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INTRODUCTION

A parotid fistula is an epithelialized tract between
the skin or mucosa and a parotid duct or gland
through which saliva is discharged.

Parotid fistula is a well-known complication of
parotidectomy or penetrating injury of the parotid
gland. !

In cases of external fistulae, the principles of
management aim at the return of normal parotid
function in both acute and chronic parotid injury, but
sometimes the alternative is to depress parotid
secretions to allow natural healing process to seal the
injury.2

Applied anatomy

The parotid gland (PG) is the largest of the three
paired salivary glands and is located below the
zygomatic arch and superficially to the masseter
muscle

divided into two lobes, the superficial and deep
lobes, by the relationship of the gland tissue to the
five branches of the facial nerve.?

The gland opens into the oral cavity via the
PD (Stensen's Duct) which runs along outer surface
of body of masseter and turns sharply at anterior
border pierces BFP runs submucosally to exit

through the buccal mucosa at second maxillary
molar.*

They may be ductal or parenchymal. A parotid
fistula is a rare and extremely unpleasant
complication following surgery in the maxillofacial
region.In this clinical case report, there is a
description of a simple but effective method of
treating this complication with the use of hot
hypertonic saline.’

CASE REPORT:

A 35-year-old male patient visited Jaipur dental
college and hospital.

Chief Complaint: Pain in his jaws and in front of
left ear with inability to chew for 7 days post-
surgical repair of mandibular and TMJ fracture.
HISTORY:- Patient gave a history of fall while
smoking and hitting at chin where he suffered
trauma to his lower jaw and left condyle.(right Para
symphysis + left condylar) The patient fell but was
fully conscious on impact and was taken to the
nearby health centre for primary care , where he got
sutures for an extraoral laceration near the chin .
Medical History: No associated medical history
was presented from patient
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RADIOGRAPHIC INVESTIGATIONS: - OPG Radiograph Was Advised Based on the Clinical Scenario

MANAGEMENT: Open reduction and internal fixation were done under general anesthesia. -Antibiotics and
Analgesics were prescribed post-surgery.
RADIOGRAPIC POST SURGERY
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POSR SURGICAL COMPLICATIONS: -
There was a continuous discharge from cutaneous
surface in region of surgery

On the 14th postoperative day, a diffuse swelling
was observed in the left parotid region and on
compressing the swelling; a watery, odorless
discharge was seen from the sutured surgical wound.

CLINICAL PROCEDURE: -

A diagnosis of parotid fistula was made on the basis
of history, location of swelling and clinical
inspection of the discharge.

The pressure dressing was applied for first four days
after the aspiration along with antisialogogues and
antibiotics

Afterwards we decided to use hot hypertonic saline
injections.

A 3% hypertonic saline was poured in a clean steel
bowl and was heated to a temperature of 60 degree
in an autoclave previously set at the required
temperature. The mentioned site was prepared by
scrubbing with Betadine solution.

Five milliliters of this hypertonic solution was
injected into the parotid through fistulous opening,
followed by pressure dressing.

The patient was instructed to continue same
medicines. This procedure was repeated for three
days.

On the fourth day the patient did not show any signs
of swelling or salivary leak as the fistula closed
spontaneously.
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DISCUSSION ON PAROTID FISTULA CASE
REPORT

The diagnosis was made entirely on clinical
grounds—Ileveraging the distinct chronological
history, anatomical location, and physical properties
of the discharge. Confirming that the fluid is
odourless and clear helps rule out a localized
postoperative purulent abscess or an infected
seroma, although a fluid analysis for elevated
amylase levels can be utilized as a definitive
biochemical confirmation when ambiguity exists.%’
Evolution of Management: Conservative to
Innovative

The management of parotid fistulae lacks a singular
standardized consensus, ranging from highly
conservative protocols to aggressive surgical
revisions.

The management of parotid fistulae and sialocele
has been controversial. The surgical techniques can
be classified as those that divert parotid secretions
into the mouth and those that depress parotid
secretion either by ductal ligation or nerve
sectioning.

Conservative approaches include attempts to
depress secretion by ant sialagogues or radiotherapy.
Tympanic neurectomy appears to be a satisfactory
method of dealing with selected parotid duct fistulas,
and glandular fistulas are best treated by tympanic
neurectomy.

Suppression of parasympathetic activity by the use
of tympanic neurectomy has been said on some
occasions to be transient (for example, Frey's
syndrome).?

Botulinum toxin A has been used nowadays but it
has a latency period and requires repeated injections
for desired effects and the effects may not last long
enough to bring about complete remission of
disease. Moreover, it is a costly procedure.
Hypertonic saline has been used in sclerotherapy in
various concentrations. It has also been used for the
treatment of varicose veins as an alternative to
surgery; and in the head and neck region for
treatment of venous malformations with good
results.’

Thermodynamic and physicochemical calculations
suggest that these solutions work by causing
conformational denaturation of the cell membrane
proteins in situ and saline can be diluted to a point
where there will be no cellular toxicity. 1°
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The temperature of the saline can be raised above
body temperature (60 degree) to enhance the
fibrosing property of physiologic saline.!!
CONCLUSION: - Hot hypertonic saline can be
used for the purpose of fistula closure because it is
cost effective, causes no foreign body reaction or
hypersensitivity reaction to the patients, easily
available, non-toxic and non-irritant to the
surrounding structures.
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