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Chronic obstructive parotitis (COP) is a relatively
common inflammatory condition characterised by

intermittent bouts of parotid pain, recurrent swelling and
mucopurulent discharge1,2. Clinically, COP is induced
by various local factors that cause retardation or ob-
struction of salivary flow, resulting in retrograde infec-

tion. Histopathological changes include the destruction
of acinar elements, duct ectasia, irregular proliferation of
peripheral ducts and fibrous tissue, and periductal aggre-
gations of chronic inflammatory cells2-4.

Treatment options include both conservative meth-
ods, such as gland massage, systemic antibiotics, injec-
tion of antibiotics into the duct, dilation of the duct, sial-
ogogues, traditional Chinese medicine (TCM), or surgi-
cal options, such as parotidectomy and ligation of the
duct5,6. Recently, sialoendoscopy has also been used
with good results in the treatment of COP7,8. Parotidec-
tomy is the most common treatment option not only for
parotid tumours, but also for non-tumour diseases, in-
cluding COP, and nodular Sjögren’s syndrome. How-

Objective: To assess the effects of superficial parotidectomy on the treatment of chronic ob-
structive parotitis.
Materials and Methods: Between 1995 and 2005, 17 patients (median age, 43 years; range
23 to 63) with chronic obstructive parotitis received parotidectomy after failure of conserva-
tive treatments. They had continued symptoms for 3 to 10 years. Patients were diagnosed by
sialography prior to surgery and were subjected to superficial parotidectomy. The anterior part
of the main ducts was preserved in four cases, and the entire main ducts were removed in the
remaining 13 cases.
Results: A total of 16 patients had complete resolution of their symptoms following surgery.
One case displayed persistent facial swelling for 4 months, resulting from an infection of the
residual ducts; the symptoms disappeared after the removal of the ducts. Temporary facial
paralysis occurred after surgery in seven cases, with complete recovery of all cases 6 to 12
months later.
Conclusions: Parotidectomy is an effective surgical approach for the patients with chronic ob-
structive parotitis who fail to respond positively to conservative treatment and with symptoms
recurring frequently. Superficial parotidectomy is the surgical technique of choice. It is essen-
tial to remove the entire main duct to prevent the recurrence of facial swelling.
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ever, differences exist in the surgical characteristics and
management of tumour versus non-tumour diseases.
The purpose of the current study was to assess the sur-
gical management of COP and to evaluate the effects and
critical key points of parotidectomy on COP patients at
the Peking University School and Hospital of Stomatol-
ogy.

Materials and Methods

Patients and methods
Patients with COP (n = 17; 5 males, 12 females; median
age 43 years; age range 23–63) were diagnosed and
treated at the Peking University School and Hospital of
Stomatology between January 1995 and March 2006.
Sialography was performed in all cases to support the di-
agnosis of COP1,2. A detailed history was taken, includ-
ing past history, treatment and clinical symptoms. Pa-
tients received conservative treatments for a period of 3
to 10 years, with unsatisfactory results, and suffered
from recurrent swelling of the parotid gland. All patients
underwent superficial parotidectomy. Diagnosis of non-
specific or chronic obstructive sialadenitis was con-
firmed by histopathological examination.

Post-surgical complications included haematoma,
saliva fistula and infection of the wound. Long-term fol-
low-up was carried out for all 17 patients. Observation
focused on the recurrence of symptoms, the emergence
of facial paralysis and Frey’s syndrome.

Operative procedures
Surgery was performed under general anaesthesia. Sur-
gical removal began with a standard preauricular/cervi-

cal incision in a ‘lazy S’ fashion. The incision extended
upward and forward 1-2 cm longer than usual in order to
expose the anterior margin and main duct of the parotid
gland. A skin flap was raised below the parotid fascia to
reduce the post-surgical occurrence of Frey’s syndrome.
At the anterior margin of the parotid gland, the main duct
was dissected, with the longest possible dissection
length, near the ductal orifice. A circling incision was
made around the ductal orifice inside the mouth and the
whole duct was dissected. The entire main duct was re-
moved from the extra-oral incision (Fig 1a). 

Retrograde dissection was used as an alternative tech-
nique to dissect the facial nerve. Peripheral branches of
the facial nerve were first traced. Further dissection of
the nerve was meticulously carried out, up to the bifur-
cation or main trunk of facial nerve. The facial nerve was
then protected and the superficial lobe of the parotid
gland was removed (Fig 1b). The residual gland was
carefully sutured to avoid salivary fistula. A suction
drainage was maintained for 48 hours after the operation.
Vitamin B1 (100 mg) and B12 (500 μg) injections were
prescribed twice daily in cases of post-surgical facial
paralysis or weakness. Physical therapy and training of
facial muscles was initiated as soon as possible after sur-
gery9, with facial muscle training continued at home un-
til facial nerve function was completely recovered. Pa-
tients were followed-up for facial nerve function 6 and
12 months after surgery.

