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mandible

tumour ~

skin incision

Fig. 5.1 Extracapsular dissection of a pleomorphic adenoma of the parotid gland: (a) Marklng of
tumour and mandible before skin incision around the earlobe. (b) Preparation of skin flap and
subcutaneous tissue with preservation of the great auricular nerve. (c) Use of facial nerve
monitoring (stimulation probe) during dissection of glandular tissue. (d) Direction of preparation is
always off the tumour when separating it from the gland.

In view of these and other complications, over the past 20 years more conservative techniques
have been described (Fig. 5.1). These include partial resection of the parotid gland where less than
the entire superficial part of the gland is removed and the facial nerve is dissected only in part
or not at all (Gleave et al. 1979, Hancock 1999, McGurk et al. 1996). The introduction of more
conservative procedures has resulted in markedly lower rates of facial nerve paresis and also
Frey’s syndrome. At the same time, the first published long-term observations show no increase
in recurrence after circumscribed (extracapsular) resections of this type (McGurk et al. 1996,
Hancock 1999, Witt 2002).

Regrettably, the descriptions of the surgical technique used for partial resection of the parotid
gland vary greatly and consequently are confusing. A classification of parotid surgical techniques
is proposed based on the extent of dissection of the facial nerve and amount of parotid tissue
removed (see Chapter 1).

Facial nerve paresis

Surgery for a benign parotid tumour should ensure a complete removal of the tumour but at the
same time limited the impact on the patient’s quality of life. This means predominantly that the
function of the facial nerve should not be impaired.

Reviewing the current literature, a conservative estimate of temporary paresis following super-
ficial parotidectomy is 15-25% and 20-50% after total parotidectomy. Permanent facial
nerve paresis varies between 0 and 10% (McGurk et al. 1996, Rehberg et al. 1998, Witt 2002,
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Table 5.3 incidence of Frey’s syndrome after superficial and total
parotidectomies of a benign tumour

Study No. of patients Frey’s syndrome
Superficial parotidectomy

Prichard et al. (1992) 15 6  400%
Laskawi et al. (1996) 139 20 14.4%
McGurk et al. (1996) 95 ) 36 37.9%
Rehberg et al. (1998) 59 5 9.1%
Hancock (1999) 73 18 250%
Kuttner et al. (2001) 69 43 62.0%
Guntinas-Lichius et al. 2006b) 376 13 35%
Koch et al. {2010) 134 73 54.5%
Total parotidectomy

von Glass et al. (1989) 85 67 78.8%
Laccourreye et al. (1994) 229 151 65.9%
Laskawi et al. (1996) 60 10 16.7%
Rehberg et al. (1998) oM 15 36.7%
Guntinas-Lichius et al. (2006a) 234 12 51%
Koch et al. (2010) 324 226 69.7%

Table 5.4 Incidence of Frey’s syndrome after extracapsular dissection and
partial parotidectomy of a benign tumour

Study No. of patients Frey’'s syndrome
Extracapsular dissection

Prichard et al. (1992) 31 0 0.0%
McGurk et al. (1996) 380 18 47%
Hancock (1999) 28 0 0.0%
Smith and Komisar (2007) 27 0 0.0%
Partialnparotidectomy 7

Helmus (1997) 146 2 1.4%
Leverstein et al. (1997) 131 9 6.9%
Witt (2005) 30 2 6.7%
Roh et al. (2007) 52 3 5.8%
Giannone et al. {2008) 34 0 00%
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Recurrence of pleomorphic adenomas

The main argument raised against techniques of circumscribed partial resection such as extracap-
sular dissection and partial parotidectomy is supposedly the increased risk of recurrence postu-
lated to occur with these procedures (Patey and Thackray 1958, Guntinas-Lichius et al. 2006a). In
this context a clear distinction must be made between the modern technique of extracapsular dis-
section and the historical technique of enucleation, which led to recurrence rates of 20-40%
{(McGurk et al. 1996, Smith and Komisar 2007).

A number of studies have already shown that the recurrence rate of pleomorphic adenomas is
no higher with extracapsular dissection than with superficial or total parotidectomy (McGurk
et al. 1996, Rehberg et al. 1998, Hancock 1999, Witt 2002). For example, after a mean follow-up
period of 12.5 years McGurk et al. (1996) found a recurrence rate of 2% both with extracapsular
dissection (n = 380) and with superficial parotidectomy (n = 95). Rehberg et al. (1998) reported
recurrence rates of 2.3% after extracapsular dissection, 0% after superficial parotidectomy, and
15.4% after total parotidectomy. Neither Hancock (1999) nor Smith and Komisar (2007) observed
any recurrences after extracapsular dissection in 42 and 27 patients respectively. The recurrence
rate reported with extracapsular dissection is thus similar to that reported with superficial and
total parotidectomy, namely 0-5% (Laccourreye et al. 1994, McGurk et al. 1996, Rehberg et al.
1998, Guntinas-Lichius et al. 2006a); see Tables 5.5 and 5.6.

