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Parotidectomy in a 54 Years Old Patient: Case Report
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Abstract

and discussed.

Parotid gland tumors account for 80% of all salivary gland neoplasms, 20% of these are malignant, but in daily
clinical practice most parotid masses are operated on before obtaining the final histological diagnosis. This clinical
setting further complicates the critical point of parotid surgery, which is the management of the facial nerve. We
present the case of 54 years old male patient diagnosed with parotid tumor. He underwent a parotidectomy and the
postoperative course was uneventful. Different key points of management and of the surgical procedure are highlighted
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Introduction

Parotid gland tumors account for 80% of all salivary gland neoplasms,
20% of these are malignant, but in daily clinical practice most parotid
masses are operated on before obtaining the final histological diagnosis
[1]. This clinical setting further complicates the critical point of parotid
surgery, which is the management of the facial nerve [2]. We present
herein a case of parotid tumor treated by parotidectomy.

Case Presentation

The patient, 54 years old male presented with the following signs
and symptoms: left tumoral mass, solid and pain and discomfort, despite
he had underwent parotidectomy 1 year ago. The tumor was located in
front part of the left ear and had 3.5 cm. MRI and CT scan confirmed
recurrence of the tumor.

The patient's head was turned away from the side of the tumor
and the neck extended (arched back). The incision started in front of
the left ear, curved around the bottom of the ear and then down the
posterior aspect of the jawbone (Figure 1). An anterior subplatysmal/
subsuperficial musculoaponeurotic system (SMAS) flap is made by using
the natural plane on the surface of the parotid gland. The ear lobe was
lifted-up and backward and the posterior border of the parotid gland was
exposed first (Figure 1).

The case was difficult and required attention, because the trajectory of
the facial nerve was through the left parotid gland. This could explain the
recurrence of tumor due to surrounding tissues with the tumor. Finally,
we identified the facial nerve trunk and its branches. We removed the
superficial lobe first, and then dissected out of the deep lobe between
the branches of the facial nerve. We paid attention not to injure the
facial nerve branches. As we can see in Figure 2, the facial nerve is white
and looks like a plant root. We removed carefully the tumor, process
that took us 2 hours (Figures 2 and 3). After that, the drainage tube was
placed to prevent hematoma. The patient was discharged the third day
with no fistula or any other complication (Figure 4).

Discussion

Salivary cancers account for approximately 3% of all head and
neck malignancies diagnosed in the United States each year; most of
these (80%) are located in the parotid glands. Most benign tumors of
the parotid gland are epithelial tumors. Pleomorphic adenoma is the
most common tumor of the parotid gland (60 to 70% of all tumors)
[1,2]. The pleomorphic adenoma is a benign tumor with a potential
for local recurrence [2-4] and an extremely low rate of malignant
transformation (1-2% of primary parotid gland malignancy) [5,6].

Surgery is the main treatment of pleomorphic adenoma. Enucleation is
no longer recommended [1,4-6]. In patients with pleomorphic adenoma of
the superficial lobe, either superficial or total parotidectomy can be used.
Superficial parotidectomy may be associated with a higher recurrence rate
and total parotidectomy with a higher risk of facial nerve dysfunction [7,8].

The parotid gland is shaped like an upside-down triangle and lies in
front and below the opening to the ear canal [9]. Anterior is the posterior
surface of the jawbone and the masseter muscle. The deep surface of the
gland lies alongside the back of the throat, near the tonsils. The gland
is divided by the facial nerve into a superficial and deep lobe. The facial
nerve arises in the skull, emerges at the stylomastoid foramen, enters
the gland and branches out inside the parotid, defining the superficial

Figure 1: Parotidectomy: dissecting the skin and underlying layers.
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Figure 2: Exposure of the facial nerve.

Figure 3: The resected specimen.
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Figure 4: Final aspect; to note the vacuum drain to avoid hematoma.

and the deep lobe, and must always be identified and dissected when
performing parotidectomy. It supplies the muscles of the face. Surgical
landmarks to the facial nerve include the tympanomastoid suture line,
the tragal pointer, and the posterior belly of the digastric muscle. The
tympanomastoid suture line lies between the mastoid and tympanic
segments of the temporal bone and is approximately 6-8 mm lateral
to the stylomastoid foramen. The main trunk of the nerve can also be
found midway between (10 mm posteroinferior to) the cartilaginous
tragal pointer of the external auditory canal and the posterior belly of
the digastric muscle.
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Pathology of parotid glands includes inflammation and infection
conditions (stones, abscess) and tumors of the parotid. 70-80% of
parotid tumors are benign, the most common being the pleomorphic
adenoma and Warthin's tumor. Cancer of the parotid gland occurs in
about 20-25% of parotid tumors.

The physical examination is the first diagnostic tool. Most benign
parotid tumors present as slow growing, painless masses often in
the tail of the parotid gland. Ultrasonography has a high sensitivity in
detecting masses in the superficial lobe of the parotid gland. Computerized
tomography and/or magnetic resonance imaging reveal the deeper parotid
lobe. Fine-needle aspiration biopsy (FNAB) is also indicated by some
authors [10-12]. Open biopsy of a parotid mass is not recommended due
to the risk of seeding in the case of solid malignancy. Therefore, what
usually occurs in clinical practice is that most parotid masses are operated
upon in order to obtain the final histological diagnosis.

Surgery of the parotid gland is challenging because the VII cranial
nerve. Dissection of the branches of the facial nerve requires patience
and special attention both to detail and to landmarks [13]. When the
course of a nerve is distorted and attenuated by a tumor, preservation
of facial nerve fibers can be very difficult. Experience shows that most of
the primary salivary tumors of the parotid are found directly adjacent
to at least one branch of the facial nerve.

So, in our opinion, the most conservative operation should be
superficial parotidectomy, also in the case of a clearly benign mass.
Furthermore, in the event of recurrence, the risk to the facial nerve
increases exponentially, particularly in the relatively frequent event of
a multi-nodular relapse of a pleomorphic adenoma [14].

Enucleation should be done only in Warthin tumors especially
when presenting posterior to the facial nerve [15].

Potential complications of parotidectomy include facial nerve
injury, Frey syndrome (the patient may experience sweating or flushing
of the skin over the parotid gland every time he eats), salivary leakage,
ear numbness, facial asymmetry, flap necrosis, and tumor recurrence.

There may be some weakness of the facial muscles on the side of
the surgery due to swelling of the tissues around the nerve. This usually
resolves in a few days. Radiation therapy may sometimes be necessary
if the tumor was very large, involved nearby tissues or lymph nodes or
in cases of deep lobe tumors; as it is sometimes difficult to assess the full
extent of the dissection. The prognosis varies with the pathologic type,
the size of the tumor and the spread of tumor to surrounding tissues.

Conclusion

Preoperative investigation includes a minimum of FNA and MRI
(contrast enhanced CT is a reasonable alternative in cases where MRI
is contraindicated), which inform patient counseling and discussion of
adjuvant radiotherapy. The extent of surgery is dictated by the site and
size of the tumor and involves a form of superficial or total conservative
parotidectomy with preservation of a functioning facial nerve.
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