Results

The most frequent symptoms prior to surgery were in-
termittent bouts of parotid pain and recurrent swelling,

Fig 1a Superficial parotidectomy with removal of total main
duct.

Fig 1b The superficial lobe of the parotid gland was removed
with main duct.
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with salty discharges as well as pus from the parotid duc-
tal orifice when the parotid gland was milked. There was
one case of pronounced symptoms, with parotid mass
and without clear circumscription. No facial paralysis
was reported prior to surgery.

All patients had a history of chronic relapsing and re-
mitting disease within a 3 to 10 year period. Recurrent
episodes lead to progressive damage to the salivary duct
system, predisposing patients to develop more frequent
and prolonged inflammatory episodes. Systemic antibi-
otics and iodine oil perfusion were used in all 17 cases,
with unsatisfactory results. Additionally, TCM was used
in four cases, also with little benefit.

Sialograms showed that the main duct of patients was
severely dilated, extending to branching ducts, with aci-
nar atrophy (Fig 2). According to the Wang’s standard, all
the patients were classified as type IV2,4. The operative
wounds healed well after surgery, without haematoma,
saliva fistula and wound infection.

The duration of follow-up ranged from 10 months to
nine years with a mean of 4.7 years. Complete resolution
of symptoms was achieved in 16 cases. One patient had
recurrent swelling in the operated region, mainly due to
infection of the anterior part of the main duct, which was
not removed following parotidectomy. Swelling had re-
solved after further excision of residual ducts under lo-
cal anaesthesia. Although mild post-operative facial
nerve palsy occurred in seven cases, all cases were re-
solved within a 6 to 12 month period with the use of post-
operative therapy. There were no cases of permanent
facial nerve palsy. Frey’s syndrome occurred in three
cases. However, none of them required specific manage-
ment, as symptoms were mild. 

Discussion

The treatment of COP has been controversial. The use of
conservative therapies, including systemic antibiotics,
gland massage, injection of antibiotics into the duct, di-
lation of the duct, sialogogues and TCM have been com-
monly prescribed for the treatment of COP10-12. Al-
though results are relatively satisfactory in patients with
early stages of COP, they are mostly ineffective for severe
and recurrent cases. Surgical therapies, including
parotidectomy and ligation of the duct, have been main-
ly used in severe cases for which conservative treatments
have been proven ineffective and for patients who suffer
from recurrent parotid swelling, glandular sclerosis and
duct dilation13-21. Although ligation of the parotid duct
has also been used to treat COP, the therapeutic results
have been unsatisfactory due to the retardation of saliva
and the formation of abscesses in the residual ducts14,15.
The current consensus among physicians is to opt for ear-
ly surgical management for patients with recalcitrant dis-
ease, rather than to wait for the formation of fistulae or
abscesses16. However, the choice of optimal surgical
technique, the amount of glandular resection as well as
the need for ligation of the main parotid duct are still un-
der debate. Additionally, there is no consensus on the use
of superficial parotidectomy versus near-total parotidec-
tomy.

In 1978, Casterline and Jacques reported 28
parotidectomies in 26 patients with chronic parotitis17.
A total of 17 near-total parotidectomies were performed,
without significant complications or recurrence of
symptoms. The remaining 11 patients underwent super-
ficial parotidectomies, with one patient displaying recur-
rence of symptoms 12 days after surgery. Based on their
experience, they advocated near-total parotidectomy
with removal of the parotid duct17. They concluded that
near-total parotidectomy could be performed safely and
should be the procedure of choice in patients with chron-
ic, relapsing parotid sialadenitis17. Near-total parotidec-
tomy is characterised by the resection of the superficial
lobe of the parotid, followed by piecemeal removal of the
deep lobe between the branches of the facial nerve to re-
duce the risk of recurrent sialadenitis. Researchers have
advocated the use of this technique as symptoms persist-
ed in a minority of patients following superficial
parotidectomy. Arriaga and Myers16 suggested total
parotidectomy with facial nerve dissection should be
used in patients with chronic parotitis who failed to re-
spond to medical management, with surgical manage-
ment used at early stages of disease to avoid the forma-
tion of fistulae or abscesses. More recently, Moody et
al14 reported the results of a retrospective study of 46 su-

Fig 2 Sialograms showed that the main duct was severely
dilated, extending to branching ducts with atrophy of acini.
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perficial parotidectomies for the treatment of chronic
parotitis. He advocated a policy of routine near-total
parotidectomy based on an 11% failure incidence of su-
perficial parotidectomy in their series that was salvaged
by near-total parotidectomy14.