Table 5.5 Recurrence of pleomorphic adenoma (PA) after superficial and total parotidectomies

Study No. of patients Follow-up (years) Recurrent PA
Superficial parotidectomy

Gleave et al. (1979) 188 ns. 12 6.4%
Prichard et al. (1992) 15 ' 313 1 6.7%
Federspil et al. (1994) 130 3-26 6 46%
McGurk et al. (1996) 95 12,5 2 2.1%
Rehberg et al. (1998) 26 124 0 0.0%
Hancock (1999) 73 8.3 0 0.0%
Ferreira et al. (2005) 69 3-15 4  55%

Roh et al. (2007) 45 2-5 0 0.0%
Zernial et al. (2007) 28 2-20 0 0.0%
Total parotidectomy‘ . o
Federspil et al. (1994) 46 326 5 10.7%
Laccourreye et al. (194) » - 229 ' 20 1 04%
Natvig and Soberg (1994) 40 7-18 1 25%
Leverstein et al. (1997) 54 79 ' 2 3.7%
Rehberg et al. (1998) 13 1-24 2 15.4%
Roh et a/.(2007) 4 2-5 ) 0.0%
Zernial et al. (2007) 16 2-20 0 0.0%

n.s., not specified.






64

TREATMENT OF BENIGN PAROTID TUMOURS

of the tumour. History shows that as the surgical team become more familiar and confident with
the extracapsular technique, approximately 60-70% of benign tumours are electively treated
by extracapsular dissection. A series of 150 consecutive benign parotid tumours has recently
been published, all of which were treated by extracapsular dissection, showing the versatility of
the technique (George and McGurk 2011). It is clearly established that morbidity is significantly
reduced with this conservative approach—in particular, facial nerve dysfunction. At the same
time, contrary to expectation, the techniques of circumscribed partial resection of the parotid
gland such as extracapsular dissection have not demonstrated increased risk of recurrence. The
published data suggest low recurrence.

It should also be borne in mind that if a revision operation becomes necessary, better condi-
tions, especially for dissection of the facial nerve, are present after extracapsular dissection than
after superficial or total parotidectomy. This is because the nerve is not exposed in the course
of the primary operation and consequently it is not bound up in scar tissue. Care should be
taken when encountering small lumps <1 cm. Extracapsular dissection is not the technique
of choice for malignant tumours. About 40% of salivary cancers are indolent in nature and ini-
tially masquerade as a benign lump. Small indolent tumours have not had time to declare their
true clinical features, and attempts at FNAC frequently sample normal parotid, giving the sur-
geon a false sense of security. Small tumours should be managed with care.

We recommend a new approach to the surgery of benign parotid tumours which is individual
and non-standardized, thus offering the possibility to apply less radical techniques such as partial
parotidectomy and extracapsular dissection beside the classical lateral and total parotidectomy;
see Table 5.7.

o The treatment of choice for a single and mobile benign tumour (>2 cm) located superficially
within the lateral lobe should be an extracapsular dissection. It is strongly advised that facial
nerve monitoring should be used in conjunction with the technique so that dissecting the
facial nerve’s main trunk together with all its branches can be safely avoided.

+ If the tumour lies superficially, but during surgery is found to be fixed to the facial nerve, then
the conservative technique can be abandoned and the surgeon reverts to a partial or lateral
parotidectomy.

+ For multiple tumours and tumours lying within the deep lobe of the gland, total parotidec-
tomy or a variation thereof can be employed.

Extracapsular dissection

The extracapsular dissection technique involves a standard preauricular incision. The size
and exact form of the incision can be adapted to the position of the tumour (short preauricular

Table 5.7 Non-standardized approach to surgery of benign parotid tumours: appropriate surgical
techniques depend on tumour characteristics

Number of lesions Single Single Single Multiple
Localization of tumour Superficiai ) Supérficia! Deep Irrelevant
Mobility of tumour Mobile Fixed Irrelevant Irrelevant
Surgery of choice Extracapsuiar Partial/lateral Totél ” Total

dissection parotidectomy parotidectomy parotidectomy



















