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			ABSTRACT: Subcutaneous laser-assisted procedures, such as Endolift®, are minimally invasive techniques widely used for facial rejuvenation. Although considered safe, they are not free of complications, particularly in the presence of unanticipated anatomical variations. The formation of an iatrogenic sialocele following a subcutaneous laser procedure is a rarely reported complication. A 36-year-old woman presented with a bilateral, fluctuant, painful swelling of the masseteric region that appeared one month after a subcutaneous laser aesthetic procedure, with no response to systemic corticosteroids, physical therapy, or self-performed aspiration puncture. Contrast-enhanced magnetic resonance imaging revealed two bilateral subcutaneous collections in the premasseteric subdermal plane, anterior to both parotid glands, consistent with sialoceles, along with distal dilation of both parotid ducts. The diagnosis of bilateral traumatic sialocele secondary to accessory parotid tissue injury was established. Management consisted of a bilateral transjugal approach with placement of adapted drainage tubes to create a neo-duct toward the oral cavity. Thorough knowledge of maxillofacial anatomical variations is critical for the safe performance of subcutaneous laser procedures. The accessory parotid gland represents a relevant surgical challenge due to its thinner fascial coverage. In this patient, the bilateral transjugal drainage technique was effective, technically simple and low-cost, achieving complete resolution without compromising the aesthetic outcome at one month after drain removal, although its reproducibility cannot be established from a single case. High-resolution facial ultrasound may be considered a useful adjunct in selected patients at increased anatomical risk, in order to identify anatomical variations that cannot be anticipated by clinical examination alone. Further reports and longer follow-up are necessary.
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			RESUMEN: Los procedimientos con láser subcutáneo, como el Endolift®, son técnicas mínimamente invasivas ampliamente utilizadas para el rejuvenecimiento facial. Aunque se consideran seguras, no están exentas de complicaciones, especialmente ante variaciones anatómicas no anticipadas. La formación de un sialocele iatrogénico tras un procedimiento de láser subcutáneo es una complicación escasamente reportada. Mujer de 36 años que consulta por aumento de volumen bilateral, fluctuante y doloroso en la región maseterina, aparecido un mes después de un procedimiento estético con láser subcutáneo, sin respuesta a corticoides sistémicos, terapia kinésica ni punción aspirativa autoadministrada. La resonancia magnética con contraste evidenció dos colecciones subcutáneas bilaterales en el plano subdérmico premaseterino, anteriores a ambas glándulas parótidas, compatibles con sialoceles, junto con dilatación distal de ambos conductos parotídeos. Se establece el diagnóstico de sialocele traumático bilateral secundario a lesión de tejido parotídeo accesorio. El manejo consistió en un abordaje transyugal bilateral con instalación de drenajes adaptados para crear un neoconducto hacia la cavidad oral. El conocimiento exhaustivo de las variaciones anatómicas maxilofaciales es crítico para la ejecución segura de procedimientos de láser subcutáneo. La glándula parótida accesoria representa un desafío quirúrgico relevante por su cobertura fascial más delgada. En esta paciente, la técnica de drenaje transyugal bilateral resultó efectiva, técnicamente simple y de bajo costo, logrando la resolución completa sin comprometer el resultado estético al mes del retiro de los drenajes, si bien su reproducibilidad no puede establecerse a partir de un solo caso. La ecografía facial de alta resolución puede considerarse un complemento útil en pacientes seleccionados con mayor riesgo anatómico, con el fin de identificar variaciones anatómicas que no pueden anticiparse mediante el examen clínico aislado. Se requieren nuevos reportes y seguimientos más prolongados.

			PALABRAS CLAVE: Sialocele; Glándula parótida; Conductos salivales; Enfermedad iatrogénica; Láseres; Rejuvenecimiento.

