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Objective: Assess the postoperative complications of microscopic parotidectomy and its

impact on quality of life (QoL).

Methods: Thirty patients were included in this prospective study. Three to six months post-

surgery, patients underwent assessments for Frey's syndrome by minor test, aesthesiometer

test, facial nerve function, and QoL questionnaire.

Results: FS symptom positive in none, Minor test positive in 50%. The preservation rate of
the GAN posterior branch was 90%, but it had no significant impact on the aesthesiometer test.
Transient and permanent facial paresis were observed in 13.3 % and 3.3%, and the salivary
fistula in 3.3%. In QoL, the rating of general health as good/better was seen in 73.3%,
nil/minimal pain in 93.3%, bothersome change of facial contour in none, and dry mouth in

23.3%.

Conclusion: Microscopic parotidectomy achieves good surgical outcomes regarding Frey’s

syndrome symptoms, GAN preservation, facial paresis, salivary fistula, and QoL.

Keywords: Parotid neoplasms, Facial nerve, Quality of life, Postoperative Complications
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Introduction

The Parotid gland tumours account for approximately 3% of all head and neck tumours,
with the majority, approximately 80%, being benign'. These benign tumours include
pleomorphic adenoma, cyst adenolymphoma, and basal cell adenoma. However, malignant
tumours such as mucoepidermoid carcinoma, adenocystic carcinoma, and acinic cell carcinoma
also occur, albeit less frequently. Whether the tumour is benign or malignant, parotid surgery
is often necessary for the treatment. The primary objective of parotid surgery is the partial or
complete removal of the gland while safeguarding facial nerve integrity and minimizing the
risk of tumour recurrence. Surgical approaches for treating parotid tumours include
extracapsular dissection, superficial parotidectomy, conservative parotidectomy, and total
parotidectomy with facial nerve preservation. The literature reveals an overall complication
rate of 8.5% to 21.6% associated with the types of parotidectomies; the complications include
facial paresis, postoperative numbness, Frey’s syndrome, pain, dryness, salivary fistula, and

scar-related issues?3.

In current clinical practice, measuring health-related quality of life (QoL) is
increasingly recognised as decisive*. The subjective experience of postoperative symptoms and
overall well-being is a significant aspect of patient care, influencing treatment decisions and
patient satisfaction. The main objectives of this study are to assess the occurrence of
postoperative complications after parotidectomy, focusing specifically on Frey's syndrome
(FS), Facial nerve weakness or paralysis, First bite Syndrome, and deficit in the greater
auricular nerve (GAN). Additionally, this study aims to investigate how these complications

impact the QoL of patients undergoing parotidectomy.

By assessing various dimensions of QoL, including physical, emotional, and social

well-being, this study seeks to elucidate the holistic impact of microscopic parotidectomy on
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patients' lives. Furthermore, understanding the trajectory of symptom resolution and functional
recovery post-surgery can inform healthcare providers in optimizing patient care pathways and

postoperative management strategies.
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Materials and Methods

A prospective study was conducted between 2019 and 2023. Consenting patients who
underwent microscopic parotidectomy were included in this study. The exclusion criteria were
patients who underwent revision surgery, had prior head and neck radiation, or had debilitating
systemic pathologies or peripheral neuropathy. The surgical steps followed in our study were

similar to those described in the article by Bhardwaj A. et al.”> (fig. 1).

Basic demographic information such as age, gender, details of the surgical procedure,
type of parotid surgery, final histopathology report, and any postoperative complications were
recorded and subjected to detailed analysis. The patients were subjected to a Minor test to

assess for FS, an aesthesiometer test, a facial nerve examination, and a QoL questionnaire in

the post-operative period between 3 to 6 months.

During the minor test, an iodine solution was applied to the operated area, followed by
starch, after the iodine solution had dried. Afterward, salivary production was enhanced with
the help of a lemon-flavoured candy. If a blue/purple colour change appeared in the area where

the iodine solution and starch were applied, the test was considered positive for FS (fig. 2 A

&B).

