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INTRODUCTION
Myxomas are benign connective tissue tumors of mesenchymal 
origin [1]. The term “myxoma” was first used by Virchow in 
1871 to describe tumors that histologically resembled the muci-
nous tissue of the umbilical cord [2]. Myxomas can be divided 
into two groups: those derived from the facial skeleton, and 
those derived from external skeletal soft tissue. Most skeletal 
myxomas include the mandibular and maxillary, and myxomas 
of the skeletal muscle include the soft tissues of the limbs [1,3]. 
Soft tissue myxomas of the head and neck are uncommon, with 
fewer than 50 cases reported [3,4]. Soft tissue myxomas arise in 
somatic soft tissues mostly within the skeletal muscles, skin or 
subcutaneous tissues adjacent to large joints, the genitourinary 

tract, the gastrointestinal tract, or in organs such as the liver 
and spleen [1,5,6]. In any form and location, myxoma of the 
parotid gland is rare. We report a case of myxoma arising from 
the left superficial lobe of the parotid gland with good long-
term follow-up after superficial parotidectomy with tumor ex-
cision.

CASE REPORT
A 49-year-old man was referred to our department of plastic 
and reconstructive surgery with a painless palpable mass that 
had persisted in the left mandible angle region for 2 years (Fig. 
1). He had no medical or surgical history. On physical exami-
nation, the skin was slightly elevated and a non-pliable mass 
was palpated. There was no tenderness or facial paralysis.

Ultrasonography revealed a well-defined hypoechoic solid 
mass measuring approximately 2.5× 2.5 cm in the left parotid 
gland (Fig. 2). Computed tomography (CT) also showed a non-
enhancing low-density mass 2.4 cm in diameter in the inferior 
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portion of the left parotid gland, with no abnormal density in-
side the tumor (Fig. 3). There was no abnormality in the airway 
or thyroid gland. We performed fine needle aspiration cytology 
for differential diagnosis of malignant tumors such as mucoepi-
dermoid carcinoma, adenoid cystic carcinoma, or pleomorphic 
adenoma. Fine needle biopsy revealed low cellularity, with 
ovoid or plump spindle-shaped incohesive cells in loose matrix 
material without a definite epithelial component.

For surgery, a “lazy S” incision was made in the preauricular 
area under general anesthesia. Excision of the facial mass and a 
superficial parotidectomy with facial nerve preservation were 

performed (Fig. 4).
The size of the resected parotid gland was approximately 

4.5× 3.5× 2 cm, including a myxoid gelatinous tumor with a 
clear border of 3.8× 3× 2 cm (Fig. 5). No bleeding or necrosis 
was observed on sectioning of the specimen.

Light microscopy revealed a well-demarcated tumor (Fig. 6A) 
characterized by hypocellularity, with bland spindle cells in a 
myxoid stroma and no evidence of mitosis, lipoblasts, cytologic 
atypia, or necrosis (Fig. 6B). The tumor was surrounded by fat 
and skeletal muscle. The adjacent salivary gland and lymph 
node showed no significant pathologic abnormality.

Fig. 1. Preoperative photograph of a 49-year-old male with a myxo-
ma of the left mandibular angle region.

Fig. 3. An axial view of computed tomography scan disclosing a 
non-enhancing low-density mass 2.4 cm in diameter in the superfi-
cial lobe of the left parotid gland (yellow arrow).

Fig. 2. Ultrasonography revealing a well-defined low-echoic lesion 
in the left parotid gland (yellow arrow).

Fig. 4. Intraoperative photo showing complete excision of the tu-
mor by superficial parotidectomy, with good preservation of the fa-
cial nerve (white arrows).
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Fig. 6. Light microscopy. (A) Lower power field view showing a 
well-demarcated tumor surrounded by fat and skeletal muscle. The 
adjacent salivary gland and lymph node showed no significant 
pathologic abnormality (H&E, ×12). (B) High power field view 
showing hypocellularity, with bland spindle cells in a myxoid stroma 
and no evidence of mitosis, lipoblasts, cytologic atypia, or necrosis 
(H&E, ×100).

Fig. 7. Photograph of facial expressions was taken 22 months after 
surgery. The photo demonstrated that the movement of the nasola-
bial fold was fluent. 

Fig. 5. Gross examination of the 3.8×3×2 cm myxoid gelatinous tu-
mor showing the clearly circumscribed border.

