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Pleomorphic adenoma is the most common benign lesion of the salivary glands, primarily 

affecting the parotid gland. The accessory parotid gland is a salivary tissue separate from 

the parotid gland, considered an anatomical variation with a low incidence and rarely af-

fected by tumors. A 20-year old female patient presented with a complaint of an increased 

volume swelling for approximately 18 months. Clinical examination revealed a mobile nod-

ule in the buccal mucosa, palpable intra and extraorally, of firm consistency, asymptomatic, 

with well-circumscribed contours, and without associated lymphadenopathy. Ultrasonog-

raphy revealed a rounded hypoechoic image, without associated vascularization, in the 

angle region of the left mandible. In view of this condition, an excisional biopsy of the lesion 

was performed under local anesthesia in an outpatient setting. In the intraoperative period, 

a nodular encapsulated lesion was observed, whose location suggested origin from the 

accessory parotid gland. Histopathologic analysis confirmed the diagnosis of pleomorphic 

adenoma. After complete excision with preservation of the capsule, the patient has under-

gone a dental follow-up with no clinical signs of lesion recurrence and a very satisfactory 

scar appearance after 7 years.  (Rev Port Estomatol Med Dent Cir Maxilofac. 2025;66(x):xxx-xxx)
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Introduction

The accessory parotid gland (APG) is considered an anatomi-
cal variation that represents a separate tissue of the parotid 
gland, located anterior to the mandibular branch, between 
the zygomatic and buccal branches of the facial nerve in the 

masseter muscle, and closely related to Stensen’s duct.1,2,3 

Autopsy studies have reported an incidence of 21-69% in hu-
man cadavers.1,4

Lesions arising from the APG are rare, with an incidence of 
1% to 8% of all parotid gland tumors.5 However, when present, 
these lesions have a higher malignancy rate (26%-55%) than 
major parotid gland tumors.3,5 Clinically, APG lesions are de-

ARTICLE IN PRESS

https://orcid.org/0000-0002-6380-6648
https://orcid.org/0009-0001-5595-6232
https://orcid.org/0000-0001-6345-8156
https://orcid.org/0000-0001-7942-6642
https://orcid.org/0000-0001-6020-2374
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:onevitor%40alu.ufc.br?subject=
http://doi.org/10.24873/j.rpemd.2025.12.1560
http://creativecommons.org/licenses/by-nc-nd/4.0/


scribed as “soft-tissue masses” located in the middle of the buc-
cal mucosa, usually unilateral, without painful symptoms, slow 
growing, and sessile due to the fixation to the masseteric fascia.6

Pleomorphic adenoma (PA) is considered the most com-
mon salivary gland neoplasm. It manifests in all age groups, 
with the most frequent involvement in the 30 to 60-year age 
group and a slight predilection for women.7,8 PA occurs most 
commonly in the parotid gland — 40 to 75%, followed by the 
submandibular gland and minor salivary glands.9,10 The palate 
is the most common intraoral site, mainly the hard palate, 
while occurrences in other intraoral sites include the upper lip 
and buccal mucosa.11

As in the main parotid gland, PA is the most common be-
nign tumor of the APG. Clinically, it usually presents as a firm, 
slowly progressive, and painless unilateral swelling, typically 
without facial nerve involvement.5,12,13 However, data on the 
prevalence of PA in the APG are scarce in the literature. There-
fore, the present study aims to elucidate a clinical case of PA 
in the APG in a young patient.

Case report

A 20-year-old female, systemically healthy, was referred to 
the stomatology service complaining of a swelling in the right 
cheek. It had been progressively increasing for approximately 
18 months, without painful symptoms, but with aesthetic 
discomfort. Ultrasonography revealed a rounded hypoechoic 
image, without associated vascularization, compatible with a 
nodule in the angle region of the left mandible (Figure 1). The 
other structures were preserved, and there was no enlarge-
ment of the cervical, submandibular, or parotid lymph nodes.

During the extraoral physical examination, a slight swell-
ing was noted just below the zygomatic arch (Figure 2). Intra-

oral clinical examination revealed the presence of a palpable 
nodule, both intra- and extraoral, located in the buccal mu-
cosa, which was firm, mobile, asymptomatic, and well-cir-
cumscribed. No lymph node enlargement was found in the 
lateral cervical chains, nor in the submandibular or parotid 
chains.