The aesthesiometer test was conducted in the eight cutaneous areas mentioned by Ryan
et al.b, corresponding to the GAN distribution. For this test, a Semmes—Weinstein
aesthesiometer was utilized. This device comprises a flexible plastic monofilament attached to
a rigid plastic wand. Applying pressure to the skin with the monofilament until it begins to
bend exerts a standardized, constant, and reproducible force onto the skin. The subjects were
instructed to close their eyes, and the aesthesiometer test was initially conducted on the
untreated side to familiarize them with the procedure. Subsequently, the eight areas on the

operated side were tested randomly. If the subject perceived a normal tactile sensation, they
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were instructed to say the word "touch." Conversely, if the subject experienced paraesthesia-
like sensations or hypoesthesia, they were asked to say the word "up." For this study,

"paraesthesia" was defined as a tingling, pinching, burning, or electric discharge sensation (fig.

20).

Facial nerve functions were evaluated using the House-Brackmann classification’. The
symptom-specific quality of life was assessed employing a modified questionnaire based on
the University of Washington QoL instrument, following the framework established by Nitzan
et al.® It consists of 12 Likert-type scaled questions. Two questions are general health-related
with 1-5 scales; six are symptom-specific with a severity scale of 100/75/,50/,25/0; two are
symptom-specific questions with a severity scale of 100/66/33/ 0, and two are binary. High
scores on the QoL scales indicate elevated functionality and overall well-being. Statistical
analysis was performed using Fisher's exact test, the Chi-squared test. The non-parametric tests
(Wilcoxon-Mann-Whitney U Test, Kruskal Wallis Test) and parametric tests (t-test) were used

for group comparisons. Statistical significance was determined at a p-value of <0.05.
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Results and analysis

Thirty patients were eligible per the study's defined inclusion and exclusion criteria.
There were 16 (53.3%) males and 14 (46.7%) females, with a mean age of 40.48 + 12.87 years.
Out of the thirty patients, twenty-four (80%) underwent superficial parotidectomy, four
(13.3%) underwent total conservative parotidectomy, one (3.3%) patient underwent total

parotidectomy, and one (3.3%) patient underwent only deep lobe resection.

The GAN was sacrificed in three (10%) patients, while in twenty-seven (90%) patients,
only the anterior branch of the GAN was sacrificed during the resection. Postoperative facial
nerve paresis was observed in 5 (16.3%) patients: transient in 4 patients and permanent in 1.
Transient paresis resolved within two weeks for all four patients. In addition to the facial nerve
palsy, other notable complications were observed. Specifically, one patient (3.3%) experienced
tumour recurrence, diagnosed as adenoid cystic carcinoma. This individual developed lung
metastasis within three months of surgery, prompting the initiation of chemoradiotherapy as
part of the treatment regimen. Furthermore, one patient (3.3%) presented with a salivary fistula.
The management of this complication involved conservative measures, including the
application of pressure dressings and the administration of the anticholinergic drug
Glycopyrrolate (Tablet Glycopyrrolate 2mg thrice daily for five days, followed by twice daily
for five days). Remarkably, the salivary drainage drastically decreased from 50ml to 10ml
within two days and resolved entirely within five days. These findings highlight the diverse
spectrum of potential complications following microscopic parotidectomy and underscore the
importance of vigilant postoperative monitoring and prompt intervention in managing adverse

outcomes.

