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Mucocele is a benign lesion characterized by an extravasation or retention of mucous in submucosal tissue from minor salivary
glands. Mucoceles are known to occur most commonly on the lower lip, followed by the floor of mouth and buccal mucosa being
the next most frequent sites. Trauma and lip biting habits are the main cause for these types of lesions. Mucocele is a common oral
mucosal lesion but it is rarely observed in the infant. This paper highlights the successful management of a rare case of mucocele
in an 11-month-old child. Diagnosis and management of mucocele are challenging. For this reason we felt it would be interesting
to review the clinical characteristics, histological features, differential diagnosis, and their treatment and evolution in order to aid

decision-making in daily clinical practice.

1. Introduction

Oral mucocele represents one of the most common benign
lesion of the oral mucosa that means a cavity filled with
mucus (muco means mucus and coele means cavity), which
is the secretory product of salivary glands. The mechanisms
for the development of these lesions are two, mucus extrava-
sation, generally regarded as being of traumatic origin, and
mucus retention, resulting from obstruction of the duct of a
minor or accessory gland. When located on the floor of the
mouth these lesions are called ranulas because the inflam-
mation resembles the cheeks of a frog [1]. The most common
site of occurrence of mucocele is the lower lip, the lesion
has no sex predilection, and all age groups are susceptible,
with the peak frequency reported to be in the second and

third decades and rarely observed in infants making the
diagnosis and management of mucocele challenging [2].
Mucocele has clinical resemblance with many other swellings
and ulcerative lesions of oral cavity and hence needs to be
differentiated carefully. Here we report an interesting unusual
case of mucocele of the lower lip in an infant, along with
emphasis given on its etiopathogenesis, clinical presentation,
and various treatment modalities.

2. Case Report

An1l-month-old male patient was referred to our department
with the chief complaint of a “little ball” in the lower lip and
that he had difficulty in sucking for more than 3 months.
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FIGURE 1: Mucocele in the lower lip of baby at 11 months.

FIGURE 2: Excision of the lesion using electrocautery.

The baby was in good general health and no other symp-
toms were reported. Oral habits or a local trauma was not
reported. The clinical examination revealed the presence
of a soft tissue nodule on the lower lip mucosa (Figure 1)
which was similar in color to the oral mucosa measuring
approximately 5cm at its widest diameter with a sessile
base, flaccid consistency, clearly defined limits, and a smooth
surface. Based on detailed history and clinical examination a
provisional diagnosis of mucocele was made. After medical
evaluation, and signed informed consent from the parents,
an excisional biopsy was performed under local anesthesia.
Due to the lack of baby’s contribution, considering his little
age, and as the procedure was simple, a decision was taken
in favor of the physical containment (protective stabilization)
with consent and aid of the parents: laying the baby on
the chair, the mother laying over him holding the hands,
and the assistant holding the baby’s head. As the baby was
crying continuously, it helped in keeping the mouth open. A
local infiltrative anesthesia (2% lignocaine with epinephrine
1:80,000; one cartridge) was infiltrated around the lesion.
Before infiltration, a topical anesthetic gel for 2 minutes
was applied. The lip was then everted with digital pressure
to increase the lesion’s prominence. A thick silk thread
was passed through the lesion at its largest diameter and
a surgical knot was made followed by excisional biopsy
using electrocautery (Figures 2 and 3), hence minimizing
the chances of pain and postoperative bleeding. An analgesic
was prescribed on the first postoperatory day to prevent
any possible pain that could result in stress for the baby.

FIGURE 3: Immediate postoperative view.

FIGURE 4: H&E stained section reveals stratified squamous epithe-
lium with underlying connective tissue consisting of large central
mucin pooled area surrounded by granulation tissue and chronic
inflammatory cells.

The specimen was sent for histopathologic analysis which
identified a large central mucous pooled area consisting of
mucinophages, mucin containing cells, surrounded by com-
pressed connective tissue wall, and forming granulation
tissue (Figure 4) and confirmed the diagnosis as mucocele.
After 2 hours, the patient recovered normal breastfeeding.
The child reported uneventful recovery and an improved die-
tary habit one week postoperatively.

The baby was reexamined after 15 days and 6 and 12
months. No recurrence was observed after 12 months
(Figure 5).

3. Discussion

Yamasoba et al. [3] highlighted two crucial etiological factors
in mucoceles as follows:

(I) trauma,

(II) obstruction of salivary gland duct.

Mainly physical trauma causes a spillage of salivary secretion
into surrounding submucosal tissue. Later inflammation may
become obvious due to stagnant mucous. Habit of lip biting
and tongue thrusting are also one of the aggravating factors
[4].
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FIGURE 5: Appearance of the surgical area 12 months after the inter-
vention, no recurrence.

The extravasation type will undergo three evolutionary
phases [5].

(I) In the first phase there will be spillage of mucus from
salivary duct into the surrounding tissue in which
some leucocytes and histiocytes are seen.

(II) In second phase, granulomas will appear due to the
presence of histiocytes, macrophages, and giant mul-
tinucleated cells associated with foreign body reac-
tion. This second phase is called as resorption phase.

