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Length of hospital stay and complications of mini-facelift
versus modified Blair incision for parotid abscess drainage

Purpose

To compare the length of hospital stay (LHS) and complications between mini-
facelift (MFL) and modified Blair incisions (MBI) for adult patients undergoing
parotid abscess drainage (PAD).

Materials and Methods

A retrospective cohort study design was utilized comprising 2 groups of healthy adult
patients (American Society of Anesthesiology [ASA] status I-Il) who underwent PAD
during a 7-year interval. The primary predictor variable was incision type (MFL vs. MBI).
The primary outcomes were LHS and adverse complications resulting from the incision
type. Other study variables were grouped into demographic, clinical, microbiological,
and therapeutic categories. Difference in the cohort characteristics were analyzed
using appropriate descriptive and uni- and bivariate statistics. Multivariate logistic
regression was used to measure the effect of the incision type had on the LHS and
adverse complication rates.

Results

The sample included 120 subjects (50% females) with a mean age of 41.7+18.3
years. Patients in the MFL group were hospitalized for 8.2+7.7 days, and the other
group stayed in the hospital for 10.2+8 days (adjusted odd ratio [OR] 1.19, 95%
confidence interval [95% CI] 0.52 to 2.7; p=0.8). In comparison with MBI, MFL did
not significantly increase complication risks in term of facial paralysis (adjusted OR
0.93, 95% Cl 0.06 to 15.29; p=1.0) and necessity of re-operation (adjusted OR 0.61,
95% C1 0.1 to 3.8; p=0.7).

Conclusion
Given no different LHS and complication risks, MFL can replace MBI for ASA I-ll adult
patients undergoing PAD.

Keywords: Parotid abscess, incision, hospital stay, complication, head and neck infection

Introduction

The International Classification of Diseases, 10" Revision, Clinical Mod-
ification (ICD-10-CM) separates parotid abscess (PA) (K11.3) from acute
suppurative parotitis (APP) (K11.21) despite the fact that the former is
generally accepted as a disease spectrum end of the latter (“continuum
concept”). PA emerges from ca. one fifth of APP cases and links to ductal
stricture or kinks, primary parenchymal involvement, or infection of peri-/
intraparotid lymph nodes, especially with poor oral hygiene. Surgical in-
tervention is indicated in patients with (1) no clinical improvement after
24-48 hours of conservative treatment: hydration, gland massage/stimu-
lation and broad-spectrum antibiotics, (2) facial paralysis, (3) deep fascial
space infections, (4) intraglandular parenchymal suppuration, or (5) risk of
severe infections, e.g. osteomyelitis, necrotizing fasciitis, or sepsis. Super-
ficial parotidectomy is often necessary for recurrent or chronic PA (1-8).
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With time, surgeries with minimal/short incisions have
gained popularity not only for aesthetic but also for oncologic
and traumatological purposes. Mini-facelift (MFL) has gradu-
ally superseded conventional facelift and modified Blair inci-
sions (MBI) for parotidectomy. Over the past two decades, au-
thors of several standard textbooks have recommended MFL
for parotid abscess drainage (PAD), and MBI should be per-
formed only in case of caudally extending/locating PA (1,4,8-
10). Minimally invasive surgical techniques result in gratifying
outcomes, low complications rates, and rapid return to daily
activities (11-14). However, our literature search unveiled a
truth that the recommendation on surgical approach to PA
relied on Level of Evidence IV and V after the Oxford Centre
of Evidence-Based Medicine (CEBM). Existing studies included
small sample sizes and non-systematic research designs, mak-
ing them difficult to ascertain conclusions concerning risks of
prolonged hospitalization (> 7 days) and complications.

The purpose of the present study was to analyze length
of hospital stay (LHS) and complications resulting from (ex-
tended) deep plane MFL vs. traditional MBI for relatively
healthy adult patients undergoing parotid abscess drainage
(PAD). We also sought to determine whether any difference
in LHS and complication risks existed between both inci-
sions. The investigators hypothesized that no significant dif-
ference would be found in prolonged LHS and adverse risks
when using MFL vs. MBI. Our specific aims were to perform
a retrospective outcome research (CEBM’s Level of Evidence
2¢), to document type and frequency of surgical incisions for
PAD, to calculate the prolonged LHS and complication rates,
and to prove the differences in outcomes of each PA incision.