			INTRODUCTION

			Over the past decade, laser electromedicine has transformed aesthetic medicine, with fiber-optic-guided subcutaneous laser treatment standing out for its high clinical efficacy. The most relevant innovation in this field is Endolift®, an interstitial endotissular procedure developed by Dr. Roberto Dell’Avanzato, which has positioned itself as an effective and minimally invasive technique for the treatment of rhytidosis and facial rejuvenation (1). Through the use of optical fibers that deliver laser energy at wavelengths of 980/1470 nm, this technology induces photothermal and photomechanical effects that produce two main tissue changes: selective lysis of subcutaneous adipose tissue and tension-mediated collagen remodeling. Additionally, photobiostimulatory effects have been described that perpetuate the results by stimulating neocollagenesis in the reticular dermis, contributing to skin retraction and improvement of skin quality (2).

			The parotid gland is the largest of the major salivary glands and is located in the preauricular region, mainly covering the masseter muscle and extending toward the mandibular ramus. Its excretory duct, the Stensen duct, emerges from the anterior portion of the gland, runs superficial to the masseter muscle and, after passing its anterior border, crosses the buccinator muscle to open into the oral cavity at the level of the upper second molar. This course is clinically relevant, since the duct has a close relationship with the buccal branch of the facial nerve and is particularly vulnerable to injury in its superficial segment, which can lead to salivary extravasation and the formation of collections in the adjacent soft tissues (6)(Figure 1). 
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			Figure 1. Anatomy of the major salivary glands and the accessory parotid gland (5).

			Despite its good results, subcutaneous laser treatment is not free of complications, as it constitutes a technically sensitive surgical procedure. The proximity of vital structures in the facial region, such as blood vessels, peripheral nerves, and muscles of facial expression, makes it an inherently complex procedure, especially in the presence of unanticipated anatomical variations (3). The parotid gland is usually protected by the parotid fascia and covered by the superficial musculoaponeurotic system (SMAS); however, anatomical variations may exist that are impossible to predict by clinical examination alone, representing a relevant risk factor for treatment failure or complications (4).

			One example of this is the presence of accessory parotid tissue, whose prevalence is estimated between 21% and 56% of the population. This structure, when it presents significant projection and magnitude, can constitute a considerable anatomical challenge in interventions of the buccal region, particularly in the context of subcutaneous laser procedures (5).

			The formation of an iatrogenic sialocele following subcutaneous laser treatment is a complication rarely reported in the scientific literature. This is due, in part, to the relative novelty of the technology and to the fact that the mechanisms of injury differ from the classic causes of traumatic sialoceles. This situation represents a diagnostic challenge for the clinician, as the salivary collection may be confused with the expected edema during the usual recovery from the procedure, delaying timely diagnosis and adequate management of the complication.

			The aim of the present work is to report the diagnosis and management of a bilateral traumatic sialocele secondary to accessory parotid tissue injury during a subcutaneous laser procedure, to analyze the associated predisposing anatomical factors, and to propose strategies aimed at preventing this complication.

			CASE REPORT

			This case report was prepared and is reported in accordance with the CARE (CAse REport) guidelines, and the corresponding CARE checklist is provided as supplementary material. The patient provided written informed consent for the publication of this report and of the accompanying clinical images. A chronological summary of the clinical course, from the index aesthetic procedure to the last available follow-up visit, is presented in Table 1.

			

			Table 1. Chronological timeline of the clinical case, from the index subcutaneous laser procedure to the last available follow-up visit.

			
				
					
					
				
				
					
							
							Time point

						
							
							Clinical events, interventions and outcomes

						
					

					
							
							Day 0

						
							
							Subcutaneous laser (Endolift®) aesthetic procedure performed on the mid and lower face, bilaterally. Energy parameters and fiber trajectory not available to the treating team.

						
					

					
							
							Approximately 1 month

							after the procedure

						
							
							Onset of a bilateral, fluctuant and painful swelling of the masseteric region, without cutaneous erythema and without spontaneous resolution.

						
					

					
							
							Before first consultation

						
							
							Self-directed and externally indicated treatments, all without clinical improvement: dexamethasone 4 mg every 8 h for 5 days; physical therapy (manual lymphatic drainage, monopolar radiofrequency, high-intensity focused ultrasound); self-administered aspiration puncture with a 27G needle, yielding translucent yellowish fluid with partial emptying and refilling within 24 h.