The preoperative cytology report identified three malignant lesions, including two cases
of acinic cell carcinoma and one of adenocystic carcinoma, with an additional three cases

classified as suspicious for malignancy. The remainder of the cases were diagnosed as benign.
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However, the final histopathological examination (HPE) report revealed that out of the thirty
subjects, 25 (83.3%) were diagnosed with benign conditions, including pleomorphic adenoma
(18), myoepithelioma (2), warthin’s tumor (3), chronic inflammation (1), and chronic
sialadenitis with degenerated collapsed cyst (1). Interestingly, the remaining five subjects
(16.7%) were diagnosed with malignant tumors, including adenocystic carcinoma (1), acinic
cell carcinoma (2), adenocarcinoma (1), and mammary analogue of secretory carcinoma (1).
Notably, one preoperative malignant lesion and two suspicious malignancies were benign upon
histopathological examination, while two preoperatively benign cytology specimens were
determined to be malignant postoperatively. The postoperative HPE impression of benign
predominantly had a pre-operative cytology impression of benign. The HPE impression of
malignant had significant higher proportions of suspicious for malignancy and malignant pre-
operative cytology impressions. Our analysis revealed a statistically significant association
between pre-operative cytology and postoperative HPE impression (Table I). This finding
underscores the predictive value of pre-operative cytological assessments in determining the

final histopathological outcomes in patients undergoing microscopic parotidectomy.

Our study highlights the utility and limitations of pre-operative cytology in diagnosing
parotid gland tumors. While fine-needle aspiration cytology (FNAC) demonstrates high
accuracy in identifying benign tumors, its predictive value for malignant tumors shows room
for improvement. The moderate association between pre-operative cytology impressions and

final histopathological outcomes underscores the need for a multi-faceted diagnostic approach.

Our analysis revealed a statistically significant association (p=0.048) between
postoperative complications and diagnosis of malignant lesions on histopathological
examination (HPE). Specifically, a salivary fistula was observed in a patient diagnosed with

acinic cell carcinoma, while tumour recurrence occurred in a patient with adenoid cystic
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carcinoma. These findings suggest a potential correlation between the histopathological

characteristics of the tumour and the likelihood of postoperative complications.

While none of the patients reported symptoms indicative of FS, an assessment
conducted using the Minor Test revealed that 15 individuals (50%) tested positive. No
statistically significant association was observed between FS and age, gender, sacrifice of the

GAN, or other postoperative complications.

In this study, 10 (33.3%) patients reported symptoms consistent with anaesthesia over
the operated site. Five (16.7%) experienced transient anaesthesia, which resolved
spontaneously within three weeks, while the remaining five patients had persistent symptoms.
However, upon conducting the esthesiometer test, only one patient with transient anaesthesia
and one out of the five patients with persistent symptoms were found to have anaesthesia over

the operated sites.

The aesthesiometer test results revealed that out of 30 patients, one reported anaesthesia
over Zones 1, 2, and 4 regions, two reported anaesthesia over Zones 3, 5, 6, and 8 regions, and
three reported anaesthesia over Zone 7. Notably, none of the patients experienced paraesthesia
or hypoesthesia. The GAN was sacrificed in three patients. However, only one of these patients
experienced anaesthesia over Zones 3.5, and 7, while the other two did not report any
paraesthesia or anaesthesia. There was no statistically significant association between the

aesthesiometer test and GAN sacrifice (Table II).

All participants completed the QoL questionnaire. For the first two general health-
related questions, the majority answered with a score of 3 (33.3% and 63.3%, respectively),
indicating that most participants reported stable or improved health post-surgery, a small subset
(4 participants) did experience a decline in their perceived health status. Out of the 4

participants with worsening health, one had post-operative permanent facial palsy, two
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experienced postoperative pain at the operative sites, and one developed knee osteoarthritis
two months after surgery. The osteoarthritis was managed conservatively by an orthopedician
with medications and physical therapy over 6 months, which helped improve mobility but
required ongoing management. The patient with permanent facial palsy denied facial
reanimation surgery. For the two participants with operative site pain, analgesics, and anti-
inflammatory medications were provided, and both reported gradual pain reduction within 3 to

4 weeks, with continued follow-up for 6 months to ensure complete recovery.