Material and Methods
Study design and samples

We completed a retrospective cohort study recruiting 2
groups of patients undergoing PAD performed by a single
surgeon (PP) during a 7-year interval. Subjects eligible for
study inclusion were female or male, older than18 years of
age, who had undergone PAD via any incision types in an
inpatient setting with postoperative antibiotics. The diagno-
sis was established based on clinical presentations, routine
blood test, and radiographic confirmation with computed
tomography (CT): low attenuated, single cyst-like or multi-
ple loculated lesions with contrast enhancement of the ab-
scess wall (5,7). The surgical technique was together decid-
ed by provider and patient factors. In the MFL group, the
patients were informed about the chance of intraoperative
converting the incision into the conventional MBI, depend-
ing on surgical difficulty. All subjects received routine use of
general anaesthetics and continuous intraoperative neuro-
monitoring (clIONM) of the facial nerve, as described by oth-
er authors (15-17). Subjects were excluded from the study if
they did not satisfy the inclusion criteria, had poor general
health (American Society of Anesthesiology [ASA] status IlI-
IV), or if infection became disseminating to other tissues/
organs or arose from a tumor (“tumor necrosis”). Treatment
outcomes in pediatric/adolescent patients may be difficult
to evaluate, and ASA llI-IV patients often suffer from poor/
delayed healing (3,18). Both of these patient groups were
therefore excluded from the study.

Ethical statement

This retrospective cohort study with chart review was ap-
proved by the institutional review board, and the ethical guide-
lines of the World Medical Association’s Declaration of Helsinki
and the STROCSS criteria were followed throughout the study.
Every patient gave consent for participation and prospective
consent for their anonymous data in future researches.

Study variables

The primary predictor variable was incision types: MFL vs.
MBI. The surgical technique was recorded as documented in
operative notes. MFL began with the preauricular incision
extending into its natural crease superior to the tragus, and
then curved posterior to the tragus and inferior to the infe-
rior ear lobule with/without small postauricular extension.
The incision included neither temporal hair nor trichophytic
incision nor extension beyond the mastoid skin (Figure 1A).
In the MBI group, we used the conventional Blair “Lazy-S" in-
cision with extension into the upper neck (Figure 1B). Details
of both surgical methods were extensively described by oth-
er authors (4,11-14,19,20). The parotid fascia was exposed
and incised parallel to the facial nerve. An incision biopsy
was also performed to rule out tumor diseases. After micro-
biological swab, abscess evacuation and aggressive antisep-
tic lavage (mostly, 7.5% povidone-iodine: Braunol’ Haut-,
Schleimhaut- und Wundantiseptikum, B. Braun Melsungen
AG, Melsungen, Germany), one or two penrose drains (size
8 or 10 or 12 mm; Easy-Flow-Drainage’, Dispomedica GmbH,
Hamburg, Germany) for postoperative irrigation were left in
situ until a day before patient discharge.

The primary outcomes were length of hospital stay (days)
and incidence of adverse complications related to the sur-
gical incision. Complications included delayed wound heal-
ing/dehiscence/fistula, recurrence of the infection, trismus,
facial paralysis, Frey's syndrome, sensory disturbance, and
hypertrophic scar/keloid. The patients were discharged
when clinical symptoms resolved and blood chemical test
results were unremarkable.

The other study variables were categorized into 4 catego-
ries: (1) demographic: age, gender, relevant risk factors (met-
abolic diseases, dehydration, irradiation, Sjégren’s syndrome,
HIV infection, placement of a Sengstaken-Blakemore tube,
previous endoscopic retrograde cholangiopancreatography
[ERCP], continuous positive airway pressure therapy, and use
of total parenteral nutrition) (8), (2) clinical: limited mouth
opening (defined as an inability to vertically align 3 fingers be-
tween upper and lower central incisors up to the first distal in-
terphalangeal folds) (21), dysphagia/odynophagia, reduced/
poor general condition including severe pyrexia and malaise
(defined as Eastern Co-operative Oncology Group [ECOG]/
WHO Performance Score Grade 3-5) (22), (3) microbiological:
identified pathogen, and (4) therapeutic: used antibiotic.