						
					

					
							
							First consultation

							(Day 0 of our management)

						
							
							Clinical examination: bilateral swelling of approximately 4×4 cm, well-defined borders, fluctuant, painful, increasing in turgor before and during meals; mild bilateral submandibular lymphadenopathy; both parotid ducts patent with crystalline serous discharge. Working diagnosis: post-traumatic seroma. Corticosteroid therapy discontinued; amoxicillin/clavulanic acid 875/125 mg every 12 h for 7 days, paracetamol 1 g every 8 h and meloxicam 7.5 mg every 12 h for 5 days started. Contrast-enhanced MRI of the neck requested.

						
					

					
							
							+72 hours

						
							
							Second consultation. Torpid course, swelling unchanged. Avoidance of further self-performed aspiration punctures reinforced.

						
					

					
							
							Imaging

						
							
							Contrast-enhanced MRI: two bilateral subcutaneous collections in the premasseteric subdermal plane, anterior to both parotid glands (right 39×19×14 mm; left 44×19×13 mm), with peripheral enhancement and no diffusion restriction; dilation of the distal third of both parotid ducts with intraluminal hypointense foci (6 mm right, 14 mm left). Diagnosis revised to bilateral traumatic sialocele.

						
					

					
							
							+48 hours after imaging

						
							
							Surgery under local anesthesia: bilateral transjugal approach with drainage of both collections and placement of adapted rigid drainage tubes to create a neo-duct toward the oral cavity. Compressive dressings applied. Soft, puree-type diet, irrigation of both tubes three times daily with 0.12% chlorhexidine, natural sialagogues and hydration indicated.

						
					

					
							
							7 days postoperatively

						
							
							Favorable course, with a slight residual swelling that was clearly decreasing.

						
					

					
							
							14 days postoperatively

						
							
							Displacement of the left drain, manually repositioned; transient re-accumulation of content on that side.

						
					

					
							
							4 weeks postoperatively

						
							
							Definitive removal of both drains. A fistulous tract with salivary discharge was observed, without visible swelling.

						
					

					
							
							1 month after drain removal (last available follow-up)

						
							
							Complete resolution of the facial swelling, no evidence of an active fistula, fully healed mucosa and physiological salivary drainage through both Stensen ducts. Aesthetic outcome preserved.

						
					

				
			

			We present the case of a 36-year-old female patient, with no relevant medical history, who consulted for a bilateral increase in volume in the masseteric region of approximately 4×4 cm, with well-defined borders, fluctuant consistency, and associated pain, without cutaneous erythema.

			The patient reported having undergone an aesthetic procedure with subcutaneous laser in the same region one month prior to consultation, with no spontaneous resolution of symptoms since their onset. Prior to the consultation, the patient had received treatment with dexamethasone 4 mg every 8 hours for 5 days without clinical improvement, and complemented the management with physical therapy including manual lymphatic drainage, monopolar radiofrequency, and high-intensity focused ultrasound for edema management, likewise without resolution of the localized swelling. Additionally, the patient reported having performed a self-administered puncture with a 27G needle of the swelling, obtaining translucent yellowish fluid with partial emptying, which returned to baseline within 24 hours.

			

			On physical examination, mild bilateral submandibular lymphadenopathy was observed on palpation, interpreted as reactive; of note, no lymphadenopathy meeting radiological criteria was subsequently identified on magnetic resonance imaging. The patient reported increased pain in relation to food intake, as well as greater turgor of the swelling before and during meals. On intraoral examination, both parotid ducts were patent, with the discharge of crystalline serous fluid, without other evident clinical alterations (Figure 2).
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			Figure 2. Patient status at admission.

			At the first consultation, considering the clinical suspicion of a seroma of traumatic origin, it was decided to discontinue corticosteroid therapy and start oral antibiotic treatment with amoxicillin/clavulanic acid 875/125 mg every 12 hours for 7 days, combined with analgesia with paracetamol 1 g every 8 hours and meloxicam 7.5 mg every 12 hours, both for 5 days. A contrast-enhanced magnetic resonance imaging study of the neck was also indicated to characterize the collections.

