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Amputation of submandibular preganglionic parasympathetic fibers

in the treatment of primary sialorrhea
Yang Fang,Yang Kai ,Tang Hong,Chen Dan,Zhao Dan ,Chen Rui
(Department of Oral and Maxillofacial Surgery,The First Affiliated Hospital of Chongqing Medical University)

[ Abstract]Objective . To investigate the therapeutic effect of amputation of submandibular preganglionic parasympathetic fibers on
primary sialorrhea. Methods ; One—side submandibular preganglionic parasympathetic fibers amputation was performed on 31 patients
with primary sialorthea in our hospital from January 2010 to January 2013. Preoperative and postoperative static total saliva flow rate
and subjective symptoms of sialorrhea were detected and recorded and the occurrences and complications were followed up. Results :
Within 15-39 months follow—up, the objectively evaluated efficiency was 96.78%(30/31) while the subjectively evaluated efficiency
was 93.55%(29/31) by the 31 patients. No recurrence and no complication occurred. Conclusion : Amputation of submandibular pre—-
ganglionic parasympathetic fibers is a simple,safe and effective method for primary sialorrhea.
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