Regarding symptom-specific QoL-related questions (questions 3 to 10), the majority
scored 75 and 100, suggesting a good quality of life with minimal postoperative complications
and sequelae. Questions related to dryness of the mouth revealed that 7 (23.3%) patients
reported complaints of dryness, with five individuals developing dryness after parotidectomy.
There was a statistically significant association between the response score to questions 1 and
2, with a p-value of 0.04. A good score in response to question 3 was significantly associated
with a good score in response to questions 4 and 5, with p-values of 0.013 and 0.004,
respectively. Responses to question 6 showed a statistically significant association betweenthe

type of parotid surgery (p=0.049) and postoperative facial palsy (p=0.019) (Table III).
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Discussion

Parotidectomy may result in a range of complications, from minor complications such
as an unhealthy scar to serious complications, including facial nerve palsy, FS, and salivary
fistula. These complications may have a variable impact on the quality of life of patients

undergoing parotidectomy.

The incidence of FS varies widely in the literature, ranging from 5% to 100%. This
variation can be attributed to multiple factors, including differences in surgical techniques,
study populations, and assessment techniques used to diagnose FS°. Tuncel et al. classified the
severity of FS based on the following criteria: 1. Clinical Appearance of sweat in the parotid
region (noticed/unnoticed), 2. Positivity on Minor test, 3. Excessive sweating needs medical or
surgical intervention, and 4. Presence of foul smell of sweat. According to their classification,
the syndrome was considered moderate if fewer than four criteria were met and severe if all
four criteria were fulfilled. According to the study by Tuncel et al., the Minor test yielded
positive results in 50% of the patients assessed. However, only 10% of the patients reported
experiencing symptoms consistent with the findings of the Minor test!'?. In Neuman et al.'s
study, out of the 82 Minor tests conducted, 62.2% yielded positive results. Interestingly, all
patients who subjectively reported experiencing symptoms consistent with FS also tested
positive on the Minor's test. Additionally, in 27% of cases, the Minor's test returned positive
results despite patients not reporting subjective symptoms of facial sweating, indicating the
presence of "subclinical FS"!!. In our study, the incidence of FS was identified as 50% based
on positivity on the Minor test; however, none of the cases were symptomatic. Compared with
findings in the literature, our study yielded similar results, indicating a higher incidence of FS

based on positivity on the Minor test than clinical symptomatology.
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A Positive Minor test without symptoms highlights the importance of a better
evaluation tool for FS. A significant difference in symptomatology and diagnostic positivity
for FS mandates the requirement of diagnostic tools that are in coherence with symptoms. In
the study by Lafont et al., infrared thermography has been shown to be an excellent diagnostic
tool for FS!2, Quantitative thermographic measurements offer valuable insights into the wide
variation observed in the incidence of FS. Consequently, thermography holds promise as a

diagnostic modality for evaluating and studying FS'3.

Asper the literature search, only a few studies have evaluated the preservation of GAN
and deficits arising from GAN sacrifice during parotidectomy. In studies by Christensen et al.,
Hui et al., and Suen et al., GAN preservation rates were reported as 70.5%, 69%, and 50%,
respectively!'4-16, These variations in preservation rates could be attributed to differences in the
aggressiveness of surgeons regarding nerve preservation or the completeness of tumor
extirpation. Surgeons' individual techniques, experience levels, and surgical philosophies may
influence their decisions regarding GAN preservation during parotidectomy. Additionally,
tumor characteristics and extent variations could contribute to differencesin nerve preservation

rates across studies.

In the study by Ryan et al.b, 22 patients underwent parotidectomy with GAN
sacrifice,11 (50%) patients exhibited at least one anaesthetic area, and 19 (86%) exhibited at
least one hypo anaesthetic area at one-year post-surgery. In our study, with an anaesthesiometer
test, we observed 6 (20%) patients who showed at least one anaesthetic area, and none reported
paraesthesia or hypoanesthesia. Notably, the superhelix region (zone 7) was identified as the
most affected area among these patients. This shows a significant difference arising from
preserving the posterior branch of GAN. However, it's worth noting that five patients reported
symptoms related to persistent anaesthesia, specifically over the operated site. Surprisingly,

out of these five patients, only one revealed anaesthesia upon anesthesiometer testing. These
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findings suggest a discrepancy between subjective patient-reported symptoms and objective
clinical assessment using the anaesthesiometer test. While subjective symptoms may prompt
patient concern and warrant clinical attention, objective assessment tools such as the
esthesiometer test may provide insight into anaesthesia's true extent and severity following

surgical intervention.