			At a second consultation, 72 hours later, the patient presented with a torpid course, with the swelling persisting unchanged. The recommendation to avoid self-performed aspiration punctures was reinforced.

			Contrast-enhanced magnetic resonance imaging of the neck revealed the presence of two bilateral subcutaneous collections in the buccal region, located in the premasseteric subdermal plane, immediately anterior to the lateral portion of both parotid glands, consistent with sialoceles. The right collection measured 39×19×14 mm and the left one 44×19×13 mm along their craniocaudal, anteroposterior, and transverse axes, respectively. Both lesions showed homogeneous fluid signal, hyperintense on T2 and without diffusion restriction, with peripheral enhancement after intravenous contrast administration, findings consistent with fluid content of mucoid nature or thickened saliva. Edema of the adjacent adipose tissue was also present. Dilation of the distal third of both parotid ducts was observed, with hypointense foci on T2 in the distal aspect of their lumen measuring 6 mm on the right side and 14 mm on the left side, consistent with intraluminal obstructive images, for which the radiologist suggested further characterization by computed tomography in order to rule out lithiasis. The posterior and inferior pole of both collections was in direct contact with the dilated parotid ducts, without being able to rule out communication between both structures, which reinforces the hypothesis of a ductal origin in the genesis of the sialoceles. The parotid and submandibular glands showed no alterations in signal, morphology, or volume. Extensive enhancement of the bilateral facial and submental subcutaneous cellular tissue was observed after contrast administration, together with edema of the same territory, as well as hyperintense foci on T2 consistent with subcutaneous foreign bodies in the mental, submental, and perinarial regions, a finding consistent with the patient’s history of previous aesthetic procedures (Figure 3).

			With the available clinical and imaging background, the diagnosis of bilateral traumatic sialocele secondary to a subcutaneous laser procedure was established, ruling out the initial diagnosis of seroma given the recurrent nature of the collections, the absence of response to systemic corticosteroid therapy, and the imaging findings consistent with salivary content.

			The therapeutic alternatives were explained to the patient, including conservative management through compression and antisialagogues, and surgical options. Considering the persistence of the condition, the symptomatic impact, and the importance of avoiding aesthetic sequelae given the nature of the reason for consultation, surgical management was decided through a bilateral transjugal approach, with the aim of favoring the creation of a drainage neo-duct from the affected glandular portion toward the oral cavity.

			Forty-eight hours later, an intervention was scheduled in the operating room under local anesthesia for the installation of permanent drains. Drainage tubes were made by adapting a syringe cap with a 27G needle, selected for their rigid characteristics to prevent collapse, with modification of one of their ends to adjust the caliber and facilitate cleaning.

			The procedure was performed bilaterally under a standardized surgical technique, using as anatomical references the anterior border of the mandibular ramus, the opening of the Stensen duct, and the occlusal alba line. An incision was made with a cold scalpel, followed by blunt dissection until the buccinator muscle was identified, which was carefully incised with Metzenbaum-type scissors. Subsequently, dissection was directed toward the swelling area until reaching the capsule of the collection. Upon perforating the capsule, an abundant discharge of fluid with salivary characteristics was obtained, confirming the clinical diagnosis. Profuse cleansing with physiological saline solution was performed, verifying the complete collapse of the cavity and the absence of active bleeding (Figure 4).

			A beveled drainage tube approximately 5 cm in length was positioned. Primary closure of the buccinator muscle was performed with Vicryl® 3-0 suture, followed by closure of the mucosal plane with the same material. The tube was fixed to the mucosa with six nylon 3-0 sutures. Subsequently, the cavity was irrigated again, verifying its filling and emptying by aspiration of the saline content. The procedure was repeated on the contralateral side, verifying the absence of occlusal interference and the adequate stability of the drains. Finally, compressive adhesive dressings were placed on both cheeks to prevent re-occupation of the space (Figure 5).

			As postoperative instructions, a soft, puree-type diet was prescribed until the removal of the drains, irrigation of both tubes three times a day with a syringe and blunt cannula using 0.12% chlorhexidine, maintenance of adequate oral hygiene, use of natural sialagogues, and adequate hydration. Antibiotic and analgesic treatment was continued for 7 additional days.

