
Abstract

Case Report

Introduction

Odontogenic myxofibroma  (MF) was first described by 
Virchow in 1863 as a rare benign, locally aggressive tumor 
that destroys jaw bone and infiltrates the surrounding tissues.[1] 
The lesion is a variant of odontogenic myxoma (OM).[2] OM 
comprises about 3%–6% of all odontogenic tumors and MF 
account for only a minor percentage of OM, with an incidence 
of 0.05/1,000,000.[3,4]

OM affects more female than male with a predilection for the 
posterior segment of the mandible. Most of the cases were 
reported in the second to third decade of life, rarely seen in 
children and adults.[4] MF may be asymptomatic, but as the 
lesion enlarges, it presents as slowly progressive facial swelling 
with cortical plate expansion and malocclusion. Other less 
common features include pain and paresthesia.[4,5]

Radiographically, MF presents as either unilocular or 
multilocular radiolucent lesion usually with a well‑defined 
border. Furthermore, terminologies such as “honeycomb,” 
“soap bubbles,” “ground glass,” and “tennis racquet threads” 
have been used to describe the lesion in the literature.[4]

The gross appearance of odontogenic MF is mostly 
unencapsulated, well‑delineated masses that can be rubbery, 
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squishy, or gelatinous in texture and range in color from 
gray‑white to tan‑yellow.[6] Microscopically, the tumor is 
composed of randomly oriented, morphologically bland 
stellate‑to‑spindle shaped cells embedded in a loose myxoid 
extracellular matrix with cells presenting with thin, long 
cytoplasmic prolongations giving the tissue characteristics 
of resemblance of immature mesenchyme.[7] The background 
of MF is hyalinized or collagenous. The presence of 
islands of odontogenic epithelium varies, but these are regarded 
to be a remnant rather than an integral part of the disease.[8]

Jaw resection, excision, and enucleation combined with 
curettage are the mainstay treatment to prevent recurrence 
due to MF propensity to infiltrate surrounding soft tissues.[2]

We present a case of oral and maxillofacial (OMF) in a 22‑year‑old 
female with a painful, rapidly progressive left maxillary swelling, 
associated with bleeding. The lesion was clinically diagnosed 
as maxillary osteosarcoma, but incisional biopsy suggested 
desmoplastic fibroma. Asymptomatic pulmonary mycetoma 
was discovered on a chest radiograph incidentally. The dilemma 
of diagnosis of OMF still exists. We will review the clinical 
presentation, radiographic examination, histological features, 
differential diagnoses, and management of this rare neoplasm.

Case Report

A 22‑year‑old female presented in the OMF surgery outpatient 
clinic of our center with six‑month history of rapidly 
progressive painful, left maxillary swelling. She had earlier 
reported at a private tertiary hospital for treatment five weeks 
prior to presentation but could not afford the cost of treatment. 
The patient gave no positive history of cigarette smoking or 
alcohol consumption, but there was a history of spontaneous 
bleeding from the swelling. There was no associated history of 
chronic cough or hemoptysis; however, weight loss was severe. 
She could only tolerate oral fluid intake due to the huge mass.

Examination revealed an asthenic, chronically ill‑looking, 
pale, and dehydrated but acyanosed patient. There was a left 
giant maxillary swelling, extending across the midline to 
the contralateral side and inferior laterally to the mandible 
on the left side. It measured about 16  cm  ×  14  cm in its 
widest diameter. The overlying skin was intact but shiny. 
It was tender and of mixed consistency on palpation. The 
ipsilateral submandibular lymph nodes were tender, enlarged, 
firm, discrete, and freely mobile. Intraoral examination 
revealed a near‑total obliteration of the oral cavity with 
the lesion projecting through a distended rima oris. There 
was gross buccopalatal expansion extending from the right 
first premolar to the contralateral maxillary tuberosity with 
multiple discharging sinuses [Figure 1]. The left side of the 
mandibular arch had collapsed lingually due to the pressure 
effect from the maxillary mass.

