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ACCESSORY PAROTID GLAND TUMOR EXCISION — PRESENTING
AS MID CHEEK MASS

Abstract
Introduction

Accessory parotid gland tumors only account for approximately 1% of all parotid
gland tumors. The tumors of such glands are rare but have a higher predisposition to turn
malignant (26 — 50%). These tumors usually present as painless, mid cheek mass which can
be confirmed using radiological and histological investigations. We report a case of
pleomorphic adenoma of the accessory parotid gland.

Case presentation

A 47 year old male presented with painless, swelling in the mid cheek region for the
past 6 months. On examination, the mass measured approximately 2x2 cm, was non-tender,
firm, mobile in both axes, and not adherent to the underlying structures. Ultrasonography
(USG) and Fine needle aspiration cytology (FNAC) confirmed the diagnosis of pleomorphic
adenoma of the accessory parotid gland. Managed surgically by mid cheek incision and
excision of the accessory parotid gland tumor. Post operatively, there were no signs of facial
nerve palsy. Pathologic examination was consistent with Pleomorphic adenoma.

BACKGROUND & INTRODUCTION

Accessory parotid glands are a common anatomical variation found in a significant
portion of the general population (21-61%) 2. They are usually found anterior to the parotid
gland near or above the Stensons duct and connected to it by its own ducts. However
Accessory parotid gland tumors only account for approximately 1% of all parotid gland
tumors B!, The tumors of such glands are rare but have a higher predisposition to turn
malignant (26 — 50%) compared to tumors of parotid gland (18.5%) ™. These tumors usually
present as painless, mid cheek mass which can be confirmed using radiological and
histological investigations. The treatment consists of Modified Blairs incisions, mid cheek or
transoral incisions followed by the complete removal of the accessory parotid tumor.

CASE PRESENTATION

A 47-year-old male with a medical history of type 2 diabetes mellitus and
hypertension, currently under medication, presented with a complaint of a right mid-cheek
mass that had been present for the past six months. The swelling was gradually increasing in
size, painless, and slow growing. There was no noticeable change in size when chewing or
eating. On examination, the mass measured approximately 2x2 cm, was non-tender, firm,
mobile in both axes, and not adherent to the underlying structures.
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An ultrasound of the right cheek revealed a hypoechoic lesion in the accessory parotid gland,
with posterior acoustic enhancement. The lesion measured 2.2x1.4 cm and was likely an
adenoma. No calcifications, cystic changes, or vascularity were observed. The right parotid
gland appeared normal.

Fine needle aspiration cytology (FNAC) of the right preauricular swelling revealed a cellular
smear showing sheets of ductal epithelial cells along with numerous myoepithelial cells
embedded in a fibrillary chondromyxoid stroma, which was consistent with a diagnosis of
pleomorphic adenoma. This lesion was classified as a Milan category 4A benign neoplasm.

After obtaining the patient's consent, which included a discussion about the risk of injury to
the distal branches of the facial nerve, surgical intervention was planned. A 4 cm horizontal
incision was made over the skin overlying the tumor, and the mass was carefully dissected
from the underlying masseter muscle while preserving the distal facial nerve branches.
Excision of accessory parotid tumour was performed and sent for histopathological analysis.

The patient tolerated the surgery well, with no facial nerve injury or paralysis noted
postoperatively, and only a minimal scar was visible on the face. Histopathological
examination confirmed the lesion to be a pleomorphic adenoma measuring 1.7*1.5*1.3cm,
confirming the preoperative diagnosis.

DISCUSSION

The parotid gland, the earliest major salivary gland to develop, originates from an
ectodermal groove around the 6th week of fetal development. In contrast, the accessory
parotid gland is a common anatomical variant consisting of additional salivary tissue,
typically situated in front of the main parotid gland ©!. Accessory parotid tumors can pose
significant diagnostic and surgical challenges for clinicians. Typically, these tumors manifest
as a palpable mass, often found in the peri-parotid area. In some cases, these tumors may
encircle the parotid duct, leading to obstruction of glandular function. When this occurs,
patients may experience symptoms associated with ductal obstruction, such as swelling or
discomfort. Furthermore, the facial nerve's complex course means that these masses may lie
between the buccal and zygomatic branches, complicating their identification and removal.
The differential diagnosis of these tumors includes benign and malignant accessory parotid
gland tumors, parotid cysts, neural tumors, metastatic diseases, Kimura disease, and vascular
lesions like hemangiomas. Pleomorphic adenoma, as seen in this case, is the most common
tumor found in the accessory parotid gland, followed by mucoepidermoid carcinoma !,