			At the 7-day follow-up, the patient presented a favorable course, with a slight residual increase in volume clearly diminishing. At 14 days, displacement of the left drain was observed, which was manually repositioned, again showing accumulation of content on that side.

			The drains were definitively removed at the fourth week. During removal, a fistulous tract with discharge of salivary content was observed, without visible increase in volume (Figure 6).

			One month after the removal of the drains, the patient presented complete resolution of the facial swelling, with no evidence of an active fistula, fully healed mucosa, and physiological salivary drainage through the Stensen duct, demonstrating the success of the therapeutic approach employed (Figure 7).
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			Figure 3. Coronal and axial sections of the magnetic resonance imaging. a. Coronal section: hyperintense parotid collection. b. Axial section: hyperintense parotid collection.
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			Figure 4. Surgical procedure: bilateral drainage of the salivary collection.
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			Figure 5. Bilateral drainage tubes in position.
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			Figure 6. Four-week follow-up with removal of the drains.
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			Figure 7. One-month follow-up after drain removal: complete resolution of the facial swelling.

			PATIENT PERSPECTIVE

			The patient described the period between the appearance of the swelling and the definitive diagnosis as the most difficult part of her experience. She reported feeling frightened and increasingly frustrated: the swelling had appeared after a procedure she had understood to be minimally invasive and essentially free of risk, it did not improve with any of the treatments she was offered, and each attempt at resolution — corticosteroids, physical therapy and, finally, a puncture she performed on herself out of desperation — was followed by rapid recurrence. She emphasized that the uncertainty was harder to tolerate than the pain itself: for several weeks no explanation had been given for what was happening to her face, she did not know whether the condition would be permanent, and she feared that a procedure undertaken for aesthetic reasons would leave her with a visible and irreversible deformity. She also described a significant impact on her daily and social life, since the swelling was visible, painful, and became more evident before and during meals, which led her to avoid eating in the presence of others.

			The patient reported that receiving a specific diagnosis, together with a clear explanation of the presumed mechanism of injury and of the proposed treatment, markedly reduced her anxiety even before any intervention had been performed. She accepted the intraoral approach in part because it avoided cutaneous scars, which was a central concern for her. She tolerated the period with the drains in place better than she had anticipated, although she identified the restricted diet and the need for repeated irrigations as the most demanding aspects of the postoperative period.

			At the last follow-up visit she expressed being very satisfied and relieved with the outcome. She reported complete resolution of the swelling and of the pain, no visible sequelae, and preservation of her facial appearance, and stated that she had returned to her usual eating and social habits without limitations. She explicitly wished to have her case reported, expressing the hope that both patients and practitioners would be made aware that this complication can occur after subcutaneous laser procedures and that it can be resolved when it is recognized and managed in a timely manner.

			DISCUSSION

			Subcutaneous laser treatment is generally regarded as a safe procedure, and its reported adverse effects are predominantly mild and self-limiting, mainly erythema, edema, bruising and transient paresthesia, which resolve within hours to a few days (3). Severe or structurally relevant complications are exceptional and, consequently, poorly characterized in the literature (7). The present case illustrates one such exception.

			The reported complication corresponds to a bilateral traumatic sialocele, an entity defined as an extraglandular collection of saliva in a subcutaneous cavity secondary to an interruption or injury in the glandular parenchyma (8). Although techniques such as subcutaneous laser are promoted with a high safety profile, the interaction between the thermal energy inherent to the technique and regional anatomical variants may potentially compromise the integrity of the salivary glands. The temporal relationship between the procedure and the onset of symptoms, together with the imaging and intraoperative findings, suggests that the salivary leak was most likely related not to ductal obstruction but to loss of continuity of the glandular capsule, with extravasation into the virtual space created by the optical fiber in the subdermal plane. This proposed mechanism would be consistent with the observation that the clinical patency of the Stensen duct does not, on its own, exclude underlying parenchymal damage. The recurrence of the condition after the initial aspiration puncture performed by the patient herself and the absence of response to systemic corticosteroid therapy further supported the diagnostic hypothesis of sialocele; however, it should be noted that this mechanism was not confirmed histologically or by sialography (8).

