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Resumen: Introduccion. La parétida es primer escalén ganglionar en la
diseminacién regional de los melanomas cutaneos de regién frontal, orbi-
taria y nasal. Aunque la linfografia se ha convertido en una prueba diag-
néstica estandar en el estudio del melanoma, no esta exenta de inconve-
nientes.

Material y método. Presentamos el caso de un paciente con melanoma
frontal y ganglios centinela parotideos y discutimos las particularidades,
ventajas y desventajas de la técnica en dicha regiéon.

Conclusiones. Aunque se ha demostrado que la afectacién del ganglio cen-
tinela es el factor predictor mas importante de recurrencia y superviven-
cia, creemos que es una técnica en estudio cuyo efecto en la superviven-
cia debe ser demostrado frente a la alternativa de seguimiento clinico y
que por tanto debe indicarse en casos seleccionados con mayor probabi-
lidad de metastasis.
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Abstract: Introduction. The parotid gland is the first lymph
node echelon in the regional dissemination of frontal, orbital
and nasal cutaneous melanomas. Although the lymphoscintig-
raphy has been become a standard diagnostic technique for
studying melanomas, it is not exempt of inconveniences.
Material and methods. We present the case of a patient with
frontal melanoma and sentinel nodes in the parotid region, and
we discuss the peculiarities, advantages and disadvantages of
using this technique in this region.

Conclusions. Although it has been proved that an affected sen-
tinel lymph node is the most important prognostic factor for
recurrence and survival, we believe that this is a technique under
study, and that its influence on survival should be demonstrat-
ed with regard to the alternative of clinical monitoring. It should
therefore be indicated in specific cases with greater probabili-
ties of metastases.

Key words: Head and neck melanoma; Lymphoscintigraphy;
Neck dissection; Parotidectomy.
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Introduccion

La mayoria de melanomas cuténeos de cabeza y cuello se loca-
lizan en frente y cara.’2

Las metastasis en ganglios linfaticos regionales se producen entre
el 14 y 60% de los pacientes segln estadios,3* y la regién paroti-
dea puede verse afectada en el 2,4% de los casos.>

La introduccién de la linfoescintigrafia ha permitido localizar el
probable primer escalén de drenaje ganglionar de la lesién, lo cual
a su vez permite, mediante su extirpacion, el diagnéstico precoz de
la metdstasis ganglionar con una cirugia relativamente simple, de
poca morbilidad e incluso con anestesia local y a continuacion, si
se confirma la afectacién, el tratamiento precoz mediante la linfa-
denectomia regional.s’

A pesar de las ventajas que supone la técnica del ganglio cen-
tinela, existen opiniones contrarias sobre su utilidad e indicacién
generalizada,?? siendo la regién parotidea una de las zonas donde
dichas controversias son mayores por sus caracteristicas clinicas,
técnicas y quirdrgicas.s10

Presentamos el caso de un paciente con melanoma frontal y
ganglio centinela parotideo, y discutimos las particularidades, ven-
tajas e inconvenientes de la técnica en dicha regién.

Caso clinico

Paciente de 24 afios, sin antecedentes, que es intervenido por
el servicio de Dermatologia de nuestro hospital por presentar lesion
melénica en regién frontal. Dicha lesién es informada como mela-
noma maligno de extension superficial con Breslow de 2 mm y esta-
dio Il.

En linfografia preoperatoria se objetivan dos ganglios centine-
la, uno primario en el seno de la glandula parétida izquierda y otro
secundario en cola de dicha glandula. Tras este hallazgo se deriva
a nuestro servicio para intervencién, practicindose parotidectomia
total conservadora y extirpacion de tejido graso de polo inferior. El
estudio anatomopatolégico de la pieza quirlrgica descarta la pre-
sencia de metdéstasis.

La evolucién del paciente es favorable y hasta el momento, tras
24 meses de seguimiento, no se han objetivado recidivas locales,
ganglionares ni a distancia.