To accurately diagnose these tumors, a thorough evaluation is essential, involving
careful physical examination, radiological studies, and fine needle aspiration cytology
(FNAC). Ultrasonography is often the first imaging technique of choice, as it helps identify
the tumor’s origin, visualize the parotid duct, and detect any ductal obstructions like calculi or
calcifications. Contrast-enhanced computed tomography (CECT) is highly effective in
assessing the tumor’s internal structure, distinguishing solid from cystic masses, and
evaluating vascularity. While Magnetic Resonance Imaging (MRI) offers superior soft tissue
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resolution, making it ideal for the detailed evaluation of salivary gland tumors, CECT
remains valuable in certain cases. Since ultrasound and FNAC were sufficient for diagnosis
in our study, we did not require the patient to undergo further tests. However, in more
complex cases, contrast-enhanced CT and MRI are recommended to assess bony and soft
tissue invasions, respectively .

FNAC provides the definitive histological diagnosis, helping determine whether the
tumor is benign or malignant, which guides the surgical approach ™. There are several
surgical options for resecting tumors in the accessory parotid lobe, including the standard
parotidectomy incision, direct cheek incision, and transoral incision. These approaches often
involve extracapsular dissection, which is an effective technique for removing the tumor
while preserving surrounding tissues.

The modified Blair’s incision, a common approach for parotidectomy, offers good
exposure and minimizes functional and cosmetic deformities, with a lower risk of facial nerve
injury compared to the cheek incision. Studies have shown a 7% incidence of temporary
facial palsy with the modified Blair’s incision, while cheek incisions are associated with a
higher 40% incidence of nerve damage ). The recovery of the facial nerve is typically better
with the Blair’s incision. The transoral approach is particularly useful for tumors located
anteriorly, as it avoids facial scars and offers direct access to the parotid duct. However, it
carries a higher risk of facial nerve injury, like the cheek incision.

In our experience, the standard parotidectomy incision, involving extensive facial
nerve exposure, can sometimes cause unnecessary nerve branch injuries. In contrast, the
cheek incision offers a quicker, less invasive procedure, resulting in fewer complications and
reduced tumour implantation ™, making it the preferred approach in this case. These
practical considerations are crucial when deciding the appropriate surgical approach for
accessory parotid tumours. It is often emphasized that the distal branches of the facial nerve
should be identified before beginning the dissection of the tumour from its bed. Our
experience aligns with this principle, highlighting the importance of carefully identifying and
preserving the facial nerve branches during tumour removal. This cautious approach helps to

] : minimize unnecessary exposure to the peripheral nerves,
thereby reducing the risk of damage.

Fig 1: A well-defined mid cheek swelling on the right side
of the face
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Fig 3: Accessory parotid gland excision specimen
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Fig 4: Post operative status of the patient with
cheek scar and no postoperative facial paralysis

Fig 5: H&E-stained specimen of Accessory Parotid gland tumor (triphasic tumor) showing
ductal (epithelial), myoepithelial and stromal components. The stromal component is
typically chondromyxoid or myxoid.

CONCLUSION:

Accessory parotid gland tumors account for approximately 1% of all parotid gland
tumors. However, the higher incidence of them turning malignant is a concern for the
surgeon. The diagnostic aids helping to provide the diagnosis include : USG, CECT, MRI and
definitive diagnosis by FNAC. The procedure followed in this case study includes a mid-
cheek incision followed by excision of the accessory parotid gland. Post operatively, there
was no evidence of facial palsy. Histopathological examination confirmed the lesion to be a
pleomorphic adenoma, confirming the preoperative diagnosis. The rarity of this tumor and
the limited available literature should highlight the need for further research on this condition.
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