			A plausible anatomical factor contributing to this complication is the presence of accessory parotid tissue. According to the meta-analysis by Rosa et al., this anatomical variant has a prevalence of up to 56% of the population and is characterized by a thinner fascial coverage than the main gland, which may render it especially vulnerable to procedures that act in the subdermal plane of the buccal region (5). The premasseteric and superficial location of the collections evidenced on magnetic resonance imaging is consistent with involvement of this accessory structure rather than of the main parotid gland, whose signal, morphology, and volume were preserved. Nevertheless, in the absence of histological confirmation, this anatomical correlation remains a reasonable inference rather than a definitively established cause.

			The bilateral nature of the injury deserves specific consideration, since it is unusual for traumatic sialoceles and, in our view, argues in favor of an anatomically determined rather than a purely technique-determined mechanism. Subcutaneous laser rejuvenation of the lower face is performed symmetrically: the optical fiber is introduced through comparable entry points and advanced along mirrored vectors, at the same subdermal depth and with the same energy settings on both sides. Under these conditions, any anatomical structure that lies within the treated plane will be exposed to an equivalent thermal insult bilaterally. Accessory parotid tissue and the superficial course of the parotid duct are frequently symmetrical, so a variant that renders the premasseteric subdermal plane vulnerable on one side is likely to do so on the other as well. A unilateral technical error would be expected to produce a unilateral lesion; the symmetry observed here, both clinically and on magnetic resonance imaging, is more consistent with a reproducible maneuver encountering a reproducible anatomical variant. The specific energy parameters and the exact fiber trajectory of the index procedure were not available to us, which prevents a precise reconstruction of the depth at which the fiber travelled; nonetheless, the premasseteric subdermal location of both collections indicates that the working plane was superficial to the parotidomasseteric fascia, precisely where accessory glandular tissue and the distal segment of the Stensen duct are least protected (4,5).

			This presentation also differs in several respects from the conventional traumatic sialocele, and these differences have direct diagnostic implications. Classic post-traumatic sialoceles follow penetrating facial trauma, blunt injury or parotid surgery; they are almost invariably unilateral, they become apparent within the first days after the causative event, and the mechanism is a discrete laceration of the parenchyma or of the main duct, which is often demonstrable and may be associated with clinically evident ductal disruption (6,8). In the present case the lesion was bilateral, the latency between the procedure and the onset of symptoms was approximately one month, and both Stensen ducts remained clinically patent with normal salivary discharge. A thermal rather than a mechanical mechanism plausibly accounts for this behavior: photothermal energy delivered in the subdermal plane may produce sublethal injury of the glandular capsule and of accessory parenchyma, with progressive devitalization and delayed loss of continuity, rather than the immediate breach that follows sharp trauma. The delayed and symmetrical onset is precisely what makes the diagnosis difficult, because the swelling appears at a stage when residual post-procedural edema is still considered acceptable and is therefore attributed to normal recovery (13). In this case, that reasoning delayed recognition and led to successive treatments directed at edema. Three features should raise suspicion in this scenario and, in retrospect, were all present: persistence of the swelling beyond the expected recovery period, prandial fluctuation in volume and pain, and recurrence within hours after aspiration of a clear, non-purulent fluid.

			An obstructive lithiasic etiology deserves explicit consideration, since magnetic resonance imaging demonstrated hypointense foci on T2 within the distal lumen of both parotid ducts and the reporting radiologist suggested characterizing them by computed tomography to rule out sialolithiasis. Several features nevertheless argue against a primary lithiasic cause in this patient. The presentation was strictly bilateral and symmetrical, whereas sialolithiasis is predominantly unilateral; the patient had no prior history of recurrent prandial swelling, salivary colic or glandular infection before the aesthetic procedure; the onset of symptoms was temporally linked to the subcutaneous laser treatment; and both Stensen ducts were clinically patent, draining clear saliva, with parotid glands of normal signal, morphology and volume. Moreover, the collections were located outside the glandular parenchyma, in the premasseteric subdermal plane, which is not the expected site of a retention phenomenon secondary to ductal obstruction. These intraluminal foci may alternatively correspond to inspissated secretions, debris or fibrinous material accumulated distal to the site of injury, a finding compatible with altered salivary flow rather than with true calculi. Their nature could not be established, since computed tomography was not performed; this possibility is therefore raised and argued against on clinical grounds, but it cannot be formally excluded.