Patel et al.!” previously concluded that GAN morbidity has a minimal impact on
subjects' QoL, which is consistent with our findings and those of Ryan et al.® and Fiacchini et
al.!¥ In the study conducted by Bulut et al., GAN was preserved in 21% of cases (GAN group,
n = 29). In comparison, it was sacrificed in 79% of cases (non-GAN group, n = 108) of
parotidectomies. Interestingly, their findings revealed a negative result: GAN preservation did
not significantly improve sensation in the long term, nor did it increase health-related QOL
postoperatively!®. This further supports the notion that deficits in the GAN may not
significantly affect the overall QoL of patients undergoing parotidectomy. Preserving the
posterior branch of the GAN can maintain sensations over the pinna and decrease the short-
term disabilities like difficulty in shaving, and wearing earrings, associated with GAN sacrifice.
Possibilities of self-inflicted injuries while shaving, though extremely rare can also be
prevented. Literature suggests that this preservation may lead to a modest increase in surgical
time, typically ranging from 5 to 25 minutes'¢. However, the potential benefits of improved
sensory function and reduced risk of complications may outweigh this additional time in the
operating room. This highlights the complexity of decision-making in parotid surgery and the

need for a balanced approach considering anatomical preservation and functional outcomes.

The questionnaire regarding QoL following parotidectomy, developed by Nitzan et al.
using the University of Washington QoL, is a simple and concise tool”. In our study, the general
QoL showed no change; however, patients reported specific complaints pertaining to the

surgery or parotid lesion. In the study by Ciuman et al., postoperative QoL was evaluated in
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patients operated for benign parotid lesions using the Parotidectomy Outcome Inventory (POI-
8). Their studyrevealed a minimal impact on the general QoL. However, they found that factors

such as FS, operation site numbness, and cosmetic appearance could influence the symptom-

specific QoL?°.

The facial nerve plays a crucial role in the facial aesthetic and function, making it the
most critical in parotid gland surgeries. Different studies have reported various frequencies of
temporary and permanent dysfunctions of the facial nerve. Mehle et al., and Marshall et al.,
observed a higher incidence of transient facial palsy (46.1%, and 24.4%) compared to
permanent dysfunction (3.9%, and 1.9%)?'?2. In our study, the incidence (16.3%) of temporary
facial dysfunction was lower than in other studies, which can be attributed to using a
microscope for surgery. The permanent facial dysfunction occurred in 1 patient as the main
trunk and branches of the facial nerve were sacrificed to achieve clearance of the tumour, which
was infiltrating the nerve (3.3%). Our study had a significant association between postoperative
facial palsy and aesthetic outcome (p=0.019), underscoring the impact of facial nerve function
on the perceived aesthetic results following parotid surgery. Patients experiencing facial palsy
may encounter challenges related to facial symmetry, expression, and overall appearance,
which can significantly affect their satisfaction with the surgical outcome. Therefore,
addressing and minimizing the risk of postoperative facial palsy is crucial for optimizing
aesthetic outcomes and enhancing patient satisfaction in parotid surgery. Also, all cases of
temporary facial paresis resolved within two weeks of surgery, highlighting the advantage of

the microscope in the anatomical preservation of all nerve branches.

