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Background & Objectives

Current Standard:

e Traditional transcervical
excision is effective but
carries risks:

o Visible neck scarring
(hypertrophic/keloid
concerns).

o Risk of Marginal
Mandibular Nerve
(MMN) injury.

The Alternative:

,

Scarless surgery €

Transoral approach
offers a cosmetically
favorable option
("Scarless surgery").

Challenge:

Limited adoption due to
unfamiliarity with the
transoral anatomy
compared to the
transcervical route.

Study Objective:

To evaluate the safety,
efficacy, and complication
profile of the transoral
approach for benign
pathologies
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Methods - Study Design

Inclusion Criteria
(Benign Only)

Study Design
& Surgeon

P S

Patient Population
(N=30)

Benign Pathologies

Design: Retrospective
case series (Single
tertiary-care
institution).

Surgeon: Performed by
a single surgeon.

Age range: 7-80
years.

Gender: Mostly female
(21 Female / 9 Male).

Benign pathologies
only.
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Surgical Technique
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Surgical Technique (Key Steps)

Technical Highlights

e Anesthesia: Nasal
intubation preferred.

-4 (L

» Critical Step: Cannulation
of Wharton's duct (22G
catheter) to identify
duct and protect the
Lingual Nerve (LN).

Dissection

e [ntraoral incision along the
floor of the mouth.

e Sublingual gland dissection
(often removed for better
view).

» |dentification and ligation of
submandibular ganglion
branches to free the Lingual
Nerve.

Post-operative

e Gland delivered orally.

Y

e Usually no drains;
"Jaw bra" (pressure
dressing) used to
prevent hematoma. -

\ 87

16



/}/S/ﬁrgical Outcomes: Gland Excision & Scarless Result

)
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Cardi I '_I' ith FIGURE 6 | (A) Transoral view showing mucosal scar after transoral resection of submandibular gland. (B) View of patient’s neck, without any
ar Il‘l? ea 5 sear, particularly hypertrophic or keloid which may have resulted if transcervical route was performed. [Color figure can be viewed at wileyonlineli-
brary.com]

PIGURE 5 | Submandibular gland with attached Wharton's duct and
sialolith removed transorally. [Color figure can be viewed at wileyon-
linelibrary.com]
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Results — Operative Outcomes

% * Scar Avoidance:

@ 100% of patients avoided a neck scar.

* Operative Time:

Average 95 minutes (Range: 45-200 min).

* Conversion Rate:
Transoral

Approach
00%
0% Open Transcervical
Transoral conversion Surgery

Approach
0% conversion to open transcervical surgery.

 Hospital Stay:
0—0
o

bl
g R

ooo

Most patients discharged on the day of sgrgery/‘/”?




Results — Complications

/ Permanent Nerve Injury: Transient Complications:

0% 10%

(No Hypoglossal or Marginal Tongue Paresthesia
Mandlbular Nerve injury). (numbness): 3 patients, all
resolved within 6 weeks.

6.6%

_/\ 2 patients devel.o.ped

abscesses requiring
antibiotics/drainage.

0 cases

No hematoma or seroma /
occurred. ‘ —




‘,r’ '}‘ABLE 3 | Review of the literature of submandibular gland excisions using a transoral approach.

Study Study design No. Mean age Pathologies LOS Follow-up mean
Goh and Sethi [3] Retrospective case series 93  39.75 (12-82) Sialadenitis/ NR 12 months
sialolithiasis (50), (non-neoplastic),
pleomorphic adenoma 20 months
(31), others (12) (neoplastic)
Hong and Kim [4]  Retrospective case series 31 41 (14-67) Chronic sialadenitis <6days NR
with stone (22),

without stone

(5), ranula (1),
pleomorphic
adenoma (3)

Weber et al. [5] Retrospective case series 7 NR Chronic sialaadenitis NR 30-32 months
(3), sialolithiasis (for 2 patients
(2), pleomorphic with pleomorphic
adenoma (2) adenoma)
Kauffman et al. [6] Retrospective case series 9 40.4 Chronic sialadenitis ~ 2.4days NR
with sialolithiasis—3
patients
Chronic sialadenitis
(without specified
sialolithiasis)—2
patients



Feasibility of Transoral Approach (Previous Series)

Context: Several retrospective case series support the feasibility of the
transoral route for benign obstructive and neoplastic conditions.