B

A

At the immediately postoperative physical examination, the 
left marginal mandibular branch of the facial nerve seemed 
temporarily weakened, but improved after 1 month. Over a fol-

low-up period of 22 months after surgery there was no evi-
dence of recurrence and no other complications were noted 
(Fig. 7).

DISCUSSION
The etiology of myxoma remains uncertain. The term myxoma 
was first introduced in 1871 by Rudolph Virchow (1821–1902), 
to describe tumors whose histological appearance was similar 
to the mucinous tissue of the umbilical cord [7]. In 1940, Ewing 
postulated that myxomas originate from the remnants of em-
bryonal mesenchyme [8], and in 1948 Willis stated that they 
arise from degenerative changes in common fibromas [9]. Stout 
described the myxoma as a true mesenchymal neoplasm [10].

Myxomas of the head and neck region are rare. Canalis et al. 
[7] encountered only 10 such lesions over a 20-year period at 
the UCLA Center for the Health Sciences. Two forms can be 
identified: facial skeleton “bone” derived, which were subdivid-
ed previously into true osteogenic myxoma and odontogenic 
myxoma; and “soft tissue” derived from perioral soft tissue, or 
the parotid gland, ear, or larynx [11,12]. Myxomas are most fre-
quently reported in the heart, with the next most common site 
in the soft tissues of the thigh and shoulder [13].

The clinical features of soft tissue myxoma are not pathogno-
monic [14]. The usual clinical presentation of soft tissue myxo-
mas is a painless, palpable mass. Growth tends to be slow and 
expansive, but myxomas may occasionally undergo a period of 
accelerated growth, leading to rapid enlargement [1]. They are 
not highly vascular and on radiographic studies usually appear 
radiolucent as a benign, expanding, circumscribed lesion. They 
are rarely multiple, and, to our knowledge, metastases have 
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never been reported [3].
In CT and magnetic resonance (MR) images, the intrinsic 

characteristics of a soft-tissue myxoma resemble those of a cyst. 
This is a direct reflection of the high mucin and low collagen 
content in these lesions, which histology has shown to comprise 
a large water fraction [15,16]. The high-water content of myxo-
mas accounts for their hypoechoic and low attenuation appear-
ance on ultrasound and CT images respectively, their low signal 
intensity on T1-weighted MR images, and their markedly high 
signal intensity on T2-weighted MR images [16]. There are sev-
eral distinguishing features of benign parotid neoplasms on MR 
images. Most are misdiagnosed as fibromas, lipomas, fibroepi-
thelial polyps, oral focal mucinoses or tumors of the minor sali-
vary glands [17]. Diagnosis can be confirmed only after histo-
logical examination of the lesion [14,17].

On gross examination, we found the lesion to be slimy, grey-
ish, nodular, avascular in appearance, and only partly encapsu-
lated. The tumor consistency varied slightly as a result of un-
evenly-distributed fibrosis [4].

On microscopic examination, diagnosis is made by identifica-
tion of stellate cells and an irregular meshwork of reticular fi-
bers in a matrix of mucoid material that contains hyaluronic 
acid [10]. 

Myxomas are benign lesions that do not metastasize but can 
be locally aggressive, with infiltration of surrounding tissues. 
The recommended treatment is surgical excision including a 
margin of normal-appearing tissue. Conservative treatment is 
indicated only for lesions close to vital structures, mainly in 
young patients [18]. Other types of treatment have been pro-
posed, such as enucleation, removal, and radiotherapy, but 
these lead to high frequencies of recurrence and further wide 
surgical resection [6,14,17]. Recurrence is rare for soft tissue 
myxomas but myxomas of the facial bones have a recurrence 
rate of 25% that is related to incomplete excision [1]. In the 
present case no evidence of recurrence was found after a year-
long follow-up.

Differential diagnosis of a parotid mass is challenging because 
a wide range of possibilities exist, but a systematic, thoughtful, 
and ordered approach to imaging, laboratory studies, and 
pathologic analysis, coupled with a comprehensive history and 
physical examination, together allow the plastic surgeon to as-
certain the correct diagnosis.

When patients with a unilateral painless parotid mass are re-
ferred to a plastic and reconstructive surgery department, we 
may consider benign neoplasm, malignancy, and lymphoma 
[19].

In conclusion, myxoma could be also considered as a differ-
ential diagnosis of the parotid gland benign tumor.
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