Statistical analysis

Statistical analyses were performed using SPSS V27 (Statis-
tical Package for Social Sciences, IBM Corporation, NY, USA)
for all analyses. For all categorical comparisons, we used the
x> test or Fisher’s Exact Test, as appropriate. For comparisons
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Figure 1. Drawings showing (A) mini-facelift incision and (B)
modified Blair incision.

of continuous variables, we used independent samples t test.
Multivariable logistic regression analysis was then applied to
measure the effect of the incision technique on prolonged
LHS and adverse complication rates. The multivariate model
was adjusted into binary before calculation. We reported 95%
confidence intervals (Cls) and calculated P values. All statisti-
cal tests were 2-sided using a standard alpha of 0.05.

Results

A total of 120 PA patients treated by the first author (P.P.)
were identified during the 7-year study period. Patient de-
mographics, outcomes, and data analyses are summarized
in Table 1. The only risk factor in this cohort was found, i.e.
metabolic diseases in 11 (or 9.2%) patients. Advanced age

and usual symptoms of odontogenic infections (i.e. limited
mouth opening, swallow difficulty, reduced general condi-
tion) were not common. However, gram-positive oral bac-
teria were the main pathogen of the infection, and intrave-
nous ampicillin/sulbactam remained the gold standard of
empiric antibiotic therapy. Only 10 (or 8.3%) patients had a
Staphylococcal infection.

Neither incision conversion (MFL to MBI) nor surgical air-
ways nor secondary parotidectomy was warranted. All pa-
tients were successfully intubated via the orotracheal route
with/without a flexible fiberoptic bronchoscope. There were
no postoperative complications other than 2 (or 1.7%) tran-
sient facial paralyses (House-Brackmann scoring Grade Il
and Ill) and 5 (or 4.2%) re-operations. Of those, 4 re-operat-
ed patients were Asian/Eurasian immigrants and had an in-
fection of Burkholderia pseudomallei, making the association
between this pathogen and re-operation events statistically
significant (P= 0.0001).

On multivariate logistic regression analysis, there was no
significantly increased risk of LHS > 7 days (adjusted odd ra-
tio [OR] 1.19, 95% confidence interval [95% Cl] 0.52 to 2.7;
P = 0.8) and adverse complication (facial paralysis: adjusted
OR 0.93, 95% Cl 0.06 to 15.29, P = 1.0; necessity of re-opera-
tion (adjusted OR0.61,95% Cl 0.1 to 3.8, P=0.7).

Discussion

Given a proliferation of facial plastic surgical techniques,
there exists a need to assess the efficacy between different
surgical approaches to determine which offers the optimal
results. To address this deficit, we compared two surgical
techniques for PAD. Our findings point to specific factors
that could support a decision regarding the incision for PAD
in ASA |-l patients. MBI provides a wide surgical approach to
visualize the facial nerve, abscess, hematoma and necrotic
tissue, but it causes aesthetic concerns and probably fistu-
lation. In this regard, MFL seems to be more advantageous
because the MBI’s disadvantages are overcome (23,24).

For aesthetic purposes, MBI and MFL yield comparable
short-time outcomes. MBI offers a superior long-term result
in the neck only (12). However, correction of cervical laxity
and/or bulky neck is not the main aim of PAD. In this study,
the investigators could not demonstrate the significant dif-
ference of LHS and complication rates between both sample
groups. These results correspond with those recently report-
ed by other investigators (23,24). MBI should therefore be
used in case of caudally extending/locating PA - an alterna-
tive for this situation is extending the short retroauricular in-
cision to allow a better vision with a completely hidden scar
behind the ear lobe instead of a visible occipital prehairline
scar (11). One huge drawback of the MFL incision is that the
direction of the drainage is often not parallel to the gravity.
However, the effect of this unfavorable vector is unlikely to
hinder treatment outcomes in this series.

Staphylococcus aureus and Streptococcus viridians are
common pathogenic causes of PA. Gram-negative bacilli
and strict anaerobes, e.g. Klebsiella spp, Bacteroides spp, Fu-
sobacterium nucleatum, and Peptostreptococcus anaerobius
have been identified in patients with poor oral hygiene. Rare
PA arises from methicillin-resistant S. aureus, Mycobacterium
spp, Salmonella spp, Neisseria meningitides, Treponema pall-
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Table 1: Cohort characteristics grouped by incision type. Continuous data are listed as mean + SD. Categorical data are presented as number

(percentage). Statistically significant P-values are indicated in bold typeface.