One of the factors influencing postoperative symptom-specific QoL in parotidectomy
is the aesthetics of the surgical site. In the study by Ciuman et al., which focused on patients
who underwent surgery for benign tumours, aesthetic appearance was rated as "very good" or

"good" in 87% of the cases?’. In our study, 70% of the patients rated their postoperative facial
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contour change using a score scale of "No change," with a score of 100, while 30% rated it as
"slight change without bothersome" with a score of 75. In the study by Ciuman et al.??, the
percentage of near-total and total parotidectomy was 5% (1 patient); it was 16.6% (5 patients)

in our study, considering both conservative and total parotidectomy procedures.

The aesthetic scale analysis has revealed a statistically significant association with the
type of parotid surgery (p=0.049) in the study by Aydinet al>3. They observed that as the extent
of the surgery increased, the patients' residual parotid tissues were reduced, resulting in
increased aesthetic discomfort. Additionally, incorporating the superficial musculoaponeurotic
system flap for parotid reconstruction has shown efficacy in reducing cosmetic and functional
complications post-parotidectomy?4. Notably, in our study, the sternocleidomastoid flap was
used to fill the hollow created out of the removal of the parotid gland to achieve a better
aesthetic outcome in cases of total parotidectomy. Part of the sternocleidomastoid in its upper
third portion was rotated and sutured to the masseter to fill the hollow. These approaches
underscore the importance of a comprehensive approach to parotid surgery that considers both

functional and aesthetic aspects to enhance patient satisfaction and overall outcomes.

Seven patients (23.3%) reported experiencing dry mouth, with five (71%) attributing it
to the surgical procedure. While severe xerostomia can indeed impact QoL, it is worth noting
that parotid surgery has not been demonstrated to reduce salivary flow significantly®. This
study analyzes the challenges and opportunities for improvement in the immediate
postoperative period through a comprehensive exploration of outcomes and symptom-specific
QoL measures. Given the preliminary nature of our findings, we recommend further studies
with larger sample sizes and control groups to more definitively assess the impact of
magnification on outcomes such as quality of life and complications like FS. Ultimately, such
insights can enhance patient-centered care delivery and contribute to better-informed clinical

decision-making in managing parotid gland disorders.
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Summary

What is already known on the subject

e Parotidectomy is associated with multiple possible complications, including facial
nerve paresis, FS, salivary fistula, GAN injury, and alteration of facial aesthetics.

e The use of facial nerve monitors, surgical loupes, and microscopes has been
documented to achieve better facial nerve preservation in parotidectomy.

e The role of the microscope in facial nerve preservation has been investigated in several
studies so far. Still, the incidence of other complications and quality of life outcomes

has not been studied in patients undergoing microscopic parotidectomy.

What this paper adds to our understanding

Shows favorable outcomes of microscopic parotidectomy on general and symptom-

specific QoL, as well as on complications like Frey’s Syndrome.

e Reaffirms the favorable outcomes of microscopic parotidectomy in facial nerve
preservation.

e Symptomatic cases of FS can be made negligible using a microscope, but the positivity
for the Minor test is as high as 50% in such cases.

e The posterior branch of GAN can be preserved in 90% of cases. However, its
preservation does not significantly impact esthesiometer test results.

e Using a microscope in parotidectomy minimizes facial nerve paresis, thus enhancing

patient satisfaction and aesthetic outcomes.
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Table I. Comparison of preoperative cytology and postoperative HPE impression

Pre-operative cytology impression

Fisher's Exact test

Final HPE
impression Benign Suspicious | Malignant Total Y2 p-value
Benign 22 (91.7%) | 2(66.7%) | 1(33.3%) | 25(83.3%)
Malignant 2 (8.3%) 1 (33.3%) | 2(66.7%) 5(16.7%) | 7.200 0.041
Total 24 (100.0%) | 3 (100.0%) | 3 (100.0%) | 30 (100.0%)
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Table 11. Esthesiometer test result