Discusion

La incidencia de metastasis en ganglios linfaticos parotideos de
melanomas cutaneos de regién facial detectados mediante paro-
tidectomia profilactica es del 2,4%,5 pudiendo llegar al 8%,y
139%,12 en estudios realizados con la técnica del ganglio centinela.

Debido a que la probabilidad de aparicién de metastasis regio-
nales en melanomas de cabeza y cuello es menor del 20% y que la
linfadenectomia profilactica no aumenta la supervivencia, '3 la indi-
cacién de la diseccién ganglionar electiva es controvertida, optan-
do muchos de los autores por realizar sequimiento del paciente y
tratamiento de las metastasis en el momento de su deteccién.™
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Introduction

Most cutaneous melanomas of the head and neck are
located in the forehead and face'2

Metastases to regional lymphatic nodes occurs in 14%
to 60% of patients depending on stage,3* and the parotid
region can be affected in 2.4% of cases.

The introduction of lymphoscintigraphy has permitted
locating the first likely draining lymph node of the lesion.
This in turn permits, following excision, the early diagnosis
of nodal metastasis with relatively simple surgery, little mor-
bidity and even under local anesthesia. If involvement is con-
firmed, early treatment by means of regional lym-
phadenectomy can be carried out.67

In spite of the advantages that the sentinel node tech-
nique represents, there are opinions against its general use
and indication.&® The parotid region is one of the areas where
these controversies are greatest because of the clinical, tech-
nical and surgical characteristics of the region.s 10

The case of a patient with melanoma of the frontal region
and sentinel node in the parotid gland is presented and the
peculiarities, advantages and disadvantages of using this
technique in this area are discussed.

Case report

The patient was 24 years old male with no relevant med-
ical history. He was operated by the department of Der-
matology in our hospital as a result of a melanoma in the
frontal region. The lesion was reported as stage I, superfi-
cial spreading malignant melanoma with a Breslow mea-
surement of 2 mm.

The preoperative lymphography showed two sentinel
nodes, a primary one in the center of the left parotid gland,
and another secondary one in the tail of the gland. After this
finding he was referred to our service for surgical interven-
tion, and a total conservative parotidectomy was carried out
together with removal of fatty tissue from the lower axis. The
anatomopathologic report of the surgical specimen ruled out
the presence of metastasis.

The patient evolved favorably and to date, after a fol-
low-up of 24 months, local, nodal or distant recurrence has
not been observed.

Discussion

The incidence of metastasis in parotid lymph nodes of
cutaneous melanoma of the facial region, detected by means
of a prophylactic parotidectomy is 2.4%,* and it can reach
8%'" and 13%2 in studies carried out with the sentinel node
technique.

Given that the probability of regional metastasis from
head and neck melanomas is lower than 20%, and that pro-
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La diseccién cervical electiva o profi-
lactica supone el sobretratamiento o tra-
tamiento no necesario de los pacientes
sin metastasis ganglionares que oscilan
entre el 95,7 y el 87% de los casos,>11.12
con lo que implica de aumento en la
morbilidad y los costes.

En cabeza y cuello, dicho tratamien-
to electivo deberia incluir en la mayoria
de las ocasiones la regién parotidea,
mediante parotidectomia profilactica,
con los riesgos y secuelas que implica:
debilidad temporal del nervio facial en
el 15% y definitiva de alguna rama en
menos del 5%,'S riesgo que se incre-
menta en la rama marginal si se asocia
diseccion cervical electiva, sindrome de
Frey en un 30% de los casos y secuelas
estéticas por hundimiento o cicatriz.1.15

Otra cuestion discutida en el mela-
noma de cabeza y cuello se refiere a la
predicciéon del camino de drenaje linfa-
tico regional para cada paciente.'214
Mientras que para algunos autores las
metéastasis linfaticas cervicales siguen un
modelo fijo y predecible,’#1617 acertan-
do en el 92,8y 97%,'? de los pacientes,
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phylactic  lymphadenec-
tomies do not lead to
increased survival,’3 the indi-
cation for elective node dis-
section is controversial, and
many authors opt for mon-
itoring the patient and treat-
ing metastasis when detect-
ed.”

