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ABSTRACT

BACKGROUND. Improving the aesthetic and functional outcomes of parotidectomy is a constant concern of recent studies. We de-
scribe our experience on this topic by employing techniques inspired from rhytidectomy.

MATERIAL AND METHODS. We performed a retrospective study including patients that underwent parotidectomy through a
facelift approach and we documented the details of the technique and the postoperative care and outcomes.

RESULTS. A total of 247 patients with parotid gland tumors were operated using the facelift approach. A superficial or quasi-total
parotidectomy was performed, followed by a superficial musculoaponeurotic system-plasty. The postoperative outcomes were favourable
regarding both the appearance and function, with minimal complications. The advantages of the employed technique are discussed.
CONCLUSION. It is possible to decrease the sequelae, simplify the postoperative care and improve the aesthetic outcome of pa-
rotidectomy cases by employing the facelift approach and the superficial musculoaponeurotic system (SMAS) reconstruction of the

post-parotidectomy defect.
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INTRODUCTION

Classic approaches to performing parotidectomy have
proven their usefulness over the course of time. Never-
theless, the presence of scars in the cervical region can be
quite obvious and even cause pain or minor movement
restriction, particularly if myoplasty was additionally per-
formed using a pedicled cervical muscle flap, like the
frequently employed sternocleidomastoid (SCM) or di-
gastric flaps'. The current trend is to minimize the se-
quelae of parotid surgery, especially in cases of benign
tumors. Multiple variants of incisions have been imag-
ined to overcome the previously described disadvantages
of classic approaches®*. In addition, more emphasis is
given to the volumetric reconstruction of the post-parot-
idectomy volume deficit and the prophylaxis of Frey’s
syndrome®. Authors have different preferences regarding
the techniques employed in parotid gland surgery.

The aim of this manuscript is to present our choice of
access and volume reconstruction techniques by using
the facelift incision and the superficial musculoaponeu-
rotic system — plasty (SMAS - plasty). We outline the
positive aspects of using an approach inspired from aes-
thetic procedures for the safe removal of benign parotid
gland tumors, in an attempt to improve the appearance,
simplify the postoperative care and also reduce the occur-
rence of the sequelae associated with this type of surgery.

MATERIAL AND METHODS

We conducted a retrospective clinical study by review-
ing the medical charts of patients undergoing parotidec-
tomy via the facelift incision. We only included adult
patients with a minimum follow-up time of six months.
Patients with previous surgery in the parotid region were

Corresponding author: Sulea Daniela, Faculty of Dental Medicine, Oral and Maxillofacial Surgery, “Grigore T. Popa” University of Medicine

and Pharmacy, Iasi, Romania
e-mail: suleadaniela@gmail.com

Received for publication: February 6, 2020 / Accepted: March 16, 2020



52 Romanian Journal of Rhinology, Volume 10, No. 38, April - June 2020

Figure 1. Outline of a facelift type of skin incision.

excluded from the study. The general information, as
well as data regarding the surgical access, technique and
postoperative results were all noted.

RESULTS

Patients and procedures

In total, 247 patients were identified, 135 men and 112
women, with ages between 8 and 79 years old. All patients
underwent surgery for the removal of parotid gland tu-

mors with clinical and paraclinical characteristics of be-
nign lesions. The procedures were performed under
general anaesthesia in 236 cases and under local anaes-
thesia (with intravenous sedation) in 11 patients. There
were 211 superficial parotidectomies and 36 quasi-total
parotidectomies performed. The facial nerve was pre-
served in all included cases by conducting an antero-
grade dissection in 209 cases and by a retrograde
approach in 38 patients. An associated plasty of the vol-
ume deficit was performed using the superficial musculo-
aponeurotic system (SMAS) in all patients.

Surgical technique

Hydro-dissection was performed as an initial step,
using a mixture of local anaesthetic with vasoconstrictor
and saline, injected over the entire dissection area, to fa-
cilitate tissue separation, particularly in the thinner mas-
toid region. A facelift type of incision was used for access.
The incision line was hidden in the natural skin creases
in front of and behind the ear, turning superiorly in the
mastoid area to then run obliquely adjacent to the hair-
line (Figure 1).

