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Objective
The aim of the present study was to demonstrate facial nerve (FN) outcomes in
various skull base pathologies managed through different lateral skull base
approaches.
Materials and methods
This retrospective study was conducted on 20 patients admitted to the ENT
outpatient clinic of a tertiary referral center. All patients presented with different
skull base lesions with or without FN involvement. A full preoperative assessment
was carried out, including the House–Brackmann (HB) FN grading scale. Surgical
techniques used to manage the FN depended on the surgical approach and the
extent of the pathological lesion in the form of FN identification and monitoring,
decompression, intact fallopian bridge technique, rerouting, anastomosis, or
scarification. FN functional integrity was assessed 1 month and 1 year
postoperatively using the House–Brackmann scale to assess different surgical
techniques used to manage the FN and their effects on postoperative FN function.
Results
Half of the patients had glomus jugulare tumor, which were mostly managed
through infratemporal fossa type A approach. At 1 month postoperatively, no
great improvement was found in FN function in most of the cases. After 1 year,
the improvement was statistically significant.
Conclusion
One year postoperatively could give idea of the FN surgical outcome. Grade III was
the best result achieved in cases of FN grafting and anastomosis. In the present
study, FN intact techniques were the most useful to yield better results than were
grafting and anastomosis when the circumstances and extension of the pathology
allow the surgeon to use such techniques.
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Introduction
Facial paralysis is a potentially devastating disorder. Little
impairment has a more negative effect on socioeconomic
capacity and psychology in the individuals’ life [1].
Paralysis may result from infection, tumor growth,
trauma, and several other causes.

Diagnostic tools, such as electroneurography, high-
resolution computerized tomographic scanning, and
MRI, provide more precise assessment and localization
of nerve injuries inmany disorders. This has allowedmore
accurate preoperative planning and the selection of
best surgical approach according to the site of nerve
involvement [2].

Indication for facial nerve (FN) exploration and repair
in cases of trauma are well defined, in contrast to
paralysis to infectious or neoplastic causes [3]. If
there is strong evidence after head trauma that the
nerve has been transected, including a sudden onset
of complete paralysis, loss of electrical activity
ed by Wolters Kluwer - Med
by electroneurography, surgical exploration, and
decompression are warranted [4]. Whereas indication
for exploration and decompression in case of neoplastic
causes depend on the tumor location and extension, as
well as the hearing status in both ears [3].

Refinements of surgical strategies and advancement of
surgical instrumentation have enabled the neuro-
otologist to expose safely the entire course of the FN
from the brain stem to its exit from the temporal bone.
However, surgical management of FN disorders
continues to be controversial [5].

Many surgical approaches or combination of two or
more approaches can be used when full exposure of the
entire course of the FN is needed. Each approach has
know DOI: 10.4103/1012-5574.206015
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Figure 1
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specific advantages and disadvantages [6]. The decision
to select a surgical approach depends on the anatomic
location of the lesion, its extent, and the hearing status
in both ears. And still, timing of surgical intervention
presents another dilemma [7]. The purpose of the
study was to demonstrate FN outcome in various
skull base pathologies managed through different
lateral skull base approaches.
Left infratemporal fossa approach for glomus jugulare tumor (T)
showing: intact fallopian bridge technique (*), sigmoid sinus (SS),
extratemporal facial nerve (Fn), parotid gland (P), and tegmen (Tg)

Figure 2

Left infratemporal fossa approach for glomus jugulare tumor (T)
showing: anterior rerouting of the facial nerve (*), sigmoid sinus
(SS), promontory (P), and tegmen (Tg)
Materials and methods
This retrospective study was conducted on the records
of 20 patients admitted to the ENT outpatient clinic of
a tertiary referral center in the period from October
2010 to January 2012. All patients presented with skull
base lesions, either traumatic or neoplastic in origin
with or without FN involvement. Inflammatory FN
lesions were excluded from the study.

The protocol of the study was approved by the Ethical
Committee of the Faculty of Medicine, and all patients
signed a written consent before participating in the
study.

