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Abstract. Conservative parotidectomy has been for years an effective and well-
established technique. Recently, aesthetic considerations have been reviewed. A
minimal pre- and retroauricular incision is proposed that does not extend to the hair-
bearing skin. This reduces the length of the scar and the extent of the dissection
improving aesthetic results. This is a retrospective study of 32 parotidectomies
performed through this incision because of benign parotid diseases and diagnosed
by fine needle aspiration cytology. The minimal incision is mainly indicated in
small and medium-sized tumours located in the superficial lobe of the parotid gland.
Neither operating time nor the morbidity associated with parotidectomy is increased
with this safe and effective technique for the treatment of benign parotid masses.
 Accepted for publication 6 September 2006
Conservative parotidectomy is an effec-
tive and well-established technique for the
treatment of parotid gland pathology15,16,
but there are complications such as visible
scars, retromandibular depression, Frey’s
syndrome and facial nerve injury.
Recently, aesthetic considerations for this
area of surgery have been reviewed. The
facelift incision improves scar appearance
compared to the classic bayonet-shaped
incision by eliminating its cervical por-
tion, although it maintains an often-visible
occipital scar3,7,18. The superficial muscu-
loaponeurotic system (SMAS) flap helps
to maintain facial symmetry, dissimulat-
ing the post-parotidectomy retromandibu-
lar depression6. The incidence of Frey’s
syndrome has been reduced due to this
flap2,6. Alternatives such as sternocleido-
mastoid muscle transposition3 and the
temporoparietal fascial flap2 have been
described.

One of the main objectives in treating
benign pathology of the parotid gland is
preservation of the facial nerve. Recently,
limited resections, with safety margins,
have been proposed, but are still subject
to controversy. Such resections diminish
surgical trauma to the nerve, improve
aesthetic results and maintain the oncolo-
gic quality of the surgery5,13. Proposed
here is a minimal pre- and retroauricular
incision with no extension to the hair-
bearing skin to improve the parotidectomy
approach with three objectives: to reduce
dissection of areas situated out of the
surgical field, shorten the approach time
and diminish postoperative complications.
Patients and methods

The mini-incision has been performed
from July 2003 until July 2005 in all cases
of parotidectomy due to benign parotid
lump, tumoural or not tumoural, and any
size and localization, with diagnosis by
fine-needle aspiration cytology (FNAC).
All cases were performed by the oral and
maxillofacial surgeons at the Teknon
Medical Center (Barcelona, Spain) and
Hospital General de Catalunya (Barce-
lona, Spain).

This is a retrospective study of the first
31 consecutive patients operated on using
this technique. Factors recorded preopera-
tively were age, gender and parotid gland
affected (left or right). Preoperative study
included FNAC and a radiological evalua-
tion of the lesion either by computerized
tomography or magnetic resonance. Inci-
sion length, operating time, complica-
tions, specimen size and pathology
diagnosis were recorded.
Surgical technique

Surgery is performed under general anaes-
thesia. The minimal incision is drawn with
an indelible pen. Then the subcutaneous
plane is infiltrated with local anaesthesia
plus vasoconstrictor (articaine 40 mg and
epinephrine 0.01 mg). Incision starts at the
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http://dx.doi.org/10.1016/j.ijom.2006.09.008


Minimal incision in parotidectomy 73

Fig. 1. Preauricular incision.

Fig. 2. Retroauricular incision.
helix insertion and is carried out along the
internal face of the tragus (Fig. 1). It
continues inferiorly anterior to the ear
and is curved, separated by 1 mm from
the lobule. The incision rises 2 mm away
from the crease behind the conchal carti-
lage and ends at the level of the middle of
the ear (Fig. 2).

Dissection of the parotid skin flap in the
subcutaneous plane is then performed
(Fig. 3) by undermining of the anterior
cervical skin and the superior sternomas-
toid muscle’s insertion. The posterior
branch of the greater auricular nerve is
identified and preserved. Afterwards, a
SMAS flap is elevated antero-inferiorly
beginning its dissection 1 cm below the
zygomatic arch to the anterior border
of the parotid gland. At this point it is
important not to damage the terminal
branches of the facial nerve that appear
in the anterior aspect of the parotid
gland. The inferior and posterior limits
of the SMAS flap are generally deter-
mined by the anterior border of the
sternomastoid muscle and the greater
auricular nerve.

Once the SMAS flap is elevated the
complete parotid gland is exposed sur-
rounded by the parotid fascia (Fig. 4).
Parotidectomy proceeds according to the
classical technique: the facial nerve’s
main trunk is identified by dissecting the
pretragal cartilage down to the ‘pointer’
and the anterior border of the sternoclei-
domastoid muscle down to the posterior
belly of the digastric muscle4. Both refer-
ence points facilitate the identification of
the facial nerve main trunk. Dissection of
the nerve branches is then performed car-
rying out the conservative parotidectomy
(Fig. 5).

Haemostasis is revised and the SMAS
flap is repositioned (Fig. 6) in a tent fash-
ion, folding its excess so that the parotid
bed is filled. A vacuum drain is placed.
The incision is closed in two layers.
Vicryl1 is used subcutaneously and
resorbable monofilament is used in a run-
ning intradermic fashion. The drain is
usually removed after 24 h. The incision,
if necessary, can be extended easily in two
ways: through the hair as in the rhytidect-
omy technique; or by extending the retro-
auricular incision through the hair-line and
cervical region as with the classic bay-
onet-shaped incision.
Fig. 3. Dissection of the skin flap in the subcutaneous plane.

