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Mucocele is a common benign lesion in the oral cavity. A mucocele is a swelling in mouth caused by a blocked salivary
gland. Mucoceles are painless but can be bothersome for patients to eating and speaking. Most mucoceles are visually
identified. Only a few of mucoceles goes away without any special treatment, but most of mucoceles are removed by surgi-
cal process. The most common location of the extravasation mucocele is the lower lip, while retention mucoceles can be
found at any other site. Mucoceles Can affect the general population, but most commonly young patients. Trauma is the

main etiologic factor involved in the development of mucoceles in children. The proper treatment can remove mucoceles
without side effects. It is essential for a dentist to visually recognize oral lesions such as mucocele and for the proper
treatment. This paper reports a case of mucocele in child.has been threatment by surgical removal and the result is no

recurrence.
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Introduction

A mucocele is a swelling in mouth, also known as a “mucous
cyst of the oral mucosa”. Although mucocele is benign, it can
affect the oral functions such as chewing and speaking and oral
hygiene. Mucoceles can have very similar features with other
oral lesions. Thus, a dentist must inform patients on their oral
lesions advise them to seek further diagnosis and treatment in
order to prevent any potential medical threats (1).

Etiology of Mucocele can happen when a salivary gland is in-
jured or blocked. Many salivary glands exist in mouth, secreting
saliva. Saliva is made of water, mucus and enzymes. Saliva
moves from a gland into mouth through tiny tubes called ducts.
Sometimes, one of these ducts can be cut, the saliva pools at the
cut spot, and causes a swelling, or a mucocele. Mucocele com-
monly occur inside the lower lip because of the biting habit, but
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it also can be found in other places inside the mouth, including
the roof of the mouth and the floor of the mouth. A mucocele
can form around piercings that have been inserted into the lips
or tongue. Some medicines can thicken saliva, and it can plug
up a salivary gland and cause mucocele. Mucoceles also can oc-
cur if one of ducts is blocked and saliva is congested up in the
duct. If swelling occurs because the submandibular duct is
blocked, the mucocele is called a ranula. A ranula is quite large
and appears under the tongue or on the floor of the mouth. A
mucocele developed on the gums is called epulis (1,2).

Mucoceles occur on the tongue, inside the cheeks, the roof of
the mouth, the floor of the mouth, or around tongue or lip
piercings. Most mucoceles are painless but can be bother some
because patients are sensitive to the bumps in their mouth.
Mucoceles can get in the way of eating or speaking and are prone
to biting. Shallow mucoceles may burst and release straw-col-
ored fluid. Deeper ones can last longer and are more likely to
bother patients. Mucoceles are benign. However, if they are left
untreated, they can organize and form a permanent bump on the
oral surface. Mucoceles occur where salivary glands exist. The
dentist should look for a rubbery, bubble-like swelling.
Mucoceles are usually found inside the lower lip, but they can
also be found on the inner side of the cheek, the anterior ventral
tongue, the roof of the mouth, the floor of the mouth, and rarely
the upper lip (3,4).
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Mucoceles semitransparent and tough and their size range
from a few millimeters to centimeters. Superficial mucoceles
have bluish color while mucoceles in a deeper lesion have the
mucosa color. A dentist should ask if a patient has experienced
trauma in that area. The patient might have bitten the lip or was
hit in the face with something. Also, some medicines can thick-
en saliva, and it can plug up a salivary gland and cause a
mucocele. Mucoceles do not change color when pressure is ap-
plied on them. If a patient has a blue swelling that looks like a
mucocele, the dentist may put pressure on it to see if it changes
color. If it does, it may be a harmless growth made of blood
vessels. This is known as a hemangioma. The dentist may take
out the swollen tissue and send it to a laboratory. The laboratory
can tell if the tissue is a mucocele, or if it is some other form of
oral lesion. The patient may get an X-ray of the area, and the
X-ray will show if the patient has a salivary gland stone. X-rays
are often done for patients who have ranulas (3,5).

With proper diagnosis and treatment, mucoceles can be cured
with an excellent outcome. Trauma is a leading cause mucocele.
A patient should avoid piercing in mouth piercing and try not
to bite his/her lip (3).

Infrequently, a mucocele goes away without treatment. But if
some mucoceles remain untreated, they can scar over. The den-
tist should examine any swelling in patients’ mouth. Mucoceles
are usually removed by surgery. The dentist may use a scalpel
or a laser to remove a mucocele. The removed mucocele tissue
will be sent to a laboratory for further evaluation. There is a
chance that another mucocele develops after the one is
removed. Doctors also can use corticosteroid injections before
attempting a surgical treatment. These injections sometimes
bring down the swelling, and then the patient may not need
surgery.

