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Abstract

Material and Methods

Introduction: Surgical excision is the gold standard for treatment of
parotid gland neoplasm. But the complex relationship of the tumour
to the facial nerve in the parotid gland makes the surgery very
challenging.

This cross-sectional observational study was conducted at the
Department of Otolaryngology and Head-Neck Surgery, Combined
Military Hospital Dhaka and Bangabandhu Sheikh Mujib Medical
University (BSMMU) from 1st Jan 2012 to 30thDec 2012. A total
number of 20 surgically treated patients with parotid gland neoplasm
were included in this study by random sampling technique
irrespective of age and sex. Patients with parotid swelling other than
parotid neoplasm were excluded from the study. After evaluation of
the tumour by clinical examination and specific investigations (like
FNAC, USG, CT scan/MRI) a surgical plan was formulated. Surgical
procedures adopted in this study were either superficial
parotidectomy or total conservative parotidectomy. The specimen
was sent for histopathology for final diagnosis and tumour typing. No
facial nerve monitor was used during surgery. The postoperative
follow up period of these patients ranged from 3 months to 6 months.
Post-operative follows up was started immediately after recovery
from surgery especially for any facial weakness (e.g. deviation of
angle of mouth). The patient was followed up every day up to 7th
POD for wound condition, facial weakness, collection in the drain,
seroma formation and development of Frey’s syndrome. Stitches
were removed on 7th POD and the patient was discharged with
advice. The patient was again followed up at 4th week, 8th week, 12thweek 16th week, 20th week and 24th week. During this period, wound
condition, facial palsy, parotid fistula, ear lobule numbness and signs
of Frey’s syndrome were looked for. Data were documented in a
prepared data collection sheet and results were obtained
statistically.

Objective: To evaluate the initial outcome of parotid gland
neoplasm surgery.
Materials and Methods: This cross-sectional observational study
was conducted from January to December 2012 where 20 surgically
treated patients with parotid gland neoplasm were selected by
random sampling technique. They were followed up from 03 to 06
months to assess the minor post-operative complications.
Results: The study revealed that 35% of patients belonged to the
4th decade of life. Pleomorphic adenoma constituted 85% of the
tumours. Superficial parotidectomy was performed in 95% of cases.
40% of patients developed neuropraxia of the marginal mandibular
branch of the facial nerve but all improved over a period of 3-6
months. 5% had permanent facial nerve weakness. Frey’s syndrome
was observed in 20% of cases clinically but improved gradually. The
rate of wound infection, parotid fistula and hypoesthesia of the skin
over the ear lobule occurred in 10%, 5% and 20% cases
respectively.
Conclusion: Safe and effective parotid gland surgery requires a
clear understanding of the regional anatomy, the experience of the
surgeon, meticulous surgical technique along with detailed
preoperative informed consent for surgery to reduce post-operative
complications and morbidity of the patient.
Key-words: Parotid neoplasm, Total conservative parotidectomy,
Facial nerve, Frey’s syndrome.

Introduction
Parotid gland neoplasm represents the most complex and diverse
group of tumours encountered by the head neck surgeons. 85% of
parotid neoplasms are benign1. Majority of benign tumours occurs in
3rd and 4th decade of life, whereas malignant tumours occur in 5th
and 6th decade2. FNAC can differentiate malignant from benign
salivary gland tumours with 80-90 percent accuracy3-5. Superficial
parotidectomy is the treatment of choice for benign parotid gland
tumours except when the tumour involves the deep lobe, where total
conservative parotidectomy is done3. The complex relationship of
the tumour with the facial nerve in the parotid gland makes the
surgery very challenging. Effective management of these tumours
demands an accurate histological diagnosis, the experience of the
surgeon, detailed anatomical knowledge of the parotid glands and a
clear understanding of the factors leading to postoperative
complications.

Results
Age distribution of the 20 parotid neoplasm patients ranged from 3165 years and the mean age was 37.2 years. Most patients 7(35%)
were in 4th decade and 6(30%) 5th decade of life. The malignant
tumour was found between the age group of 51-60 years. Male
patients were 13(65%) and female 07(35%) with male to female ratio
1.86:1. Among the type of tumor Pleomorphic adenoma was
17(85%) and Warthin’s tumour was 2(10%) and 1(5%) patients were
Mucoepidermoid carcinoma (Table-I). About surgical procedure
superficial parotidectomy was performed in 19(95%) patients and
conservative total parotidectomy in 1(5%) patient (Figure-1).
Regarding post-operative complications 9(45%) patients developed
facial nerve weakness, 8(40%) patients had a transient and isolated
paresis of the marginal mandibular branch of the facial nerve was
observed, permanent facial nerve weakness occurred in 1(5%)
patient who complained of a deviation of the angle of the mouth,
4(20%) patients developed hypoesthesia of Great Auricular Nerve
and Frey’s syndrome was observed in 4(20%) patients clinically.
Wound infection occurred in 2(10%) patients and parotid fistula
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occurred in 1(5%) patient with pleomorphic adenoma who had
undergone superficial parotidectomy (Table-II).

