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Abstract. Three disadvantages are frequent after parotidecto- The first one, less important, is if we choose to use the
my: a scar affecting the neck, a deep hollow between the ster- classical bayonet-shaped incision, to create a visible scar
nocleidomastoid muscle and the mandible (the larger the re- affecting the neck.

section is, the deeper is the hollow), and a sweat secretion. The second one, much more serious, is, mainly, if we
These disadvantages can be prevented or reduced by using fouhave to deal with a deep lobe tumor, to create a deep
simple procedures: (1) using a facelift incision; (2) using a very hollow between the sternocleidomastoidian muscle
simple and original “trick,” by displacing outward the poste- (SCM) and the posterior border of the mandible, the skin
rior belly of the digastric muscle; (3) using a flap with an upper being attracted toward styloid muscles and even pharyn-
pedicle taken from the sternocleidomastoid muscle; and (4) geal mucous membrane. That is why a lot of techniques
using a double free graft, taken from the superficial and deep have been described to try to fill the empty parotidian
temporal fascias. These two grafts lay down on the net consti- lodge.

tuted by the preceding flaps. They line the skin, thus blocking  The third one, the most unpleasant for patients and the
the wrong innervation. people around them, is sweat secretion, mainly while
eating. The physiopathology of this syndrome is not pre-
cisely clarified. It is difficult to avoid, even if, during the
operation, we take the precaution of eradicating the se-
cretory nerve.

We can try to prevent these complications during pri-
mary operations, using some simple procedures. Four
procedures were used at the same time, in 47 cases of
pleiomorphic adenomas, cylindromas, and Warthin's tu-
mors.
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Among 92 parotidectomies, we had 6 exceptional cases:
2 sarcoids, 1 hydatid cyst, 2 benign cysts, and 1
schwannoma. Among the other cases 10 were adenocar
cinomas (5 of them were primitive, the other 5 were
malignant recurrences of pleiomorphic adenomas); radi-
cal neck dissections were made at the same stage. The
other cases were 59 primitive pleimorphic adenomas Technique
(mixed tumors), 11 benign recurrences of pleiomorphic
adenomas (consequence of a primitive lack of adequatePrevention of a Scar Located in the Neck
resection), 4 papillary cystadenomas (Warthin’s tumors),
and 2 adenoid cystic carcinomas (cylindromas).
Whatever the diagnosis is, parotidectomy must follow
the rules of cancerology. In the case of Warthin’s tumor
it can be limitated to the superficial lobe. Mixed tumor
imposes a deep lobe resection. In the case of cylindroma
we must use a very extensive resection, which includes
pieces of the masseter and sternocleidomastoidian
muscles.
Such an attitude has some disadvantages.

Instead of making a bayonet-shaped incision, we use a
facelift incision (Fig. 1). The temporal part of the inci-

' sion is located, for women, in the scalp or at the border
of the hair. In the case of males, it crosses the crossroads.
Such an incision gives very good exposure not only of
the parotid area itself, but also of the SCM area (we will
see, later on, the advantage of this detail). We can even
enlarge the exposure by making, at the beginning of the
operation, a slight vertical incision below the lobe. This
incision will disappear, at the end of the operation, while
resecting cutaneous strips and stretching the skin, the
Correspondence to G. Jost, M.D., Rue de Prony, Paris, Francemethod we use during a facelift operation. It is safer to
75017 incise in front of the tragus than on the border of it [4].
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Fig. 1. Facelift incision avoids a cervical scar. It gives a large approach to the SCM. It is safer to trace the preauricular incision
front of the tragus than on its border.

Fig. 2. Lateral displacement of the intermediate tendon of the digastric muscle (fixed on the mandible). It changes a mastoidohyoi
muscle into a mastoidomandibular one; the styloid curtain is displaced outward.

Fig. 3. (A,B) The tendon is easily discovere) It is cut and moved outward with a forceps.