			Regarding management, conservative treatment through external compression and antisialagogues constitutes the first line of therapy, reserving chemodenervation with botulinum toxin for more severe cases. However, in cases of high flow rate and persistence of the condition, surgical intervention becomes necessary. Considering that the patient consulted for a complication of an aesthetic procedure, the preservation of the cosmetic result was a determining factor in the therapeutic choice. In this context, Asha’ari et al. (8) propose transoral drainage through the use of tubes as an effective therapeutic alternative for the management of refractory sialocele, proving to be safe, technically simple, and associated with lower morbidity, particularly highlighting the reduction of the risk of facial nerve injury. The transjugal drainage technique described in this report thus constitutes an effective solution without aesthetic compromise, establishing a communication between the salivary collection and the oral cavity through the use of drains (9).

			The use of adapted drainage devices, such as those described in this clinical case, represents a low-cost alternative that is easy to implement surgically for the resolution of this complication. For their correct functioning, these drains must reach the area of fluid accumulation and be positioned outside the occlusal plane, in order to avoid mechanical damage and migration (10).

			Postoperative management was key to the effective resolution of the condition. The maintenance of compressive dressings in the area allows the correct closure of the parotid capsule, with the aim of generating a neo-duct or, failing that, the total closure of the fistula. It is essential to ensure the optimal functioning of the drains by keeping them correctly positioned and cleaned, to follow a strict puree-based diet for the indicated period, and to carry out the stipulated clinical follow-ups to verify the reduction of the swelling and the correct salivary emptying through the drains. The correct selection of antibiotics and anti-inflammatories is equally essential to improve the patient’s postoperative course (11).

			This report has several limitations that should be considered when interpreting its findings. First, as a single case report, it does not allow generalization or the establishment of a causal relationship between the subcutaneous laser procedure and the development of the sialocele; the association described is based on the temporal sequence of events and on the clinical and imaging findings, and should therefore be regarded as a plausible mechanism rather than a proven one. Second, the proposed origin in accessory parotid tissue was not confirmed histologically, since no biopsy or surgical exploration of the glandular parenchyma was performed, and the presumed ductal communication could not be demonstrated by sialography or sialo-MRI. In addition, the computed tomography suggested by the radiologist to characterize the intraluminal hypointense foci observed in both parotid ducts was not obtained, since the clinical course and the response to treatment did not modify the therapeutic decision; consequently, an incidental or contributory lithiasic component cannot be formally ruled out. Third, the details of the original laser procedure, including the energy parameters and the exact fiber trajectory, were not available, which limits the analysis of the specific mechanism of injury. Fourth, and most importantly for the interpretation of the outcome, the follow-up available at the time of writing is short: it extends to one month after drain removal, which is the entire period of observation currently available to the authors. This interval is sufficient to document complete clinical resolution, mucosal healing, closure of the fistulous tract and restoration of physiological salivary drainage, but it is not sufficient to exclude late recurrence, delayed fistula formation, ductal stenosis or late aesthetic sequelae, all of which have been described in the salivary fistula literature beyond the first months of follow-up (12). The outcome reported here should therefore be understood as an early result, and the durability of the resolution remains to be confirmed. Longer follow-up of this patient, ideally at six and twelve months, is planned and will be reported if any change occurs. These limitations highlight the need for additional reports and prospective studies to better characterize this complication and its management.