Type of Surgery

Table-I: Distribution of patients by age, sex and type of parotid gland
neoplasm (n=20)
Characteristic
s

Age
in
years

Sex

5

Total Pleomorphic Warthin’s Mucoepidermoid
carcinoma
Cases Adenoma Tumour
n(%)
n(%)
n(%)
n(%)

31-40
7(35)
years
41-50
6(30)
years
51-60
5(25)
years
61-70
2(10)
years
Total
20(100)
Male
13(65)
Female 7(35)

7(35)

0

0

6(30)

0

0

3(15)

1(5)

1(5)

1(5)

1(5)

0

17(85)
10(50)
7(35)

2(10)
2(10)
0

1(5)
1(5)
0

95

Superficial Parotidectomy
Total Conservative Parotidectomy
Figure-1: Distribution of patients by type of surgery

Table-II: Distribution of cases according to post-operative complications (n=20)
Complications
Immediate post op facial nerve weakness
Permanent facial nerve weakness
Parotid fistula
Wound infection
Frey’s syndrome
Hypoesthesia of Great Auricula Nerve

Pleomorphic
Adenoma
n(%)
7(35)
1(5)
1(5)
2
3
3

Discussion
In this study 20 patients who were followed up postoperatively for a
period 3-6 months. Late complications like recurrences were not
included in this study. Pleomorphic adenoma was the commonest
tumour encountered, constituting 85% of the parotid tumours in this
study. Others included Warthin’s tumour (10%) and
Mucoepidermoid carcinoma (5%).These findings similar to other
studies done by various authors2,3,5. The commonest site of the
parotid tumour was superficial lobe 20(100%). No deep lobe
enlargement was found in this series. No patient presented with
facial nerve palsy. In this series, 13(65%) patients were male and
07(35%) were female with male to female ratio 1.86:1. Most of the
patients belonged to 4th decade of life 7(35%) and the mean age was
37.2 years. Overall a transient facial palsy was present in 40% in
patients. This is within the range of various publications showing an
incidence of temporary facial deficits after conservative
parotidectomy (from 18% to 65%)3,5-10. All 8 patients with postoperative facial nerve weakness recovered completely over 6
months. Normal function usually returns within 3-6 months, but it may
take up to one year. It may be caused by nerve ischaemia, fatigue
from excessive stimulation, stretching or haematoma formation.
The rate of permanent facial weakness in the present study is only
in 1 patient with pleomorphic adenoma which is consistent with other
studies. The reported incidence of permanent facial weakness is 019% as per literature3,5-10. The most probable factor causing
permanent facial nerve is direct injury or severe mechanical
194

Warthins
Tumour
n(%)
0
0
0
0
0
0

Mucoepidermoid
carcinoma
n(%)
1(5)
0
0
0
1
1

Total
cases
n(%)
8 (40)
1 (5)
1 (5)
2 (10%)
4 (20%)
4 (20%)

stretching especially in large tumour, malignancy and recurrent
case. In this case, the tumour was very large and facial nerves
branches were displaced and adherent with the tumour tissue.
During follow up the patients were observed for clinical features of
Frey’s Syndrome (such as gustatory sweating or flushing) but no
Starch Iodine test was done. Frey’s syndrome was found in 4(20%)
patients clinically out of which 3 cases recovered by 6 months with
conservative treatment and 1 patient had partial recovery during the
study period. The information found in the literature11-14 concerning
the incidence of Frey’s syndrome showed a great variation ranging
from 2.6% to 97.6%.
One patient (5%) developed Parotid fistula during our study following
superficial parotidectomy but healed spontaneously within 5 months.
The reported incidence of post-parotidectomy fistula by Wax and
Tarshis L15 and Laskawi et al16 was 14% and 4% respectively. This
finding is also within the reported range of various western literature.
A very common consequence after parotidectomy is hypoesthesia
of the greater auricular nerve. Four patients (20%) developed
hypoesthesia of the skin over the ear lobule in our study amongst
which 2 patients recovered by 6 months spontaneously and rest 2
patients had partial recovery during the study period. Two patients
(10%) developed wound infection in our series that were improved
after taking antibiotics. Limitations of this study were small sample
size, short study period and surgeries done by different surgeons in
different hospitals. Long term follow-up is required for studying the
tumour recurrence which was not possible in this study.
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Conclusion
To reduce the risk of complications especially iatrogenic facial nerve
injury during parotid surgery, the surgeon must possess clear
knowledge about regional surgical anatomy along with the precise
surgical technique using multiple anatomicall and marks. Use of
facial nerve monitor (FNM) and microscope may also be helpful.
During preoperative consent for surgery, the patient must be clearly
informed about various grades of facial nerve paralysis or paresis.
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