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			Abstract

			Mucocele is a common lesion of the oral mucosa that results from an alteration of minor salivary glands due to a mucous accumulation, causing mid swelling. Common sites are lip followed by tongue, floor of mouth, buccal mucosa and lower labial mucosa. Seen commonly in children’s and young adults. Trauma and lip biting habits are the main cause for these types of lesions. These are painless lesions which can be diagnosed clinically. Various treatment options are available but surgical excision is considered an appropriate treatment modality with least recurrence rate and good prognosis. Here, we report a case of an oral mucocele which was treated with surgical excision with no recurrence.
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			Introduction

			Mucocele is a mucus filled cyst that can occur in the oral cavity, appedix, gall bladder, paranasal sinuses or lacrimal sac. The term mucocele is derived from a latin word, mucus and cocele means cavity. Mucocele is seventeenth most common salivary gland lesions appearing in the oral cavity, as a result of mucin accumulation due to the alteration in the minor salivary gland which leads to limited swelling [1]. Patients with mucoceles regularly state that the lesion “gets larger, then smaller, then larger again.” This is an important diagnostic sign. The mucosa of the lower lip and buccal mucosa are the most common sites, but any area that has intraoral salivary glands is a potential site [2]. Its incidence is generally high, 2.5 per 1000 patients, seen in the second decade of life and is rare among children and infants under one year of age. 6 various literatures on Mucocele reveal that it is equally seen in men and women [3]. Two types of mucocele seen are - extravasation and retention. Extravasation mucocele appears due to broken salivary gland duct and the continuous spillage into the soft tissues around the gland. Retention mucocele is seen due to a decrease or absence of glandular secretion produced by blockage of the gland ducts. If seen on the floor of the mouth these lesions are called ranulas as the inflammation resembles the cheeks of a frog [4]. 

			
Case Report 

			A medically fit 22-year-old female presented with a painless swelling in the lower labial mucosa, of size 1×1 cm for more than two years (Figure 1). The swelling was initially small and had slowly increased its size. Patient had also noticed regression of the size of the lesion at times which then regained back its size in no time. There was no history of trauma, parafunctional habits, or history of difficulty or pain during chewing or speaking. On extraoral examination, the face of the patient was bilaterally symmetrical with no remarkable findings. On Intraoral inspection, a solitary, circular well defined swelling was present on lower left buccal vestibular region in relation to tooth number 33and 34. The swelling extended anterio-posteriorly from mesial surface of 33 to the distal surface of 34; supero-inferiorly it extended from muco-gingival junction of 33, 34 to 1 cm away towards the vestibule onto the buccal mucosa. The swelling measured approximately 3 x 2 cm in size and was superficial and oval in shape, it had smooth and shiny surface had slight bluish hue. On palpation, all the inspectory findings were confirmed. The swelling was soft in consistency, non-tender, fluctuant, non-reducible and compressible. On correlating the clinical history with the clinical examination a provisional diagnosis of Mucocele on lower labial mucosa with the differential diagnosis of fibroma, lipoma and hemangioma was made. A further investigation like diascopy was found to be negative. Hence lesions of vascular origin were ruled out; therefore excisional biopsy was advised and performed (Figure 2 & 3). The histopathological finding revealed areas of severance of duct, eosinophilic coagulum and mucous pooling (Figure 4). Correlating the clinical findings with the histopathological report a final diagnosis of Extravasation type of Mucocele in lower labial mucosa was made. Patient was examined after 1 week, post-operatively and was recalled after a period of 1 month wherein no recurrence was noted.
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			Discussion

			Mucocele is a benign cystic lesion of the oral cavity that has been ranked seventeenth most common salivary gland lesion seen in the oral cavity. It is the second most common benign soft tissue tumor occurring in the oral cavity [1]. The incidence of mucoceles in the general population is 0.4% to 0.8% with mnimum differences between genders. Lower lip is the most frequently affected location, followed by the cheek mucosa and floor of the mouth [5,6]. Parafunctional habits are also one of the aggravating factors. Two common etiological factors are trauma and obstruction of salivary gland duct. Physical trauma cause spillage of salivary secretion into surrounding submucosal tissue and inflammation becomes obvious in later stages due to stagnate mucous [7]. 

			Extravasation mucoceles undergo three evolutionary phases. Firstly, mucous spills diffusely from the excretory duct into conjunctive tissues where some leucocytes and histiocytes are present. Granulomas are seen during the resorption phase due to histocytes, macrophages and giant multinucleated cells associated with a foreign body reaction. And finally connective cells form a pseudocapsule without epithelium around the mucosa. Retention mucoceles are formed by dilation of the duct secondary to its obstruction or caused by a sialolith or dense mucosa. Majority of retention cysts develop in the ducts of major salivary glands [8]. It depends upon the obstruction of salivary flow from secretory apparatus of the gland [1]. Mucocele lesions are devoid of epithelial lining and can also be termed as, superficial mucocele which are located under the mucous membrane and classical mucocele which are seen in the upper submucosa [1]. Diagnosis is primarily clinical; therefore, screening should be carried out properly. The appearance of mucoceles is pathognomonic [9]. Lesion location, history of trauma, rapid appearance, variations in size, bluish colour and the consistency are crucial details [4]. Palpation is helpful for a correct differential diagnosis. Lipomas and tumors of minor salivary glands present no fluctuation while cysts, mucoceles, abscess and hemangiomas show fluctuation [10]. Mucoceles are mobile lesions with soft and elastic consistency [9]. A drained mucocele would not fluctuate and a chronic mucocele with a developed fibrosis will have less fluctuation. Fine Needle Aspiration Biopsy (FNAB) is helpful. A histopathologic study is necessary to confirm the diagnosis. 

			Conventional treatment surgical extirpation of the surrounding mucosa and glandular tissue upto the muscle layer. With a simple incision of the mucocele the content would drain out but the lesion will reappears soon as the wound heals [11]. Small mucoceles should be removed completely with the marginal glandular tissue before suture. For larger lesions, marsupialization avoids damage to vital structures [4]. Newer treatment modalities like cryosurgery, intralesional steroid injections and CO2 laser are also used. CO2 laser is a perfect surgical treatment for oral soft tissues [4]. As cut is precise and does not affect the muscle layer, leading to minimal haemorrhage and no acute inflammatory reaction [11]. The key point to avoid recurrence is to eliminate the adjacent surrounding glandular acini and removing the lesion upto the muscle layer [4,11]. Extra care should be taken to avoid injury to the adjacent glands and ducts while placing sutures as this can be a cause for reappearance [4].

			Conclusion

			Mucocele is the most commonly occuring benign self-limiting lesion of the oral mucosa. Trauma being the common cause and mostly seen in lower lips. Majority of these cases can be diagnosed clinically however sometimes biopsy is required to rule out any other types of neoplasm. As there is a possibility that a lesion in this location might be a tumour, hence excision is warranted for definitive diagnosis. Newer treatment options like CO2 laser treatment shows increased benefits and less relapses. As these lesions are painless, it is the dentists, who figures out these lesions when the patient walks in for a routine oral screening or an unrelated dental problem.
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Figure 1: Lesion seen on the lower labial mucosa.
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Figure 2&3 : Surgical excision of the |
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Figure 4: Lesion seen on the lower labial mucosa.






