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Overview

Ranula refers to a lesion in the floor of the mouth that is translucent, sometimes bluish, with
an aspect similar to the belly of a frog, which originated the term ranula, from the Latin
“rana” (Nascimento et al.). Ranulas are extravasation mucoceles arising from the sublingual
gland (SLG), due to obstruction and rupture of its draining ducts (Suresh et al.). Saliva that
leaks from the SL gland has a higher viscosity than that from other salivary glands, and is
more likely to induce a strong inflammatory reaction (Chung et al.). Ranulas are rare
mucoceles that tend to recur, and thus far, the debate has been focused on their treatment
(Sato et al.).

Etiology

Ranula may result from trauma, anatomical variation, congenital anomalies or chronic
diseases of the associated salivary gland (Nascimento et al.). Little is known about the cause
of such an obstruction or damage (Sato et al.).

Clinical Presentation

The size of the lesion varies a lot but they are generally small to medium (majority of ranula
ranged about 2 to 3 cm in size) (Nascimento et al.). Very large oral ranulas or ranulas located
in the area of the caruncula sublingualis may lead to partial obstruction of the Wharton duct
resulting in submandibular swelling during eating (Nascimento et al.). Clinical characteristics
observed were painless swelling in the translucent oral floor, smooth surface, sessile and a
soft consistency on palpation, indicated the diagnosis of ranula (Nascimento et al.). Objective
clinical features include “foaming” on the floor of the mouth and a mass felt in the ipsilateral
neck (Suresh et al.). Additionally, a progressive, nonpainful, swelling mass appears in the
mouth that is unrelated to past medical history (Machtey et al.). The mass causes discomfort
without difficulty in talking, swallowing, or breathing (Machtey et al.).

Demographic

This lesion may be present at birth or develop during the adult life (Nascimento et al.).
Studies have shown that oral ranula tends to occur in children and young adults and peaks in
their frequency in the second decade of life (Nascimento et al.).

Biopsy / Histology / Radiographs

The patient was a male neonate with a left-sided submandibular swelling (Iwade and
Fukuzawa). Biopsies of sections of the cyst wall were performed using biopsy forceps with
the gastro-intestinal endoscope used for cystoscopy (Iwade and Fukuzawa). Pathological
finding showed squamous epithelium having keratinization and skin adnexal structures,
including hair, hair follicles, and sebaceous and sweat glands was recognized at one portion
of the cyst wall near the oral cavity (Iwade and Fukuzawa).

In terms of histological features, ranulas are pseudocysts, with linings composed of
granulation and connective tissue, as opposed to epithelium which forms the lining of true
cysts such as mucous retention cysts (Suresh et al.). Also, pathology revealed that the cyst
wall located near the tongue consisted of keratinized stratified squamous epithelium (Iwade



and Fukuzawa). Furthermore, this portion consisted of skin tissue containing some hair
follicles (Iwade and Fukuzawa).

It is difficult to contribute to an accurate diagnosis using only the patient's biochemical
analysis results and two-dimensional (2D) radiograph results (Sudharsan et al.). The
diagnostic imaging modalities of plain radiographs, sialography, and ultrasound are adequate
in differentiating ranulas among various entities (Sudharsan et al.). An anechoic presentation
indicating fluid-filled sac is evident on ultrasound imaging (Sudharsan et al.). Sialogram of
the case reveals the classic tail sign indicating a defect beyond the mylohyoid muscle; thus,
three-dimensional (3D) imaging paves the way for deriving a final diagnosis (Sudharsan et
al.). The surgical need for delineating the extent of any cystic swelling necessitates the 3D
imaging approach (Sudharsan et al.). An elaborate patient history, clinical examination, USG,
MRI or CT imaging, and fluid aspiration plays a pivotal role for the clinician to successfully
attain an early prompt diagnosis (Sudharsan et al.).

Differential Diagnosis

Clinically ranulas are classified as oral or plunging, depending on the expansion of the
pseudocysts (Chung et al.). A portion of the sublingual gland could herniate through the
mylohyoid muscle, and its extravasated mucin can spread along this hiatus into
submandibular and submental spaces and cause cervical swelling (Choi). This phenomenon is
called plunging ranula (Choi). The clinical presentation of plunging ranula varies and
difficulty in differentiating a plunging ranula from other cystic masses in the neck has been
reported (Song et al.). The differentials include thyroglossal duct cyst, branchial cleft cyst,
cystic hygroma, abscesses and dermoid cysts (Song et al.). The surgical management of a
plunging ranula is different from the surgical management of other cystic lesions of the neck
and an incorrect diagnosis can adversely affect the patient's management and recovery (Song
etal.).

Treatment

Treatment for ranula is classified into three categories depending on how the leaking saliva is
managed: removal of the leaking site by intraoral or transcervical resection of the sublingual
gland; formation of a drainage tract through the wall of the psudocyst by
micromarsupialisation or marsupialisation; or sealing of the site of the leak by inducing
fibrosis with a sclerosing agent (Chung et al.). Marsupialization is performed by excising the
superior wall of the lesion and suturing the inner wall to the mucosa of the floor of the mouth
(Nascimento et al.). Micromarsupialization is the transfixation of the lesion with surgical
threads promoting an epithelialization around the sutures and forming new excretory
channels for draining the mucous (Nascimento et al.). Resection of the sublingual gland is
probably the option most likely to be curative for both oral and plunging ranula considering
their pathophysiology (Chung et al.). Despite these treatments, many cases recur and
sometimes it evolves into a plunging (cervical) ranula (Nascimento et al.).

Prognosis

Small ranula that show minimal symptoms may not be treated. But in most cases, if left
untreated, it can cause difficulty in speech and mastication, and even airway obstruction in
rare cases (Machtey et al.). Also, even with treatment, high relapse rates are still observed,
and recurrence may develop more extensive lesion and even the transformation in a plunging
ranula (Nascimento et al.). Therefore, treatment is essential. If surgery is not possible, the



patient is first managed symptomatically using antibiotics and analgesics (Sudharsan et al.).
Resection of the associated gland is widely recommended since it is associated with lower
recurrence rates (Nascimento et al.). However, treatment choice for sublingual ranula
between the classic surgical approach versus newer noninvasive medical options is still
debated (Machtey et al.).

Professional Relevance

Although ranula is rare, it can occur in children and adults of all ages, and the recurrence rate
is high even after treatment. Also, if left untreated, it can affect a patient's mastication ability
and make proper oral care difficult. Ranula can affect proper oral care and, by extension,
overall oral health. Through regular oral exams, dental hygienists are first in line to detect
lesions. As a dental hygienist, it is essential to follow up on lesions through extraoral and
intraoral exams when patients visit the dentist. The hygienist must understand the
characteristics of ranula well and, in cases of doubt, provide advice and give referral so that
patient can receive an accurate diagnosis and follow-up. Additionally, patients should be
observed through regular dental visits to prevent similar lesions from recurring after
treatment. As dental professionals, dentists and dental hygienists have an important role to
play in educating people to regularly examine their mouths to maintain a high level of oral
health and hygiene.
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