All patients were subjected to the preoperative
evaluation including detailed history with special
concern of onset, course, and degree of facial paralysis,
thorough otoneurological examination, and clinical
House–Brackmann (HB) grading scale assessment [8].
Preoperative audiogram and radiological investigations
including computed tomography (CT) petrous bone,
MRI of posterior fossa, and cerebellopontine angle
(CPA) with gadolinium and vascular study for
suspected vascular lesions were mandatory with or
without a preoperative electrophysiological study.
Surgical steps and drawbacks were explained to the
patients.

Different lateral skull base approaches were selected
according to the type, anatomical location, and extent of
the pathology, hearing status, and degree of FN
involvement. Glomus jugulare tumors (GJTs) were
handled through either infratemporal type A approach
[9,10] for large tumors or transmastoid approach for small
ones.TheFN in such lesionswasmanaged either by intact
fallopianbridgetechnique (Fig.1)oranterior transposition
(Fig. 2) or was being killed [11]. Acoustic neuromas were
managed through translabyrinthine approach where
FN was identified and monitored [12]. Petrous apex
cholesteatomas (PAC) underwent either subtotal
petrosectomy [13] with intact fallopian bridge technique
or a transcochlear approach for extensive cases [14].
Traumatic cases were managed through either middle
cranial fossa [15] or transmastoid approaches [16].
In this situation, FN was only decompressed or
decompressed and anastomosed using cable graft or
end-to-end anastomosis [17]. Parotid adenoid cystic
carcinoma was excised using the total parotidectomy
approach and FN was killed [18]. Clinical grading of
FN surgical outcome [8] was evaluated during the
postoperative period.

For statistical analyses of the results, data were fed to
the computer using the Predictive Analytics Software
[PASW Statistics 18; formerly SPSS Statistics (Hong
Kong) Ltd, Quuarry Bay, Hong Kong]. Qualitative
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data were described using number and percent.
Association between categorical variables was tested
using the χ2-test.Whenmore than 20% of the cells had
an expected count less than 5, correction for χ2 was
conducted using Fisher’s Exact test or theMonte Carlo
correction. Quantitative data were described using
median, minimum, and maximum, as well as mean
and SD. Significant test results were quoted as two-
tailed probabilities. The level of significance was set
at 5%.
Table 1 Description of the glomus cases’ pathological
extension in light of radiological findings and Fish’s
classification [19]

Glomus jugulare n (%)

C2 3 (30.0)

C2 De1 1 (10.0)

C3 2 (20.0)

C3 Di1 1 (10.0)

C3 De1 Di2 2 (20.0)

C3 De2 Di1 1 (10.0)

Table 2 Surgical approaches used in the studied cases

Approaches n (%)

Infratemporal fossa type A 9 (45.0)

Translabryinthine tumor excision 3 (15.0)

MCF FN decompression 2 (10.0)

Transmastoid FN decompression 2 (10.0)

Transchoclear excision 1 (5.0)

Transmastoid tumor excision 1 (5.0)

Subtotal petrosectomy 1 (5.0)

Total parotidectomy 1 (5.0)

FN, facial nerve; MCF, middle cranial fossa.

Table 3 Surgical management of facial nerve according to
type of pathology

Surgical management of FN n (%) Type of pathology

Left intact 9 (45)

Intact fallopian bridge 5 (25) GJT (4)+PAC

Identified and monitored 2 (10) Acoustic neuroma

Decompressed 2 (10) Longitudinal F of TB

Anastomosed 5 (25)

Graft anastomosed 4 (20) GJT (2)+transverse
F+FN neuroma

End-to-end anastomosed 1 (5) Longitudinal F of TB

FN killed 4 (20) GJT (2)+parotid
cancer+PAC

Anterior transposed 2 (10) GJT

F, fracture; FN, facial nerve; GJT, glomus jugulare tumor; PAC,
petrous apex cholesteatoma; TB, temporal bone.
Results
This work included 20 patients (seven men and 13
women) with different skull base pathologies aged
between 16 and 60 years old with mean age of 33
years old.