Prevention of a Deep Hollow Behind the Mandible scribed [4,5,7,8,10,11,14]: flaps, dermal grafts, fat grafts,
use of clots, etc. Unfortunately dermal and fat grafts
The first “trick” is original. It consists in displacing the  dissolve with time. It is not frequent to be able to keep
posterior belly of the digastric muscle laterally. Itis easy, the superficial temporal pedicle each time the tumor is
after removing the parotid, to locate the intermediate located high or deep or imposes the ligature of the ex-
digastric tendon and to cut it. Then we just have to fix it ternal carotid. Using the superficial tissues lining the
to the angle of the mandible. In other words, this proce- external face of the parotid [12] does not respect the
dure consists in changing a “mastoidohyoidian muscle” carcinologic attitude, which imposes a large resection for
into a “mastoidomandibular’ one (Fig. 2). In conse- these tumors, which have a high potential of recurrence.
guence, the styloid curtain, which constitutes the poste- We used to use a flap taken from the superficial part of
rior inner face of the parotidian lodge, is moved outward the SCM muscle [4]. We must avoid using an inferior
and the acute bottom of the parotidian lodge is smoothed pedicle flap, which would give a visible and palpable
(Figs. 3 and 7). string. It is better to use a superior pedicle flap. The
The second procedure consists in trying to fill the facelift incision gives a large view of the upper insertion
empty parotid lodge. A lot of techniques have been de- of SCM (Fig. 4). The pedicle is taken from the anterior
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Fig. 4. (A,B) A triangular flap is traced
at the anterior border of the SCM. The
ear is curled on itself by a stitch uniting
the lobe and helix, avoiding the use of a
retractor.

Fig. 5. The smooth dissection is superficial, far from the accessory nerve.
Fig. 6. The flap is divided into three parts.

Fig. 7. The four flaps underlined by a scalpel handle. They are fixed to the soft tissue of the posterior border of the mandible, &
they constitute a net. This net fills the empty parotid lodge and gives a good bed for temporal grafts.

and the superficial part of the muscle; it must be thin best way to get rid of it is to line the skin affected by the
enough to be sure not to damage the accessory nervesweating with a fascial graft taken from the temporal
(Fig. 5). This flap is divided into three parts (Fig. 6). fascia. During this “secondary operation,” we must el-
They will be fixed; the upper one, on the temporoman- evate the skin carefully, in order not to damage the facial
dibular articulation; the intermediate one, to the posterior nerve, which is no longer protected by the parotid gland.
part of the masseter; and the lower one near the man- This procedure gives good aesthetic results, and the

dibular angle (Fig. 7). secretion is usually completely stopped or limited to
small areas (Fig. 8).
Prevention of Sweat Secretion [1-3,6,9,14] Thus, we used to use such a technique systematically

during primary operations; according to the large path-
Sometimes, it is years after a parotidectomy that we have way, the laying-out of the graft is much easier than dur-
to deal with such a complication. In our experience, the ing a secondary one; the graft is stretched by a few



reabsorbable stitches. Usually, we take two grafts that we
pile up, a small one taken from the deep temporal fascia
and a larger one from the superficial temporal fascia. The
use of two grafts has the advantage of preventing the
sweat secretion but, in addition, contributes, associated
with the preceding procedures, to filling the parotid
lodge. It is safer and simpler to take the two grafts
through an incision of the scalp independent of the pa-
rotidectomy incision.

Results and Discussion

The results were good. Among the 47 cases, we had no
sweating at all in 9 cases. The sweating was poor and
peripheric in all the other cases but one. We have to keep
in mind that, after parotidectomy without special precau-
tion, almost half of patients have subjective symptoms of
Frey's syndrome and almost a quarter have “symptoms
of concern and annoyance” [15].

The groove behind the mandible was deeper than the
one on the normal side in only 33 cases; in 3 cases of
parotidectomies limited to the superficial lobe, we kept
complete symmetry. In seven cases the quality of the
filling of the parotidian lodge was a little bit lower than
expected. In three cases the hollow was much deeper

than expected (two of them had to suffer from a postop- 12

erative hematoma).
A critical argument against the use of grafts and flaps

consists in saying that the postoperative observation, ;4

looking for a recurrence, is more complicated. In fact,
this argument is no longer valid since we use the IRM

radio. Another small critique which could be made is that 14

the operation takes a little bit longer to perform.
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