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A midface swelling in a child – 
A possible diagnostic dilemma
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A lump on the midface of a child can pose as a diagnostic dilemma.

There is a wide variety of possible differential diagnoses, ranging from

simple benign conditions such as a sebaceous cyst, dermoid cyst, lipo-

ma, neuroma and neurofibroma, to potentially devastating conditions

such as odontogenic myxoma.

A case of a child in which the formulation of a definite diagnosis was

clinically and histologically challenging is presented.
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Unerupted tooth

Un œdème du plan sagittal chez un enfant :
Un possibilité de dilemme diagnostique

Une bosse du plan sagittal chez un enfant peut constituer un dilemme

diagnostique. Il existe toute une série de diagnostics différentiels possi-

bles, en passant par de simples troubles bénins comme un kyste sébacé, un

kyste dermoïde, un lipome, un névrome ou un neurofibrome jusqu’à des

pathologies au potentiel dévastateur, comme un myxome odontogène.

Le cas d’un enfant pour qui la formulation d’un diagnostic définitif

constituait un défi clinique et histologique est présenté.

CASE PRESENTATION
A two-year-old girl was seen with a lesion in the region of the
left nasolabial groove, which appeared over a period of four
months. It was noted to gradually increase in size over this time
period.

On clinical examination, the lesion was cystic and immo-
bile, but did not seem to be attached to the overlying skin.
There were no palpable cervical lymph nodes. A computed
tomography scan of the facial bones showed an expanding
lesion on the left side of the face at the junction of the nose
and maxillary sinus that did not appear to be arising from the
bone. A working diagnosis of a dermoid cyst was considered at
that stage. Intraoperatively, contrary to the radiological find-
ings, the lesion was found to be firmly attached to the perios-
teum of the maxilla. The contents were of a gelatinous nature.

Histopathological examination of the specimen showed
vascular and cellular collagenous tissue. No cartilage or epithe-
lial tissue was seen (Figure 1). The appearances were of a
benign lesion. Immunohistochemical stains were not particu-
larly helpful in attempting to arrive at a diagnosis. It was diffi-
cult to determine whether the lesion was an odontogenic
myxoma or a developmental lesion associated with an unerupted
tooth. However, after further specialist opinion, the lesion was
diagnosed as a dental follicle associated with an unerupted
tooth.

DISCUSSION
Midface swellings in children account for about 2% of all head
and neck swellings (1). Differential diagnoses include simple
lesions such as a sebaceous cyst, dermoid cyst and dental folli-
cle, as well as more sinister conditions such as myxoma.

CASE REPORT
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Figure 1) Histological appearance of the lesion, showing homogenous
vascular and cellular collagenous tissue
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Although this lesion was a dental follicle associated with an
unerupted tooth, it was difficult to rule out an odontogenic
myxoma, even following the initial histological examination.

Myxomas are benign, slow-growing neoplasms derived from
mesenchyme. While these tumours most frequently occur in
the myocardium, the other sites most commonly affected are
the maxilla and mandible. Nevertheless, myxoma is a very
uncommon lesion of the midface, particularly in the pediatric
population. Cases of odontogenic myxoma have been previ-
ously reported in the literature in the pediatric population.
However, no case has been reported, to our knowledge, in which
odontogenic myxoma presented as a diagnostic dilemma with a
dental follicle.

Myxoma of the jaw is a rare benign tumour that has a ten-
dency for bone destruction, invasion into surrounding struc-
tures and a relatively high recurrence rate. Maxillary
myxoma is less frequent but behaves more aggressively than
in the mandible because it spreads through the maxillary
sinus. Cytologically, it should be differentiated from other

tumours showing predominant myxoid change. Awareness of
potential diagnostic pitfalls, and careful evaluation of clini-
cal and radiological data are necessary to narrow the differ-
ential diagnosis (2). Myxoma is a very uncommon lesion of
the midface, particularly in the pediatric population (3).
The intraoral soft tissue myxoma or peripheral myxoma is a
rare, slowly growing, benign mesenchymal tumour.
Pathologically, it may be difficult to differentiate from other
tumours with myoxid stroma and can occasionally be misin-
terpreted as a malignancy (4,5). Radical surgery using resec-
tion of the tumour with a safe margin is advocated for
odontogenic myxomas (6-8), hence the clear need for an
accurate diagnosis.

CONCLUSION
Midface swelling in the pediatric population seldom poses a
diagnostic dilemma. However, thorough clinical and histologi-
cal evaluation is essential in ruling out odontogenic myxoma
to prevent subsequent consequences.
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