the heart. Although car-

diac myxomas occur in all age groups, they are frequent 

between the third and sixth decades in particular [4]. Other 

types of myxomas arise in the somatic soft tissue, which 

is named as soft tissue myxoma, mainly discovered in the 

skeletal muscles, dermal and subcutaneous tissue, pelviperi-

neal tissue, and proximal to a large joint. Myxomas in the 

bones can almost be considered as the tumors of the facial 

skeleton, because the lesions rarely exist in the extra-gnath-

ic bones [2]. 

Within the head and neck, they were most frequently 

found in the mandible or the maxilla and are often known 

as odontogenic myxomas [2,5]. Soft tissue myxomas were 

identified in the skeletal muscles, subcutaneous tissues, and 

fascial planes. Odontogenic myxomas arise more frequently 

than soft tissue myxomas in both adult and pediatric pa-

tient populations [2]. 

Epivatianos et al. [3] suggested that soft tissue myxoma 

occurred infrequently in the oral cavity, reporting only 24 

cases in their review of literature. The objective of this case 

report is to present a new case of soft tissue myxoma aris-

ing in the palate of a 37-year-old male patient.
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CASE REPORT

A 37-year-old male was referred to the department of 

oral medicine at the Jeonbuk National University Hospital 

from a local dental clinic in January 2020. He complained 

of an asymptomatic mass that had appeared in the palate 

about 2 months previously. 

Clinical examination showed a soft, exophytic round 

mass located in the hard palate, measuring about 7 mm in 

diameter (Fig. 1). The lesion was covered by normal mu-

cosa, and not tender to palpation. The patient’s medical and 

dental histories were unremarkable. Under local anesthesia, 

a surgical removal was carried out. The excised specimen 

was sent for histopathological evaluation.

Microscopically, the tumor was composed of loosely ar-

ranged stellate and spindle shaped cells with ambiguous 

myxoid stroma identified through Hematoxylin and eo-

sin staining (H&E staining) (Fig. 2). Additional examina-

tions had been performed for differential diagnosis as H&E 

staining examination had limitations in the final diagno-

sis. Stromal substance was stained with Alcian blue at pH 

1.0 and pH 2.5 (Fig. 3). Reticulin stain showed the presence 

of fine reticulin fibers in the mucinous substance (Fig. 4). 

Immunohistochemical stains with vimentin were positive, 

while those with S-100 protein were negative. The lesion 

was negatively stained for desmin and smooth muscle actin 

and CD34 were positive in blood capillaries (Fig. 5).

The final diagnosis of soft tissue myxoma was made 

based on the histopathological findings. After six months 

of the operation there had been no recurrence of the lesion.

Fig. 1.Fig. 1. Clinical examination revealing the presence of a soft and 

round mass measuring about 7 mm in diameter on the right palate.

Fig. 2.Fig. 2. Histological examination showing that the lesion was 

composed of loosely arranged hypocellular lesion composed 

of stellate and spindle shaped cells (arrows) (H&E staining;  

Magnification, ×100).

200 m�

Fig. 3.Fig. 3. Alcian blue staining (ABS) re-

vealing abundant myxoid materials in 

the stroma. (A) ABS showing positive 

in pH 1.0 (Magnification, ×100) and (B) 

showing stronger positive reaction at 

pH 2.5 indicating abundant hyaluronic 

acid in stroma (Magnification, ×100).200 m� 200 m�
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DISCUSSION

In the orofacial regions, myxomas occur in two differ-

ent types, odontogenic myxomas and soft tissue myxomas. 

Odontogenic myxomas are benign tumors derived from 

mesenchymal cells such as papillae, dental follicles, or peri-

odontal ligament, occurring more commonly than soft tis-

sue myxomas in the maxilla and mandible [6]. Myxomas of 

the jaws grow slowly with a tendency of expanding, thin-

ning of the cortex, and sometimes lasting for several years 

[2,6]. They are likely to loosen and lead to displacement 

of the teeth if the tumor exists in the tooth-bearing area. 

Radiographic findings of the tumors often appear as well-

circumscribed, radiolucent areas, which may include a fine, 

soap-bubble trabeculated appearance [2]. Peripheral odon-

togenic myxomas, which are considered the counterpart of 

odontogenic myxomas, usually present as exophytic gingi-

val mass with no pain in the soft tissue overlying the tooth 

supporting structures or in the extra-bone in the jaw [6,7].