Elective or prophylactic neck
dissection entails extra or
unnecessary treatment for
patients with no lymph node
metastasis, which can vary
between 95.7 and 87% of
cases,>1.12 and this implies
increased morbidity and
costs.

This elective treatment in the
head and neck region
should generally include the
parotid region, and it should
consist in a prophylactic
parotidectomy, with the risks

Figura 1. Linfografia preoperatoria donde se objetivan dos gan- ;4 sequelae that this
glios centinelas, uno primario en seno de glandula parétida izquier-
da y otro secundario en cola de dicha glandula. ;
Figure 1. Preoperative lymphography showing two sentinel nodes, Nnerve weakness in 15% of

implies: temporary facial

para otros, el modelo de distribucién es one primary in the middle of the left parotid gland and the other secon- patients and permanent

variable.1220 Sin embargo, dicha predic- dary in the tail of the gland.
cién solo identifica los niveles cervica-

les que pueden verse afectados por la diseminacién, pero no el lugar
exacto ni al paciente con metastasis. Nos permitiria por tanto rea-
lizar linfadenectomias regionales profilacticas mas selectivas de los
posibles niveles afectos, pero sin reducir su nimero, es decir, el
ndmero de pacientes que sobretratamos.

La ventaja que aporta la linfoescintigrafia es la localizacién del
ganglio de drenaje de la lesidn, el cual, tras su extirpacién y anali-
sis, confirmara aquellos pacientes con metastasis, permitiendo: 1°
conocer el patrén de drenaje linfatico individual de cada pacien-
te, 2° el estadiaje exacto, 3° la diseccién ganglionar terapéutica pre-
coz en un segundo tiempo, 4° el tratamiento complementario adyu-
vante indicado y 5° disponer de informacién prondstica referente
a supervivencia y recurrencia. Es una técnica quirdrgica diagnésti-
ca indicada en melanomas cuya profundidad sea superior de T mm
o con nivel de Clark 1V.2.22 En los pacientes cuyo ganglio centine-
la sea negativo, la técnica evita la cirugia agresiva de la diseccién
cervical electiva o la parotidectomia electiva y, por tanto, la mor-
bilidad y coste.?

Sin embargo, la técnica del ganglio centinela también tiene
inconvenientes y la informacién que aporta es controvertida, lo que
hace que su justificacién pueda ser dudosa frente a la pauta de espe-
rar y ver evolucién.®

En el 34% de los pacientes la linfografia detecta ganglios que
no concuerdan con los que la prediccién clinica establece.’® Dicha
discordancia consiste en la identificacién como ganglios centinelas

branch weakness in under

5%,s a risk that increases
in the marginal branch if accompanied by elective neck dis-
section, or Frey’s syndrome to 30% together with the aes-
thetic sequelae due to indentation or scarring.’".’s

Another disputed aspect of head and neck melanoma
concerns predicting each patient’s regional lymphatic
drainage path.1214 While some authors believe that lym-
phatic metastases to the neck follow a fixed and predictable
model,'41617 which in 92%'8 and 97%° of patients is iden-
tified correctly, for others the distribution pattern is vari-
able.1220 However, this prediction only identifies the neck
areas that can be affected by dissemination, but not the
exact site or the patient with metastasis. This allows more
selective prophylactic regional lymphadenectomies to be car-
ried out of the areas that are possibly affected, but without
a reduction in number, that is, the number of patients that
are overtreated.