Patients had different presenting symptoms; the most
frequent symptom was facial paralysis in 16 cases (five
acute and 11 chronic). Their preoperative HB scale was
normal in four patients (grade I), grade II–III in three
patients, seven presented with grade IV palsy, whereas
the remaining six patients had grade V–VI facial
paralysis.

The second symptom was hearing loss in 16 cases
(eight sensorineural hearing loss, four conductive
hearing loss, and four mixed hearing loss). The four
cases with normal hearing presented with early glomus
jugulare (two cases), one had adenoid cystic parotid
carcinoma, and the last one presented with traumatic
longitudinal fracture. Other clinical presentations
included tinnitus (13 cases), middle ear mass by
otoscopy (five cases), and lower cranial nerves deficit
(four cases).

All cases underwent radiological evaluation in the form
of multislice CT scan petrous bone with or without
MRI CPA, posterior fossa and inner ears with or
without gadolinium, to know the exact location, type
of pathology, size, and extension of the disease.
According to the previous clinical presentation and
radiological findings, variable skull base pathologies
affecting the FN were diagnosed and the most
appropriate surgical approach was selected.

TencaseshadGJTwithdifferentpathological extensions,
as described in Table 1, in light of the radiological
evaluation and Fisch classification of GJT [19]. The
four traumatic cases distributed as follows; three had
longitudinal fracture; two of them passing through
external auditory canal and the tegmen toward the
perigeniculate area, and in the third one the fracture
line passed through the tympanic segment. The fourth
patient presented with a transverse fracture passing
through geniculate ganglion. The last six cases had
different pathological lesions; two had intracanalicular
acoustic neuroma, two cases had congenital PACeroding
the internal auditorycanal andsuperior semicircular canal,
a case of adenoid cystic parotid gland carcinoma with
perineural invasion, and the last onewasFNneuromacase
involving the tympanic segment.
Regarding the appropriate surgical approach, Fisch
infratemporal fossa type A approach was the most
commonly used (other approaches are demonstrated
in Table 2). Different surgical strategies were used to
manage FN according to the different pathological
lesions (Table 3).
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FN functional integrity was assessed 1 month and 1
year postoperatively using the HB grading scale to
evaluate and compare different surgical techniques
used to manage the FN and their effect on the
postoperative function. At 1 month postoperatively,
there was no great improvement in FN function as
most cases had grade IV–VI on the HB scale (14 cases)
and the remaining cases (six cases) were between grade
II and IV, whereas at 1 year postoperatively, FN
function greatly improved as five cases had grade I,
five cases had grade II, four cases had grade III, two
cases had grade IV, and the remaining four cases had
grade VI, in which FN was already killed. This
improvement after 1 year was statistically significant
in relation to the surgical approach used to manage the
FN (Table 4).
Discussion
Most surgeries of the skull base lesions require extensive
posterolateral dissection. Effective management of the
FN and major vessels of the petroccipital skull base is
indispensable to obtain a successful surgical outcome
after effective management of skull base lesions [20].

The FN represents an anatomic obstacle to surgical
exposure of these lesions and their complete resection.
The management options for the FN include a simple
exposure, partial or complete mobilization, and
segmental resection. Lesion size and control of the
distal internal carotid artery are the main factors that
determine FN management [21].

This retrospective study included 20 patients of various
skull base pathologies with or without FN palsy. Half
of them had GJT, followed by 20% with traumatic
temporal bone fractures, 10% with acoustic neuroma,
10% with congenital cholesteatoma, a case of FN
neuroma, and, lastly, parotid carcinoma case. Similar
retrospective studies were also conducted by other
authors on variable skull base pathologies [22–24].
Leonetti [22] had 44 cases; 40% were parotid
carcinomas, 27% temporal bone tumors, and 20%
Table 4 Relation between surgical management of facial nerve and

HB scale postoperative 1 year

Left intact (n=9)
[n (%)]

Transposed
[n (%)

I 5 (55.6) 0 (0.0)

II 2 (22.2) 1 (50.0

III 2 (22.2) 1 (50.0

IV 0 (0.0) 0 (0.0)