Characteristics Overall Mini- Modified Blair P value (adjusted odd ratio;
Facelift incision 95% confidence interval)

Demographic

Sample size 120 62 58 N/A

Age at diagnosis 417183 431173 40.1£19.4 04

Age at diagnose > 60 years 29 (24.2) 14 (48.3) 15(51.7) 0.8 (0.84; 0.36-1.93)

Female gender 60 (50) 29 (48.3) 31(51.7) 0.6 (0.77;0.37-1.57)

Metabolic diseases 11(9.2) 7 (63.6) 4 (36.4) 0.5 (1.72;0.48-6.21)

Clinical

Limited mouth opening 23(19.2) 9(39.1) 14 (60.9) 0.2 (0.53;0.21-1.35)

Dysphagia/odynophagia 5(4.2) 3(60) 2 (40) 1.0 (1.42; 0.23-8.84)

Reduced/poor general condition 4(3.3) 2 (50) 2(50) 1.0 (0.93; 0.13-6.85)

Microbiological

Gram-positive cocci 68 (56.7) 33 (48.5) BEIGIES) 0.5 (0.75; 0.36-1.54)

Gram-negative cocci 9(7.5) 5(55.6) 4 (44.4) 1.0 (1.18; 0.3-4.64)

Anaerobes 11(9.2) 5 (45.5) 6 (54.5) 0.8 (0.76; 0.22-2.64)

Burkholderia pseudomallei 4(3.3) 2(50) 2 (50) 1.0 (0.9; 0.13-6.85)

Candida albicans 5(4.2) 2 (40) 3(60) 0.7 (0.61; 0.1-3.8)

Therapeutic

Ampicillin/sulbactam 95(79.2) 50 (52.6) 45 (47.4) 0.8 (1.2;0.5-2.91)

Clindamycin 12 (10) 5(41.7) 7 (58.3) 0.6 (0.64; 0.19-2.14)

Others after antibiogram 13(10.8) 7 (53.8) 6 (46.2) 1.0 (1.1;0.35-3.5)

Length of hospital stay 92+79 82+77 10.2+8 0.2

Length of hospital stay > 7 days 31(25.8) 17 (27.4) 14 (25.5) 0.8(1.19;0.52-2.7)

Postoperative

Facial paralysis 2(1.7) 1 (50) 1(50) 1.0 (0.93; 0.06-15.29)

Re-operation 5(4.2) 2 (40) 3(60) 0.7 (0.61;0.1-3.8)

Complications with evidence of Burkholderia pseudomallei 4(3.3) 2 (50) 2 (50) 1.0 (0.9; 0.13-6.85)

idum, Bartonella henselae, Eikenella corrodens, Fusobacterium
necrophorum (Lemierre’s disease) and B. pseudomallei (meli-
oidosis) (6,8,25). Retrograde infection of the parotid secre-
tory system results from ductal erosion with subsequent
bacterial penetration, exudate formation within the paren-
chyma, and glandular destruction (3,23). Notwithstanding
our findings that oral bacteria were commonly found, oral
health indices, such as caries prevalence DMFT/DMFS, Com-
munity Periodontal Index (CPI), in PA patients are beyond
this study’s scope.

Similar to results of other studies, diabetes mellitus (DM)
was an important risk factors in PA patients (3,7,24,25). It
appears clear that DM increases susceptibility to infection
and worsens outcomes of infectious diseases. For example,
DM patients have a 12-fold increased risk of melioidosis,
and over half of the melioidosis cases have diabetes. Main
mechanisms are impairment of phagocyte function and
adaptive T-cell immunity, chronic hyperactivation of the
innate immune response (i.e. polyclonal B-cell stimulation
and enhanced antibody production to stimuli), altered skin
flora (including increased colonization of S. aureus), and
antimicrobial resistance (18). It has been believed that pro-

longed usage of broad-spectrum antibiotics in DM patient
precipitates selective colonization of the upper respiratory
tract with Gram-negative bacteria, e.g. Klebsiella, Pseuro-
monas, because the commensals are shed out (3). On the
other hand, acute infection leads to hyperglycemia as a con-
sequence of the stress-response activation of the hypotha-
lamic-pituitary-adrenal axis to increase secretion of cortisol
and other hormones, which promote peripheral insulin re-
sistance and alter insulin-receptor signaling by pro-inflam-
matory cytokines (18). Altogether, appropriate blood sugar
management is an essential part of successful treatments for
PA patients with DM.