The advantage of the lymphoscintigraphy is that the
lesion’s drainage node can be located and, after removal
and analysis, those patients with metastases can be iden-
tified. This will permit the following: Firstly, knowing the indi-
vidual lymphatic drainage pattern of each patient. Sec-
ondly, the exact stage. Thirdly, it will permit early therapeutic
node dissection in a second procedure. Fourthly, the adju-
vant complementary therapy indicated can be carried out.
And fifthly, it will allow having prognostic information with
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de los ganglios retroauriculares en el
13,4% y contralaterales en el 72%,
hallazgos contrarios a los observados
durante el seguimiento, donde los casos
de metastasis en dichos ganglios oscilan
entre 1,5-2,9%.10.1819

La técnica presenta una tasa de fal-
sos negativos menor del 4% si lo deter-
minamos mediante la diseccién gan-
glionar realizada concomitantemente.23
Sin embargo, si el criterio es la recu-
rrencia en la zona del ganglio centinela
sin diseccién previa, la tasa de falsos
negativos puede variar entre el O y el

25% en funcién del tiempo de segui- ficial parotideo

Figura 2. Imagen intraoparatoria tras diseccion de I6bulo super-

regard to survival and recur-
rence. This is a surgical diag-
nostic technique that is indi-
cated for melanomas with a
depth of over Tmm or Clark
level 1V.21.22 for those
patients with a negative sen-
tinel node, the technique
avoids aggressive surgery
such as elective neck dissec-
tion or an elective parotidec-
tomy and therefore, the
morbidity and cost.

However, the sentinel node
technique also has disad-

miento, el estudio anatomo-patologico Figure 2. Intraoperative view after dissection of the superficial lobe of ~Vantages and the informa-

realizado (inmunohistoquimico o no), la  the parotid gland.
experiencia del equipo investigador y el
método utilizado.?1012 Creemos que
algunos resultados pueden mejorarse
con la utilizacién de gamma probe
(sonda intraoperatoria) como emplean
Lin y cols.24

Las complicaciones descritas son
bajas e incluyen: seroma (3%), infeccién
de la herida (3%), hematoma (2,5%),
reaccion alérgica, 2425 y se discute el ries-
go de si la inyeccion de radiofarmaco y
colorante puede aumentar las metasta-
sis en transito.24.26

Finalmente, estamos ante una inter-
vencién solo diagndstica donde no exis-
ten datos sobre la eficacia en relacién a
la supervivencia, es decir, si el trata-

tion that it provides is con-
troversial, which means that
justifying its use, as opposed
to waiting and watching,
can be difficult.

In 34% of patients the lym-
phography detects nodes
that do not correspond with
those predicted clinically.’
This discordance consists in
identifying as sentinel nodes
retroguricular nodes in
13.4% of cases, and con-
tralateral nodes in 72% of
cases. These are findings
that are contrary to those
observed during monitoring,
as the incidence of metas-

miento precoz de estos pacientes una Figura 3. Imagen intraoperatoria tras diseccion de I6bulo profundo  tases in these nodes varies

vez se detecte la metéstasis mejora su Pparotideo.
supervivencia.®

Las consideraciones que hay que
tener presente ante un ganglio centine-
la en regién parotidea son las generales
descritas anteriormente a las que hay que afadir las determinadas
por su localizacién, cuya proximidad al nervio facial hace que su
extirpacion sea mas complicada.10.12

La incidencia de metastasis linfaticas parotideas en melanoma
de cabeza y cuello en estadios iniciales se mantiene entre un 2,4%-
13%,511.12 sin embargo la deteccién de ganglios centinelas preo-
peratorios en dicha regién varia entre el 95y 35,2%,0-12 |o que se
puede explicar por diferencias de aparatologia y experiencia del
equipo.