Results

A total of 32 parotidectomies were per-
formed in 31 patients (21 female/10 male).
Patient age ranged between 26 and 78
years (mean 43 years). Twenty-eight par-
otidectomies (28 patients) were carried
out because of a benign tumoural disease
and four parotidectomies (three patients)
because of a non-tumoural disorder.
Sixteen superficial parotidectomies, 11
partial parotidectomies, four total paroti-
dectomies (two cases with extension to
parapharingeal space and two cases with
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Fig. 4. Elevated SMAS flap and exposed parotid gland.

Fig. 5. Dissection of the facial nerve branches and resection piece.

Fig. 6. Reconstruction of postparotidectomy defect with SMAS flap.
facial nerve retrograde dissection) and one
accessory parotid gland resection were
carried out. Histopathologic diagnosis
was: 20 pleomorphic adenomas, three
warthin tumours, two benign lymphoe-
pithelial lesions, one lymphoma of
mucosa-associated lymphoid tissue, one
choristoma, one adenopathy, one chronic
sialadenitis due to intraglandular lithiasis,
one bilateral sialosis in an ex-bulimic
patient and one Sjögren’s syndrome.

The average length of the incision
was 60.2 mm (range 50–75), and the
mean operating time was 115 min (range
70–180). Mean size of the specimens
was 51 mm � 36 mm � 20 mm (range
20 mm � 15 mm � 6 mm–85 mm �
45 mm � 80 mm) and the mean size of the
tumours was 21 mm � 15 mm (range
10 mm � 8 mm–60 mm � 40 mm). In no
cases were tumour capsule ruptures found.

Postoperative complications were two
haematomas that required surgical drai-
nage (one of them by open drainage, and
the other one by needle aspiration), two
seromas that required puncture and 13
cases of transient facial nerve dysfunction.
There has been no permanent facial nerve
dysfunction and no patient has presented
with clinical Frey’s syndrome to date.
Data were collected from surveys of the
patients and from medical records. Aes-
thetic results were very/extremely satis-
factory. There have been no alterations in
relation to the scars. Symmetry of the
cheeks was completely restored except
for a minimum retromandibular depres-
sion in the seven patients that presented
the largest tumours and those with a deep-
lobe tumour.
Discussion

Parotidectomy has been classically per-
formed through a bayonet-shaped incision
without parotid bed reconstruction. This
approach allows quick and wide access for
dissection of the facial nerve and eases
parotid gland removal, but is associated
with visible cervical scarring, retroman-
dibular depression and Frey’s syndrome.
These three drawbacks have lead to the
development of alternative approaches
based on the facelift incision7,18 and
SMAS flap6.

Numerous studies support the theory
that the rhytidectomy incision provides
sufficient exposition and visualization of
the parotid gland without too conspicuous
scarring7. The retroauricular region dis-
section is unnecessary owing to the elastic
properties of the skin, so it is possible to
reduce the incision with no extension into
the scalp. This minimal incision provides a
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Fig. 7. Occipital queloid of facelift incision for parotidectomy.

Fig. 8. (a and b). Scar 2 years after parotidectomy.
wide exposition that allows easy elevation
of the SMAS flap and safe treatment of
parotid tumours of small and medium size,
located in the superficial lobe of the par-
otid gland, around the ear. Recently, a
similar incision has been proposed to
assist in face lifts19.

With this technique placing incisions in
the hairline is avoided, eliminating the risk
of hypertrophic scars (Fig. 7), distortions
in the hairline and local alopecia in the
occipital area, a complication that is
reported to be 2.8%14. An important
advantage is the possibility to extend the
incision in two different ways: extending
through the rythidectomy incision
increases the surgical field very slightly
but gives a good aesthetic result, hiding
the incision in the hair. If a wider surgical
field is needed, the extension can be made
through the cervical region, leaving a
more visible scar. Minimal incision is
not the goal of treatment but rather a safe
parotidectomy, with a good view of the
facial nerve, removing the tumour with
safety margins and avoiding capsule rup-
ture and tumour spillage.

We agree with most authors in recom-
mending the SMAS flap elevation since it
helps to prevent Frey’s syndrome, avoids a
sunken facial appearance and better out-
lines the angle of the mandible1,2,11,12. We
routinely use the SMAS flap except in
superficial tumours affecting the SMAS
itself, where we make partial resections of
the SMAS with the tumour, Most of the
patients (72.8%) were satisfied with the
aesthetic outcome (Fig. 8a and b). Only
patients (21.8%, seven patients) with
deep-lobe and the largest tumours pre-
sented a slight retromandibular depres-
sion. There are alternatives to filling the
parotid bed postparotidectomy, including
the sternocleidomastoid muscle flap3,
digastric muscle flap8 and temporoparietal
fascial flap2,8,17. These are indicated only
if the SMAS is not available.

With this conservative approach lim-
ited, superficial and in selected cases total
parotidectomies can be safely performed,
and it also provides limited access to the
parapharingeal space without increasing
the risk of injuring the facial nerve. In
the present series, 40.6% of patients suf-
fered temporal facial paralysis. All of
them completely recovered within the first
two postoperative months, with no perma-
nent injury to the nerve. MEHLE et al.10

reported immediate dysfunction in 46.1%,
with permanent palsy in 3.9%. They
showed that the incidence of long-term
dysfunction was higher in revision cases
and when an extended parotidectomy was
performed. LACCOURREYE et al.9 presented
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a large series in which temporal dysfunc-
tion was frequently encountered (64.6%)
but permanent dysfunction was uncom-
mon (5.6%). O’BRIEN

13 in 363 parotidec-
tomies following these criteria reported
temporary postoperative facial weakness
in 27%, with permanent weakness in
2.5%.
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