Soft tissue myxomas have been reported in the skele-

tal muscles, subcutaneous tissues, and fascial plane in the 

maxillofacial regions [2]. Although there are several theo-

ries about the pathogenesis of the soft tissue myxomas, the 

prominent hypothesis is that an altered fibroblast could 

produce an excess of mucopolysaccharides. They were com-

monly considered to be incapable of forming mature colla-

gen even if some cells could retain this capacity. However, 

further studies are necessary to clarify the origin of the 

myxomas, as the histogenesis of the tumor remains obscure 

[8].

The clinical characteristics of soft tissue myxomas report-

ed in the oral cavity are not pathognomonic. They show a 
Fig. 4.Fig. 4. Reticulin stain showing the presence of fine reticulin fibers 

(Magnification, ×100).

200 m�

Fig. 5.Fig. 5. (A) Immunohistochemical (IHC) 

stain for vimentin showing a strong 

positive reaction with connective 

tissues including the lesion, which 

means the lesion originated from the 

mesenchymal cells (Magnification, ×

100). (B) IHC stain for S-100 protein 

showing a negative reaction in the 

lesion (Magnification, ×100). (C) IHC 

stain for smooth muscle actin showing a 

negative reaction except in the smooth 

muscles of the blood capillaries (arrows) 

(Magnification, ×100). (D) IHC stain 

for CD34 showing a negative reaction 

except in the blood capillaries (arrows) 

(Magnification, ×100).
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slight female predilection and the age of affected patients 

ranges from 2-weeks to 74-years with the largest number 

of cases in the fourth decades. The most common complaint 

was a slowly growing painless tumor with a duration of 

range from 1 month to 24 years [3,8]. Clinically, most of the 

previously reported cases were misdiagnosed as fibroma, li-

poma, fibroepithelial polyp, oral focal mucinosis and tumor 

of a minor salivary gland [9]. Definitive diagnosis can be 

established only after histopathological analysis of the le-

sion [3].

Epivatianos et al. [3] reported that the most frequent re-

gions of the tumors was the palate (11 cases), followed by 

the buccal mucosa (5 cases), the lips (3 cases), and the floor 

of the mouth (2 cases). Recently, Nisi et al. [10] reported 

additional cases of soft tissue myxomas. In this review, 3 

more cases of the buccal mucosa and lips, respectively, were 

identified. To summarize, to the best of our knowledge the 

most frequent intraoral region where the soft tissue myxo-

mas occurred is the palate (14 cases), followed by the buc-

cal mucosa (8 cases).

Histologically, soft tissue myxomas in H&E staining are 

hypocellular lesion composed of spindle and stellate cells 

embedded in abundant myxoid or mucous stroma that con-

tains reticulin fibers [3]. Myxoid or mucous stroma of soft 

tissue is composed of plentiful hyaluronic acid [1], which is 

non-sulfated glycosaminoglycans (GAG), and sulfated GAG 

such as chondroitin sulfate [11]. A ratio of hyaluronic acid 

to chondroitin sulfate is 4:1 [12]. However, non-sulfated 

GAG might be difficult to be seen in H&E staining. Alcian 

blue staining (ABS) should be performed for differential di-

agnosis. ABS (pH 1.0) demonstrates sulfated GAG and ABS 

(pH 2.5) shows alcinophilia in the tissues which contain hy-

aluronic acid or sialomucin [13]. In our case, ABS revealed 

positive in pH 1.0 and stronger positive reaction at pH 2.5. 

The stroma in this lesion is composed of mainly non-sul-

fated GAG with some sulfated GAG. Additionally, immuno-

histochemical stain for reticulin fibers is supposed for final 

diagnosis, because perception of reticulin fiber with H&E 

staining is not possible [8].