Maxillary osteosarcoma was our clinical diagnosis based 
on age, rapid progression, spontaneous bleeding, and severe 
weight loss. Craniofacial computed tomography  (CT) scan 

revealed extensive well‑defined isodense lesion predominantly 
on the left side of the maxilla extending across the midline with 
complete obliteration of the left maxillary antrum, sparing the 
orbital floor, cranial base, and infratemporal fossa [Figure 2]. 
However, preoperative histopathology revealed the diagnosis 
as desmoplastic fibroma. The duration and nature of the lesion 
did not support these histopathological findings, leading to 
a diagnostic dilemma. Immunohistochemistry could not be 
done due to the unavailability of the markers. A  decision 
was made based on the CT finding and histopathological 
diagnosis to excise the lesion. Preoperative investigations 
included full blood count, clotting profile, electrolyte, urea 
and creatinine, and chest radiograph. Chest roentgenograph 
revealed thin‑walled cavitary lesions with characteristic 
air‑crescent signs. This was an incidental finding. Following 
patient review by the pulmonologist and cardiothoracic 
surgeon, a metastasis was ruled out and a diagnosis of a 
left‑sided pulmonary mycetoma was made  [Figure  3]. She 
was commenced on itraconazole 200 mg daily. The hematocrit 
was 8.3 g/dl. She was optimized before surgery with blood 
transfusion, nutritional support, and rehydration.

The patient’s airway was potentially difficult due to the gigantic 
tumor size; therefore, elective tracheostomy was done in other 
to achieve general anesthesia. Access to the lesion was through 
Dieffenbach’s modification of the Weber–Ferguson incision 
combined with maxillary vestibular incision  [Figure  4]. 
Intraoperatively, the lesion was found to have cleavage, 
delineating it from the surrounding normal bone. The mass 
was completely excised along with peripheral ostectomy. 
Recovery was uneventful. Tracheostomy was discontinued 
five days following surgery after observing the departmental 
protocol on decannulation. Figure  5 shows the patient at 
six‑month postoperative

The surgical specimen was subjected to histopathology. 
Macroscopic examination revealed giant, irregularly 
shaped, grayish brown, and firm tissue mass measuring 
15 cm × 13 cm × 7 cm [Figure 6]. Cut surface appears whitish 
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Figure 1: Preoperative photograph of the patient showing the massive 
swelling
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and slimy, as depicted in [Figure  7]. Microscopy showed 
predominantly myxoid stroma with spindle‑to‑stellate‑shaped 
cells interspersed with collagen fibers. The periphery of the 

lesions displayed predominant fibrous with vascular channels 
[Figure 8]. Also seen within the lesion are areas of calcific foci 
resembling cementum [Figure 9 and 10].
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Figure 2: Computed tomographic scan showing extensive well-defined 
isodense lesion predominantly on the left side of the maxilla extending 
across the midline

Figure  3: Chest X-ray showing a thin-walled cavitary lesion with 
characteristic air-crescent sign (black arrow)

Figure 4: Intraoperative picture with the lesion surgically exposed
Figure 5: Six‑months postoperative photograph of the patient revealing 
good healing

Figure 6: Photograph of the resected maxillary jaw tumor fixed in formalin Figure 7: Cut surface (white and slimy) of the resected tumor
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The patient was discharged two weeks after the surgical 
procedure with a surgical obturator to facilitate feeding and 
minimize late wound contracture

Discussion

MF is widely reported as a benign, painless, slow‑growing 
but locally aggressive tumor that exclusively affects the jaw 
bones and may arise from the dental follicle, the dental papilla, 
or the periodontal ligament.[3,9] In contrast to the hitherto 
painless nature of this tumor, the present case presented with a 
rapidly progressive, massive, painful swelling with associated 
bleeding mimicking a malignant lesion. This is similar to 
Meleti et  al.[10] who reported in their systematic review of 
literature of 15 articles on odontogenic MF that 5 (35.71%) 
out of the 24 patients had varying degrees of pain. The painful 
nature of this lesion can be attributed to the large size of the 
swelling, which could easily be traumatized by projecting 
associated teeth with resultant injury being infected by oral 
microbiota. Another reason adduced to the pain is a result 
of local invasion of surrounding tissues.[10] The mandible is 
found to be more frequently affected than the maxilla, with a 
predilection for the posterior region in both jaws. In contrast, 
our patient presented with a massive anterior maxillary 
swelling. In most cases, MF was discovered during the second 
and fourth decades of life, with the third decade being the most 
common.[4] Our patient is in the third decade of life, which is 
in agreement with what has been reported in the literature.[4]

A patient’s aesthetics is usually compromised due to facial 
disfigurement. The swelling may also interfere with speech 
and swallowing and may cause respiratory compromise if 
the swelling displaces the tongue upward and backward. Our 
patient cited aesthetic compromise and inability to eat as her 
chief complaint, as her facial appearance had been severely 
compromised due to the resultant facial swelling.