Based on the diagnostic hypotheses of a dermoid cyst and 
a sebaceous cyst, enucleation of the mass was performed. The 
surgical procedure was executed under local infiltrative anes-
thesia with 2% articaine. The intraoperative aspiration biopsy 
was negative, indicating a solid lesion. An intraoral incision 
was initiated superiorly to the papilla of the parotid duct. Care-
fully, continuous blunt dissection (divulsion) was performed 
meticulously to preserve the surrounding soft tissues (Figure 
3A). Intraoperatively, a nodular and encapsulated lesion was 
observed. This mass was characterized by well-defined borders 
and was readily separable from the adjacent tissues. The in-
traoperative location was highly suggestive of a development 
arising from the APG. The lesion was entirely removed, ensur-
ing the integrity of the lining capsule was strictly preserved 
(Figure 3B). Along with the tumor, the entire APG was also ex-
cised (Figure 3C). After the complete excision, the buccal fat 
pad (Bichat’s fat pad) was repositioned to mitigate potential 
facial asymmetry (Figure 3D). Primary closure was subsequent-
ly achieved using a single stitch suture.

The histopathological analysis showed a benign salivary 
gland neoplasm with an encapsulated appearance, character-
ized by the proliferation of epithelial cells forming ductal and 
cystic spaces, and myoepithelial cells of varying morphology, 
surrounded by a myxoid stroma and sometimes hyaline (Fig-
ure 4). After analysis, a definitive diagnosis of PA was estab-
lished. After seven year of dental follow-up, the patient has a 
very satisfactory scar appearance and no clinical signs of le-
sion recurrence.

Figure 1. Ultrasonography of the angle region of the left mandible.
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Informed consent and authorization for the use of the pre-
sented clinical data were obtained to ensure the patient’s con-
fidentiality and anonymity, in accordance with applicable 
ethical guidelines.

Discussion and conclusions

PA in the APG is a relatively uncommon condition, scarcely 
reported in the literature. Awareness of APG’s existence is the 

first step in diagnosing pathologies in this structure and, con-
sequently, in choosing the best way to treat tumors satisfac-
torily and safely, to avoid recurrences and complications.

The APG can serve as a potential site for benign and ma-
lignant lesion development, with PA and mucoepidermoid 
carcinoma as the most common benign and malignant lesions, 
respectively, in this structure.6,14-16 However, various lesions 
may be considered in the differential diagnosis of APG pathol-
ogies, including dermoid cyst, schwannoma, lipoma, primary 
Stensen’s duct tumor, and neurofibroma.17,18 In the present 

Figure 2. Extraoral appearance of the lesion with a slight swelling just below the zygomatic arch.

Figure 3. Intraoperative sequence of the transoral excision: A) Identification of a well-defined, encapsulated nodular 
lesion in the accessory parotid gland region; B) Complete enucleation of the lesion with preservation of the capsule 
integrity; C) Excision of the entire accessory parotid gland along with the lesion; D) Repositioning of the buccal fat pad 
(Bichat’s fat pad).

3rev port estomatol med dent cir maxilofac . 2025;66(x) :xxx-xxx

ARTICLE IN PRESS



case, the diagnostic hypotheses of dermoid cyst and sebaceous 
cyst were supported by characteristics such as the patient’s 
age and the lesion’s unusual location.

PA in the APG usually presents as a localized, asymptom-
atic nodule on the right or left buccal mucosa region. The 
consistency on palpation ranges from firm to rubbery and 
is often not adherent to the surrounding tissues.17,18 How-
ever, the tumor mass may occasionally be adherent to the 
tissues.19 Depending on the growth rate of the tumor and its 
painless nature, the patient may not notice the lesion early, 
with most cases having a development time of two years or 
more.6,17

Imaging tests useful for diagnosing PA in the APG include 
ultrasonography, magnetic resonance imaging (MRI), and com-
puted tomography (CT); however, CT may not be useful in vi-
sualizing the relationship with parotid gland tissue, which is 
best seen with MRI or CT combined with sialography. Ultraso-
nography is effective in differentiating cystic from solid mass-
es20 and in identifying soft-tissue tumors.17 In the present 
case, ultrasonography was essential to determine the lesion’s 

location, size, and relationship to anatomical structures, in 
addition to being useful for surgical planning.