=1 Goh and Sethi (n=93): =z Hong and Kim
=% Largest series reviewed. (n=31):

S Pathologies: Sialadenitis,

athologle . e @
% sialolithiasis, pleomorphic — E
27 adenoma. T

Follow-up: 12 months Demonstrated rapid
% (non-neoplastic) to 20 recovery with hospital
months (neoplastic). stay < 6 days.

Kauffman et al.

: (n=9):

oooo =000~
oDo7 ooo
ooo 7

Reported a mean
hospital stay of only
2.4 days.
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The Risk of Traditional Surgery: Nerve Injury

%"4 Historical Data
/R~ (Transcervical):
Erbek et al. (n=45): Reported 15.6%
- MMN weakness and 2.2%
Hypoglossal nerve dysfunction.

_ Berini-Aytes and Gay-Escoda:
_ Reported 11.6% MMN weakness.

né'@ Transoral Advantage:

% MMN Risk: Minimal to 0% (as lateral
@) dissection is blunt and internal).

_ Trade-off: Higher incidence of
fa’} transient Lingual Nerve (LN)

paresthesia due to direct
manipulation.
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The Risk of Traditional Surgery: Hematoma

Hematoma Rates in Transoral Approach Outcomes:
Transcervical Approach:

% Current Study: 0%

@ Springborg et al.: Reported
© hematoma/seroma rate.

hematoma formation in up to
14% of cases.
é@ Key Factor: Success attributed to

the use of “Jaw Bras” (pressure

dressings) post-operatively,
eliminating the need for drain.
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" Discussion
/ Transoral Approach Transcervical Approach
— Cosmetics: - Cosmetics:

Eliminates external scarring. \\ Visible neck scar.

Nerve Safety (MMN):

Significantly lowers MMN
weakness risk.

Nerve Safety (MMN):

11.6%-15.6% risk of
MMN weakness.
Lingual Nerve: Lingual Nerve:

Lower risk of transient //
numbness. 7

Slightly higher risk of transient
numbness due to direct manipulation.

the pressure requnred to deliver the gland / —
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Conclusion

Viability Patient Selection Key Benefit
N ) ==
\ =
'
A feasible and Best for glands < 4 cm Eliminates the risk of
cosmetically superior and patients with no facial nerve paralysis and
alternative for benign history of radiation. unsightly neck scars.

disease.
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Analogy (Visualizing the Technique)

Traditional (Transcervical) Transoral (This Study)

1
“Breaking down a wall to move furniture.” “Moving furniture through the front door.”
Easier access, but damages the wall (scar) Narrower exit requires skill, but the house
and risks hidden wiring (nerves) inside the exterior remains perfect.

wall.
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Take Home Messages
Transoral Submandibular Gland Excision

fé Superior Cosmetic Outcome

~, Achieves 100% scar avoidance, offering a
significant advantage for young patients or
those prone to keloids.

, 0% conversion rate to open surgery in this
series.

Eg@ Strict Patient Selection

* Indication: Benign pathology only (Sialadenitis,
Stones, Ranulas).

e Criteria: Gland size < 4 cm and no prior radiation
history.

 Contraindication: Malignancy (risk of tumor
seeding during delivery).

@ Distinct Safety Profile

@ Facial Nerve Preservation: Eliminates the risk
of Marginal Mandibular Nerve (MMN) weakness
(0% vs. 11-15% in traditional approaches).

& The Trade-off: Higher incidence of transient
Lingual Nerve paresthesia (10%) due to direct
manipulation, though self-resolving.

/é Key Technical Pearls

¢ Cannulation: Cannulate Wharton's duct to identify
and protect the Lingual Nerve.

¢ Hematoma Prevention: Use a compressive "Jaw
Bra" post-operatively; this effectively manages
dead space without the need for drains.

28



Thank You

For Your Attention.