(III) Later in the third phase there will be a formation of
pseudocapsule without epithelium around the mu-
cosa due to connective cells.

The retention type of mucocele is commonly seen in major
salivary glands. It is due to the dilatation of duct due to block
caused by a sialolith or dense mucosa [5]. It depends upon
the obstruction of salivary flow from secretory apparatus of
the gland.

3.1 Clinical Characteristics. Clinically they are characterized
by single or multiple, spherical, fluctuant nodules, ranging
from normal pink to deep blue in color, and are generally
asymptomatic. The tissue cyanosis and vascular congestion
associated with stretched overlying tissue and the translu-
cency of the accumulated fluid beneath result in the deep blue
color. At times it may rupture leaving slightly painful erosions
that usually heal within few days. Para functional habits such
as lip biting and Lip sucking and trauma explain the lower lip
being the most commonly described location of extravasation
mucoceles [6]. They are mainly found in children and young
patients with equal incidences in both sexes and rarely seen
among children less than one year of age.

3.2. Diagnosis. The history and clinical findings lead to
the diagnosis of a superficial mucocele. The appearance of
mucocele is pathognomonic and the following data are cru-
cial: lesion location, history of trauma, rapid appearance, var-
iations in size, bluish color, and the consistency [7]. Usually
mucoceles are mobile lesions with soft and elastic consistency
depending on how much tissue is present over the lesion.

Despite this fluctuation, a drained mucocele would not fluc-
tuate and a chronic mucocele with a developed fibrosis would
have less fluctuation. In retention type mucoceles, cystic
cavity with well-defined epithelial wall lined with cuboidal
cells is present. This type shows less inflammatory reaction.
The extravasation type is a pseudocyst without epithelial wall
and shows inflammatory cells and granulation tissues. Even
though there is no epithelial covering around the mucosa, this
is well encapsulated [4].

Radiographs are the contributing factors in diagnosis of
ranulas. Localization of these lesions is done by computed
tomography and magnetic resonance imaging. High amylase
and protein content can be revealed by the chemical analysis
[8]. A histopathologic study is crucial to confirm the diag-
nosis which shows the presence of ductal epithelium, granu-
lation tissue, pooling of mucin, and inflammatory cells.

Mucocele has clinical resemblance with many other swell-
ings and ulcerative lesions of oral cavity and hence needs to be
differentiated carefully. Palpation can be helpful for a correct
differential diagnosis. Lipomas and tumors of minor salivary
glands present no fluctuation while cysts, mucoceles, abscess,
and hemangiomas do. A simple technique known as fine
needle aspiration biopsy (FNAB) is very helpful, especially
when differential diagnosis of angiomatous lesions is involved
[5]. Here we have attempted to list the probable differential
diagnosis of mucocele occurring at most common site, that
is, lower lip, along with all the clinical features that helps in
their differentiation (Table 1).

3.3. Treatment. Conventional surgical removal is the most
common method used to treat this lesion. Other treatment
options include CO, laser ablation, cryosurgery, intralesional
corticosteroid injection, micromarsupialization, marsupial-
ization, and electrocautery [9].

There is no difference in the treatment of retention and
extravasation mucocele. Small sized mucoceles are removed
with marginal glandular tissue and in case of large lesions
marsupialization will help to avoid damage to vital structures
and decrease the risk of damaging the labial branch of mental
nerve [9]. Lacrimal catheters are used to dilate the duct to
remove the obstruction of retention type mucoceles. While
removing the mucocele surgically, remove the surrounding
glandular acini, remove the lesion down to the muscle layer,
and avoid damage to the adjacent gland and duct while
placing the suture, as these are some strategies to reduce
recurrence. If the fibrous wall of the mucocele is thick, then
the removed tissue must be sent for histopathological exam-
ination to rule out any salivary gland neoplasms [10]. The
micromarsupialization can be considered as an alternative
treatment in case of pediatric patient because this technique is
simple, relatively painless, and of less chances of recurrence.
This technique (after disinfection and anaesthesia) consists
of passing thick silk thread through the lesion at its largest
diameter and then making a surgical knot. The suture is
removed after 7-10 days, enough time for the mucocele to
disappear [5]. The advantage in CO, laser is that it minimizes
the recurrences and complications and allows rapid, simple
mucocele ablation. It is also indicated for the patients who
cannot tolerate long procedures [9]. Other therapies that are