A few cases of mucoceles and ranulas resolve naturally.
Without treatment, especially in infants and young children. As
an alternative to surgery, lesion aspiration and follow-up for
about 6 months have been suggested if symptoms are minimal

in infants and young children (1,4,6).

The main dental implication of mucoceles would be tissue
trauma to the buccal mucosa or the lip region because of the
swollen tissue and tendency for the patient to bite the lesion
while chewing. The dentist should inform the prevention of mu-
coceles to patients who has tendency of biting mouth tissues.

Case Report

A girl 5 years old reported to go to “The Dental Spesiality
Clinic” with the chief complaint of a big swelling on the right
side of the lower lip since two months. The swelling was diag-
nosed as a extravasation mucocele after history and clinical
examination. The treatment involved surgical resection of the
tissue. The mucocele was removed under infiltrating local anes-
thesia (2% lidocaine with epinephrine 1:100.000; one cartridge).
The child was sit in the dental chair. Its histopathological exami-
nation & regular follow up to check for uneventful healing.

After one week regular recall and checkup for the reoccurrence
of the lesion was done. No recurrence was observed.

Discussion

The incidence of mucoceles in the general population is
0.4-0.8%, with scant differences between males and females
(7). Our own series coincides with this, since 55% of the lesions
were found in males (Figure 1). As regards patient age, different
authors report the peak incidence to be in the second or third dec-
ades of life (8). An interesting and controversial aspect of muco-
celes is their origin. Bhaskar et al. suggested obstruction of the
salivary gland ducts as the cause of mucoceles, though this hy-
pothesis has lost support in favor of a traumatic origin of the le-
sions (9,10). The literature contains a number of studies that
confirm the traumatic etiology of these lesions. In our series we
identified an antecedent of trauma or of nibbling in 34% of the
patients - this figure being low in comparison to the percentages

£

Figure 1. Clinical features of patient
before surgery.
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Figure 2. The conditions while
being treated and after treated.

reported in other studies. In any case, the typical location of
these lesions in the lower lip (more susceptible to accidental
traumatism or nibbling and suction habits), their presence in
young patients, and the exceptional presence of calculi in the
minor salivary glands, all support this etiopathogenic theory
(Figure 2). As regards mucocele location in the oral cavity, most
investigators consider the lower lip to be the most frequently
affected location (40-80% of all cases), followe by the cheek
mucosa and floor of the mouth. The tongue, palate and upper
lip are infrequent locations. The present study coincides with
these observations, since 73.5% of the lesions were in the lower
lip, with very little involvement of other locations. In addition,
the lower lip mucoceles were predominantly located on one
side-with very few medial lower lip locations. These data would
be directly related to the greater capacity of certain teeth to exert
trauma upon the lip, as a result of their spatial distribution. In
this sense, there also have been reports of mucoceles produced
as aresult of the action of dental braces. In the present study mu-
cocele growth was generally seen to be slow. According to
Harrison, the lesions develop over a period of one week to five
years, though the most common duration is three weeks to three
months (8).

Mucoceles may be located either as a fluid filled vesicle or blis-
ter in the superficial mucosa or as a fluctuant nodule deep within
the connective tissue. Spontaneous drainage of the inspisatted
mucin especially in superficial lesions followed by subsequent
recurrence may occur. The surface of long standing lesions may
show fibrosis (2).

The development of Mucoceles usually depends on the dis-
ruption of the flow of saliva from the secretory apparatus of the
salivary glands. The lesions are most often associated with mu-
cus extravasation into the adjacent soft tissues caused by a trau-
matic ductal insult, which may include a crush-type injury and
severance of the excretory duct of the minor salivary gland.

Conventional treatment is commonly surgical extirpation of the
surrounding mucosa and glandular tissue down to the muscle
layer. With a simple incision of the mucocele the content would
drain out but the lesion would reappear as soon as the wound
heals (11).

There is no need for treatment if superficial extravasation mu-
coceles resolve spontaneously. Small mucoceles can be re-
moved completely with the marginal glandular tissue before
suture. In the case of larger mucoceles, marsupialization would
avoid damage to vital structures. Clinically there is no differ-
ence between both types of mucocele, and are therefore treated
in the same manner (12).

Conclusion

Mucoceles can develop from any population. Although muco-
celes are painless and intransmissible, they can affect regular
eating and speaking routine of patients. Thus they should be
treated properly and prevented if possible. The dentist should
help patients prevent mucoceles by diagnosis and education and
advise them to receive the proper treatment for their oral health
and comfort.

Mucoceles of the oral cavity are more common in young
males. Traumatisms are the usual cause and the most frequent
location is the mucosa of the lower lip.

The treatment of lesions such as mucocele must be planned
taking into consideration the various clinical parameters and
any oral habits that are probable as these lesions have a propen-
sity of recurrence. Prevention for mucocele, a patient should try
not to bite his/her lip and preventive from traumatic injury.
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