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Newberry et al. reported that 58.6% of benign APG tumors were 
PA [4], and in our previous study on 65 APG tumors in Japan, PA 
accounted for 80.6% of benign APG tumors [6]. 

Here, we describe a typical case of a large PA of the APG treated 
in our hospital. A 35-year-old man presented with a 5-year history 
of a slow-growing, right mid-cheek mass in the pre-parotid region. 
The mass was mobile with a smooth surface. He denied tenderness 
on palpation and facial weakness. Computed tomography (CT) 
of the neck confirmed a well-circumscribed and heterogeneously 
enhanced, 36 × 23-mm-sized mass situated anterior to the right 
main parotid gland and on the surface of the masseter muscle 
(Figure 1).The ovoid mass demonstrated low and heterogeneously 
highsignal intensity on T1- and T2-weighted magnetic resonance 
imaging (MRI), respectively, and heterogeneous enhancement 
on contrast-enhanced T1-weighted MR images. A time-signal 
intensity curve on dynamic MRI revealed a gradual enhancement 
pattern (Figure 2). Ultrasonography-guided fine-needle aspiration 
cytology (FNAC) indicated PA. Standard parotidectomy incision 
with anterior extension was chosen for complete and safe exposure 
of the mass, facial nerve branches, and Stensen duct. The mass with 
the surrounding salivary tissue was completely separate from the 
main parotid gland and connected to the Stensen duct via a tributary 
duct.The mass was completely resected without damaging the tumor 
capsule, facial nerve branches, or Stensen duct (Figure 3). The 
intraoperative pathological diagnosis using a frozen specimen was 
PA. The tumor was well encapsulated and solid, and the cut surface 
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Editorial
The accessory parotid gland (APG) is commonly located 

anterior to the main parotid gland, between the zygomatic arch and 
the Stensen duct, and attached to the masseter muscle. The APG is 
connected to the Stensen duct by one or more tributary ducts [1]. 
The incidence of APGs is 21–61% [2]. However, APG tumors are rare 
with an incidence of only 1–7.7 % of all parotid gland tumors [1,3]. 
All tumor pathologies that occur in the main parotid gland may also 
occur in the APG. According to previous reports, the most common 
subtype of benign APG tumors is pleomorphic adenoma (PA) [4,5]. 
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Figure 1: An axial contrast-enhanced computed tomography image showing 
an ovoid lesion (arrow) with heterogeneous enhancement located on the 
outer layer of the masseter muscle.

ba c

d
Figure 2: Axial magnetic resonance images.a.T1-weighted image, b. T2-
weighted image, c. contrast-enhanced T1-weighted image, d. time-signal 
intensity curve on dynamic magnetic resonance imaging (MRI). The well-
circumscribed tumor (arrows) is located anterior to the main parotid gland. 
The tumor demonstrates low and heterogeneously high signal intensity on 
T1-and T2-weighted images, respectively, and heterogeneous enhancement 
on contrast-enhanced T1-weighted images. The time-signal intensity curve 
on dynamic MRI indicates a gradual enhancement pattern (arrow heads).
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was yellowish white (Figure 4). Postoperative complications such as 
facial weakness and salivary fistula were not observed.

PA of the APG usually presents as an asymptomatic and 
painless mid-cheek mass growing slowly over years [5]. Malignant 
transformation should be suspected if the tumor presents with 
clinical symptoms such as rapid enlargement, tenderness, and facial 
weakness.

CT and MRI are very useful tools in the evaluation of tumor 
localization and in the differentiation between benign and malignant 
tumors. CT findings of PA show a well-circumscribed ovoid or 
lobulated mass with homogeneous or heterogeneous enhancement, 
and intratumoral calcification may occasionally be seen. MRI findings 
of PA are characterized by an ovoid or lobulated, well-defined mass 
with hypointensity on T1-weighted MR images, homogeneous or 
heterogeneous hyperintensity on T2-weighted MR images, and well 
enhancement on contrast-enhanced T1-weighted MR images [7]. In 
addition, a gradual enhancement pattern of the time-signal intensity 
curve on dynamic MRI may aid the imaging-based diagnosis of PA 
[8].

Ultrasonography-guided FNAC is a minimally invasive 
procedure that provides valuable information for the preoperative 
histopathological evaluation of APG tumors [5,9]. However, care 
should be taken to rule out the possibility of false negative FNAC 
results, because it is often difficult to distinguish between PA 
and a low-grade malignancy such as low-grade mucoepidermoid 
carcinoma, which is the most common malignancy occurring in the 
APG, using FNAC [5]. Carcinoma ex PA should also be considered 
[10]. Therefore, the surgical strategy for an APG tumor should 
be determined based on the results of intraoperative pathological 
examination using frozen sections [5,11]. 

In the management of PA of the APG, complete resection of the 
tumor with a margin of normal salivary tissue without damaging the 
fibrous capsule is recommended to avoid tumor recurrence. Since an 

APG tumor is located near the facial nerve branches (especially the 
zygomatic and buccal branches) and the Stensen duct, care should be 
taken to avoid damage to these structures. Four surgical approaches 
have established thus far: 1) a standard parotidectomy incision or a 
facelift incision; 2) an intraoral approach; 3) a direct skin incision; and 
4) an endoscopic approach [4]. Of these, a standard parotidectomy 
incision has been the most commonly used approach for complete 
tumor excision and prevention of facial nerve and Stensen duct injury, 
regardless of whether the tumor is benign or malignant. Furthermore, 
the facelift approach provides more favorable cosmetic results [2,12]. 
The only disadvantage of this approach may be a long skin incision. 
The intraoral approach has the advantage of no skin incision on the 
face, but it cannot be used when the tumor is large. Although there 
is risk of facial nerve injury, Schmutzhard et al. reported successful 
preservation of facial nerve function during intraoral APG tumor 
resection by facial nerve monitoring [13]. Direct skin incision over 
the tumor is not recommended due to the risk of facial nerve and 
Stensen duct injury and incomplete tumor resection [2]. The short 
skin incision may be the best advantage of this approach, but a 
wound in the mid-cheek region is cosmetically undesirable. A 
recently introduced endoscopic approach for benign APG tumors 
yields satisfactory results both from the viewpoint of complete tumor 
resection and a smaller wound [14,15]. This endoscopic technique 
could also be applicable for low-grade and small malignancies. The 
decision on the surgical approach should be made after understanding 
the benefits as well as risks.

In conclusion, an APG tumor should be considered a differential 
diagnosis in a patient with a mid-cheek mass. An APG tumor may 
be suspected to be PA when the above-described typical clinical 
manifestations and imaging findings are present. However, as the 
incidence of malignant APG tumorsis reportedly as high as 26–50% 
[2,4], malignancy cannot be ruled out even when preoperative 
diagnosis suggests a benign pathology.
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Figure 3: Intraoperative findings. a. skin incision (standard parotidectomy 
incision),b. exposure of the tumor and buccal branch of the facial nerve, c. 
after tumor resection. Dotted circle indicates the location of the tumor. Arrow: 
tumor, arrow head: buccal branch of the facial nerve, double arrow: Stensen 
duct, asterisk: masseter muscle.

Figure 4: Cut surface of the resected tumor. The tumor is completely covered 
with a fibrous capsule.
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