However, the use of this technique has been contro-
versial. O'Brien and Murrant18 reported a series of 17
successful consecutive parotidectomies for the treatment
of chronic sialoadenitis; near total and superficial
parotidectomies were also reported to be equally effec-
tive. These data were reviewed by Bhatty et al15 for the
surgical management of patients with chronic nonspecif-
ic parotid sialadenitis. They reported 17 patients treated
by superficial parotidectomy, with two cases of infection
of the parotid duct remnant. No recurrence of deep lobe
sialadenitis or fistula formation was found, suggesting
superficial parotidectomy had a high rate of success,
with minimal long-term complications15. Similar results
were obtained by Sadeghi et al19, Amin et al20 and Mo-
tamed et al6, in which no significant differences in re-
currence rates were observed between superficial
parotidectomy and near-total parotidectomy.

Recently Nouraei et al21 presented a retrospective re-
view of 36 parotidectomies for sialadenitis. The inci-
dence of treatment failure requiring re-intervention fol-
lowing superficial parotidectomy was approximately
5%. Additionally, patients undergoing re-intervention
did not require a salvage near-total parotidectomy to
achieve successful symptom resolution. Clinical data
suggested there were no statistical differences between
the two techniques with respect to the likelihood of
symptom resolution. However, some patients who un-
derwent near-total parotidectomy may have been left
with significant residual symptoms, suggesting super-
ficial parotidectomy was aesthetically preferable to more
radical surgery. They advocated the use of superficial
parotidectomy as the treatment of choice, with near-
total parotidectomy reserved only for patients with evi-
dence of extensive deep lobe involvement at surgery.
While Nouraei et al emphasised that the choice of surgi-
cal procedures should always be taken into consideration
with the severity of the disease, they suggested that 
superficial parotidectomy should be the procedure of
choice for patients with chronic parotid sialadenitis.

The proper management of the parotid main duct has
also been debated. Casterline and Jaques17 advocated
that near total parotidectomy, with removal of the parotid
duct, could be safely performed and was the procedure
of choice for patients with COP. However, Bhatty et al15

reported two cases of infection of the parotid duct rem-
nant after surgery. Moody et al14 reported 46 superficial
parotidectomies, of which 23 cases displayed ductal lig-

ation. Nouraei et al21 identified parotid duct ligation as
an independent predictor of post-operative facial nerve
dysfunction, although it did not confer any additional
therapeutic benefits, leading them to suggest the avoid-
ance of duct ligation during surgical operation.

In the present study, superficial parotidectomy was
performed in all 17 cases. Resection of the superficial
lobe and the total main duct of the parotid effectively re-
lieved symptoms and inducement of infection. Chronic
obstructive parotitis was caused by obstruction of the
duct and saliva retardation, resulting in retrograde infec-
tion. Duct atresia and acinar atrophy resulted in the in-
hibition of glandular secretion and symptom ameliora-
tion. We found no occurrence of recurrent swelling re-
sulting from inflammation of the residual gland in the
deep lobe. Although we observed a single case of recur-
rent swelling, it resulted from inflammation of the resid-
ual main duct and was resolved by further removal of the
duct, suggesting that total removal of the main duct is
more important than parenchyma resection.

Protection of the facial nerve is critical during
parotidectomy22, and is more difficult in the COP pa-
tients due to inflammatory fibrosis of the gland and close
adhesiveness of the facial nerve with glandular tissues.
Our data suggested the use of superficial parotidectomy
with the entire duct was sufficient for COP. It is associ-
ated with a low incidence of incomplete symptom reso-
lution requiring further intervention. Further dissection
of the facial nerves and excess removal of the glandular
parenchyma might increase the risk of facial nerve dam-
age. Additionally, preservation of the parotid deep lobe
is less damaging to the facial nerve.

In order to decrease damage to the facial nerve, spe-
cial attention to a few points is required. When dissect-
ing above the facial nerve, one should try to avoid expo-
sure of nerve sheath. Humid rather than dry gauze
should also be used when the parotid gland is open. In
instances of bleeding, scraping the wound with the gauze
should be avoided. Additionally, the facial nerve should
be covered with moist gauze once it has been dissected,
to avoid exposing the facial nerve for an extended peri-
od of time.

Vitamins B1 and B12 should be prescribed in cases
of post-operative facial paralysis or weakness. Also, the
use of physical therapy and training of facial muscles is
suggested to facilitate the recovery of the facial nerve and
avoid atrophy of facial muscles9. Patients were given a
video CD made by the hospital depicting live demonstra-
tion for training of facial muscles, as it is more conven-
ient for the patients to train their facial muscles at home.

Sialoendoscopy has been used for the diagnosis and
treatment of COP, with excellent results obtained in
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some cases7,8. However, there is little evidence to sup-
port its use in type IV patients with severe COP, for
which surgery is the treatment option. For most patients,
superficial parotidectomy, with removal of total main
duct, is safe, effective and ideal for patients with severe
COP and for whom more conservative methods have
proven unsatisfactory.
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