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ABSTRACT
Mucocele of the oral cavity results from an alteration of minor salivary glands due to mucous
accumulation. Extravasation phenomenon is usually of traumatic origin that causes mucin
accumulation resulting in limited swelling. The most common location of the extravasation
mucocele is the lower lip. Typically, the patient presents with a history of recurrent swelling that
develops over days or weeks, ruptures, and then recurs after few weeks. Diagnosis is principally
clinical; therefore, the diagnosis should be carried out correctly, looking for previous history of
trauma. Special care should be taken to avoid injury to the adjacent glands and ducts while
placing sutures as this is also a cause for reappearance. Herein, we present a case of a 21 years old
female patient with a recurrent lesion of extravasation mucocele on the alveolar ridge, which was
surgically excised. There was no evidence of recurrence during follow-up. The histopathological
examination along with special stains was used for the confirmation of the diagnosis.
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INTRODUCTION
Mucocele is used as a collective term for mucous
extravasation and mucous retention cysts.1 ‘Mucous
extravasation cyst’ is a pseudocyst in which mucus has
extravasated into adjacent soft tissue. ‘Mucous retention
cyst’ is employed to describe mucocele that results from
dilatation of the ducts and is lined by epithelium.1 Majority
of the extravasation mucocele is found on the lower lip,

trauma or deleterious oral habits. The lesion was removed
surgically but no histopathological examination was done.
On intraoral examination, a well-circumscribed, soft,
fluctuant, mobile, non-tender, solitary lesion measuring
about 6 mm x 5 mm on the alveolar ridge with respect to
24 was seen. (Figure 1) The extra-oral examination did not
show any facial swelling or lymphadenopathy. She had an
unremarkable medical history.

but other sites subjected to trauma may also be involved.
These lesions are uncommonly found in other intraoral
regions where salivary glands are located, probably because
of lower susceptibility to trauma.2 Some mucoceles get
ruptured and healed by themselves, but in many cases
local surgical excision is necessary.3 The present case report
deals with the mucocele present on the alveolar mucosa in
a 21-years-old female which was surgically excised.

CASE REPORT
A 21-year-old female patient undergoing orthodontic
treatment in Kantipur Dental College & Hospital for two
years revealed a painless swelling on the 23 and 24 area on
routine dental examination. She gave a history of similar
swelling in the same region after therapeutic extraction of
24 four months back. There was negative history of any
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Figure 1: Intra-oral pictures of the lesion.
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Figure 2: Histopathological pictures. a) H&E stain, b) PAS stain and c) Alcian blue stain.

a

b
Figure 3: Follow-up pictures. a) one week, b) six months.

Under local anesthesia, the lesion was resected from the
base with scalpel 15C and periodontal dressing (COEPAKTM, GC AMERICA INC. ALSIP, IL 60803 U.S.A.) was
given. The obtained sample was sent for histopathology.
Histopathological examination revealed a cystic cavity filled
with mucin pool surrounded by connective tissue stroma.
The connective tissue was composed of dense bundles of
collagen fibers with spindle to angular fibroblasts. There
were numerous muciphages (foamy cells), lymphocytes,
and plasma cells. The overlying epithelium consisted of
atrophic parakeratinized stratified squamous epithelium
with melanin pigmentations. The given tissue was also
subjected to special stains for mucin i.e., Periodic AcidSchiff (PAS) and Alcian blue stain. PAS stain showed
positivity for mucin. Alcian blue stain (pH 2.5) showed a
positive reaction for mucin indicating that it is acidic and
sulfated mucopolysaccharide.(Figure 2) Based on these

DISCUSSION
Chi et al.4 preferred to reserve the term “mucocele” (also
known as mucus extravasation phenomenon or mucus
escape reaction) for lesions caused by mucin spillage from
a ruptured salivary duct.4 They also used the term “salivary
duct cyst” ( mucus retention cyst, sialocyst, or mucus
duct cyst) for cysts lined by salivary ductal epithelium.4
Extravasation mucocele is less common than retention
type (5%, 95% respectively).5 Prevalence of mucocele is
1.4 per 1000 persons among the salivary gland lesions.6
Adolescents and children are more commonly affected
than adults.2 These lesions can affect people of any age,
though they commonly appear in the first three decades
of life.7 Both the males and females are affected in the
same proportion.8 Our case presents a mucocele in a young
female patient.

evidences, the definitive diagnosis of mucus extravasation

Mucoceles are normally found in the regions where mucous

cyst was made.

glands are seen. These frequently occur in the lower lip,

The patient was examined on a follow-up after one week,
and the postoperative healing was uneventful. On further
follow-ups of one month, three months, and six months no
recurrence of the lesion was seen. (Figure 3)

however, they can also be found on the buccal mucosa,
palate, floor of the mouth, cheek, and tongue involving
Blandin-Nuhn. Other sites include the retromolar area,
rarely gingiva, and other unspecified locations.9 When
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located on the floor of the mouth, these lesions are called

that extravasation mucoceles undergo three evolutionary

ranulas because the lesion resembles the belly of a frog.10

phases. In the first phase, mucous spills diffusely from the

Lip biting and other parafunctional activities may favor its

excretory duct into connective tissues containing some

development on the lower lip.11 Additionally, the downward

leucocytes, muciphages and histiocytes (Figure 4a). The

forces of gravity may play a role in the higher prevalence

extravasated mucins coalesce to form the larger area. The

in the lower lip.4 In our case, the location is edentulous

second phase is the resorption phase where granuloma

alveolar ridge, which is the rare site of occurrence.

