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Introduction 

When we speak of sialoadenosis (sialosis or sialadenosis), it refers 

increasein salivary glands especially of the parotid, this phenomenon 

is non-inflammatory and at the same time non-neoplastic. This 

situation is a systemicmetabolic disorder that in most cases may have 

an endocrine cause; in that case it is influenced by diabetes mellitus 

and the different glands such as the pituitary and the thyroid. 

Dystrophic-metabolic sialoadenosis is related to malnutrition, 

alcoholism and chronic liver diseases, and the third type of 

sialoadenosis is neurogenic, where there is an alteration in the 

vegetative nervous system or by medications [1]. 

Lavender was one of the first authorsto report the association 

betweenvarious emetic episodes and the growthof the bilateral parotid 

associated with the eating disorder of bulimia [2]. The prevalence of 

bulimiain worldwide for young women varies between 2 and 12% and 

in university women it can increase up to 19%, the incidence in men 

in general is between 5% and 10% [3]. 

This article presentsa case report of parotidsialodenosis associated 

with long-lasting bulimia, a review of the literature and treatment 

options for these patients. 

 
Case Report 

A 30 year old patient, with a history of heavy smoking and Bulimia 

since the age of 13 without medical follow-up. She was admitted to 

the hospital due to a clinical history of one month of evolution 

 
 

consisting of edema and bilateral pain in the parotid areas in the lower 

jaw, she had consultedin 4 health centers and had antibiotic treatment 

with clindamycin, amoxicillin with clavulanate and had taken enough 

anti-inflammatories (Ibuprofen and Meloxican) without 

improvement. Physical examination revealed edema of the parotid 

that alters the shape of the patient's face (Figure 1). On admission, a 

neck tomography was taken with clear evidence of the increase in the 

parotid glands, and it was symmetrical (Figure 2). 

During her hospitalstay, several studieswere performed rulingout that 

the origin was autoimmune, infectious or another cause because the 

patient in the system review reported dry symptoms, occasional 

arthralgias and subjective sensation of fever. 

Studies of Hepatitis B, Hepatitis C, Human Immunodeficiency 

Virus(HIV), Cytomegalovirus IGG and IGM, Epstein Barr IGG and 

IGM, antinuclear antibodies (ANA), neutrophil cytoplasmic 

antibodies (ANCAs), extractable nuclear antigens (ENAs), 

rheumatoid factor, and all these studies were negative. Therefore, one 

month later, it was decided to perform a parotid biopsy without 

evidence of an inflammatory or neoplastic process in the material 

examined. The patient was given conservative management with oral 

pilocarpine and psychotherapy by psychiatry and follow-up is 

expected to verify efficacy and improvement accordingly redefine 

management to be followed. 

Abstract 

Sialoadenosis refers increase in salivary glands, especially of the parotid, this phenomenon is non-inflammatory and at the same time non- 
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Figure 1: The images show the bilateral growth of the parotids 
 

Figure 2: Neck tomography: Evidence of increased volume of the parotid glands, which appear symmetrical and increased in density, due to 

known inflammatory changes, with no evidence of collections or intraparotid masses. 

 

Discussion 

Bulimia is a disorder in which the person has episodes of anxiety with 

binges and later compensatory behaviors, such as vomiting, diarrhea 

or some way that makes the person feel that they are losing weight, 

also the person has a perspective of their weight and their silhouette 

different from reality, they usually feel that they have an increase in 

weight and are not comfortable with their body. The frequency of the 

episodes for the diagnosis is once a week for a 3-month period [4]. 

The prevalence of Bulimia is 13% in adolescents between 14 and 24 

years old and 1% in the general population. This predominates in 

women between 20 ± 4.3 years [5]. In bulimia, the medical 

complications are very varied, involve various systemsand depend 

due to the mode and frequency of purging [6]. Into this complications 

include the sialoadenosis. 

Sialosis (sialadenosis) is painless, bilateral, diffuse, non- 

inflammatory, non-neoplastic disease and is generallycharacterized 

by a great growthnot only of the salivaryglands but also the parotid. 

[7] Sialosis when the cause is the bulimia can occurs in 10% - 60% of 

the total bulimicpatients [8]. The pathophysiological of sialomegaly 

 
 

in general is still uncertain, but it has been studied in high 

carbohydrate diet, the intake of different medications, malnutrition, 

pancreatic damage, and the repeatedregurgitation of gastric acid [11]. 

In 1956, Duplessis reported swelling and inflammation of the parotid 

gland of undernourished patient’s; he proposed that hypertrophy 

could be involved due to the prolonged stimulation of the salivary 

glands by an exaggerated esophageal-salivary reflux caused by the 

underlying esophagitis that malnourished patients have, in the case of 

bulimic patients present a secondary acidic oral pH to different 

episodes of vomiting in one day: it is found in patients who induce 

vomiting at least 1 to 3 emetic episodes per day [9,10], compensated 

by binge episodes where an increase in salivary flow is generated, 

causing hypertrophy of the parenchyma of the salivary gland [12]. 

The diagnosis is usually make with the exclusion of inflammatory 

etiologies that generate the growth and swelling of the different 

salivary glands, especially the exclusion of autoimmune disorders 

such as sjogren, granulomatous causes such as Sarcoidosis and 

infections like vih, these are the main causesin the general population 
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[13] but there are other differential causes. In general terms, the 

causes can be classified into infectious and non-infectious origin. In 

the first group the etiology can be bacterial (mixed flora, 

Streptococcus pyogenes, Staphylococcus aureus, Escherichia coli, 

Pseudomonas aeruginosa, Mycobacterial tuberculosis), viral 

(paramyxovirus, Coxsackie B1 / B6 virus, HIV), parasitic as in the 

case of the disease Chagas or even fungal. On the other hand, the non- 

infectious etiology may be due to metabolic processes such as 

diabetes, hypoparathyroidism, disorders of the hypothalamus, 

pituitary and adrenal axis, among others. Also nutritional processes 

such as extreme malnutrition, vitamin deficiency, obesity, excessive 

intake of starch, cirrhosis. It's also important to highlight the intake of 

medications such as thiouracil, isoprenaline, dextropropoxyphene, 1st 

generation contraceptive pill, cytosinearabinoside, ritodrine, 

rhinograffin, iodide, sulfisoxazole, phenylbutazone, phenyltoin. 

Should also be considered allergicreactions, toxicity due to iodineor 

heavy metals, gastrointestinal diseases, neurological dysfunctions and 

even neoplastic pathologies that do not directlyaffect the 

parotidgland, such as esophageal carcinoma or melanoma. 

To complement the diagnosis, additional studies with computed 

tomography can be performed, where normally it only shows the 

enlargement of the glands without specific characteristics and the 

aspiration biopsy its other way that can help in the diagnosis, but they 

are not common to be done [7]. 
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