
THE PAROTID GLAND 
Anatomy 
The parotid gland lies in a recess bounded by the ramus of themandible, the base of 

the skull and the mastoid process. 

Several important structures run through the parotid gland. 

These include: 

• branches of the facial nerve; 

• the terminal branch of the external carotid artery 

• theretromandibular vein; 

• intraparotid lymph nodes. 

Inflammatory disorders 

Viral infections 
Mumps is the most common cause of acute painful parotidswelling and 

predominantly affects children. Parotid pain can bevery severe and exacerbated by 

eating and drinking. Symptomsresolve within 5–10 days. Other viral agents that 

produce parotitis include CoxsackieA and B, parainfluenza 1 and 3, Echo and 

lymphocytic choriomeningitis. 

 

Bacterial infections 

Acute bacterial parotitis is now more common with no obviousprecipitating 

factors. The patient presents with a tender, painfulparotid swelling that arises over 

several hours . 

There is generalised malaise, pyrexia and occasional cervicallymphadenopathy. 

The pain is exacerbated by eating or drinking.The parotid swelling may be diffuse, 

but often localises tothe lower pole of the gland. Intraoral examination may reveal 

pus exuding from the parotid gland papilla. The infecting organismis usually 

Staphylococcus aureusor Streptococcus viridans, andtreatment is with appropriate 

intravenous antibiotics. 

If thegland becomes fluctuant, ultrasound may identify abscess formation 

within the gland that may require aspiration with a largeboreneedle or formal 

drainage under general anaesthesia. 

Obstructive parotitis 
There are several causes of obstructive parotitis, which produces intermittent 

painful swelling of the parotid gland, particularly at mealtimes. 

 
 



Papillary obstruction 
Obstructive parotitis is less common than obstructive 

submandibularSialadenitis.can be caused by traumato the parotid papilla . The 

subsequentinflammation and oedema obstructs salivary flow, particularlyat 

mealtimes. The patient usually experiences rapid onset painand swelling at 

mealtimes. If left untreated, progressive scarringand fibrosis in and around the 

parotid duct papilla will producea permanent stenosis. Symptoms are unlikely to 

resolve unless apapillotomy is performed. 

 
Stone formation 
Sialolithiasis is less common in the parotid gland (20 per cent) than in the 

submandibular gland (80 per cent). Parotid duct stones are usually radiolucent and 

rarely visible on plain radiography. 

They are frequently located at the confluence of the collecting ducts or located in 

the distal aspect of the parotid duct adjacent to the parotid papilla. Parotid gland 

sialographyis usually required to identify the stone. A stone located in the 

collecting duct or within the gland may be managed by either endoscopic retrieval, 

lithotripsy or, least likely, surgical removal via a parotidectomy approach. 

 
Tumours of the parotid gland 
The parotid gland is the most common site for salivary tumours. 

Most tumours arise in the superficial lobe and present as slowgrowing,painless 

swellings below the ear , in front of the ear or in the upper aspect of the neck. 

Some 80–90 per cent of tumours of the parotid gland are benign, the most common 

being pleomorphic adenoma . 

Malignant salivary gland tumours are divided into two distinct subgroups: 

1 Low-grade malignant tumours, e.g. acinic cell carcinoma, are indistinguishable 

on clinical examination from benign neoplasms. 

2 High-grade malignant tumoursusually present as rapidly growing, often 

painless swellings in and around the parotid gland. 

 
Investigations 
CT and MRI scanning are the most useful imaging techniques. Fine-needle 

aspiration biopsy may aid in obtaining a preoperative diagnosis, but open surgical 

biopsy is contraindicated unless malignancy is suspected, and preoperative 

histological diagnosis is required as a prelude to radical parotidectomy. 

All tumours of the superficial lobe of the parotid gland should be managed by 

superficial parotidectomy. There is no role for enucleation even if a benign lesion 

is suspected. 

 



Complications of parotid gland surgery 
Complications of parotid gland surgery include: 

• haematoma formation; 

• infection; 

• temporary facial nerve weakness; 

• transection of the facial nerve and permanent facial weakness; 

• sialocoele; 

• facial numbness; 

• permanent numbness of the ear lobe associated with great auricular nerve 

transection; 

•Frey’s syndrome 
Frey’s syndrome (gustatory sweating) is now considered an inevitable consequence 

of parotidectomy, unless preventative measures are taken . It results from damage 

to the autonomic innervation of the salivary gland with inappropriate regeneration 

of parasympathetic nerve fibres that stimulate the sweat glands of the overlying 

skin.ey’s syndrome. 

The clinical features include sweating and erythema over the region of surgical 

excision of the parotid gland as a consequence of autonomic stimulation of 

salivation by the smell or taste of food. The management of Frey’s syndrome 

involves the prevention as well as the management of established symptoms. 

Management of established Frey’s syndrome 
Methods of managing Frey’s syndrome include: 

• antiperspirants, usually containing aluminium chloride; 

• denervation by tympanic neurectomy; 

• the injection of botulinum toxin into the affected skin. 

The last is the most effective and can be performed as an outpatient. 

Tumour-like lesions 
There is a group of pathological conditions that affect the salivary glands which do 

not fall into any particular classification or category and are often difficult to 

diagnose. These include such conditions as sialadenosis, adenomatoid hyperplasia 

and multifocal monomorphic adenomatosis. 

 

 

 

 

 



Classification of salivary gland tumours 

 

types subgroup Common examples 

I Adenoma Pleomorphic 
 
 
Monomorphic 

Pleomorphic 
adenoma 
 
Adenolymphoma 
(Warthin’s tumour) 

II Carcinoma Low grade 
 
 

 

 
 
 
High grade 

Acinic cell carcinoma 
Adenoid cystic 
carcinoma 
Low-grade 
mucoepidermoid 
carcinoma 
 
Adenocarcinoma 
Squamous cell 
carcinoma 
High-grade 
mucoepidermoid 
carcinoma 
 

III Non-epithelial 
tumours 

 Haemangioma, 
lymphangioma 

IV Lymphomas Primary lymphomas 
 
 
Secondary 
lymphomas 

Non-Hodgkin’s 
lymphomas 
 
Lymphomas in 
Sjögren’s syndrome 

V Secondary tumours Local 
Distant 

Tumours of the head 
and neck especially 
Skin and bronchus 

VI Unclassified 
tumours 

  

VII Tumour-like 
lesions 

Solid lesions 
 
 

 

 
 
Cystic lesions 

Benign 
lymphoepithelial 
lesion 
Adenomatoid 
hyperplasia 
 
Salivary gland cysts 
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