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Management of Blandin-Nuhn Mucocele- A Case report
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Mucoceles of the glands of Blandin and Nuhn are uncommon and mainly seen on the ventral surface of the
tongue. This case report emphasizes the treatment approach of these mucoceles. This patient reported with
a second recurrence following conventional treatment, so a novel method was tried by injecting an ultraflow
rubber base impression material into the mucocele, after which a surgical excision was done. The present
procedure showed a clear demarcated limit of the lesion making the surgical excision easier.
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INTRODUCTION
he glands of Blandin and Nuhn are mixed mucous and
I serous salivary glands that are embedded within the
musculature of the anterior tongue ventrum. The
glands of Blandin and Nuhn are not lobulated or encapsu-
lated. Each gland is approximately 8mm wide and 12 to 25
mm deep and consists of several small independent glands
composed of mucus tubules with seromucus demilunes and
occasional seromucus acini.They drain by means of 5 or 6
small ducts that open near the lingual frenum.' The glands of
Blandin-Nuhn are located near the ventral tip of the tongue
and are embedded in the muscles of ventral aspect near the
midline. These glands extend laterally and posteriorly from
the midline, forming a mass resembling a horseshoe with its
opening pointing towards the root of the tongue.”
Mucoceles of the glands of Blandin-Nuhn have been
reported to be uncommon.’* In the Minnesota Oral Disease
Prevalence Study, Blandin and Nuhn mucoceles had a lower
prevalence than mucoceles at other locations, or 0.1 cases
per 1000 persons with increased predilection for females.
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This type of mucocele represents an estimated 2-10% of all
mucoceles.’

Mucocele involving the glands of Blandin-Nuhn are often
histologically diagnosed as being extravasation type and
likely to occur in young patients.**’ Traumatic injury to a
duct or ducts with partition of this structure is the most likely
etiologic factor leading to the development of these lesions.?
These lesions are often asymptomatic, however, as they
grow in size, they can cause discomfort, external swelling,
and interfere with speech and mastication.® Thus surgical
excision is the treatment of choice.

CASE REPORT

An 8 year old girl accompanied by her father came to the
department of Pedodontics and Preventive Dentistry at the
A.B.Shetty Memorial Institute of Dental Science with the
chief complaint of swelling on the ventral surface of the
tongue, which appeared 1 month before the consultation.
Extraoral examination revealed no asymmetry of the neck
and no cervical lymphadenopathy. Intraorally the lesion was
a unilateral painless swelling, soft on palpation and blanched
under digital pressure, found lateral to the midline on the
ventral surface of the tongue. The lesion was flaccid with
sessile base and was more than 15 mm in size lined with thin
mucosa (Fig 1).The patient did not recollect any episodes of
trauma and also denied any reduction in size. Needle aspira-
tion yielded a clear fluid that ruled out a lesion of vascular
etiology.

The lesion was clinically diagnosed as a mucocele and
the anatomical location of the lesion was suggestive of
involvement of the glands of Blandin and Nuhn.?

Following conventional treatment protocol the lesion was
surgically unroofed and sutured. After 10 days the lesion
reoccurred. The surgical excision was repeated which subse-
quently failed with reoccurrence after 3 weeks. Thus an
alternative procedure was decided upon to demarcate cystic
border. This method was tried earlier on larger retention cyst
where the cystic cavity will be filled with rubber impression
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material presurgically, which improves the visual access and
provides a proficient method of surgical excision."

Figure 1. Mucocele on the anterior ventral surface of the tongue

METHOD

In the present procedure after disinfection of the area with
0.12% chlorhexidine solution and delivery of local anesthe-
sia, the tongue was stabilized with a stay suture. A large cal-
iber needle was inserted into the cyst, and the cystic content
were aspirated. The shrunken cyst sac was filled with ultra-
flow rubber base material (Aquasil™ULY, ultraflow low vis-
cosity, DENTSPLY DETREY) via the nozzle fitted to a rub-
ber base impression delivery syringe (Fig 2)." This gave a
clear picture of the extension of the cystic sac which was
then surgically removed (Figs 4-5). The wound was closed
with 4-0 silk sutures. Healing was uneventful (Fig. 5)The
patient was reviewed periodically and no recurrence was
found at 3, 6 and 12 months respectively.

DISCUSSION

The mucocele of the glands of Blandin —Nuhn are mostly of
extravasation type and suggest that traumatic injury to a duct
with severance of the duct is the most likely etiologic factor.
Most of the lesions occur lateral to the midline presenting as
a raised mass, whereas those at the midline are typically

Figure 2. Injecting an ultraflow rubber base impression material into
mucocele.

Figure 4. Set rubber base impression material obtained from the
lesion showing the size and extent of the lesion.
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Figure 3. Intact lesion excised.
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Figure 5. Healed lesion after 2 weeks.
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polypoid.” In the present case a diagnosis of the mucocele of
the glands of Blandin and Nuhn was made by the anatomi-
cal site, size, flaccid nature, clear aspirate and asymptomatic
nature of the lesion. Based on these findings we were able to
rule out the varied differential diagnoses. Surgeman et al®
reported that mucoceles of the glands Blandin and Nuhn
may clinically resemble a vascular lesion, pyogenic granu-
loma, polyp, or squamous papilloma. In the present case the
lesion appeared similar to soft tissue abscess. These muco-
celes if left untreated, the lesions may grow in size, can cause
discomfort, external swelling, and interfere with speech and
mastication.®

Surgical excision remains the most commonly used
method for excision of mucocele."”” Baurmash® showed that
there are 3 possible approaches to the management of muco-
celes. The small lesion can be completely excised, making
sure to include the associated salivary gland tissue as well as
any marginal glands before primary closure. Large mucoce-
les are best treated with an unroofing procedure (marsupial-
ization).The third procedure involves the dissection of the
mucocele along with the servicing mucous glands, which is
usually done for moderate sized lesions. In addition larger
lesion may also be managed by marsupialisation, * >
cryosurgery, 7 laser ablation' " and micro marsupialisa-
tion.'>* Use of steroid injections is an alternate option to
surgery.” The present case was initially managed by the con-
ventional method twice but failed, which could be due to the
deep seated salivary glands within the musculature of the
tongue or could be due to inappropriate removal of the cys-
tic lumen. Thus an alternative technique was tried where
ultraflow rubber base impression material was filled into the
cystic sac thus giving a clear picture of the depth and extent
of the cystic sac. This was followed by surgical excision. The
prognosis of the lesion was excellent with no sign of recur-
rence with a 12 month follow up period.

This technique provided visual control of the boundaries
of the cyst making it possible to enucleate the retention cyst
completely. The present case showed good prognosis. Simi-
lar results where observed earlier when this technique was
used to excise a bigger retention cyst like ranula.'

The advantage of this method over conventional tech-
nique is that it maintains the cystic sac intact during surgical
excision. Even if there is small perforation, the rubber base
material flows precisely maintaining the extent of the lesion.
This method could also be tried out on large retention cyst
making enucleation simpler. However this is only an isolated
case and studies are required, using this method on more
number of cases to evaluate the success rate of this proce-
dure.
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