Pictorial representation of Zone Normal Anaesthesia
zones

1. Preauricular 29 (96.7%) | 1(3.3%)

2. Mandible body | 29 (96.7%) | 1(3.3%)

3. Infraauricular | 28 (93.3%) | 2 (6.7%)

4. Postauricular 29 (96.7%) | 1(3.3%)

5. Lobule 28 (93.3%) | 2 (6.7%)

6. Inferior helix 28 (93.3%) | 2 (6.7%)

7. Superior helix | 27 (90.0%) | 3 (10.0%)

8. Concha 28 (93.3%) | 2(6.7%)

None of the patient reported hypoesthesia or paraesthesia
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Table I1I. Outcomes of patient response to QoL Questionnaire (Questionnaire by Nitzan et

al®

SLno. | Question Score Result 95% CI

1. General health 1-Poor 1 (3.3%) 0.2%-19.1%
2-Not Bad 7(23.3%) 10.6% - 42.7%
3-Good 10 (33.3%) | 17:9% -52.9%
4-Very Good 7 (23.3%) 10.6% -42.7%
5-Excellent 5(16.7%) 6.3% - 35.5%

2 Compared to a year 1-Much worse 0

before ‘dlagnos15, your S Worse T (33%) FTRETET)
health is now

3-Same 19(63.3%) 10.6% -42.7%
4-Better 6 (20%) 17.9% -52.9%
5-Much Better 1 (3.3%) 10.6% -42.7%

3 Pain 100: No Pain 18 (60%) 40.8% - 76.8%
75: Some pain, no 10 (33.3%) | 17:9%-52.9%
treatment
50: Some pain 2 (6.7%) 1.2% -23.5%
treatment needed
25: Much pain, 0 -
treated with
narcotics
0: Severe, 0 -
uncontrollable pain

4 Appearance 100- No Change 14 (46.7%) | 28:8%-654%
75- Some change 14 (46.7%) | 28:8%-654%
50- Bothering 2 (6.7%) 12% - 235%
change
25-Severe change 0 -
0-cannot be with 0 -
people

5 Scar 100- Not visible 10 (33.3%) | 17:9%-52.9%
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75- Visible, not 18 (60%) 40.8% - 76.8%
bothersome

50- visible and 2 (6.7%) 1.2% -23.5%
bothersome

25- visible and very | 0 -
bothersome

O-Intolerable 0 -

6 Facial contour change 100- not visible 21 (70%) 50.4% - 84.6%
75- Visible, not 9 (30%) 15.4% - 49.6%
bothersome
50- visible and 0 -
bothersome
25- visible and very | 0 -
bothersome
0-Intolerable 0 -

7 Sensation in the operated | 100- Not affected 20 (66.7%) | 471%-821%

¢ o o

e 75- Affected but now | 5 (16.7%) 6.3% - 35.5%
normal
50- Sensation deficit, | 5 (16.7%) 6.3% - 35.5%
not bothersome
25- Sensation deficit | O -
and bothersome
O-Intolerable 0 R

8 Local effects 100- None 30 (100%) 85.9% - 100.0%
75- 0 R
Erythema/sweating
during eating
50-Erythema and 0 -
sweating but not
bothersome
25-Bothersome 0 -
0-Intolerable 0 -

9 Salivary fistula 100- No 27 (90%) 72.3% - 97.4%
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66-notbothersome 2 (6.7%) 1.2% -23.5%
Resolved
33- Bothersome 1 (3.3%) 0.2% - 19.1%
secretion resolved
0-Secretion persist 0 -
10 Facial Naerve 100- No damage to | 22 (73.3%) | 93:8%-87.0%
facial movement
66- facial Movement | 5 (16.7 %) | 6:3%-35.5%
impaired but
resolved
33-Partial facial 3 (10%) 2.6%-27.7%
movements impaired
0-complete facial 0 -
movement impaired
11 Is Mouth Dry Yes 7(23.3 %) 10.6% -42.7%
No 23 (76.7%) 57.3% - 89.4%
12 Do you associate dry Yes 5(22.7%) 8.7% - 45.8%
mouth with your surgery? No TR
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Figure 1

Figure 2
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