Segun la localizacién, los ganglios centinelas de la region paroti-
dea se pueden clasificar en intraparotideos, que asientan en el inte-
rior de la glandula, y periparotideos, que asientan por fuera o en la
periferia (estos a su vez se clasifican en anteriores, infraglandulares y
supraglandulares).’.12 En las series de Olilla y cols.2y Fincher y cols."
la distribucién de ganglios intraparotideos y extraparotideos es al 50%.

tid gland

Figure 3. Intraoperative view after dissection of deep lobe of the paro-

between 1.5-2.9%.701819
The technique has a rate of
false negatives that is less
than 4% if concomitant
node dissection is carried
out.23 However, if the criteria is recurrence in the region of
the sentinel node with no previous dissection, the rate of
false negatives can vary between 0 and 25% depending on
the follow-up period, the anatomopathological study carried
out (immunohistochemical or not), the experience of the
investigating team and the method used.*'12 We believe
that some results can be improved by using an intraopera-
tive gamma probe as used by Lin et al.24

Few complications have been described and they include:
seroma (3%), infection of the wound (3%), hematoma
(2.5%), allergic reaction.2425 There is also some discussion
as to radioactive tracers and coloring materials contributing
to increased in-transit metastasis.2426

Finally, it should be kept in mind that this is an inter-
vention that is purely diagnostic, and there are no data as
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Aunque algunos autores cuestionan
la seguridad de realizar la linfadenecto-
mia del ganglio centinela en la regién
parotidea,s 1 Olilla y cols.'2 la realizan
en 37 de sus 39 pacientes y Finchery
cols.m en 12 de sus 18 pacientes (6 con
ganglios periparotideos y 3 intraparoti-
deos), considerando que los intraparo-
tideos se pueden extirpar con minimo
riesgo’! y aconsejando una diseccién
meticulosa intraglandular y el uso pru-
dente de electrobisturi..12

Ante el riesgo de una lesién defini-
tiva del nervio facial, la alternativa es la
de realizar una parotidectomia conser-
vadora,?” previa localizacién y diseccién
del nervio facial, extirpando la glandula
donde se encuentre el ganglio, lo que
realizan Fincher y cols.’ en los 6 pacien-
tes restantes (33% del total) con gan-
glios intraparotideos. Esto supone reali-
zar una parotidectomia profilactica, ciru-
gia de mayor envergadura cuyo tiempo
de quiréfano y estancia hospitalaria es
superior a una simple adenectomia.

El principal inconveniente de la ade-
nectomia aislada es la lesiéon del nervio
durante la extirpacién, o en un segun-
do tiempo si fuese necesario la paroti-
dectomia. Para evitarlo, Lin y cols,2 reco-
miendan la utilizacién de sistemas de
monitorizacién intraoperatorios no inva-
sivos. Olilla y cols.’? presentan como
Unica complicacién en su serie de 37 lin-
fadenectomias parotideas un caso (2,6%
de los pacientes) de paresia del nervio
facial transitoria, incluso extirpando una
media de 2-3 ganglios por paciente, Fin-
cher," en su serie de 12 linfadenecto-
mias en parétida, no presenta ninguna
complicacién al igual que Lin.24

En parétida, la tasa de falsos nega-
tivos es del 3,1%-12,5%.101223 | 3 sensi-
bilidad de la técnica es del 64-80%, es
decir, de los pacientes que tienen metas-
tasis subclinicas en parétida, un 20-36%
no son detectados (falsos negati-
v0s),10.12.24 |o cual se puede explicar por
el pequefio tamafio de los ganglios.’011

Con el fin de mejorar estos resulta-
dos se aconseja evitar la inyeccién abun-
dante de contraste en los melanomas de
mejilla, para impedir su extravasaciéon o

superposicién con la parétida, y levantar colgajos de piel finos, para
evitar incluir los ganglios en el colgajo.'*

Figura 4. Iméagen postoperatoria a los 11 meses de seguimiento.
Figure 4. Postoperative view after a follow-up of 11 months.

Figura 5. Imagen postoperatoria a los 11 meses de seguimiento.
Figure 5. Postoperative view after a follow-up of 11 months.
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to its efficiency with regard
to survival - that is to say,
if prompt treatment of these
patients, once metastasis
has been detected, improves
survival.?

