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C L I N I C A L P R A C T I C E

Amucocele is a mucus retention phenomenon of the
major and, more commonly, the minor salivary
glands.1 This lesion has also been called a mucus

extravasation phenomenon.2 Although such a lesion can occur
anywhere in the oral mucosa, the term mucocele has been
applied only infrequently to lesions of the upper lip.3–5

Mucoceles are usually associated with the minor salivary
glands and hence are less likely to occur on the anterior hard
palate and the attached gingiva, which do not typically possess
minor salivary glands.

Mucoceles are usually formed secondary to rupture of an
excretory duct of a salivary gland, which leads to an outpour-
ing of saliva into the surrounding tissues.2,6 The resulting pool
of glandular secretion is first surrounded by inflammatory
cells and later by reactive granulation tissue consisting of
fibroblasts. This granulation tissue reflects an immune
response (i.e., to wall off the mucin). Although there is no
epithelial lining surrounding the mucin, it becomes well
encapsulated by this granulation tissue and is therefore cate-
gorized as a false cyst or pseudocyst.

In contrast, a mucus retention cyst is a true cyst, lined with
epithelium. This type of cyst appears to be caused by epithe-
lial proliferation of a partially obstructed salivary duct.7

Complete obstruction of a salivary duct by a calcified mass is
called a sialolith, also known as a salivary calculus or stone.

Parafunctional habits such as lip biting may contribute
to the lower lip being the most commonly described loca-

tion of mucoceles. Cohen and others8 observed that, of 
63 mucoceles, 82% were found on the lower lip, 8% on the
buccal mucosa, 3% on the retromolar area, and 1% on the
palate. The Armed Forces Institute of Pathology collected
data on 2,339 cases of mucocele and found that 33.0%
occurred on the lower lip, 7.7% on the buccal mucosa,
6.3% on the floor of the mouth, 6.1% on the tongue and
only 0.4% on the upper lip.7 Curtis and Hutchinson9 docu-
mented a single case of mucus extravasation phenomenon
of the posterior hard palate after a periodontal free gingival
graft procedure. A potential source of trauma to the upper
lip is surgery, such as plastic surgery for lip reduction or
augmentation, but no documented cases of mucocele in
conjunction with surgery have been identified.

On clinical presentation, a mucocele usually appears as
an asymptomatic nodule, with a normal or bluish colour. 
It is fluctuant and movable because of its mucinous
contents. The diameter may range from a few millimetres to
a few centimeters. If left without intervention, an episodic
decrease and increase in size may be observed, corresponding
to rupture and subsequent mucin production.10

Case Report
A 57-year-old African-American man presented for

initial examination. The patient’s chief complaint was that
“an old filling needed to be redone.” He reported no dental
treatment over the past 30 years, and his medical history
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questionnaire yielded no findings of particular relevance to
this dental examination.

Extraoral examination revealed asymmetry of the upper
lip to the left of the philtrum, which was normal in colour.
Intraoral examination revealed a blue, fluctuant, nontender
nodule measuring 10 mm × 10 mm on the inner labial
mucosa; the lesion did not blanch under digital pressure
(Fig. 1). The patient had been aware of the swelling for
about a year but denied any episodic increase or reduction
in size. He could not recall an episode of trauma to the
maxillofacial region. There was no evidence of calcification
or retained foreign body in a radiograph of the soft tissue in
this area.

Excisional biopsy was performed, and the wound was
closed with 4-0 sutures (gut for deep closure and silk super-
ficially). A mucocele was suspected. The biopsy sample was
immediately fixed in 10% formalin and sent for histologic
evaluation. The pathology report described the tissue as a
tanned, round nodule measuring 0.8 cm in diameter, with

no evidence of malignancy (Figs. 2 and 3). The definitive
diagnosis was mucocele of the right upper lip. No recur-
rence was observed at 1-month and 3-month follow-up
examinations.

Discussion
The differential diagnosis in a case such as this one

should include lesions known to cause swelling of the lips.
The lip contains adipose, connective tissue, blood vessels,
nerves and salivary glands, so pathosis of any of these tissues
is possible. Daley11 reviewed the clinical differential diagno-
sis of a swelling of the upper lip, listing mucocele, fibroma,
lipoma, mucus retention cyst, sialolith, phlebolith and sali-
vary gland neoplasm as possibilities. In patients under 20
years of age mucocele is the most common nodular swelling
of the lower lip; this lesion is slightly more common in
males.12 Another common nodular lesion is fibroma,
which, like the mucocele, can be initiated by trauma.
Fibromas vary in consistency from soft to very firm. They
are the most common intraoral soft-tissue lesion, and are
seen most frequently on the lips (no distinction between
upper and lower lips). Lipomas, neoplasms consisting of
mature adipose tissue, are uncommon in the oral cavity, but
can occur on the lips. However, many lipomas are soft and
fluctuant, so when this lesion does occur, it is commonly
mistaken for traumatic fibroma or mucocele.10 The lower
lip is also the most common intraoral site of squamous cell
carcinoma; however, unlike the previously mentioned
lesions, this one presents with variations of white and red
crusting and ulceration.10 Mucus retention cysts occur more
commonly on the upper lip than the lower lip. The occur-
rence of mucus retention cysts peaks in the seventh and
eighth decades. Swelling of the upper lip is also commonly
caused by sialolithiasis, mineralization that occurs in the
ducts of the salivary glands. Sialoliths usually present as
firm, movable nodules, most often in the fifth to seventh
decades. Phleboliths, which result from calcification of

Figure 1: Bluish nontender nodule on the inner mucosa of the 
upper lip.

