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Salivary Gland Neoplasms
• Extremely heterogeneous group of tumours, with many different biological 

and clinical behaviour.

• Accounts for approximately 3%-6% of all head and neck cancer worldwide. 

• Parotid tumors are far more common

• 100 parotid tumors for every 10 submandibular gland tumors and approximately 1 
sublingual gland tumor.

• Minor salivary gland tumors occur with approximately the same frequency as 
submandibular gland tumors 

• oral cavity, pharynx, or in minor salivary gland rests in the parapharyngeal space.
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Surgery options

• Enucleation 
• ECD
• Partial parotidectomy
• Adequate parotidectomy
• Conservative parotidectomy
• Superficial parotidectomy
• Total parotidectomy
• Deep parotidectomy
• Radical parotidectomy
• Extended radical parotidectomy



Surgical techniques for benign Salivary Gland Tumors

• Enucleation -(intracapsular dissection without nerve 
identification)

• Extracapsular dissection (juxta capsular dissection with 
identification of nerve)

• Adequate parotidectomy (excision of tumor with a rim 
of normal parotid tissue)

• Superficial parotidectomy (removal of the entire 
superficial lobe)



101 patients with benign SGTs
Demographics of included patients:

All benign tumors
Mean Tsize-2.7cm

92%- were in the superficial lobe

Randomised to SP (49), AP (52)
No recurrences in either groups
Significantly higher facial nerve dysfunction in the SP/TP group(p<0-.05) than 
partial parotidectomy







• 67 Yrs/F
• Swelling- 1 month
• Left eye closure weakness+
• FNA: 

• Outside-Mucoepidermoid Ca
• TMH- High grade carcinoma



Surgery options

• Superficial parotidectomy
• Total parotidectomy
• Radical parotidectomy
• Extended radical parotidectomy



Extent Of Parotidectomy

• For Low grade and High-grade parotid lesions.



Extent of Surgery

• Superficial parotidectomy for appropriately located superficial T1 or 
T2 low-grade salivary gland cancers.

• Clinical behaviour of these tumors is similar to pleomorphic 
adenomas and other benign salivary neoplasms.



Indications for nerve monitoring

All patients undergoing parotid surgery
Or

High risk patients (redo surgery, T3T4 tumors, ACCs)
Or

Not required in any parotidectomies



PRISMA reporting +
Strict inclusion/exclusion criteria
Tests for heterogeneity done

1441 articles screened, 7 studies included

Benign and malignant tumors, Superficial and Total parotidectomy

Significant difference in temporary palsy rates with FN monitoring
Non significant differences in permanent palsy rates
Absolute risk reduction of 11.7%



Intraoperative Frozen Section

• Do you use them?

• For what?



Intraoperative Frozen Section

• To support immediate 
alterations in intraoperative 
management (extent of 
resection and neck dissection)



• 13 studies with 1,880 cases

• Sensitivity- 90% specificity- 99%

Indications of FS
• To achieve clear margins intraoperatively
• To grade the tumour for intraoperative decision making 
• Decision of nerve resection or preservation
• Neck management  



Facial nerve management

• IONM advisable in high grade tumours, recurrent tumours, higher stage 
tumours, deep lobe tumours

• If preop palsy- to consider sacrifice the nerve with intraoperative primary nerve 
repair

• If pre op no palsy- try to preserve the nerve from tumour, if not possible- resect



Facial nerve reconstruction
Early reconstruction of extratemporal lesion
• Primary direct nerve suture or interposition graft 
• Upper lid weights

Early reanimation when facial nerve is not available 
• XII-VII jump anastomosis
• Masseteric  nerve transposition
• Cross face nerve suture

Delayed reconstruction
• Hypoglossal facial nerve jump anastomosis
• Masseteric nerve transposition
• Microvascular muscle transfer,temporalis/masseter muscle transfer



Margins

• The extent of adequate free margin is not well-established.
• Absence of prospective randomized trials, 
• The different anatomic sites that these tumors involve, 
• The diverse histologic types,
• The presence of the facial nerve for parotid tumors.



Margins in parotid malignancies
• No clear evidence of what is adequate margin for 

parotid malignancies



Neck Dissection

• When?
• Clinically negative neck in T3 and T4 tumors and high-grade malignancies.

• What Levels (in cN0)?
• For parotid malignancies, levels may include 2-4.



NODAL SPREAD PATTERN

N 0 NECK N + NECK 



Elective neck treatment
High risk Low risk

SCC Adenoid cystic

Adenocarcinoma Acinic cell

High grade MEC Low grade MEC

Carcinoma ex pleomorphic sarcoma

Undifferentiated carcinoma

grade Occult nodal 
disease

Low grade 2%

intermediate 16%

High grade 39%

T stage Occult nodal 
disease

>3cm 20%

<3cm 4%



Neck management

• Low risk of occult nodal disease- T1,T2 tumour,low grade-
• wait and watch

• High risk of occult nodal disease - T3 AND T4,high grade tumours

• N0 NECK – elective neck dissection-level 2-4 or 1b to 4
• If neck dissection is not done- Elective nodal irradiation 
• N+ NECK- neck dissection level 1-5





Submandibular Salivary Gland Carcinoma

• Minimum a SND I-III is recommended.



To Conclude

• Superficial Parotidectomy is the minimum surgery that can be offered to parotid 
gland carcinoma.

• Level II sampling in N0 Neck, if positive complete the neck.

• No robust data to mandate the use of IONM routinely.

• Facial nerve management is very crucial.

• Concept of margin in parotid carcinoma is flawed.

• Frozen section has limited value in salivary carcinoma. 
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