Superficial dissection was then performed in the sub-
cutaneous plane, followed by separation of the SMAS flap
from the parotid-masseteric fascia. The principal land-
marks for identifying the main trunk of the facial nerve
were the tip of the tragal cartilage, the posterior belly of
the digastric muscle and the stylomastoid artery announc-
ing the nerve trunk found below. Following tumor re-
moval by parotidectomy, the exposed facial nerve
branches were covered using the SMAS flap, which was
folded into the defect and sutured, in order to render
volume to the region.

Figure 2. The facelift approach to parotidectomy. Intraoperative view of
the undermined skin flap and of the dissected SMAS flap.

Figure 3. Intraoperative view of the benign parotid gland tumor situated
in the superficial lobe. The image demonstrates adequate exposure of the
entire parotid region.
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Figure 4. Surgical field after the removal of the parotid tumor by superficial
parotidectomy with facial nerve preservation. View of the facial nerve
branches overlying the retromandibular vein, the upper insertion of the SCM
and the posterior belly of the digastric muscle

To illustrate the surgical technique, we present intra-
operative images of a case involving a facelift type of ac-
cess performed for the removal of a benign parotid gland
tumor (pleomorphic adenoma) by superficial parotidec-
tomy with facial nerve preservation followed by plasty
using the SMAS (Figures 2-7).

Postoperative care and outcomes

A modelling compressive dressing was applied at the
end of the surgery and maintained in between one and
three days after the procedure.

Figure 6. Immediate postoperative aspect following wound closure.

Figure 5. Intraoperative view of the SMAS- plasty. The SMAS flap is used to
cover the exposed facial nerve branches and the remaining deep parotid
tissue, as well as for filling the soft tissue defect..

Ecchymosis and postoperative edema were the most
frequent complications. There were three cases of he-
matomas that necessitated drainage, without any fur-
ther complications after treatment. There were no
occurrences of skin flap necrosis. No cases of wound
infections were noted.

A transitory facial nerve paralysis was present in all pa-
tients immediately after surgery, but gradually disappeared
within three months with resolution of normal function.
Facial symmetry was accurately restored in all cases of su-
perficial parotidectomy. A minor asymmetry due to a

Figure 7. View of the postoperative scar one month after surgery.
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slightly depressed parotid region was noticed in the pa-
tients that underwent quasi-total parotidectomy at one
year after surgery. Autologous fat grafting was performed
in 6 of those patients. The postoperative scars were barely
noticeable in the majority of cases. In 37 patients a slightly
stretched scar developed in the mastoid region but was
well camouflaged by the surrounding hair. There were 4
cases of Frey syndrome that were well managed by Botuli-
num toxin injections. No salivary fistula formation was en-
countered during the follow-up period.

DISCUSSIONS

The most obvious advantage of the facelift approach
to parotidectomy is aesthetic, since the incision lines are
well hidden in the normal periauricular skin creases and
camouflaged by the hairline in the mastoid region, par-
ticularly in individuals wearing long hair. Shaving of the
parotid region is not necessary, which contributes to the
rapid work and social reinsertion of patients undergoing
parotidectomy. The incisions that follow the natural skin
creases generally result in inconspicuous scars. The posi-
tioning of the ear lobe at the end of surgery is important,
in order to avoid increased traction and the appearance
of “pixie ear”®. The area overlying the mastoid is where
stretched scars have been encountered in 37 of the pa-
tients included in our study. Similar outcomes are re-
ported by other authors™ and are attributed to the more
deficient vascularity of this thin, adherent skin surface
and the relatively higher tension on the sutures placed at
the superior aspect of the skin flap in the mastoid region,
particularly in cases of important edema or hematoma
development. Still, even in the rare event of un-aesthetic
scars formation, they are well hidden by the auricle and
the adjacent hair.

From our experience, the structures that can be easily
accessed with the usual pattern of facelift incision are the
entire parotid bed, including the tail of the gland, the
superior aspect of the sternocleidomastoid muscle and
the posterior belly of the digastric muscle. Additionally,
the SMAS can be readily identified and lifted from the
parotid-masseteric fascia, forming a flap that serves re-
constructive purposes. We could access both the superfi-
cial and deep lobes of the parotid gland by using the
facelift approach. Similar findings were reported by
other authors, stating that the Blair type of incision and
the facelift incision offer analogous access and visibility
for both superficial and quasi-total parotidectomies®.