Figure 2: A pool of mucin surrounded by granulation tissue. Salivary
gland tissue appears in the lower right. (Hematoxylin and eosin stain,
original magnification × 10.)

Figure 3: Magnified image of biopsy sample shows inflammatory cell
infiltrate throughout the lesion and surrounding tissue. (Hematoxylin
and eosin stain, original magnification × 100).
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intravascular thrombi, may also be considered. Both
sialoliths and phleboliths, unlike mucoceles, may have an
opaque appearance in radiographs.7

The last category of upper lip lesions mentioned by
Daley,11 salivary gland neoplasms, comprises a variety of
conditions. Salivary duct cysts occur in the minor salivary
glands of the lip, but only rarely. This type of cyst develops
from dilatation of a salivary gland duct but is distinguished
from a mucus retention cyst by the fact that it does not
typically contain pools of mucin. Salivary duct cysts usually
occur in people over 30 years of age, and there is no differ-
ence in frequency between men and women.5 Nasolabial
cysts, which derive from epithelial remnants of the naso-
lacrimal duct, are nonodontogenic and are found in the
upper lip or in the nasolabial fold. Cases of nasolabial cyst
have been documented in people over 30 years of age, with
a slight preponderance among women.13

The upper lip is also a common location for benign sali-
vary gland tumours. Canalicular ademoma almost always
occurs in the upper lip, most often at the midline. Its histo-
logic appearance is dominated by double rows of columnar
epithelial cells, which branch and interconnect; peak inci-
dence is in the seventh decade of life.14 Benign mixed
tumour, or pleomorphic adenoma, is the second most
common benign tumour of the upper lip; it is usually seen
in women less than 40 years old. It is also the most
common tumour of the major and minor salivary glands.15

As its name suggests, benign mixed tumour displays an
equal ratio of epithelial and mesenchymal cells.

The most common malignant lesion of the salivary
glands of the lower lip is mucoepidermoid carcinoma. This
tumour occurs over a wide age range, with equal frequency
among men and women. Low-grade mucoepidermoid
carcinoma may resemble a mucocele on clinical examina-
tion, because the predominant cell type in this tumour
produces mucin.7 Acinic cell adenocarcinoma is the most
common malignant lesion of the salivary glands of the
upper lip. It, too, can occur over a wide age range but
appears predominantly among women.16

Almost all benign and malignant salivary gland tumours
that have been documented in the lips have a similar clini-
cal presentation. Lesions superficial to the mucosa usually
present with a bluish colour, whereas the overlying tissue of
deeper lesions can have normal coloration.7

The differential diagnosis of swelling of the lips in chil-
dren should also include vascular malformations such as
hemangiomas and varices. Usually blue in colour, these
blanch under digital pressure, which distinguishes them from
other pigmented lesions such as nevi, mucoceles, hematomas
and melanomas.17 Benign mixed tumour, discussed previ-
ously, is the most common salivary gland tumour in children
and adolescents. Neuroectodermal tumour of infancy is a
rare benign tumour that may occur in the anterior maxilla;

in this situation it can elevate the infant’s upper lip and
appear as a pigmented swelling in this area. Because of the
derivation of this tumour from neural crest cells, urine levels
of vanillylmandelic acid may be elevated.18

Palpation of the lesion may aid in developing the differ-
ential diagnosis. Cysts, mucoceles, abscesses, hematomas,
lipomas and salivary gland tumours may exhibit fluctuance.
However, a mucocele that has ruptured would not be fluc-
tuant, and a chronic mucocele that has developed fibrosis
may lose some degree of fluctuance. The patient described
in this case report had had the lesion for about a year, and
the lesion was nontender on palpation.

All of the lesions that have been discussed here may
present asymptomatically, as in this patient. Some lesions,
such as mucoceles, vascular malformations, fibromas and
lipomas, may not require treatment. However, because of
the possibility of salivary gland tumours in the upper lip,
biopsy is necessary to establish the definitive diagnosis,
which is paramount for appropriate treatment.

Conclusions
The lesion in the case reported here was diagnosed as a

mucocele of the left upper lip, an uncommon location for
this lesion. The patient denied trauma to the lips, but a
parafunctional habit such as lip biting may go unnoticed.
The patient also denied any change in the size of the lesion
over the previous year. A mucocele may persist for as long
as a year without rupturing, but many patients present
within a few weeks of onset for evaluation. A mucocele of
uniform size of such long-standing duration is rare.

