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Duct Injury, Facial Trauma Intraoral drainage of the sialocele along with stenting of the Stenson’s
duct is done when the injury is in the distal part of the duct. Here we
focus on two cases of sialocele of parotid duct diagnosed by
Sialography and treated successfully by stenting of Stenson’s duct and
intraoral drainage. One of the cases was due to trauma and the other
due to a probable infection post a hospital stay.

Copy Right, 1JAR, 2020,. All rights reserved.

Introduction:-

Sialocele is a subcutaneous cavity containing saliva. It is an uncommonly encountered clinical entity in surgical
practice. It presents as an asymptomatic soft and mobile swelling, which usually enlarges while eating and is caused
by trauma or infection in and around the duct of salivary gland and it can be managed by various type of surgical
and nonsurgical modalities. Primarily, diagnosed by clinical examinations and a thorough history, imaging studies
and fine needle aspiration are also used in establishing diagnosis. Here, we report two cases of parotid sialocele
managed with minimal surgical intervention.

Case Report 1:

A 45 years old female patient reported to our institute with a chief complaint of facial swelling in her left
preauricular region. It measured approximately 4cm X 3cm in size. The temperature of the overlying skin was raised
slightly, but the colour was normal with no discharge. There was no lymphadenopathy detected. She had visited a
peripheral hospital with a complaint of pain and swelling in the preauricular region on the left side following blunt
trauma to the face. She was advised radiological investigations including Sialography. During the introduction of the
dye, she felt a sharp pain and a swelling developed rapidly. Sialography revealed a breach in the duct very close to
the parotid papilla through which the dye had leaked into the tissue space. The swelling kept increasing in size and
she was referred to our hospital. An aspiration test was done and salivary fluid was confirmed by elevated salivary
amylase levels (21,000 units/L). Repeated aspirations and compression dressings were placed in the initial phase
along with administration of Hyoscine 10mg tablets, twice a day for 10 days. Antibiotics and analgesics were also
prescribed to the patient.
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The results being unsatisfactory, we changed the treatment plan. A paediatric Ryle’s tube of 10 Fr was introduced
into the swelling intraorally through the Stenson’s duct, post localization and dilatation of the ductal opening with
the help of a lacrimal probe. The tube at its distal end was secured with the help of sutures, changed at an interval of
one week and was reduced in size gradually. After one and half months, the swelling subsided completely and
removal of drain was done. This period ensured that the ductal injury healed and that there would be no build up of
saliva in the tissue space, thanks to the Ryle’s tube providing a portal for exit of saliva intraorally. Healing was
uneventful and no recurrence of swelling was seen over a 1.5 years period of follow up after removal of the tube.

. S
Fig 3:- Placement of paediatric Ryle’s tube. Fig 4:- Saliva expressed through the tube.
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Fig 5:- Post op intraoral. Fig 6:- Post op extraoral.
Case Report 2:

A 48 years old male patient came to our institute with the chief complaint of facial swelling on the right side of face.
The swelling was painless, aggravated after meals and decreased in size after applying pressure. History revealed
that the swelling has appeared post a hospital stay of two weeks for an unrelated condition. In all probability this
was a case of retrograde infection in the parotid gland. On reporting to our institution, the same procedure of
aspiration and compression dressings was done along with Hyoscine tablets. Administration of routine antibiotics
and analgesics was also done. The aspirate showed high levels of salivary amylase (16,000U/L). However, again as
in the previous case, this procedure was not of much use. Thus again, a paediatric Ryle’s tube (10 Fr) was
introduced intraorally into the Stenson’s duct and secured with sutures. On the first follow up after seven days, the
swelling had subsided. Drain was reduced in size gradually and changed at an interval of one week.

After one month, removal of drain was done, post complete reduction of the swelling. The patient was followed up
for a period of two years and he showed no signs of recurrence.

Fig 7:- Pre op extraoral photograph. Fig 8:- Placement of paediatric Ryle’s tube.

