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There are 3 pairs of Salivary glands on either side of the oral cavity – Parotid, Submandibular and Sublingual. Parotids are bilobed glands in the pre-auricular region draining into the buccal cavity by Stensen’s duct. It harbours the Pes Ansarinus of the Facial nerve in between its two lobes. Submandibular glands are again bilobed glands on either side of the Mylohyoid diaphragm, partly hidden by the angle of mandible and drain by Wharton’s duct in the floor of mouth by the side of Franum Linguae. Besides this there are hundreds of minor salivary glands widely distributed in the mucosa of lips, cheek, palate, uvula, floor of mouth, tongue and peritonsllar region. A few are also found in nasopharynx, para-nasal sinuses, larynx, trachea, bronchi and lachrymal glands. They maintain resting levels of saliva necessary for moisturizing lubricating, cleansing, digestion and immunological protection of the mouth.
Sialadenitis: 

This can be acute bacterial sialadenitis, viral sialadenitis and chronic sialadenitis.

Acute bacterial sialadenitis: Usually affects the parotid gland but sometimes submandibular gland resulting in suppuration. Aetiology is secondary to dehydration, obstruction (stone/stricture), stasis of saliva, decreased secretion, dry mouth and poor oral hygiene and the offending organisms are Staph.aureus, Streptococci, E.coli and anaerobes. It occurs chiefly in very sick persons, in post-operative patients, with poor oral care and improper nursing. Clinically there is diffuse painful enlargement of the gland, erythema, tenderness and an inflamed duct orifice exuding pus. Blood counts reveal polymorpho-nuclear lymphocytosis and treatment is antibiotics (Cephalosporines), Metronidazole for 10 days, and draining of pus safeguarding the branches of facial nerve. The salivary flow is increased by hydration, warm compresses and sialagogues.
Viral Sialadenitis: Caused most commonly by Mumps, it affects children between 4-10 year of age and presents with painful bilateral parotid swellings 2-3 weeks after exposure. Other salivary glands and Testis may be involved. It is self limiting, lasting 7-10 days and is treated symptomatically. Cytomegalovirus CMV also causes Parotitis but is very rare and is associated with hepatospleenomegaly.
Chronic Sialadenitis: This is more commonly seen in the submandibular salivary gland and may develop as a result of antecedent acute suppurative or viral sialadenitis usually with a history of ductal obstruction. Recurrent inflammation leads to destruction and fibrosis of acini with ductal ectasia. This in turn reduces salivary flow which causes ascending sialadenitis, ductal ectasia, acinar atrophy and obstructive fibrosis. Clinically there is recurrent pain and swelling while eating and subsiding afterwards. Sialography may show ductal obstruction or ectasia. Treatment is by Sialogogues, oral hydration, antibiotics and if symptoms persist, Submandibular sialadenectomy or superficial parotidectomy. 
Sialolithiasis: 

Salivary calculi are both cause and consequence of sialadenitis. They are composed of inorganic calcium and sodium phosphate deposited on organic nucleus and have a composition similar to dental tartar. They are present usually in the ductal system and cause acute or chronic sialadenitis. 80-90% stones are seen in Submandibular ductal system and they are seen in all ages. There is painful submandibular gland swelling with a stone palpable in the floor of mouth and decrease salivary flow from the ipsilateral Wharton’s duct orifice. Parotid calculi are rare, seen after the age of 30 years, with painful unilateral swelling related to meals and unilateral dryness of mouth, the attack being relieved after sometimes with a gush of salty foul tasting liquid in the mouth. The Stensen’s duct orifice may have redness and pouting oedema. X. Ray may show the calculi, though 20-40% of them are radiolucent. CT scan may show many more calculi that are not picked up by X-ray. Stones close to the duct orifice are removed by ductal dilatation and massage or direct lithotomy. Stones in gland hilum are treated by Submandibular sialadenectomy or superficial parotidectomy.
Salivary Gland Tumours:

Salivary gland tumours comprise 5% of Head & Neck tumours. Major Salivary Gland tumours are 5 times more common than tumours of minor salivary glands. The incidence of malignancy varies inversely with the size of the gland – 15% of Parotid, 50% of Submandibular and 90% of minor salivary gland tumours are malignant. 70% of salivary gland tumours occur in parotid and 85% of them are benign.
Parotid Tumours: 
These are of various types but the clinical feature which distinguishes them from Lymph node masses and Odontomes in the parotid region is that it invariably lifts the ear lobule. Parotid tumours are:

Benign 




Malignant

Pleomorphic Adenoma


Pleomorphic Adenocarcinoma

(Mixed Parotid Tumour)