Concerns regarding the suitability of this type of access
have been raised in relation to malignant parotid gland
tumors, recurrent tumors, extremely large benign tu-
mors, tumors extended towards the latero-pharynx, as
well as large tumors located antero-inferiorly'”. Addition-
ally, relative contraindications to this technique are all
systemic conditions that influence vascularization and

wound healing, due to possible skin flap necrosis, al-
though this is an extremely rare event, as reported in the
existing literature’. In our case series, there were no cases
of skin flap necrosis.

In our view, the facelift approach offers sufficient ex-
posure for an adequate removal of the majority of pa-
rotid gland tumors exhibiting initial clinical and
paraclinical signs of benign lesions. Modifications of the
incision line are possible in order to increase the surgical
access in selected cases, towards the zygomatic and tem-
poral regions, as well as towards the submandibular re-
gion and upper laterocervical region'. We do not
commonly use the facelift approach for the removal of
parotid tumors exhibiting signs of malignancy, due to
concerns regarding access for neck dissection, for good
local control of the tumor resection and the frequent
need to also excise part of the SMAS. Other authors de-
scribe malignant parotid tumor removal using the facelift
approach, with or without modifications, in cases in
which the oncologic safety can be ensured'**'2,

Following parotidectomy, a volume loss is noticeable
in the parotid region, unless a reconstructive technique
is employed. Classic methods of filling the retromandibu-
lar depression involve myoplasty using the digastric or
SCM flaps'. We achieved good outcomes regarding both
the appearance and function by performing a SMAS-
plasty. Similar results are reported by other authors un-
derlining the multiple benefits of this reconstructive
method>*!*!,

In patients with benign parotid gland tumors, there is
usually excess SMAS, just like there is excess skin overly-
ing the deformation in the parotid region. This surplus
of SMAS provides an excellent filling material that com-
pensates for the removed parotid tissue. Additionally, a
small quantity of blood remaining under the SMAS flap
is considered beneficial for restoring the volume of the
region following fibrous changes. The importance of the
sub-SMAS hematoma was also outlined by other au-
thors'®!®. When considered necessary, an associated re-
constructive method can be used, utilizing the SMAS flap
together with a SCM or digastric muscle flap. Another
method that has been described for defect filling at the
time of parotidectomy involves the use of a temporo-pa-
rietal fascial flap'®. Additionally, structural fat grafting
may be performed after quasi-total parotidectomy in
order to ensure defect filling and restore symmetry, as
performed in 6 of our patients in which SMAS-plasty did
not provide stable volume one year after surgery.

The folded SMAS provides coverage and protection
for the exposed facial nerve and acts like a barrier be-
tween the remaining glandular tissue and the overlying
skin, thus preventing the occurrence of Frey syndrome.
Many authors describe a significant decrease in the onset
of gustatory sweating with the use of the SMAS-plasty”!*1°,
In our case series, there were only 4 cases of Frey syn-
drome onset after parotidectomy. We consider that the
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integrity of the SMAS flap helps prevent the onset of the
syndrome, since any piercing holes in the surface of the
flap may allow the direct connection between the para-
sympathetic nerve fibers and skin.

Filling the post-parotidectomy volume deficit by using
the SMAS flap does not imply any functional changes and
therefore decreases the local morbidity associated with
the use of pedicled muscle flaps, resulting in less bleed-
ing, pain and edema, just like outlined in the results of
our study. Thus, the drainage is not always necessary and
compressive dressings are not generally required beyond
three days after surgery, resulting in overall shortened
hospital stay. Nevertheless, judicious haemostasis must be
ensured at the end of the procedure, in order to prevent
postoperative bleeding and ensure favourable healing.
Decreased complication rates are also described in other
studies in relation to using the SMAS flap for parotidec-
tomy defects’.

CONCLUSIONS

In our experience, the facelift approach proved suit-
able for the removal of parotid gland tumors with benign
attributes, ensuring sufficient access, visibility and the
possibility to perform a SMAS-plasty, which further en-
sured favourable aesthetic and functional outcomes, with
a low morbidity and simplified postoperative care.
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