V 0 (0.0) 0 (0.0)

VI 0 (0.0) 0 (0.0)

FN, facial nerve; HB, House–Brackmann scale; MCP, P value for Monte
glomus jugulare. El Shazly et al. [23] had 36 cases;
78% were glomus jugulare, 11% glomus tympanicum,
and 11% congenital cholesteatoma. Gierek et al. [24]
had 31 cases; 58% were congenital cholesteatoma and
42% traumatic temporal bone fractures. On the other
hand, Pareschi et al. [20] andHato et al. [25] advocated
the same issue in their retrospective studies but they
had chosen one lesion for their cases. Pareschi et al.
[22] worked on glomus cases (80% glomus jugulare),
whereas Hato et al. [25] conducted the study on
patients suffering from different types of temporal
bone fractures.

For the presenting symptoms we agreed with Leonetti
[22], Gierek et al. [24], Hato et al. [25], and Shulev
et al. [26] that facial palsy had been the most frequent
presenting symptom. On the other hand, Pareschi et al.
[20] stated that middle ear mass by otoscopy was the
most frequent finding. Whereas El Shazly et al. [23]
found that prevalence of hearing loss among included
cases was the rule.

High-resolution multislice CT petrous bone and/or
MRI CPA, posterior fossa and inner ears with or
without gadolinium were the rule to evaluate our
patients. Other authors [20,27] added a digital
subtraction angiography study to complete their
assessment. When we applied Fisch classification of
glomus tumors [19] on the radiological findings of 10
cases of glomus jugulare we found that 60% were C3

and the remaining were C2. In contrast, Pareschi et al.
[20] found that 76% of their glomus jugulare cases (42
cases) were C1–2 and only 24% were C3–4.

Management of different skull base lesions was carried
out through various lateral skull base approaches.
Overall, 45% of our patients underwent infratemporal
fossa type A approach for GJTs, 15% were managed
through translabyrinthine approach for acoustic
neuroma and FN neuroma, 10% had middle cranial
fossa FN decompression, whereas transmastoid FN
decompression was applied in 10% of traumatic cases.
Similarly, Pareschi et al. [20] and El Shazly et al. [23]
postoperative House–Brackmann scale at 1 year

Surgical techniques MCP

(n=2)
]

Anastomosed (n=5)
[n (%)]

FN killed (n=4)
[n (%)]

0 (0.0) 0 (0.0) 0.001*

) 0 (0.0) 0 (0.0)

) 1 (20.0) 0 (0.0)

4 (80.0) 0 (0.0)

0 (0.0) 0 (0.0)

0 (0.0) 4 (100.0)

Carlo test. *P≤0.05; statistically significant.
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used infratemporal fossa type A approach to manage
most of their glomus cases (78 and 76%, respectively).
On the other hand, Leonetti [22]managed their parotid
cancer cases (40%) by subtotal petrosectomy with total
parotidectomy, whereas Gierek et al. [24] used subtotal
petrosectomy and transmastoid FN decompression for
congenital petrous cholesteatoma and traumatic facial
paralysis, respectively. Other authors [26,27] advocated
only FN decompression through different lateral skull
base approaches as the management strategy for either
tumoror traumatic lesions.Hato et al. [25] stated that the
most frequent surgical approach used to manage
traumatic facial paralysis was middle cranial fossa FN
decompression in62%of cases, followedby transmastoid
FN decompression.

Four different surgical techniques were used to manage
theFNin this study: first, FNwas left intact in45%of the
cases (25% intact fallopian bridge technique forGJT and
PAC, 10% FN identified and monitored in acoustic
neuroma cases, and 10% FN was decompressed in
longitudinal temporal bone fracture); second, FN was
grafted and anastomosed in 25% of the cases (20% cable
graft anastomosis in GJT, transverse temporal bone
fracture and FN neuroma tumor, the remaining 5%
underwent end-to-end anastomosis for longitudinal
fracture of the temporal bone); third, FN was killed in
20% (GJT, parotid carcinoma, and PAC); and fourth,
FN was anteriorly transposed in 10% of GJT cases.
Pareschi et al. [20] and El Shazly et al. [23] advocated
the same techniques thatwe adoptedbutwithprevalence
of anterior transposition of the FN in ∼50% of their
cases.On the other hand,Ozmen et al. [27], Shulev et al.
[26], and Gierek et al. [24] had chosen FN grafting and
anastomosis tomanagemost of their cases.Leonetti et al.
[22]preferred touseFNgraftingandanastomosis in60%
of their cases for traumatic temporal fractures andparotid
carcinomas.