Melioidosis has often been reported in farmers, transport-
ers, machine workers and recreation activists in Southeast
Asia and Northern Australia, and presents as pneumonia (ca.
15%) and/or multiple soft-tissue abscesses (ca. 20%), espe-
cially in DM patients. Bacteremia and septic shock (ca. 20%)
are the strong predictors of death with the mortality rates
of 33%-65%. Radiological appearances of the melioidosis
abscesses vary from large abscesses with the “honeycomb”
or “Swiss cheese” appearance to dispersing microabscesses
(26.) All of our melioidosis patients were apt to re-operations.
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This finding may indicate high virulence of B. Pseudomallei,
as also described by other authors (23,24,26.) PA arising from
this bacterium should therefore be treated cautiously.

If the patient’s general health does not suit an invasive
treatment, ultrasound-guided emergency needle aspiration
of the pus may be able to prevent dissemination of the infec-
tion (23,27). Our cohort enrolled only ASA I-1l patients; there-
by, needle aspiration was not attempted. In another German
series (n = 31), all but 4 healed uneventfully after PAD with
clONM. The other four patients underwent superficial parot-
idectomy because of multiple recurrences of PA (2). To the
best of our knowledge, ultrasound-guide PAD appears to be
relatively unpopular in this country.

Facial paralysis in PA patients has been sporadically re-
ported in the literature and may occur due to the severity of
infection, perineuritis, or nerve compression (6,7). A Taiwan-
ese series demonstrated one of 14 (or 7.1%) patients with
temporary facial paralysis (5), and 13% (2/15) in another Ma-
laysian series (3). We found no facial paralysis before the sur-
gery. A possible explanation is that all patients presented to
us within a few days after the infection began and the PA siz-
es were less than 5 cm in preoperative CT. Contrast to post-
operative/iatrogenic facial paralysis, facial paralysis due to
PA per se often resolves spontaneously within a few months
after the disease cure. Facial paralysis resistant to therapy is
very highly suggestive of parotid malignancy and mandates
further workups (6,10).

Dissection, transaction, laceration, clamp compression, re-
traction, electrocautery, ligature entrapment, suction trau-
ma, or even compressive ischemia can cause iatrogenic facial
nerve injury (17). clONM during parotid surgery allows early
nerve identification, forewarns surgeons of unexpected fa-
cial nerve stimulation, maps the nerve course, reduces me-
chanical nerve damage, and helps to evaluate and prognos-
ticate the nerve function at the end of the procedure (15,16.)
This real-time monitoring of the facial nerve undoubtedly
decreases operation time and increases patient satisfaction
(17). Although an elevated nerve response (0.5 mA) could
predict postoperative facial nerve paresis at the end of pro-
cedure, an absence of an electrically evoked response does
not exclude the facial nerve injury (15, 17). The incidence of
temporary postoperative facial weakness in our cohort is
much lower than that in the recent meta-analysis (1.7% vs.
23.4%, adjusted OR 0.06, 95% C1 0.01 to 0.23, P=0.0001) (16).
Possible explanations are that most data in that meta-anal-
ysis were based on studies with 2-channel systems during
parotidectomy, while we used passive 4 channel-monitor-
ing (electrode placement in the frontal, orbicularis oculi and
oris, and mentalis muscles). Our patients with postoperative
facial paralysis were conservatively treated with physiother-
apy and returned to normal nerve functions within a year.

In Taiwanese, Thai and Malaysian series, trismus was found
in 43% (or 6/14), 50% (or 31/62) und 60% (or 9/15) of PA pa-
tients, respectively (3,5,25). However, limited mouth open-
ing, swallowing problem and reduced general condition
(ECOG/WHO Performance Score Grade 3 or more) in our pa-
tients were uncommon. The most likely cause of the discrep-
ancies is that the patients in the abovementioned Asian se-
ries came to the treatment later than ours (6.3 £ 6.3 [Taiwan]
vs. 1.8 + 0.6 [Germany] days; 95% Cl 3.28 to 5.61, P = 0.0001;
Malaysian means: 15.2 days), and had more percentages

of patients with underlying metabolic diseases (40% [Ma-
laysia] vs. 42.9% (Taiwan) vs. 9.2% [Germany]; adjusted OR
0.13, 95% Cl 0.04 to 0.46, P = 0.0028), probably because we
included ASA I-Il patients only. This could explain why our
patients tended to have shorter hospitalization (14 + 39.3
[Taiwan] vs. 9.2 + 7.9 [Germany] days; 95% Cl -3.26 to 12.86,
P = 0.24; Malaysian means: 14.2 days), albeit not statistically
significant. Moreover, our patients did not require advanced
airways management. In other words, the German health-
care system seems to support a quick referral of problematic
patients to specialists.