The differential diagnosis of soft tissue myxomas from 

other myxomatous tumors can be extremely challeng-

ing because the significant histological features observed 

through a light microscope overlap among the different 

entities [14]. Particularly, the following differential diagno-

sis for myxoid-like lesions should be considered: myxoma-

tous degeneration in a fibrous lesion, oral focal mucinosis 

and nerve sheath myxomas [9,13]. The lesions are occasion-

ally misdiagnosed as malignant [15], and inversely, other 

myxoid malignant tumors such as myxoid liposarcoma 

and myxofibrosarcoma could be confused with soft tissue 

myxomas [11]. Therefore, definitive histological diagnosis 

should deliberatively be made. Integration of histopatho-

logical examination with comprehensive clinical and ra-

diographic analysis is essential. Additionally, evaluation of 

the immunohistochemical expression of biomarkers in the 

lesion may provide an improved overall understanding of 

the origin, behavior, appropriate treatment and prognosis of 

myxomatous tumors [14].

The first oral focal mucinosis is considered the counter-

part of cutaneous focal mucinosis occurring in the oral cav-

ity. Histologically, the lesion shows a localized area char-

acterized by accumulations of hyaluronic acid surrounded 

by relatively dense fibrous connective tissues [16]. The dif-

ferential diagnosis should be based on the criteria estab-

lished by Tomich. Oral focal mucinosis can be distinguished 

from myxomas by the lack of reticulin fibers in the myxoid 

stroma which is clearly localized from the surrounding tis-

sues [17]. In our case, reticulin stain showed the presence of 

reticulin fibers and the lesion was not clearly defined from 

the surrounding fibrous connective tissues. Nerve sheath 

myxoma is a benign tumor thought to develop from peri-

neural cells or peripheral nerves [9]. Histologically, it shows 

a well-circumscribed, but non-encapsulated myxomatous 

lesion, arranged in several lobules by connective tissue sep-

ta [18]. The majority of cells are spindle-shaped with a fas-

cicular sequence, and are strongly positive for S-100 pro-

tein which confirms their neural origin [3,16]. This diagno-

sis was excluded in our case because there were no septa or 

lobule structures in the microscopic image and the result of 

immunohistochemical stain with S-100 protein was nega-

tive. Next are the fibrous tumors with myxomatous degen-

eration, which were commonly observed as overgrowth le-

sions [19]. They can be excluded by the presence of mast 

cells and inflammatory cell infiltrations in the myxoma-

tous areas. Histologic differential diagnosis should include 

other origin types of neoplasms with extensive areas of 
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myxomatous degeneration [19]. Special staining techniques 

and immunohistochemical analysis are helpful in identi-

fying and differentiating these lesions. Differentiated ele-

ments, such as chondroblasts, rhabdomyoblasts, or lipo-

blasts make the diagnosis of myxomas impossible. Instead, 

it would indicate the myxomatous degeneration of a par-

ticular tumor [2]. The mucoid matrix of myxomas is stained 

strongly with Alcian blue and mucicarmine, as well as peri-

odic acid-Schiff, although it is not specific. Similarly, in our 

case, immunohistochemical staining reveals that myxoma 

stains positive for vimentin, but negative for desmin and 

S-100. Staining for cytokeratin also shows a negative reac-

tion [20].

The first choice in the treatment of soft tissue myxomas 

is surgical excision with adequate margins to prevent recur-

rences. It is assumed that the difficulty of tumor eradica-

tion is partially based on the poor definition of the tumor 

margins. Conservative treatment is indicated only in le-

sions close to vital structures, especially in young patients. 

Relapses of soft tissue myxomas range from 5% to 30%. 

They are associated with the anatomical location and treat-

ment. Of the cases previously reported in literature, none of 

the soft tissue myxomas in the oral cavity had recurred [8].

In our case, the diagnosis of soft tissue myxoma was 

made based on histological and immunohistochemical find-

ings. Because clinical features of soft tissue myxomas are 

not pathognomonic, a definitive diagnosis can be estab-

lished after histological analysis of the lesion is performed. 

Even with histological examination, it may be difficult 

to differentiate myxomas from above-mentioned tumors 

showing myxoid stroma. Especially, the differential diag-

nosis of soft tissue myxoma between myxomatous degen-

eration of fibrous tumors or other origin types of neoplasm 

should be given careful consideration because of the po-

tential risk of malignancy. Even though it is rarely found in 

the oral cavity, soft tissue myxomas should be considered a 

differential diagnosis of the benign tumor occurring in in-

traoral regions.
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