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Case Report

Plunging or cervical ranula is a mucus extravasation 
pseudocyst arising from the sublingual gland that is lo-
cated below the mylohyoid muscle. Clinically, if large 
enough, cervical ranulas can affect swallowing, speech, 
chewing, and even breathing. The acute presentation of 
ranulas, which are clinically known as slow-growing, 

painless masses, is rare. In this study, we present a case of 
cervical ranula that grew in a short period of 3 days and 
resulted in respiratory distress and that was operated in 
our clinic. 
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Introduction
Ranulas are mainly cystic lesions arising from the 
sublingual glands. Also known as plunging ranula, 
cervical ranula (CR) is a mucous extravasation 
cyst that presents with swelling in the neck, and 
it emerges from the sublingual gland and spreads 
to the inferior mylohyoid muscle (1). It emerges as 
secretions accumulate and move to the posterior 
through the free edge or dehiscence of the 
mylohyoid muscle. Ranula may develop because 
of the removal of submandibular gland stones or 
because of a complication of surgical interventions 
performed in the maxillofacial area (2).

Although most plunging ranulas appear in the 
second or third decades of life, cases in which 
they present in infancy have been reported (3). 
Clinically, cervical ranulas appear as soft, slow-
growing masses, and they can affect swallowing, 
speech, chewing, and even breathing (if particularly 
large) (4). The acute presentation of ranulas is rare 
(5). In this study, we present a case of cervical 
ranula that grew over a short period of 3 days, 
resulted in respiratory distress, and was operated 
in our clinic. To the best of our knowledge, cases 
of cervical ranula that cause respiratory distress 
are rarely encountered in the literature, and only 
one case has been previously reported (6). Here we 
report the second case.

Case Report
A 32-year-old male patient with swelling in the 
left submandibular area and in the left half of the 
neck was admitted to the emergency department 

because of respiratory distress. The patient 
was referred to our clinic from the emergency 
department and then hospitalized. The swelling 
in the patient’s neck had emerged approximately 
3 days prior to hospital admission and had quickly 
grown. The main complaint of the patient was 
respiratory distress. Patient history revealed that 
he had an accident 8 years ago and had undergone 
surgery because of a mandibular fracture.

In the neck examination, a diffuse, soft, fluctuant, 
non-tender swelling was present in the left 
submandibular region. No redness, heat, and 
pain were observed. The partially mobile mass 
had a smooth surface without a clear extent. 
Oral examination revealed a slightly hyperemic 
smooth, soft mass localized in the sublingual 
gland under the tongue (Figure 1). No signs of 
infection in the tonsils, pharynx, and teeth were 
observed. Endoscopic examination revealed that 
the tongue and epiglottis were being pushed 
backward by a mass that was narrowing the airway. 
Urgent magnetic resonance imaging (MRI) was 
performed because of the patient’s respiratory 
distress. MRI revealed an approximately 10×15-
cm cystic mass that started from the sublingual 
region and extended to the tongue base. The 
cystic mass was responsible for the respiratory 
distress because it was pushing the tongue base 
and epiglottis posteriorly. The left pyriform sinus 
was found to be obliterated (Figure 2). Written 
informed consent was obtained from the patient. 
On the basis of the examination and MRI results 
and in consideration of the respiratory distress, 
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the patient was diagnosed with cervical ranula and underwent 
immediate surgery. The tracheotomy set was kept ready as 
emergency tracheotomy could be required. Nasal intubation 
was performed with the help of video laryngoscopy (Aircraft 
Medical Ltd.; Edinburgh, United Kingdom) by an experienced 
anesthesiologist. Because the mass was large and extended to the 
tongue base, the submandibular gland was excised by a cervical 
approach to provide a better view. The mass was followed upward 
and observed to pass through the mylohyoid muscle. A thin-
walled cystic mass was anteriorly followed to the mouth base and 
posteriorly to the tongue base, and it was excised together with 
the sublingual gland. The patient completely recovered after the 
operation. No paresthesia was observed in the innervation area 
of the lingual nerve. No recurrence was observed during 1 year 
post-operative follow-up. 

Discussion
Plunging ranula, also known as a diving or a cervical ranula, is 
a pseudocyst formed by the extravasation of mucous from the 
sublingual gland to the submandibular space. It may or may not 
have an additional oral component (7).

Explaining the reasons for the acute and progressive clinical 
course of ranula observed in the patient presented in this study 
is difficult. A dramatic increase in salivary secretion indicates 
an acinar injury in the sublingual gland. Histopathological 
examination of the excised sublingual glands revealed that the 
ranula had developed in the traumatized area in a particular 
region in the sublingual glands (8). One possible explanation 
for the abnormal salivary secretions that caused the rapid 
growth of the ranula in this case is the aberrant parasympathetic 
stimulation of the sublingual gland, which normally has a 
spontaneous secretion (9). Blood flow has been reported to 
increase in the sublingual gland by parasympathetic nerve 
stimulation through the kallikrein–bradykinin system, and this 
stimulation may cause acinar hyper secretion (9). Moreover, the 
local hypersecretion in acinar rupture (in the damaged area) 
correlates with an increased blood flow (9). However, mucus is 
extravasated from the damaged acinar area in accordance with 
the acinar hypersecretion, and this extravasation may lead to 
acute cervical ranula and subsequent respiratory distress within 
a short time, contrary to expectations (9, 10).

Depending on the location, many lesions should be considered 
in the differential diagnosis. Diseases, such as branchial cleft 
cysts, dermoid cysts, abscesses, cystic hygroma, laryngocele, 
lymphadenopathy, thyroglossal duct cyst, and salivary gland 
tumors, should be considered in the differential diagnosis. 
If the lesion quickly grows, deep neck infections should be 
considered (10). 

Various surgical procedures can be used in the treatment of 
cervical ranula, such as simple excision, marsupialization, and 
excision of the ranula and sublingual gland through intraoral 
or cervical approaches. A relationship between the recurrence 

and surgical technique is evident in the literature. In patients 
with excised sublingual glands, the rate of recurrence was 
found to be <2% (11). In another study, the recurrence rates in 
marsupialization, excision of ranula, and ranula excision together 
with sublingual gland excision were reported as 66.7%, 57.7%, 
and 1.2%, respectively (12). 

Non-surgical treatment options have also been reported in 
the literature because of the high recurrence rate and possible 
surgical complications after an inadequate excision. These 
options include botulinum toxin injection and injection of OK-

Figure 1. Appearance of the ranula in oral examination

Figure 2. MRI of the ranula extending posteriorly 
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432 as a sclerosing agent for the biochemical denervation of the 
gland (12).

Conclusion
The acute presentation of cervical ranula with respiratory distress 
is rare. Immediate surgical intervention may be necessary in case 
of respiratory distress.
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