Our study was limited in several ways, most notably by the
retrospective observational study design. Inaccurate charting
and missing data cannot be excluded as a possibility in some
reviewed cases. Besides, chart reviewing was not blinded.
Despite no surgeon variation, we did not analyze the whole
patient population in the catchment areas of the studied fa-
cilities. The demographic data may be unrepresentative, e.g.
how many APP patients developed PA remains unknown, and
our results might not be generalized to other patient groups,
e.g. those with ASA llI-IV and/or advanced infections. Patient
satisfaction after PAD is our next research project.

Conclusion

The results of our study allow us to give strong recommen-
dations in favor of the use of MFL in ASA I-ll adult patients
undergoing PAD. Both MFL and MBI techniques are low-risk
with regard to LHS and postoperative complications. How-
ever, it should be borne in mind that the faster the treatment
begins, the less chance the patients have of getting compli-
cations. DM and melioidosis seem to be important risk fac-
tors and require particular attention. Postoperative facial
nerve dysfunction after PAD is temporary and diminished
after conservative physiotherapy.

Tiirkge d6zet: Parotis apsesi drenaji icin mini yiiz germe teknigi ya da
modifiye Blair insizyonu kullanilan hastalarda meydana gelen kom-
plikasyonlarin ve hastanede kalis siiresinin dedgerlendirilmesi.Amag:
Parotis apse drenaji (PAD) uygulanan yetiskin hastalarda mini yiiz
germe (MFL) ve modifiye Blair insizyonlari (MBI) arasindaki hastanede
kals stiresini (LHS) ve komplikasyonlari karsilastirmaktir.Gereg ve y6n-
tem:7 yillik bir aralikta PAH uygulanan 2 saglkli yetiskin hasta grubunu
(Amerikan Anesteziyoloji Dernegi [ASA] durum I-1l) iceren retrospektif
bir kohort ¢calisma tasarimi kullanildi. Birincil 6ngériicii degisken, insi-
zyon tipiydi (MFLye karsi MBI). Birincil sonuclar, LHS ve insizyon tipinden
kaynaklanan olumsuz komplikasyonlardi. Diger ¢calisma degiskenleri
demogrdfik, klinik, mikrobiyolojik ve terapétik kategorilere ayrilmistir.
Kohort ozelliklerindeki fark, uygun tanimlayici tek ve iki degiskenli
istatistikler kullanilarak analiz edildi. insizyon tipinin LHS (izerindeki et-
kisini ve olumsuz komplikasyon oranlarini 6l¢mek icin cok degiskenli lo-
jistik regresyon kullanildi.Bulgular: Orneklem, ortalama yasi 41.7 + 18.3
olan 120 denegi (%50 kadin) icermistir. MFL grubundaki hastalar 8,2 +
7,7 glin hastanede yatinildi ve diger grup 10.2 + 8 giin hastanede kaldi
(dtizeltilmis olasilik orani [OR] 1.19, %95 gliven araligi [%95 GA] 0.52 ila
2.7; P =0.8). MBl ile karsilastirildiginda MFL, fasiyal paralizi (diizeltilmis
OR 0.93, %95 GA 0.06 ila 15.29; P = 1.0) ve yeniden ameliyat gerekliligi
(dtizeltilmis OR 0.61, %95 Cl 0.1 ila 3.8) agisindan komplikasyon riskler-
ini 6nemli 6l¢iide artirmadi. ; P = 0.7). Sonug: Hastanede kalis stiresi ve
komplikasyon riski gbz éniine alindiginda, MFL, PAH uygulanan ASA
I-Il yetiskin hastalarda MBI'n yerini alabilir Anahtar kelimeler: parotis
apsesi; kesi; hastanede kalis; komplikasyon; bas ve boyun enfeksiyonu
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