Radiographically, myxofibroma presents in several patterns 
such as unilocular, pericoronal, radiolucent–radiopaque, 
and more frequently as multilocular radiolucency with 
well‑corticated or diffuse borders.[10‑13] The size of the lesion 
on the radiograph depends largely on the age of the lesion. 
It could be extended to involve the half of the maxilla with 
involvement of the maxillary tuberosity and the floor of the 
orbit or the mandible with the ramus and condyle involved.[14,15] 
It occasionally presents with unusual cortical reactions 
described as radiopaque lines with vertical orientation to the 
mandibular cortex from the periosteum into the adjacent soft 
tissue. This gives a resemblance of a sun‑burst appearance.[16] It 
could also present as a destructive lesion exhibiting a peripheral 
sunray appearance. This cortical reaction on the radiograph 
could be responsible for the occasional misinterpretation of 
the tumor as a malignant lesion. The radiological features of 
myxofibroma make it difficult to differentiate it from other 
odontogenic tumors. In the past, plain radiograph was the sole 
image requested to investigate odontogenic fibromyxoma. The 
two‑dimensional views of the plain radiographs made it difficult 

Figure 9: Photomicrograph (×40) of the central area of the lesion 
showing myxoid and fibrous area with calcified material resembling 
bone

Figure 10: Photomicrograph (×100) showing peripheriphery of the 
tumor appearing more fibrous with calcified materials and vascular 
channels

Figure 8: Photomicrograph (×400) showing myxoid stroma with spindle/
stellate-shaped fibroblasts
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Table 1: Review of clinicopathologic variant of myxoma clinicodemographic data

Article Age/
gender

Number 
of cases

Location/duration Symptoms Size Tissue 
imvolvement

Diagnosis 
dilemma

Index case 22/female 1 Maxillar/six months Swelling/pain/
bleeding/pale/
asthenic

15 cm×13 cm×7 cm Bone Yes 
(odontogenic 
fibroma)

Okada 
et al., 1997[23]

52/male 1 Maxillary/six months Swelling/no 
bleeding/pale/
alcoholism

3 cm×2 cm×1 cm Soft tissue Yes (epulis)

Mehrotra and 
kamboj 2008[24]

12/male 1 Mandibular/48 months Swelling/pain/
paresthesia

14 cm×8 cm×5 cm Bone No

Shahoon 
et al., 2009[11]

8/male 1 Mandibular/six months Swelling 3.5 cm×2 cm Bone No

Hadidy 
et al., 2010[25]

15/male 1 Mandibular/NS Swelling/
pain splenic 
angiosarcoma

NS Bone Yes 
(osteomyelitis)

Gupta 
et al., 2010[26]

30/female 1 Maxillary/four months Swelling/pain 2 cm×2 cm Bone Radicular cyst

Infant cossio 
et al., 2011[5]

32/female 1 Anterior maxillary/
three months

Swelling 2 cm×1 cm Bone No

Dietrich 
et al., 2011[27]

46/male 1 Post maxillary/eight 
months

Swelling Not available Bone No

Rokos 
et al., 2011[28]

5/female 1 Mandibular/one month Swelling pain 4 cm×3 cm Bone Benign spindle 
cell lesion

Naresh 
et al., 2015[29]

63/female 1 Mandibular/12 months Swelling 2 cm×2 cm Soft tissue No

Chauhan and 
Guruprasad 2012[30]

32/female 1 Maxillary/six months Swelling ‑ Bone No

Cankaya 
et al., 2017[2]

39/male 1 Post maxillary/NS Swelling 2 cm×2 cm Bone No

Reddy 
et al., 2013[7]

12/male 1 Maxillary/six months Swelling Not available Bone No

Mounesh Kumar 
et al., 2012[31]

27/female 1 Maxillary/12 months Swelling 5 cm×3 cm Bone No

Khan et al., 2015[32] 52/female 1 Maxillary/36 months Swelling 5 cm×3 cm Bone Ossifying 
fibroma

Zayet and Eiid 
2014[33]

13/female 1 Mandibular/maxillary/
NS

Swelling NS Bone No

Deliverska 
et al., 2014[34]

60/male 1 Mandibular/20 years 
with rapid Increase last 
two years

Swelling ‑ Bone No

Omeje 
et al., 2015[15]