			Finally, this case suggests several practical measures that may reduce the risk of this complication, although none of them can be validated on the basis of a single report. Preoperative surface marking of the expected course of the parotid duct, approximated by the middle third of a line drawn from the tragus to the ipsilateral oral commissure, delimits the region in which the duct and accessory glandular tissue are most superficial and most vulnerable (4). Within that region, strict control of the depth of the optical fiber, avoidance of repeated passes in the same subdermal corridor, and reduction of the energy delivered appear reasonable precautions. Because accessory parotid tissue cannot be detected by clinical examination alone and has been reported in a substantial proportion of the population (5), preoperative high-resolution ultrasound may be considered a useful adjunct in selected patients at increased anatomical risk, allowing the glandular parenchyma and the ductal course to be mapped before treatment (11). Whether such imaging should be applied more broadly, and whether it would meaningfully reduce the incidence of this complication, cannot be determined from a single case and would require prospective evaluation.

			CONCLUSION

			The present case report demonstrates that thorough knowledge of the anatomical variations in the maxillofacial region constitutes a critical requirement for the safe performance of subcutaneous laser procedures. The accessory projection of the parotid gland in the anterior buccal region represents a surgical challenge of special relevance in this context, since its thinner fascial coverage exposes it to injury during procedures that act in the subdermal plane, predisposing to the formation of a traumatic sialocele that is difficult to diagnose and manage.

			The timely diagnosis of this complication requires a high index of clinical suspicion, considering that the salivary collection can easily be confused with the expected edema during the usual recovery from the procedure. The absence of response to systemic corticosteroid therapy, the recurrence after aspiration puncture, and the contrast-enhanced magnetic resonance imaging findings were determining factors in establishing the definitive diagnosis of sialocele and ruling out other etiologies such as traumatic seroma.

			In this patient, the bilateral transjugal approach with the installation of adapted drains was effective, technically simple and low-cost, and achieved complete resolution of the condition without compromising the aesthetic outcome, an aspect of particular importance given the clinical context. The creation of a drainage neo-duct toward the oral cavity through this approach appears to be a reasonable alternative in cases refractory to conservative treatment, although its safety and reproducibility cannot be established from a single case and require confirmation in further reports and larger series.

			

			Finally, because anatomical variants such as accessory parotid tissue cannot be anticipated by clinical examination alone, preoperative high-resolution facial ultrasound may be considered a useful adjunct in selected patients at increased anatomical risk undergoing subcutaneous laser procedures. Its routine use cannot be recommended on the basis of a single case, and its actual impact on the incidence of complications remains to be determined. Further case reports, longer follow-up and prospective studies are necessary to characterize this complication, to define its risk factors and to establish the most appropriate preventive and therapeutic strategies.
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CASE REPORT:

Bilateral Parotid Sialocele After Facial Endolifting: A Case Report
Sialocele parotideo bilateral por endolifting facial: reporte de caso
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ABSTRACT. Subcutaneous laser-assisted procedures, such as Endolift®, are minimally invasive techniques
widely used for facial rejuvenation. Although considered safe, they are not free of complications,
particularly in the presence of unanticipated anatomical variations. The formation of an iatrogenic
sialocele following a subcutaneous laser procedure is a rarely reported complication. A 36-year-old
woman presented with a bilateral, fluctuant, painful swelling of the masseteric region that appeared one
month after a subcutaneous laser aesthetic procedure, with no response to systemic corticosteroids,
physical therapy, or self-performed aspiration puncture. Contrast-enhanced magnetic resonance imaging
revealed two bilateral subcutaneous collections in the premasseteric subdermal plane, anterior to both
parotid glands, consistent with sialoceles, along with distal dilation of both parotid ducts. The diagnosis of
bilateral traumatic sialocele secondary to accessory parotid tissue injury was established. Management
consisted of a bilateral transjugal approach with placement of adapted drainage tubes to create a
neo-duct toward the oral cavity. Thorough knowledge of maxillofacial anatomical variations is critical
for the safe performance of subcutaneous laser procedures. The accessory parotid gland represents a
relevant surgical challenge due to its thinner fascial coverage. In this patient, the bilateral transjugal
drainage technique was effective, technically simple and low-cost, achieving complete resolution without
compromising the aesthetic outcome at one month after drain removal, although its reproducibility
cannot be established from a single case. High-resolution facial ultrasound may be considered a useful
adjunct in selected patients at increased anatomical risk, in order to identify anatomical variations that
cannot be anticipated by clinical examination alone. Further reports and longer follow-up are necessary.
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