In respect to evaluation of FN 1 month postoperatively
using the HB scale we found that 70% of cases scored
between grade V and VI, whereas the other 30% scored
between grade II and IV. On the other hand, 1 year
postoperatively the results improved, where 25% of
cases scored grade I, 15% grade II, 30% grade III,
10% grade IV, and the last 20% scored grade VI as the
nerve was killed in them. Other authors [20,23–27]
used the HB scale only 1 year postoperatively to
evaluate FN surgical outcome except for Leonetti
[22] who used the same scale but 2 years
postoperatively. For the FN outcome, Pareschi et al.
[20] found that 84% of cases scored between grade I
and II, also the findings of Gierek et al. [24] revealed
that 60% of cases scored between grade I and II.
Similarly, the findings of Hato et al. [25] showed
that 50% of cases scored grade I and all the
remaining cases scored between grade II and III. In
contrast, El Shazly et al. [23] found that 71% the of
cases scored grade III or worse. Whereas Leonetti [22]
and Shulev et al. [26] found that all the cases included
in their studies scored between grade II and IV with no
cases scored grade I or VI and added that grade III had
the highest percentages in their results (29 and 44%,
respectively).

From the obtained findings we found that 1-month
postoperative FN surgical outcome evaluation was not
enough to evaluate the surgical techniques used.
Whereas 1-year postoperative FN surgical outcome
evaluation showed significant improvement. FN
intact technique (45% of cases) revealed to have the
best results 1 year postoperatively using the HB scale,
as 55.6% scored grade I, 22.2% scored grade II, and
22.2% scored grade III. FN anterior transposition
scored grade II–III. Whereas FN grafting and
anastomosis (25% of cases) scored less grades, as the
best achievement was grade III in case of end-to-end
anastomosis and grade III–IV in cases of cable graft
anastomosis. FN sacrifice led to complete dysfunction
score (grade VI). Therefore, overall achievement was
70% grade III or better and 35% grade I–II. Pareschi
et al. [20] concluded that 1 year postoperatively FN
surgical outcome evaluation gives better results as it
scored 52% grade I–II for early glomus lesions. In
contrast, El Shazly et al. [23] concluded that total
anterior rerouting of FN carries a high risk for FN
paralysis postoperatively even if the anatomical
integrity of the nerve is preserved; this is possibly
due to excessive handling or devascularization
procedure or due to fibrosis in the mastoid cavity,
advising to preserve this technique for cases of
excessive extensions or great adhesions. Concerning
authors [22,24,26,27] advocating FN grafting and
anastomosis as the main technique, they all agreed
that 1–2 years postoperatively yield the best result
that could be scored on the HB scale, which were
between grade II and III. But there is controversy on
the factors implicated to achieve these results, as
Leonetti [22] concluded that 2-year postoperative
FN function did not appear to be related to the
surgical approach, the tumor histology, and the graft
length. Ozmen et al. [27] concluded that in cases of
traumatic temporal bone fractures, a number of factors
were implicated to affect success rate of FN outcome
but only the duration of preoperative FN deficit was
found to be significant. Thus, the timing of
management is critical to achieve optimal results.
They advocated that 6 months or less of
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preoperative FN deficit gives best results. Similarly,
Shulev et al. [26] concluded that in cases of total loss of
FN function, only early decompression and early
grafting yield the best functional outcome results.
Furthermore, Gierek et al. [24] stated that best FN
surgical outcome depended on the rehabilitation before
and after surgery.
Conclusion
From the above studies and literature we gain that most
authors assumed that at least a period of 1 year
postoperatively could give us idea of the FN surgical
outcome. But there was great controversy on which
type of approach or which surgical technique should be
used to yield the best surgical FN outcome, but most of
the authors assumed that grade III could be the most
great result achieved when adopting FN grafting and
anastomosis as the main technique. On the other hand,
we found that the FN intact techniques were the most
useful to yield better results than were grafting and
anastomosis when the circumstances and extension of
the pathology allow the surgeon to use such techniques.
Acknowledgements
The authors thank all medical and paramedical staff
members of Otorhinolaryngology − Head and Neck
and Anesthesia Departments who participated and
helped us to fulfill this work.
Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.
References
1 Jackson CG, Von Doersten PG. The facial nerve: current trends in