8/male 8 Maxillary/24 months Swelling/pain/
bleeding

12 cm Bone NS

2/female Mandibular/12 months Swelling/pale 7 cm Bone NS
7/male Mandibular/24 months Swelling/pain 12 cm Bone NS
9/male Maxillary/15 months Swelling/pain/

ulceration
9 cm Bone NS

11/female Mandibular/36 months Swelling/pale 10 cm Bone NS
13/female Maxillary/24 months Swelling 8 cm Bone NS
8/male Mandibular/36 months Swelling/pale 15 cm Bone NS
10/female Mandibular/12 months Swelling 6 cm Bone NS

Verma 
et al., 2015[35]

21/male 1 Maxillary/eight 
months

Swelling 5 cm×4 cm Bone Yes? fibrous 
epulis

Singh 
et al., 2016[12]

21/male 1 Mandibular/NS Swelling pain 5 cm×4 cm Bone Yes (epulis/
AM/CGCG/
myxoma)

Bahl et al., 2016[36] 15/male 1 Mandibular Swelling pain 6 cm×5 cm Bone Unicystic 
ameloblastoma

Alhousami et al., 
2018[6]

22/female 1 Mandibular/three years Swelling 4 cm×2.5 cm Bone No
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Table 1: Contd...

Article Age/
gender

Number 
of cases

Location/duration Symptoms Size Tissue 
imvolvement

Diagnosis 
dilemma

Sato et al., 2018[37] 22/male 1 Mandibular/NS Swelling NS Bone No
Trehan et al., 
2020[38]

30/female 1 Maxillary Swelling
1 episode of 
bleeding (rapid 
change)

5 cm×5 cm Soft tissue Yes (low‑grade 
spindle cell 
tumor)

NS: Not specified, AM: Ameloblastoma, CGCG: Central gaint cell granuloma
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to delineate the extent of the lesion, especially the maxillary 
lesion, hence the need for a CT scan in investigating this 
lesion. Gupta et al.[17] utilized CT scan and orthopantomograph 
in investigating their patient with right maxillary swelling. 
This is in tandem with Sharma et al.[18] that utilized the same 
imaging technique in addition to Waters’ view of the skull 
and three‑dimensional reconstruction of the CT scan in their 
case. Singh et  al.[12] utilized orthopantomography only in 
investigating their patient who presented with mandibular 
lesion. Additional investigative tools that have been found 
useful in the management of patients with odontogenic 
fibromyxoma are cone‑beam CT, magnetic resonance imaging, 
and stereolithographic models.[14,19]

MF is generally the same as other odontogenic tumors. 
Descriptive terminologies such as “soap bubbles,” “ground 
glass,” and “tennis racquet threads” have been used.[7] This 
great variability and the lack of specificity of radiological 
signs make histopathological examination mandatory. 
Possible differential diagnosis includes desmoplastic fibroma, 
primordial odontogenic tumor, and chondromyxoid fibroma.

The histology of MF shows a predominantly myxoid stroma 
interspersed with collagen fibers seen with the presence 
of spindle‑to‑stellate‑shaped cells. Seen in areas are foci 
of calcific materials resembling cementum as shown in 
[Figures 9 and 10]. Also noted at the periphery of the lesion 
are much more fibrous stroma with vascular channels. Due to 
the histologic presentation, a diagnosis of MF was made. The 
provisional histopathologic diagnosis made prior to surgical 
resection was desmoplastic fibroma based on the stromal 
desmoplasia encountered in the lesion. It is interesting to note 
that because the mass was huge, the lesion has matured over 
time from being myxoid to becoming fibrotic which manifested 
massively at the periphery. It was this fibrotic area that was 
accessible when biopsy was done, creating this confusion. 
This underscores the importance of core biopsy or fine‑needle 
aspiration cytology when a large mass is needed to be biopsied.

Primordial odontogenic tumor was also considered as a 
differential due to the presence of stellate‑to‑spindle‑shaped 
cells, making it looks like dental papillae. In our case, though 
there were stellate cells with myxoid stroma, there was no 
overlying epithelial component which is seen in primordial 
odontogenic tumor.

Chondromyxoid fibroma is rare in the oral cavity and 
typically presents with myxoid stroma in lobules with areas 

of calcification resembling bone. This lobular presentation 
was not present in our case, and the stroma was devoid of 
chondromyxomatous appearance.