The aspects that have to be
taken into account with a
sentinel node in the parotid
region are the general
aspects that have previous-
ly been described, and to
which we have to add those
related to location, as if the
sentinel node is close to the
facial nerve, excision is more
complicated. 72

The incidence of lymphatic
metastasis of the parotid
region in early stage
melanomas of the head and
neck is around 2.4%-
13%,%11.12 however the
detection of preoperative
sentinel nodes in this region
varies between 95% and
35.2%,70-12 which can be
explained by differences in
equipment and in the expe-
rience of the team.

Sentinel nodes of the parotid
region can be classified as
intraparotid, those that are
situated within the gland, or
periparotid, which are situ-
ated on the outside or in the
peripheral area (these in turn
are classified as anterior,
infraglandular and
supraglandular)..12 In the
series by Ollila et al.’2 and
Fincher et al.’" the distribu-
tion between intraparotid
and extraparotid nodes was
50%.

Although some authors
question the safety of carry-
ing out a lymphadenectomy
of the sentinel node in the
parotid region,* Ollila et
al.’2 carried this out in 37
out of their 39 patients, and
Fincher et al.’” in 12 out of

their 18 patients (6 with periparotid nodes and 3 with intra-
parotid nodes), as they considered that intraparotid nodes
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Una vez confirmada la afectacién del ganglio parotideo, la mayo-
ria de autores estan de acuerdo en realizar parotidectomia total con-
servandora y algunos también asocian la diseccién cervical'214 ya
que el 50% de los pacientes con ganglio parotideo afectado pre-
sentan o presentardn metdstasis cervicales.!2

La mayoria de los ganglios parotideos se localizan en la regién super-
ficial de la glandula.526 Segln estudios anatémicos, en el I6bulo super-
ficial pueden asentar hasta 20 ganglios y en el profundo entre 0-5 gan-
glios.282° Aunque pudiera parecer que la parotidectomia superficial no
supone un tratamiento electivo eficaz por no eliminar la totalidad de
ganglios intraglandulares, si se realiza sin objetivar ganglios positivos,
no se describen recidivas posteriores en lI6bulo profundo.s Sin embar-
go no estd claro si tras una parotidectomia superficial con ganglios
positivos es preciso realizar posteriormente una parotidectomia pro-
funda, sobre todo en los casos donde la parotidectomia se haya rea-
lizado como técnica de extirpacion del ganglio centinela.

Conclusion

Aungue se ha demostrado que la afectacién del ganglio centi-
nela es el factor mas importante predictor de recurrencia y super-
vivencia,?3 tenemos la duda de que esta habilidad justifique el que
realicemos una prueba diagndstica-quirtrgica, sin esperar a que
esté demostrada su eficacia en la supervivencia frente a la alterna-
tiva de seguimiento clinico.

Creemos que debe indicarse selectivamente e individualmente,
como técnica experimental o dentro de ensayos clinicos,® como
realizamos en nuestro hospital.

En los casos que se realicen y se detecten ganglios en la regién
parotidea deberemos analizar la linfografia preoperatoria para dis-
tinguir si el/los ganglios son periparotideos o intraparotideos y en
estos Ultimos, valorar el grado de profundidad.

En ganglios periparotideos e intraparotideos superficiales realiza-
remos ecografia previa de alta resoluciéon, que permitira confirmar la
existencia y localizacién de adenopatias de hasta 2,5 mm, que seran
confirmadas intraoperatoriamente con la sonda, y adenectomia.

