


Case report 
A COMMON YET OVERLOOKED LESION: LOWER LIP MUCOCELE IN FOCUS

[bookmark: _GoBack]ABSTRACT
In the oral cavity, mucoceles are the most frequently encountered lesions of the minor salivary glands and are among the most frequently biopsied oral pathologies in paediatric and adolescent populations. A 20-year-old female came to out-patient department with a painless swelling on the lower lip that had persisted for one week. She reported a history of habitual lip-biting. Clinical examination revealed a dome-shaped lesion soft in consistency with a pearly bluish hue on the surface of the right lower labial mucosa. On palpation the lesion was mobile, superficial and not attached to underlying tissues. Based on the signs and symptoms it is diagnosed as mucocele. Under local anaesthesia, an excisional biopsy was taken from the lesion and the excised specimen was sent for histopathological examination. Microscopic analysis revealed a mucous-filled cystic cavity surrounded by compressed connective tissue stroma with areas of chronic inflammatory infiltration, confirming the diagnosis of mucocele. At the 10-day postoperative follow-up, healing was satisfactory with no evidence of infection or recurrence. The patient remains asymptomatic and hemodynamically stable.
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INTRODUCTION
Mucoceles is the most commonly encountered disease associated with the minor salivary glands in the oral cavity. They are one of the most common biopsied oral lesions in pediatric and adolescent populations. Mucoceles predominantly occur on the lower lip, particularly in children and young adults, often following trauma or irritation to the minor salivary glands [9]. Despite their benign nature, their tendency to fluctuate in size and potentially recur makes them a significant clinical consideration in younger populations. Prompt diagnosis and appropriate management are crucial to avoid discomfort and functional difficulties. Depending on the size and persistence of the lesion, the standard course of treatment is either simple monitoring and follow-up or surgical excision [10].


CASE REPORT
A 20-year-old female presented to the out-patient department of Oral Medicine and Radiology at Amrita School of Dentistry with a primary complaint of swelling on the right lower lip, which had been present for one week. She reported no associated pain or discomfort but described a gradual increase in the swelling’s size over this time. She also acknowledged a habitual lip-biting tendency, especially while studying. Her medical, drug, surgical, and dental histories were non-contributory.
A thorough general examination of the patient revealed no additional conditions. History of systemic symptoms, including fever, weight loss, night sweats, fatigue, and changes in appetite was present. Systemic examination was normal and no abnormalities were present. No signs of lymphadenopathy, masses, or tenderness over neck and cervical region. Extraoral assessment showed normal facial symmetry, intact temporomandibular joint function, and normal muscle activity.
Intraoral examination identified a well-defined, soft, dome-shaped swelling on the right lower labial mucosa at the level of the occlusal plane of teeth 42 and 43. The lesion measured approximately 1.4 × 1.1 cm, displayed a bluish hue with a pearly to translucent surface, and was mobile and non-adherent to underlying tissues. The overlying mucosa remained intact without ulceration or signs of secondary infection.
Based on the signs and clinical features, a provisional diagnosis of mucocele was established. Surgical excision was planned for definitive treatment and histopathological confirmation. Under local anaesthesia (2 ml of lignocaine with adrenaline), an incision was made over the swelling, followed by blunt dissection to expose the mucocele along with associated minor salivary glands. The lesion was carefully grasped using Ellis forceps and completely excised along with adjacent minor salivary gland tissue to reduce the likelihood of recurrence. Suturing was done using 3-0 silk sutures to promote optimal healing.
Tissue sample was sent for histopathological examination. Microscopic analysis revealed a mucous-filled cystic cavity surrounded by compressed connective tissue stroma with areas of chronic inflammatory infiltration and numerous mucous salivary gland acini with dilated ducts were seen. The overlying epithelium was keratinized stratified squamous in nature. These findings were consistent with an organizing type of mucocele. Sutures were removed on the fourth postoperative day, and the patient was reviewed on the tenth day, at which time healing was found to be satisfactory.
DISCUSSION
The oral cavity can develop two distinct varieties of mucoceles: the extravasation type and the retention type. (1) Retention mucoceles are uncommon in adolescents, while extravasation mucoceles are frequently observed. Extravasation mucoceles happen when a salivary gland duct breaks, causing mucus to leak into nearby soft tissues and form a pseudocyst. (2) In contrast, the retention type is less common and happens when there is a blockage in the salivary gland duct, causing mucus to build up inside the duct and stopping or reducing the secretion from the gland. (3) 
The basic process for both types is the same, as the buildup of mucus causes swelling, which usually happens in the lower lip, but can also occur in other areas of the mouth. Mucoceles usually go through three stages: first, mucus leaks from the injured duct into nearby tissue; second, the body reacts by forming a granuloma; and finally, a capsule forms around the area, but it doesn't have a lining like normal tissue. The salivary gland duct often gets hurt or broken when someone accidentally bites their lip or cheek, causing mucus to build up in nearby tissues and creating a cyst-like structure. (4) 
Trauma is the most common cause of mucoceles. Chronic irritation from dental appliances or pointed teeth can also be a factor. Repetitive trauma or compression of the salivary ducts may result from orthodontic issues, including crowding, deep bites, or misaligned teeth. (5) Salivary duct blockage caused by sialolithiasis (salivary stones) is a rare reason, which can lead to mucus buildup and backflow. The current situation necessitated a comprehensive diagnostic approach due to lip enlargement. 
In this case, the patient's habitual lip biting during periods of stress, particularly while studying, substantially contributed to the formation of the mucocele and likely caused chronic trauma. Surgical excision is the general approach to management, particularly for persistent or recurrent lesions. (6,7) 
Our patient underwent a complete excision and is currently disease-free. Epidermoid cyst, dermoid cyst, lymphoepithelial cyst, lingual cyst, cystic schwannoma, neurofibroma, and minor salivary gland tumors are all conditions that could be mistaken for an oral mucocele. (8) In our case, the retention type of mucocele was confirmed by classic histopathologic findings, which ruled out these possibilities. 
CONCLUSION
In summary, mucoceles are benign lesions that are most frequently precipitated by obstruction or trauma to the ducts of minor salivary glands, particularly in the lower lip. The development and risk of recurrence of these conditions are influenced by a multifaceted inflammatory response. Surgical excision is typically the primary method of effective treatment to prevent persistence or recurrence.




[image: ][image: ]B
A
FIGURE 1 (A & B). Mucocele measuring 1.4* 1.1 cm on right side of the lower lip.




[image: ][image: ]FIGURE 2. Surgical removal of the lesion.
FIGURE 3. Surgically removed mucocele.




[image: ][image: ]







FIGURE 5 shows post operative image after 10 days.
FIGURE 4 shows operated area with 3 simple interrupted suture.
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