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ANATOMY  &  OSTEOLOGY

Bilateral Multiple Intraparenchymal and Intraductal  
Parotid Sialolithiasis

Farah Dayana Zahedi1),  Ameen Saiful Azhar1),  Nik Mohd Yunus Mohammad2)

ABSTRACT
Background: The presence of multiple calculi in bilateral parotid glands is an uncommon finding. 
Case report: A 66-year-old female with multiple comorbidities presented with a 1-week history of swelling of the left parotid 

gland and pain. An ultrasound and a computed tomography (CT) scan of the patient's parotid revealed multiple intra-parotid 
calcifications bilaterally, with small abscesses within the left parotid gland. In view of the patient's multiple comorbidities, she 
was started on medical therapy first. The patient responded well to intravenous antibiotics and was discharged 1 week later.

Conclusion: Bilateral intra-parenchymal and intra-ductal parotid sialolithiasis is a rare occurrence, and its association with 
systemic or local disease is unclear. Broad-spectrum intravenous antibiotics are the treatment of choice for patients with multi-
ple comorbidities with multiple small loculated abscesses. 
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INTRODUCTION

Parotid sialolithiasis is the second most common clinical finding 
after submandibular sialolithiasis. Sialoliths are general solitary on pre-
sentation, with only been a handful of reported cases of multiple and 
bilateral calculi1-4). The most common symptoms are swelling and glan-
dular pain when consuming food due to elevated intra-glandular pres-
sure resulting from increased salivary secretion. Sialoliths vary in shape 
and size, depending on their location. 

We describe a rare case of bilateral intra-parenchymal intra-ductal 
parotid calculi, complicated by multiple small abscesses in the left 
parotid gland. The present case emphasizes the importance of intrave-
nous antibiotics in managing multiple small parotid abscesses, without 
the need for surgical interventions in patients with multiple comorbidi-
ties.

CASE  REPORT

A 66-year-old female with multiple long-standing comorbidities 
(hypertension, diabetes, ischaemic heart disease and dyslipidaemia) pre-
sented with a 1-week history of a painful swelling of the left parotid 
gland, with a gradual increase in the size of the swelling. The size of the 
swelling did not fluctuate when consuming food. The patient had an 
intermittent fever, in addition to reduced oral intake, a dry mouth and 
halitosis for 1 week. 

A physical examination revealed a tender and firm left parotid 
swelling measuring 5 x 7 cm, with erythematous overlying the skin. The 
patient had moderate trismus. There was pus discharge from the left 
Stenson's duct upon bimanual palpation of the left parotid. A hard palpa-

ble lump measuring less than 1 cm was present on the left buccal muco-
sa along Stenson's duct. There was no lymphadenopathy.

A parotid ultrasound showed a multi-loculated, multi-septated 
hypoechoic collection at the left parotid gland but no focal lesions on 
the right parotid gland. A computed tomography (CT) scan of the parot-
id revealed multiple and bilateral parotid intra-ductal and intra-paren-
chymal calculi throughout the deep and superficial lobes, with multi-lo-
culated abscesses ( < 1 cm) on the left parotid gland (Figure 1 and 2). 
Blood uric acid, calcium and phosphate were normal.

Given the presence of multiple comorbidities, medical therapy was 
the option of treatment. The patient was prescribed intravenous cefurox-
ime and analgesics due to the multiple small loculated abscesses of the 
left parotid. After 1 week, the left parotid swelling subsided, with no 
further pus discharge from the left Stenson's duct. The patient was dis-
charged, with early clinical follow-up, keeping in mind the need for a 
surgical intervention if the swelling reoccurred. The patient showed no 
symptoms or signs of recurrent infection at 1-, 3- and 6-month fol-
low-ups in our clinic. 

DISCUSSION

Sialolithiasis is thought to be the result of debris mineralization, but 
its exact aetiology remains unknown. The three major crystalline com-
ponents of parotid sialolithiasis are apatite, magnesium-substituted 
whitlockite and octacalcium phosphate5). A long-standing parotid ductal 
obstruction can cause severe damage to acini, thus decreasing salivary 
secretion and predisposing the patient to recurrent infections6). The two 
most common bacteria in sialadenitis are Staphylococcus aureus and 
Streptococcus viridians7).

Various factors contribute to the formation of parotid sialoliths. 
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These include multiple myeloma with concurrent HIV infection1), 
MALT lymphoma of the salivary gland2) and Sjogren syndrome (SS)4). 
Some of these factors may increase the risk of bilateral parotid sialoli-
thiasis. A previous study found a weak association between hypercalcae-
mia and sialoliths8). Blood investigations and imaging studies are 
important for the diagnosis of parotid sialolithiasis and to determine the 
predisposing factors. 

The initial treatment of parotid sialolithiasis with sialadenitis includes 
antibiotics, anti-inflammatory agents and analgesics. Sialagogues can be 
used in the acute phase of sialadenitis and in long-term management of 
Sjogren Syndrome4). Intra-ductal instillation of penicillin or saline may 
dilate the duct and dislodge sialoliths adherent to the duct wall9). In the 
present case, the painful parotid swelling subsided following 1 week of 
intravenous cefuroxime. Therefore, cefuroxime can be used empirically, 
as it is effective against bacteria commonly involved in parotid abscesses 
or parotitis.

Sialoliths can be removed surgically via an intra-oral approach if 
they are near the orifice of Stenson's duct9). Small ( < 5 mm) and distally 
located sialoliths can be removed using a Dormia basket via sialendos-
copy or sialography10,11). Extra-corporeal lithotripsy can be used for the 
removal of sialoliths less than 1 cm in diameter12)

Superficial parotidectomy is indicated in cases where there are mul-
tiple ( > 3) calculi in the same gland, recurrent sialadenitis or failure of 
minimally invasive techniques. In the present case, there was no recur-
rence of sialolithiasis during a clinical 6-month follow up.

CONCLUSION

Bilateral intra-parenchymal and intra-ductal parotid sialolithiasis is 
a rare occurrence. Its association with systemic or local disease is 
unclear. Broad-spectrum intravenous antibiotics are the treatment of 
choice for patients with multiple comorbidities and multiple small locu-
lated abscesses.
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Figure 1. Axial view of CT scan showing bilateral multiple parot-
id sialolith of varying sizes

Figure 2. Sagittal view of CT scan showing left parotid gland 
multiple sialolith of varying sizes


