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TiTLE : Mucous Retention Cyst — Review of literature and @ase report.

Running Title - Mucous Retention Cyst
Manuscript type — Case Report

Abstract:

Mucocele is a mucin filled cavity and is one of thest common salivary gland pathology. It arisekegidue to
severance of a duct or due to an obstruction tcs#thieary flow. In the former case, the more appiadp term is
mucous extravasation phenomenon and the lattealisdcmucous retention cyst. We present a caseumons
retention cyst in 21-year-old boy who presentebéatal Out Patient Department with a chief complafrswelling
in his lower lip. With this case report we alsoeatpt to review and highlight the differences betwéee two
entities with a common name.
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Introduction:

‘Mucocele’ literally means ‘a cavity filled with nwin’. It is the most common non-neoplastic salivatand
pathology which usually presents as soft-fluctuaodular swelling and is generally asymptomatics # common
term for two separate entities with different esgy and different histology but with almost a similclinical
presentation, i.e. mucous extravasation phenomendnmucous retention cyst.We present a case of mucous
retention cyst with the intent of discussing thgnsdficant differences between the two similar bot identical
pathological entities.

Case Report:

A 21-year-old male patient reported to the Dentat Batient Department with the chief complaint afvgelling in
his lower lip since 2 months. Intra-oral examinat&howed a bluish nodule, of approximately 2.5 ordiameter,
covered by a normal mucosa (Fig. 1). On palpatibe,lesion was compressible, fluctuant and painldss oral
hygiene was satisfactory, though he had carie$ iar@l 37. The cervical lymph nodes were not pagpdté had no
other medical disorder. History of present illnesgealed that patient felt a nodular pea-sizedlgwebn inner side
of his lip with his tongue around two months badle ignored it for the initial few weeks till thente he noticed
that the swelling has progressively increased hatktis a significant change in the size of thifeat the time of
meals. He did not commit to any incident of trauondip biting in that area in the recent past. Base clinical
examination, a provisional diagnosis of Mucoceldgthwa differential diagnosis of Lipoma was made teiAf
obtaining the patient’s consent an excisional bjopgas done (Figure 2) and the specimen was sent for
histopathological examination. At the time of griog, when the specimen was cut into two halvesyeinous gel-
like fluid was seen on the cut surface. The higtopagical examination of the specimen revealegsic cavity
lined by ductal epithelium and supported by fibremaar connective tissue capsule (Figure 3). Thendi
epithelium was comprised of stratified squamoushetium (Figure 4). The lumen showed lightly staimaucin

with interspersed mucinophages. Numerous mucousearrudis acini along with salivary gland ducts was® seen
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in the connective tissue. Connective tissue alsealed moderately dense chronic inflammatory cogfiltiate
comprised of plasma cells and lymphocytes. Thd fif@gnosis was given as mucous retention cyst.lHading of
the surgical site was uneventful. After a follow-aftwo years, patient did not show any sign ofireence.
Discussion:

Mucocele is one of the most common lesion of tla mucosa, which results from the accumulation atim. The
two etiological factors for Oral Mucocele (OM) givey Yamasobat al are traumatism and obstruction of salivary
gland duct$. Most of the mucoceles are superficial and are vargly larger in diameter. As this pathology is a
result of pooling of mucin, the size of the lesisrluctuating owing to different rates of secretiof mucin from the
involved salivary gland. It usually increases & time of meals and the decrease in size may beodugture of
the lesion and subsequent mucin accumulation abserption of saliva deposits. OMs can be seen hesann the
oral cavity, some clinicians believe lip as the trasmmon site for extravasation mucocele and bueccalosa for
the retention cyst. Ranulas are the OMs locatetherfloor of mouth and the name is derived from typical
swelling that resembles the air sacs of the frggra tigrina’. The highest incidence of OMs is isée the second
decade of life, although it is believed to affeetipnts of all ages. Teenagers and children argt w@mmonly
affected by mucoceles. Till date, there is no defirsex predilection found for this pathology. Thelor of
mucoceles ranges from deep blue to the normal @dloral mucosa (pink). The deep blue color resfutim tissue
cyanosis, vascular congestion associated withtteéched overlying tissue and the translucencyefaccumulated
fluid beneath. The variation in color depends om dlze of the lesion, its proximity to the mucosatiface and the
elasticity of the overlying tissu&®

Literatures showed oral habits such as lip bitingking is one of the etiologic factors for mucocdkadiographic
evaluation is needed to rule out if sialoliths epasidered as contributing factor in the formatdmral mucoceles.
Palpation can be helpful for a correct differentiElgnosis. Lipomas and tumors of minor salivagndls present no
fluctuation while cysts, mucoceles, abscess, anthhgiomas show fluctuatidrf.

The appearance of mucoceles is pathognomonic aatido of the lesion, history of trauma, rapid sgmpace, and
variations in size, bluish-color, and the consisjeare the important factors to be considered leefbe clinical
diagnosis is made. The histopathological examinaisowarranted to rule out salivary gland neoplaasismall
sized mucoepidermoid carcinomas can present wisimdlar picture. Moreover, the final diagnosis oficous
extravasation phenomenon or mucous retention astonly be made after histopathological examinatibime
extravasation mucocele presents with a cavitydfildth mucin and enclosed by a band of compresbedviscular
connective tissue capsule. Glandular structuresimpsrtant components of the capsule. At timedsihot so
uncommon to find a severed or intact duct in di@nhmunication with the mucin pool; such a ductafled as
‘feeder duct’. The histopathology of retention cystalmost the same except for one significantedéhce of
epithelium lining the cystic cavity. The sourcetlis cystic lining in most of the cases is ductitleelium, as quite
often it is seen that a dilated duct due to anrabgbn (most commonly sialolith) ultimately transins into a cystic
cavity lined by ductal epithelium. It is this cystining which justifies the retention cyst as aetrcyst and the

extravasation phenomenon without a true cystimginepithelium is considered as a pseudocyst. Inflatary
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infiltrate can be commonly seen in both the erditiEreatment for both these entities warrants sargixcision.
Recurrence rate is found to be very low in casesraithe entire gland is removed. Malignant tramsfdion has
not been reported till dafé!
Conclusion:
Thus ‘Mucocele’ is a common term for two separatéties i.e. mucous extravasation phenomenon ancbosu
retention cyst. Although both these entities preséth a similar clinical picture and treatment fweol, there is a
considerable difference in their etio-pathogenants histological features.
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Legends
Figure 1: Intra-oral photograph showing the nodular swellmgthe lip.
Figure 2: Photograph showing the excised lesion in toto.
Figure 3: Photomicrograph showing the cystic cavity lined ductal epithelium and supported by fibrovascular
connective tissue with numerous glandular acini B1&0x).

Figure 4: Photomicrograph showing the cystic lining comprisédtratified squamous epithelium (H&E, 40x)
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FIGURES

Figure 1: Intr-orl photorap shin the nodular swellomgthe lip.

Figure 2: Photograph showing the excised lesion in toto.

Figure 3: Photomicrograph showing the cystic cavity lineddoytal epithelium and supported by fibrovascular

connective tissue with numerous glandular acini B1&0x).
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118 Figure 4: Photomicrograph showing the cystic lining comprisédtratified squamous epithelium (H&E, 10x)



