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CASE REPORT

Otorrhoea — a parotid connection
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Summary

A 36-year-old patient presented with an 18-month history of intermittent right parotid swelling accompanied by otorrhoea.
The symptoms started subsequent to a palm leaf injury to the right ear. At right parotidectomy, a fistula connecting the
right external auditory canal and the right parotid was demonstrated. A small fibrotic mass probably due to a remnant of
the palm leaf was found intraoperatively. The symptoms resolved completely after the mass was excised by superficial

parotidectomy, and the fistula closed spontaneously.
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Case presentation

A 36-year-old woodcutter presented with an 18-month
history of intermittent episodes of right parotitis and
otorrhoea accompanied by swelling of the right cheek. The
complaints started shortly after he was struck on the right
ear by the sharp end of a falling palm leaf. He reported
bleeding from the ear at that time and the palm leaf spike
was pulled out by his colleagues. On examination, he had
a mildly tender swelling of the right parotid. The tympanic
membrane was intact and the middle ear was healthy.
Radiological investigations (CT scan) showed a collection
in the right parotid and a small mass in the superficial lobe
of the parotid, and a decision was made to do a superficial
parotidectomy. (Figures 1 and 2)

Intraoperatively, a fistula from the anterior part of the
external auditory canal leading into the right parotid gland
was identified. The fistula led directly to a dense fibrotic
mass which was the result of a foreign body reaction to a
piece of the palm leaf being embedded in the parotid gland.
The mass was entwined with the main trunk of the facial
nerve. The parotidectomy along with removal of the fibrotic
mass was done in two staged procedures. (Figure 3) The
fistula leading into the external auditory canal (EAC) closed
spontaneously. Postoperatively, the patient healed well with
no facial nerve fallout.

Discussion

Traumatic injuries to the parotid gland are common. This
is due to the fairly superficial location of the gland. The
commonest sequelae of parotid injuries are fistulae and
sialocoeles.! In a literature review of 70 cases of parotid
injuries, 54% resolved on conservative management.
In this particular case, the otorrhoea was an unusual
presentation. The key point to note is that the otorrhoea was
accompanied by right parotid swelling. There was no history
of sialotorrhoea (salivary discharge from the ear during
mastication) in this case.

Fistulae can occur as a result of injury to the parotid duct
to the gland itself.? If the parotid duct is incorrectly sutured
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then a fistula to the EAC can develop.? Foramen of Huschke
are dehiscences in the EAC which form a natural pathway
of spread of infection to the superficial lobe of the parotid
gland and vice versa. These can also present as spontaneous
sialotorrhoea.? There will be a history of clear watery
discharge form the EAC. This fluid will test positive for
amylase.

A differential for this type of lesion is the first branchial
cleft cyst. These cysts can be divided into two types. Type
I lesions present in the parotid region and are ectodermal in
origin; they appear clinically as soft cysts lined by squamous
epithelium. Type II lesions present as a cyst, sinus, fistula,
or any combination, and are of ectodermal and mesodermal
origin, containing either skin appendages or cartilage.*>

In this case, the palm leaf spine appears to have pierced
through the EAC into the parotid thereby opening up a
pathway for the spread of infection. This was evidenced
intraoperatively by the trajectory of the opening of the
fistula in relation to the fibrotic mass. Correct diagnosis and
appropriate surgical intervention are important to minimise
the incidence of recurrence and injury to the facial nerve.5’

The fibrotic mass which was a focus of inflammation (as
evidenced by the recurrent episodes of parotid swelling and
otorrhoea) was most probably the retained spike of the leaf.
Histological examination of the excised fibrotic mass did not
show any plant material. It was most likely consumed by the
foreign body reaction.
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