forms around the pooled mucin. The granuloma consists

Both extravasation and retention mucoceles have the same
clinical appearance as vesiculobullous lesions. Mucous
extravasation cysts are typically raised and fluctuant
masses.1 The superficial lesions appear vesicular and
present as bluish, soft, and transparent cystic swelling that
resolve spontaneously.7 The blue tint is caused by vascular
congestion, tissue cyanosis, and accumulation of fluid below
the epithelium. However, coloration may vary depending
on the size of the lesion, its proximity to the surface and
the elasticity of overlying tissue.3 The deeper lesions are
7

of histiocytes, macrophages, and multinucleated giant cells
associated with a foreign body reaction (Figure 4b). In the
final phase, connective tissue cells form a pseudocapsule
without epithelium (Figure 4c).5 This lack of epithelium
can be demonstrated histopathologically which helps in
differentiation between an extravasated mucocele from
the retention type. Our case was of early phase containing
mucous spillage in the connective tissue along with
inflammatory infiltrates.
The lesion on histopathology lacks an epithelial lining.

covered by normal-appearing mucosa. Mucoceles are

However, the overlying epithelium may be intact or

usually asymptomatic but can caused is comfort if they

flattened.8 There are variations in the histologic features

interfere with speech, chewing, or swallowing.7

depending on the age of the lesion. An early lesion

Extravasation mucoceles are caused by fluid escaping from
surrounding tissue ducts or acini. Salivary secretion can
leak into the submucosal tissue due to physical trauma.12
Another plausible explanation for the development
of such lesions may be due to the rupture of an acinar
structure caused by increased pressure from ductal
blockage.3 Proteolytic enzymes could also play a role in
the pathogenesis of these lesions.13 Bagán et al.5 proposed

a

b

consists of a moderately well-defined and occasionally
circumscribed cavity within the soft tissue that is filled
with an eosinophilic material that stains positive for
mucin. Within the material, an admixture of acute
and chronic inflammatory cells, and foamy histiocytes
may be found. The surrounding connective tissue is
composed of compressed fibrovascular tissue which may
be mistaken for flattened epithelial cells. A variable
number of inflammatory cells may be seen. Salivary

c

Figure 4: Evolutionary phases of mucocele, a) First phase:mucous spills diffusely from the excretory duct into
connective tissues; b)Second phase:granuloma forms around the pooled mucinand c) Third phase: connective
tissue cells form a pseudocapsule around the mucin.
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gland acini or ductal elements adjacent to the lesion are

marsupialization, cryosurgery, laser excision and injection

a frequent finding. However, the presented case did not

of a sclerosing agent.7 This article describes a case report

show salivary gland components or ductal elements. This

of mucocele on the alveolar mucosa treated by surgical

might be due to inadequate depth or absence of salivary

excision. Despite the small size of the lesion, the patient

components surrounding the lesion. As the lesion matures

was concerned about recurrence and discomfort, thus it

the granulation tissue progressively grows into the cavity

was entirely resected in our case.

and slowly obliterates the defect. During this phase, the
term organizing mucocele is applied. This represents an
attempted repair of the lesion by the body. Changes may
also be seen in the salivary gland adjacent to the lesion.14

After excision, there is a chance of recurrence, but this
is less likely if the adjacent salivary gland acini are also
removed.8 The overall recurrence rate was found to be
2.8%.15 In our case the recurrence of the lesion might be

Special stains for mucin such as PAS, alcian blue,

due to trauma. Hence, histopathological evaluation of any

mucicarmine, and colloidal iron may help exclude other

excised mass is a must to rule any suspected pathological

non-salivary gland lesions.14

lesions.

The various differential diagnosis includes benign or

CONCLUSION

malignant salivary gland neoplasms, oral hemangioma
/lymphangioma, venous varix, lipoma, fibroma, oral
lymphoepithelial cyst, gingival cyst in adults, soft tissue
abscess, and cysticercosis. Superficial mucoceles may
be confused with cicatricial pemphigoid, bullous lichen
planus, and minor aphthous ulcers.3

Mucoceles are mainly benign and self-limiting, and can
be easily detected based on clinical presentation and
accurate history. However, it is crucial to rule out other
possible pathologic conditions that may mimic mucocele
such as gingival cyst, apthous ulcer or vascular lesions.
Hence, it is important to evaluate any suspicious lesions

Small mucoceles may not require surgery if the patients

histopathologically.

find them to be of no hindrance. Larger lesions require
surgical

treatment.

The

lesion

with

its

associated

salivary gland lobules should be removed completely to
prevent recurrences.1 Other treatment options include
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