1249



ISSN: 2320-5407 Int. J. Adv. Res. 8(06), 1247-1252

Fig 9:- Post op extraoral.

Fig 10: Post op intraoral.

Discussion:-

Sialocele is a subcutaneous cavity containing saliva and results from trauma to the parotid gland parenchyma,
laceration of Stenson’s duct or ductal stenosis resulting in dilatation [1 ]. It is characterized by a soft, mobile
swelling in the region of salivary gland with normal overlying skin. There is usually no associated history of fever or
pain unless secondarily infected [2].

The difference between a pseudocyst and a sialocele is the presence of an epithelial lining of the cavity. If saliva
accumulates in the soft tissues by extravasation and remains confined by connective tissue or fibrosis, it is a
pseudocyst. On the other hand, if this accumulation is present within a cavity covered by epithelium, it is a sialocele

3].

Diagnosis of sialocele is complex and involves combination of thorough history taking and clinical assessment of
the patient. Fine needle aspiration and imaging procedures such as sialography, ultrasonography and MRI are useful
in diagnosing the disease. Fine needle aspiration is a standard technique which permits sampling and the fluid can
be sent for investigations .Parotid secretion is of high amylase content, usually around 10,000 units/L [4]

The parotid gland lies superficial to and on the posterior aspect of the masseter muscle. The posterior lobe or tail of
the parotid extends upto posterior and medial to the posterior border of the ascending ramus of mandible. The gland
is covered by the parotido-masseteric fascia, which is an extension of the superficial layer of the deep cervical
fascia. The Stenson’s duct is approximately 7 cm in length, arises from the anterior aspect of the gland and passes
superficially anterior to the masseter muscle. Here it is in close proximity to buccal branch of the facial nerve and
the transverse facial artery. At the anterior border of the masseter muscle the duct turns medially through the buccal
fat pad then crosses the buccinator muscle and oral mucosa to end in its papillae at the level of the second maxillary
molar. Parotid duct follows a path that can be approximated by an imaginary line extending from the tragus of the
ear to the midpoint of the upper lip. Van Sickles classified parotid duct injuries according to the site of injury as A,
B, or C. Site A represents injuries that are proximal to the posterior border of the masseter muscle. Site B represents
the part of the duct that passes over the masseter and Site C where injuries occur anterior to the masseter muscle. [5]

The decision of treatment chosen is based on the age of the injury, site of injury and mechanism of injury[5].

A variety of treatment modalities have been used in the management of sialocele and include both non surgical and
surgical methods. Ablation of parotid secretion e.g. with anticholinergic drugs, botulinum toxin, radiotherapy are
some of the non surgical methods. Additionally, repeated needle aspirations and pressure dressings along with a
bland diet, in order to prevent salivary stimulation, have also proved helpful. The restoration of intraoral drainage
route includes primary repair of the duct with microsurgical anastomosis, entubulation and reconstruction with
cheek flaps, vein grafts or diversion of the flow of saliva by creation of an oral fistula and come under the surgical
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methods. Other surgical methods like tympanic neurectomy, proximal duct ligation and parotidectomy have either
been abandoned or are not preferred due to the limited results or due to their overly invasive nature.

Anticholinergic drugs act by blocking acetylcholine release, resulting inhibition of neurotransmission at
secretomotor parasympathetic autonomic nerve endings, which is responsible for salivation. Anticholinergic drugs
like atropine or antisialogogues such as glycopyrrolate are proposed in treatment of sialocele but these drugs are not
commonly used because of their side effects [6]. Use of low dose radiation to necrose the gland has been tried at
some centers but it has potential long term risk for development of benign condition, skin and salivary gland tumors

[6]

Botulinum toxin acts by causing temporary chemical denervation of the cholinergic fibers. Botulinum toxin is a
highly effective, safe and non invasive form of therapy. The clinical effect starts 3 days after the administration of
1st dose. However, muscle weakness with the use of Botulinum toxin has also been reported. [7]

Patients can be managed with repeated aspiration and compression with or without using intraductal catheter. Here
good patient compliance and follow up is required at regular intervals which may not be feasible with all the
patients. However, this method did not prove to be of much use in our cases. Use of temporary cannula via intraoral
route allows saliva to flow into oral cavity, which results in rerouting of duct to create an internal fistula. When the
cannula is left over a long period of time, it can result in scarring of tissues around cannula. In case of failure of
conservative approach, an invasive procedure such as superficial parotidectomy along with excision of duct and
sialocele can be done. [8] As has been already mentioned, radical procedures do carry their fair share of problems.