Case Reports in Dentistry

surpprur yuasaxd

apeoap
aqiqour J[NPOU AIYM-YSIMO[[A 9)IS UOTUTI0D N
Sumois £imorg pue wirg 01 pa0[od Aare e st dvp iz=d4:'N :Muwu 1540 prourzopidyg
US9fJ ‘punoI ‘ssopureq pue pie
juenjonyj Suroms S
Sumoid Aimors : uowurod SIMpy 1540 Jonp Arearfes
: pue jog USIN[q padBJINS [YJOOWS
estdry
o |
ured uey)) sSI] A[[ens() “ewner)
9[qRIDPISUOD So[euIdy sjnpe
3 34 sneo JO AI0)STY (3IM JO[0D 9)IS UOTUTI0D 1 oW ~Se BWIOINAU
HIMOIS AMOIS [ewIou e s1 dI] Tamo] : P onjewnely,
Aewr anssaxd arouwr ApySIS SPPIN
endiq JO J[NPOU PIjRIND[NUOU
reet ‘padeJINs joowsg
smpou sjdind-ysmiq s Qe
wiIry TopuIUOU Uoururod M P XITRA
onewoydwssy esrdry PIO
sipondt paseafar
pue M08 uy uayM PaqQLIdSTNIID
Suimors uayy X g 218
[MO[s sul[y [[°M WOp[as e £ 3
pue syjuow . UOUIWIOD CI=1'IN Sueju] eworSuewaf]
01-0 [enuur pue ypue[q pue par ysiniq 1o v st i
10] mc?&w dﬁmmﬂmmﬂwwﬁbou pax daap ‘paster 10 jer] c
Apidey tpEed
9718 UT WD ¢
ueyy) ssaf A[fens) ‘ssewr
s[qesowr ]
Sumor8 Aol Apoxy Ienpou wumEoEE%m dif 1omof uo S apedap iy ewodr
oe[nounpad UOWIWIOD $$9 ur A[rens
ue JJos P P ! [1ensn
puey 10 JISS3S “YSIMOTA
‘pacejins ypoowrg
971 UT WD [BIASS
A[oxex oy [rews A[ensn opeddp
10700 Yutd [euriou BSOONUI [RIQE] N I6 pue
Buwmoas {mors s Jo a[npou pajenounpad Uo Uourwoy) CI=d'W U “pIg ut oIqH
10 ‘Q[ISSIS “PadeyINs uoururo)
100TS “PIJRAIT
uorssar3oig KouaysisuoD) souereadde feorur)D A1 Xag By uoIsaT

-dI] 70MOT 231 UOWTIOD JSOW U0 FULLINID0 3[2200NW JO SISOUSLIP [BIIUAIIPI(T ;] HIAV],



Case Reports in Dentistry

Surrams ssaured

PUE 9ZIS UT UID [2I2AJS 0) sjnpe
yimois pidex o s Maj ‘pa1ofod dydand 9}IS UOWWIOD uonoapaid Sunof pue ewonuerd
nqryxe LejAr ¥os 03 pax 0} yuid o[Issas Aparey e st dry Srewd] coMEEu oruadosd
1o ur ATISoN
payenounpad yioowg
doejans pajqqad Yim Qg
50 10702 o1dand 10 yuid jo 9)IS UOWIIOD T 1o quasard eworSueqduwAT
ssetu ssof & st dr] rrens :
Iowmny onewoydwidsy frensn
SSEW Je[NpOu oy
s[qeAourur ystmo[A 10 yurd 2)IS UOTUTIOD B 10 9pE29p Jowun)
pue wir] opssas Srewordwdsy sso[ & sT dr] 19 01 [[92 Te[nuels
10109 AU 9IS UOTUTI0D
IO [ewIOU JO Y)moi3d I syuaned
: [ATej © ST USWOM U[ 1A9U
Gurmoid Aimors urLIy 03 Jos J[ISSIS pue ‘pasrer 193unof
. esoonur JUBUTWIOPAIJ an[q Io drjouRPUIY
ApySiys 10 paster ‘eao e1qe ur A[rensn
10 punoi onewo}dwAsy [P1qeT
10705 PaI 10 aN[q ALY
siown) pue[d Arearfes
Surdrefus
: ULIT] ST JOUm) JOUTA "UOTJeIdd[M
bgwﬁmwmaﬁ operd pue ‘ssouqunu
o @u m ySry orym ‘ured saonpoid rowny ]IS UOTUTI0D uornoapaid apesap BWIOUIDIED
mwmﬂwgwﬂo quenjoOny pue ope1d Y3y ‘1e3owerp e sTdIf om0 arewd Y31 )£ 0) pug prourtaprdsoonyy
(Mot LE: 1j0s A[rensn ur swd G Jurpasoxe
_o mww Mo } ST opeId MO WOP[Is SSeW
P 1 ssafured e se steadde
Jowny) opers Mo
uorssar3oig £Kouaysisuon) souereadde reorury) s Xag By UorIsaT

‘panunuo)) : ATAV],



of less well-proved efficacy include intralesional corticos-
teroid injections and gamma-linolenic acid. These therapies
are of importance particularly in cases of multiple mucoceles,
where surgical dissection of each lesion becomes difficult [6].

4. Conclusion

Mucocele is the most common benign self-limiting condi-
tion. Since these lesions are painless, it is the dentists, who
usually pick up these lesions when the patient comes for a
routine oral check or an unrelated dental problem. Man-
agement of mucocele becomes challenging because of their
high chances of recurrence. However, surgical excision with
dissection of surrounding and contributing minor salivary
glands proved to be successful with least recurrence.
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