Because of the possibility that a lesion in this location
might be a tumour, excision is warranted for definitive
diagnosis. When possible, it is beneficial to identify and
remove the glands associated with the lesion to reduce the
rate of recurrence.13 If a benign or malignant tumour is
diagnosed, then referral to an appropriate specialist is
warranted, as further surgery (to obtain clear margins),
radical neck dissection, radiation therapy or chemotherapy
may be indicated. This review suggests that the clinician
should have a high index of suspicion for any lesion occur-
ring in the upper lip. C

Dr. Mustapha is an assistant professor in the depart-
ments of periodontics at both the University of
Maryland in Baltimore, Maryland, and the Howard
University College of Dentistry in Washington, DC,
and is in private practice in Washington, DC. 

Dr. Boucree is an emergency medicine resident at the
Newark Beth Israel Medical Center, Newark, New
Jersey.

Correspondence to: Dr. Indra Z. Mustapha, 1028-701 Pennsylvania
Ave. NW, Washington, DC  20004. E-mail: imustapha@howard.edu.
The authors have no declared financial interests.

mailto:imustapha@howard.edu


May 2004, Vol. 70, No. 5 321Journal of the Canadian Dental Association

Mucocele of the Upper Lip

References
1. Wood NK, Goaz PW. Peripheral oral exophytic lesions. In: Differential
diagnosis of oral lesions. 4th ed. St. Louis (MO): Mosby Year Book; 1991.
p. 158–94. 
2. Regezi JA, Sciubba JJ. Salivary gland diseases. In: Oral pathology: 
clinical pathologic correlations. 1st ed. Philadelphia (PA): W.B. Saunders
Co.; 1989. p. 225–83.
3. Bermejo A, Aguirre JM, Lopez P, Saez MR. Superficial mucocele:
report of 4 cases. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 1999;
88(4):469–72.
4. Dent CD, Svirsky JA, Kenny KF. Large mucous retention phenomenon
(mucocele) of the upper lip. Case report and review of the literature.
Va Dent J 1997; 74(1):8–9.
5. Ellis GL, Auclair PL. Tumor-like conditions. In: Atlas of tumor pathol-
ogy: tumors of the salivary glands. Washington (DC): Armed Forces
Institute of Patholgy; 1995. p. 411–40.
6. Bhaskar SN, Bolden TE, Weinmann JP. Pathogenesis of mucoceles.
J Dent Res 1956; 35:863–74.
7. Ellis GL, Auclair PL, Gnepp DR, editors. Obstructive disorders.
In: Surgical pathology of the salivary glands. Philadelphia (PA):
W.B. Saunders Co.; 1991. p. 26–38.
8. Cohen L. Mucoceles of the oral cavity. Oral Surg Oral Med Oral Pathol
1965; 19:365–72.
9. Curtis JW Jr, Hutchinson RA. Mucous extravasation phenomenon of
the hard palate following periodontal surgery. J Periodontol 1981;
52(12):750–2.
10. Wood NK, Goaz PW. Lesions of the lips. In: Differential diagnosis of
oral lesions. 4th ed. St. Louis (MO): Mosby Year Book; 1991. p. 663–85.
11. Daley TD. The canalicular adenoma: considerations on differential
diagnosis and treatment. J Oral Maxillofacial Surg 1984; 42(11):728–30.
12. Das S, Das AK. A review of pediatric biopsies from a surgical pathol-
ogy service in a dental school. Pediatr Dent 1993; 15(3):208–11.
13. Langlais RP, Miller CS. Nodules of the lip. In: Color atlas of common
oral diseases. 1st ed. Philadelphia (PA): Lippincott Williams & Wilkins;
1992. p. 32–3.
14. Ellis GL, Auclair PL. Benign epithelial neoplasms. In: Atlas of tumor
pathology: tumors of the salivary glands. Washington (DC): Armed
Forces Institute of Patholgy; 1995. p. 39–153.
15. Ellis GL, Auclair PL, Gnepp DR, editors. Mixed tumor (pleiomorphic
adenoma) and myoepithelioma. In: Surgical pathology of the salivary
glands. Philadelphia (PA): W.B. Saunders Co.; 1991. p. 165–86.
16. Ellis GL, Auclair PL, Gnepp DR, editors. Salivary gland neoplasms :
general considerations. In: Surgical pathology of the salivary glands.
Philadelphia (PA): W.B. Saunders Co.; 1991. p. 135–64.
17. Eversole LR. Red and pigmented lesions. In: Clinical outline of oral
pathology: diagnosis and treatment. 3rd ed. Philadelphia (PA): Lea &
Febiger; 1992. p. 31–61.
18. Eversole LR. Radiolucent lesions of the jaw. In: Clinical outline of
oral pathology: diagnosis and treatment. 3rd ed. Philadelphia (PA): Lea &
Febiger; 1992. p. 227–89.