Currently, there is no consensus on the appropriate treatment 
for myxofibroma because there are varied methods of treatment 
reported in the literature, which include enucleation alone, 
enucleation with curettage followed by peripheral ostectomy, 
surgical excision of the mass, and surgical resection.[14,15] 
Singh et al.[12] performed enucleation only for their case, this is 
contrary to Reddy et al.[7] that added curettage to the enucleation 
in their case. Sharma et al.[18] surgically managed their patient 
by enucleation and curettage followed by peripheral ostectomy. 
The decision on the choice of treatment depends on, size of 
lesion at presentation, knowledge on the biological behavior of 
the lesion, and age of the patients at presentation. However, in 
our case, the lesion was found to be anatomically distinct from 
the surrounding normal bone and was surrounded by a thin 
envelope of slimy, mucoid substance with a cleavage which 
necessitated a conservative approach of surgical excision 
with peripheral ostectomy in areas where the remaining bone 
stump appeared rough. Of particular note in the management 
of the present case was the accidental finding of thin‑walled 
cavitary lesions with characteristic air‑crescent signs which 
was suggestive of left‑sided pulmonary mycetoma. Pulmonary 
mycetoma, also known as pulmonary aspergilloma, is a 
saprophytic form of aspergillosis which results from growth of 
aspergillus in damaged bronchopulmonary tissues.[20,21] Various 
diseases that cause pulmonary scarring or cavities, such as 
lung cancer, cystic fibrosis, bullous emphysema, tuberculosis, 
and pulmonary abscesses predispose individuals to pulmonary 
aspergilloma. There was concern as to whether the patient can 
undergo surgery with the lung findings, which necessitated 
review by the pulmonologist and cardiothoracic surgical teams. 
Upon the review, the teams advised that the surgery be carried 
out as the patient was asymptomatic but recommended that 
the patient should be placed on antifungal drug (itraconazole 
200 mg 1 2 hourly) which the patient commenced three days 
preoperatively and continued postoperatively. It has been 
reported that systemic azoles are effective in the treatment of 
mycetoma in approximately 50%–80% of patients.[22]

The literature review was done using search engine PubMed, 
Google Scholar, and Scopus with the following keywords: 
“Odontogenic myxofibroma,” “odontogenic fibromyxoma,” 
“odontogenic myxoma” “myxofibroma of the maxilla,” 
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Table 2: Review of histologic variant of myxoma radiographic, treatment, recurrence and histology

Article Radiography Histopath finding Treatment Recurrence Reconstruction Diagnosis
Index case Multilocular 

radioluscency
↑Myxoid↓Fibrous
Strands of odontogenic 
epithelium

Excision with 
peripheral 
ostectomy

Nil/six 
months

Obturator Myxofibroma

Okada et al., 1997[23] Unilocular radiolucency ↑Myxoid↓Fibrous
Strands of odontogenic 
epithelium

Extirpation/
extraction

Nil/24 
months

NS Myxofibroma

Mehrotra and 
Kamboj, 2008[24]

Multilocular 
radiolucency

↑Fibrous↓Myxoid Mandibulectomy Nil/36 
months

Ilaic crest Myxofibroma

Shahoon 
et al., 2009[11]

Multi/
unilocular‑radiolucency

Nil Enuacleation Nil/36 
months

NS Fibromyxoma

Hadidy et al., 2010[25] Abnx bone marrow 
signal

Not stated Nil Death from 
ass CA

NS Myxofibroma

Gupta et al., 2010[26] Mixed 
radiolucent‑radioopaque

↑Fibrous↓Myxoid Maxillectomy NS NS Fibromyxoma

Infant Cossio 
et al., 2011[5]

Multilocular 
radiolucency

↑Fibrous↓Myxoid
Strands of odontogenic 
epithelium

Maxillectomy Nil Anterior iliac 
crest graft

Fibromyxoma

Dietrich et al., 2011[27] Multilocular 
radiolucency

↑Myxoid↓Fibrous
Strands of odontogenic 
epithelium

Enucleation + 
curettage

Nil/24 
months

Pedicle buccal 
fat pad

Fibromyxoma

Rokos et al., 2011[28] Multilocular 
radiolucency

↑Fibrous↓Myxoid Enucleation Nil/six 
months

NS Myxofibroma

Naresh et al., 2015[29] No bony pathology ↑Myxoid↓Fibrous
No epithelium
rest

Enucleation Nil NS Myxofibroma

Cankaya et al., 2017[2] Unilocular‑radiolucency ↑Myxoid↓Fibrous
Strands of odontogenic 
epithelium