En ganglios intraparotideos profundos, ante el riesgo de lesién
nerviosa, creemos que lo indicado es la parotidectomia superficial
conservadora, confirmando tras su extirpacién con la sonda, que
se han extirpado todos los ganglios, sin dejar restos en el I6bulo
profundo o nivel | cervical.
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could be excised with minimal risk."" They recommend metic-
ulous intraglandular dissection, and that the electric bistoury
be used prudently.1.12

Given the risk of permanent damage to the facial nerve,
the alternative is carrying out a conservative parotidecto-
my2’ before locating and dissecting the facial nerve, and
removing the gland where the node is located, as carried out
by Fincher et al.’" in their six remaining patients (33% in
total) with intraparotid nodes. This entails carrying out a
prophylactic parotidectomy, and the surgery will be more
extensive. In addition surgical time and hospital stay will be
greater than with a simple adenectomy.

The main inconvenience of an isolated adenectomy is
damaging the nerve on excision, or a second surgical pro-
cedure if a parotidectomy were necessary. In order to avoid
this, Lin et al?* recommend the use of systems for non-inva-
sive intraoperative monitoring. The only complication for
Ollila et al.’2 in their series of 37 lymphadenectomies of
the parotid region, was one case (2.6% of patients) of tran-
sitory paresis of the facial nerve, even when an average of
2.3 nodes per patient were excised. Fincher et al,’" in their
series of 12 lymphadenectomies of the parotid region, did
not encounter any complications, nor did Lin.2*

In the parotid, the rate of false negatives was 3.1%-
12.5%.1012.23 The sensitivity of the technique was 64-80%.
In other words, of the patients that had subclinical metas-
tasis in the parotid, 20-36% were not detected (false nega-
tives),'%.1224 which can be explained by the small size of the
nodes. 011

With the aim of improving results, injecting abundant
contrast material should be avoided for melanomas of the
cheek, so as to avoid extravasation or the superpositioning
of the parotid, and raising fine skin flaps, so as to avoid
including any nodes in the flap has also been recommend-
ed.”

Once involvement of the parotid gland has been con-
firmed, most authors agree that a total conservative
parotidectomy should be carried out, and some are in favor
of also carrying out neck dissection’2'* as 50% of patients
with affected parotid nodes have, or will have, neck metas-
tasis.’?

Most parotid nodes are located in the superficial
region of the gland.>26 According to anatomic studies, in
the superficial lobe there may be up to 20 nodes and in
the deep lobe there may be 0-5 lobes.28.2° Although it
would appear that the superficial parotidectomy is not
effective elective treatment, as not all intraglandular
nodes are eliminated, if this is carried out and no posi-
tive nodes are observed, it should be kept in mind that
recurrence in the deep lobe has not been described.5 How-
ever, it is not clear if, after a superficial parotidectomy
with positive nodes, a deep parotidectomy will have to
be carried out later, especially in those cases where a
parotidectomy has been carried out as a technique for
removing a sentinel node.
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Conclusion

Although it has been demonstrated that an affected sen-
tinel node is the most important factor for predicting recur-
rence and survival,2? we have some doubts as to whether
this factor justifies carrying out diagnostic-surgical tests, as
opposed to the alternative which would be clinical follow-
ing. We should perhaps wait for its efficacy with regard to
survival to be demonstrated. We believe that it should be
indicated selectively and individually as an experimental tech-
nique, or used within clinical trials9 as occurs in our hospi-
tal.

In cases where this is carried out, and where nodes are
detected in the parotid region, the preoperative lymphog-
raphy should be analyzed in order to distinguish if the node
or nodes are periparotid or intraparotid, and in this last case
the depth involved should be evaluated.

For superficial periparotid and intraparotid nodes, high-
resolution ultrasound should be carried out, which will per-
mit confirming the existence and location of adenopathies
that measure up to 2.5 mm, and that are confirmed intra-
operatively by probe, and adenectomy.

In deep intraparotid nodes, when there is risk of nerve
damage, we believe that what should be indicated is a super-
ficial conservative parotidectomy. Confirmation should then
be carried out by probe that all nodes have been removed,
and that no remains have been left in the deep lobe or level
| of the neck.
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