Adenocarcinoma – Acinic/Mucinous/Tubular/Anaplastic

Oxyphil adenoma



Mucoepidermoid carcinoma

Papillary cyst adenoma


Squamous cell carcinoma

(Warthin’s Tumour)


Metastatic Deposits

Mixed Parotid Tumour or Pleomorphic Adenoma is a tumour predominantly seen in males in their 40s. It comprises 70% of Parotid tumours and 50% of all Salivary Gland tumours. It is a slowly growing lobulated painless swelling, which can assume massive proportions and can rarely, after many years, turn malignant. It is neither adherent to the skin nor to the masseter and the Facial nerve remains uninvolved. It is a mixed tumour with squamous, basal and columnar epithelial elements, fibromyxoid masses secreting mucin and pseudo-cartilage derived not from mesoderm but from mucin. Treatment is superficial parotidectomy, specifically sparing the branches of the Facial nerve. Malignant transformation in the tumour is suggested when (i) it becomes painful, (ii) starts growing rapidly, (iii) feels stony hard, (iv) gets fixed to the skin superficially and/or masseter and mandible deeply, (v) Facial nerve gets involved, (vi) cervical lymph nodes get involved, and (vii) jaw movements get restricted by masseteric and infratemporal involvement.

Warthin’s Tumour or Papillary cystadenoma Lymphomatosum is an epithelial tumour arising within periparotid lymph node. This soft and cystic benign tumour starts in the parotid region but a part of it is often encountered below the angle of mandible.

Pleomorphic Adenocarcinoma Parotid is the malignant transformation of Pleomorphic adenoma, seen in males in their 50s. This can spread locally, by lymphatics and by blood, though rarely. Once a malignant transformation is diagnosed by FNAC, the treatment is radical parotidectomy, which invariably includes the Facial nerve and the overlying adherent skin. The skin defect on the lateral face, if encountered, should be covered by a flap. The tumour is not amenable to Radiotherapy.

Adenocarcinoma Parotid has a very short history and a very invasive nature. Lymph node involvement is very frequent. It is often difficult to differentiate from Pleomorphic adenocarcinoma but histology is confirmatory. Treatment is Radical Parotidectomy with neck node dissection, followed by adjuvant chemotherapy.

Mucoepidermoid Carcinoma: most common Parotid cancer which can be of low, intermediate or high grade. Acinic cell cancer is derived form serous acinar cells, found exclusively in Parotid. Adenoid cystic carcinoma has a propensity for perineural invasion and can recur even 15 years after treatment, and the patient can then survive for five or more years. Low grade cancers like acinic cell and low grade Muco-epidermoid cancers have 80% 10 years survival but high grade Mucoepidermoid CA, Adenocarcinoma and Squamous cell cancers have a poorer prognosis.
Minor Salivary Gland Tumours: Adenoid cystic carcinoma is most common followed by Adenocarcinoma and Muco-epidermoid carcinoma. 70% of all minor salivary gland tumours occur in oral cavity, mostly on the hard palate. As there is higher likelihood of malignancy, incisional biopsy is done.

Parotid Fistula: These are post operative (parotid abscess drainage, Superficial parotidectomy) or post traumatic and can be from the gland or from the duct. Gland fistulas produce some moisture on the skin surface with very little inconvenience while duct fistula produce free flow of saliva during meals or even at the sight or smell of food. Sialography may reveal the obstruction of distal ductal system. Small fistula may close spontaneously with time and Probanthine 50mg QID may help. Large fistula are repaired by anastomosing the duct on a splint (Newman & Seabrook procedure) or the Auriculo-temporal nerve is avulsed to reduce salivary secretions
Frey’s Syndrome: The cheek becomes red, hot, and painful and beads of perspiration appear on it at the time of eating. There is hyperaesthesia in preauricular region, particularly during shaving. This is due to injury to the fibers of Auricuo-temporal nerve at the time of draining Parotid Abscess. Severed axis cylinders conveying sensory impulses grow down the sheath of severed cutaneous nerve fibers. Thus stimulus intended for saliva production evokes cutaneous hyperaesthesia and sweating. Spontaneous recovery is seen but at times avulsion of Auriculo-temporal nerve may be required.
Sjorgen’s Syndrome: Autoimmune disorder causing progressive destruction of salivary and lachrymal glands resulting in varying degrees of xerophthalmia and xerostomia. Primary Sjorgen’s occurs without associated connective tissue disorders, is more severe and turns lympomatous more often. Secondary Sjorgen’s is secondary to Rheumatoid Arthritis, SLE and Primary Biliary Cirrhosis. Sialography shows punctuate sialactasis or parenchymal destruction. Biopsy and auto antibodies SS-A, SS-B and RA factors provide diagnostic clue. Treatment is symptomatic.