It should be noted that treatments that allow the continuous function of the gland and at the same time enable the
gland to heal by itself, instead of suppressing its secretory function, thereby avoiding parenchymal atrophy, seem to
report better recovery prognosis [9] . Consideration to preserve the parotid gland functionality is highly relevant to
achieve better long-term results, after treatment is carried out [10,11,12]. Thus, whenever an injury to the parotid
gland or duct is suspected, diagnosis of the site and extent of injury assumes prime importance. In cases of infection,
antibiotics and analgesics need to be administered and the patient needs to be put under observation. As far as
possible, primary repair of the ductal injuries should be attempted. In cases where this is not possible, and where the
injuries are not recognized, chances of development of sialocele increases. To prevent build up of saliva and
subsequently inflammatory fluids in the tissue spaces and in order to prevent further progression to a parotid fistula,
providing a pathway for drainage of salivary fluids assumes utmost importance. This can be done by creating a
controlled internal fistula in cases where the Stenson’s duct cannot be managed. In cases where the injury to the
Stenson’s duct is minimum, such that management of both the proximal and distal segments is possible, it would be
prudent to drain through the duct with the help of cannulation by I'V cannulas, paediatric Ryle’s tube or ureteric
stent-DJ stents (double J stents) [13].

Sialocele secondary to blunt injury to face is relatively less common and only less than 10 cases have been reported
so far [13,14]. Common site of duct injury in blunt trauma is terminal portion of parotid duct where it bends over
anterior margin of masseter muscle to pierce buccal pad of fat and opens into buccal mucosa [13,14,15]. At this
region, duct is relatively freely mobile within buccal fat pad; fat pad acts as shock absorber. When there is frictional
injury, it causes ductal shearing injury resulting in terminal ductal injury, sialocele formation and stenosis of distal
portion of duct. In our first case, reason of injury and the site of injury matched what has been reported in the
literature, as already mentioned.

In all the above mentioned cases, there was a soft, fluctuant swelling in pre auricular region suggestive of a more
superficial lesion. It was not fixed to underlying structure or overlying skin. Fever or any other signs of
inflammation were not present. An important key to diagnosis in our case was specimen sent for biochemical
analysis, after aspiration, which revealed high amylase content. High amylase content is indicative of salivary
secretion [16].Aspiration also decreased the size of the swelling.

The ideal properties of the stent use for repair of duct includes soft though stiff architecture , flexibility, narrow
diameter and adequate length in accordance with ductal orifice. The indwelling paediatric nasogastric tube fulfilled
all the above mentioned properties and thus successfully used in the management of these cases [17]. Placing an
indwelling stent in injured ducts at cut or lacerated site is reported to provide good stability during repair [18].
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Conclusion:-

The management of parotid sialocele has been unsatisfactory in the past and numerous methods of treatment with

varying success and morbidity have been described. Many of the principles of management are controversial;

however there are certain points to remember while dealing with such type of injuries:

1. Cannulation of the duct through the orifice and passing of a small catheter into the wound isolates the distal
segment of a transected duct.

2. Pressing on the gland to express saliva into the wound identifies the proximal portion of the duct.

3. Ductal lacerations should be repaired as early as feasible.

As various conservative and radical surgical management techniques have their own drawbacks, minimal
intervention, using paediatric Ryle’s tube to create a controlled internal fistula, is effective in cases where
management of parotid sialocele is delayed.
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