Enuclaetion + 
curretage

Nil/12 
months

NS Myxofibroma

Chauhan and 
Guruprasad 2012[30]

Unilocular‑radiolucency NS Enucleation + 
curretttage

Nil/12 NS Fibromyxoma

Reddy et al., 2013[7] Multilocular 
radiolucency

↑Fibrous↓Myxoid Enucleation + 
curretage

Nil/not 
stated

NS Fibromyxoma

Mounesh Kumar 
et al., 2012[31]

Radioapacity ↑Fibrous↓Myxoid Maxillectomy Nil/six 
months

Obturator Fibromyxoma

Deliverska 
et al., 2014[34]

Multilocular 
radiolucency

NS Excision, 
osteotomy

‑ Vestibular flap Fibromyxoma

Khan et al., 2015[32] Multilocular 
radiolucency

↑Fibrous↓Myxoid Excision with 
curretage

Nil/four 
months

NS Myxofibroma

Zayet and Eiid 
2014[33]

Unilocular radiolucency ↑Fibrous↓Myxoid Enucleation NS NS Fibromyxoma

Omeje et al., 2015[15] Multilocular 
radiolucency

↑Myxoid↓Fibrous Excision Nil/two 
years

NS Fibromyxoma

Multilocular 
radiolucency

↑Myxoid↓Fibrous Excision Nil/two 
years

NS Fibromyxoma

Multilocular 
radiolucency

↑Myxoid↓Fibrous Resection Nil/two 
years

NS Fibromyxoma

Multilocular 
radiolucency

↑Myxoid↓Fibrous Excision Nil/two 
years

NS Fibromyxoma

Multilocular 
radiolucency

↑Myxoid↓Fibrous Excision Nil/two 
years

NS Fibromyxoma

Multilocular 
radiolucency

↑Myxoid↓Fibrous Excision Nil/two 
years

NS Fibromyxoma

Multilocular 
radiolucency

↑Myxoid↓Fibrous Excision Nil/two 
years

NS Fibromyxoma

Multilocular 
radiolucency

↑Myxoid↓Fibrous Excision Nil/two 
years

NS Fibromyxoma

Verma et al., 2015[35] Unilocular radiolucency ↑Fibrous↓Myxoid Excision Nil/nine 
months

NS Fibromyxoma
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Table 2: Contd...

Article Radiography Histopath finding Treatment Recurrence Reconstruction Diagnosis

Singh et al., 2016[12] Multilocular 
radiolucency

↑Fibrous↓Myxoid Enucleation Not follow NS Fibromyxoma

Bahl et al., 2016[36] Unilocular radiolucency ↑Myxoid↓Fibrous Segmental 
resection

Nil/12 
months

Free fibular flap Fibromyxoma

Alhousami 
et al., 2018[6]

Multilocular 
radiolucency

↑Fibrous↓Myxoid Segmental 
resection

Nil/six 
months

Reconstruction 
plate

Fibromyxoma

Sato et al., 2018[37] Multilocular 
radiolucency

NS Mandibulectomy Nil/84 
months

TMJ prostheses Myxofibroma

Trehan et al., 2020[38] Multilocular 
radiolucency

↑Fibrous↓Myxoid Excision/
peripheral 
ostectomy

Followed/
not stated

NS Fibromyxoma

NS: Not specified, TMJ: Temporomandibular joint, CA: Carcinomas
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“myxofibroma of the mandible,” “myxofibroma of the jaw,” 
“fibromyxoma of the jaw” “case report on myxofabroma,” 
and “case series on myxofibroma.” Articles where amount of 
fibrous and myxoid tissue were not stated were excluded from 
the study. Findings from this review are concisely summarized 
in Tables 1 and 2 with the inclusion of the present case.

In conclusion, MF of the jaws is uncommon. Surgery is the only 
choice of treatment as MF is not radiosensitive. Consideration 
for the type of surgery may include the age of the patient, extent 
of the tumor, and recurrence of the lesion. A surgical excision 
with peripheral ostectomy in areas where the remaining bone 
stump appeared rough was our treatment of choice in this 
patient. The patient has been followed up for a period of 
six months without any clinical or radiographic evidence of 
recurrence, this is in agreement with Gupta et al.[17] followed 
their patient up for six months with no evidence of recurrence.
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