Histologically, the APG is composed of mixed secretory 
glands with serous and mucous acini, whereas in the parotid 
gland, only serous acini are present, according to autopsy stud-
ies.18,21 There is controversy in the literature regarding the tu-
mor’s biological behavior, given the difference in cellular com-
position of the two glands. Some studies report that the 
highest proportion of malignant tumors occurs in the APG 
(38.5% to 55%) compared to the parotid gland (25%), while oth-
ers report no differences in histological findings between PA 
in the APG and in the main parotid gland.14,15,17,19,20

In general, certain histopathologic changes may be asso-
ciated with an increased risk of PA recurrence, such as a stro-
ma-rich variant with capsular infiltration.21 An increased risk 
of malignant transformation appears to be associated with 
focal necrosis, extensive hyalinization, vascular or capsular 
invasion, hypercellularity, and atypical mitosis.22

The basic treatment for both PA in the APG and other be-
nign neoplasms in the APG consists of a surgical approach. 

Figure 4. Histopathological examination: A) Neoplasm surrounded by a fibrous capsule; B) Tumor sheet showing 
ductiform and cystic spaces containing luminal eosinophilic secretion; C) Proliferation of cells with myoepithelial 
morphology; D) Myxoid stroma.
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There is still debate in the literature regarding the ideal tech-
nique that combines preservation of anatomical structures 
with adherence to oncological principles. The main reported 
approaches are standard parotidectomy, facelift, transcutane-
ous incisions, and transoral incisions.2 Recurrence rates after 
surgery or treatment of APG tumors are low, even in cases of 
malignancy, ranging from zero to 9%.23

In the present case, factors such as the patient’s age and the 
lesion’s early diagnosis, location, and size allowed for a more 
conservative treatment using the transoral approach, which 
represents a minimally invasive, anatomically direct technique 
that provides adequate surgical access without the need for 
extensive cervicofacial incisions or superficial parotidectomy. 
Furthermore, this approach is associated with a lower risk of 
aesthetic and functional morbidity, including visible scarring 
and potential facial nerve injury, while offering a favorable risk–
benefit profile in the management of APG tumors.24

Although conventional parotidectomy has been reported 
as the preferred approach for the management of benign le-
sions in the APG due to its wide exposure and easy access to 
the lateral lobe,4 the transoral approach offers notable advan-
tages, including shorter operative time, smaller incision, and 
greater cosmetic satisfaction, with no significant differences 
in the incidence of facial nerve paresis or Frey’s syndrome.25

After seven years of follow-up, the patient appears to have 
had very satisfactory healing and no clinical signs of compli-
cations or recurrence.
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Caso incomum de adenoma pleomórfico na glândula 
parótida acessória

r e s u m o

O adenoma pleomórfico é a lesão benigna mais comum das glân-

dulas salivares, afetando principalmente a glândula parótida. 

A glândula parótida acessória é um tecido salivar separado da 

glândula parótida e é considerada uma variação anatómica com 

baixa incidência e raramente afetada por tumores. Uma paciente 

do sexo feminino, de 20 anos, apresentou queixa de edema com 

aumento de volume há aproximadamente 18 meses. Ao exame 

clínico, foi identificado nódulo móvel localizado na mucosa ves-

tibular, palpável intra e extraoralmente, de consistência firme, 

assintomático, com contornos bem circunscritos e sem linfade-

nopatia associada. A ultrassonografia revelou imagem hipoecoica 

arredondada, sem vascularização associada, na região do ângulo 

da mandíbula esquerda. Perante essa condição, foi realizada bióp-

sia excisional da lesão sob anestesia local em ambiente ambula-

tório. No intraoperatório, foi observada lesão nodular encapsula-

da, cuja localização sugeria origem na glândula parótida acessória. 

A análise histopatológica confirmou o diagnóstico de adenoma 

pleomórfico. Após excisão completa com preservação da cápsula, 

a paciente foi submetida a acompanhamento estomatológico, sem 

sinais clínicos de recidiva da lesão e com apresentação de cicatriz 

muito satisfatória após 7 anos. (Rev Port Estomatol Med Dent Cir 

Maxilofac. 2025;66(x):xxx-xxx)

© 2025 Sociedade Portuguesa de Estomatologia e Medicina Dentária.  

Publicado por SPEMD. Este é um artigo Open Access sob uma 

licença CC BY-NC-ND 
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