diagnosis, treatment, and rehabilitation. Med Clin North Am 1999;
83:179–184.

2 Gantz BJ, Rubinstein JT, Gidly P,Woodworth GG. Surgical management of
Bell’s palsy. Laryngoscope 1999; 109:1177–1188.

3 Preston DC, Shapiro BE. Electromyography and neuromuscular disorders.
Oxford: Butterworth-Heinemann-Boston; 1989. pp. 179–205.

4 Nilssen ELK, Wormald PY. Facial nerve palsy in mastoid surgery.
J Laryngol Otol 1997; 111:113–116.
5 Chang CY, Cass SP. Management of facial nerve injury due to temporal
bone trauma. Am J Otol 1999; 20:96–114.

6 Graham MD, Kartush JM. Total facial nerve decompression from recurrent
facial paralysis: an update. Otolaryngol Head Neck Surg 1989; 101:
442–444.

7 Fish U Total facial nerve decompression and electroneurography. In:
Silverstein H, Norrell H, editors. Neuorological surgery of the ear.
Birmingham, AL: Aesculapius Publishing Co. 1977. pp. 21–33. (Quoted
in Blumenthal FS, May M. Electrodiagnosis. In: Mark M, editor. The facial
nerve. New York, NY: Thieme Inc. ; 1986. pp. 241-263.)

8 House JW, Brackmann DE. Facial nerve grading system. Otolaryngol Head
Neck Surg 1985; 93:146–147.

9 Fisch U. Infratemporal fossa approach for glomus tumors of the temporal
bone. Ann Otol Rhinol Laryngol 1982; 91:474–479.

10 BrackmannDE. The facial nerve in the infratemporal approach. Otolaryngol
Head Neck Surg 1987; 97:15–17.

11 Leonetti JP, Brackmann DE, Prass RC. Improved preservation of facial
function in the infratemporal fossa approach to the skull base. Otolaryngol
Head Neck Surg 1989; 101:74–78.

12 Brackmann DE. Translabyrinthine/transcochlear approaches. In: Sekhar
LN, Janecka IP, editors. Surgery of cranial base tumors. New York, NY:
Raven Press; 1993. pp. 351–65.

13 Arriaga MA. Petrous apex effusion: a clinical disorder. Laryngoscope 2006;
116:1349–1356.

14 HouseWF, HitselbergerWE. The transcochlear approach to the skull base.
Arch Otolaryngol 1976; 102:334–342.

15 Brackmann DE. The middle fossa approach. In: Sekhar LN, Janecka IP,
editors. Surgery of cranial base tumors. New York, NY: Raven Press; 1993.
pp. 367–77.

16 Yanagihara Y. Transmastoid decompression of the facial nerve in temporal
bone fracture. Otolaryngol Head Neck Surg 1982; 90:616–621.

17 May M. Nerve repair. In: May M, Schaitkin BM, editors. Facial paralysis:
rehabilitation techniques. New York, NY: Thieme; 2003. pp. 21–59.

18 Hoffman H, Funk G, Endres G. Evaluation and surgical treatment of tumors
of the salivary glands. In: Themley SE, PonjeWR, Botskis JG, Lindberg RD,
editors. Comprehensive management of head and neck tumors. 2nd ed.
Philadelphia, PA: WB Saunders; 1999. 61. pp. 1008–32.

19 Fisch U, Pillsbury HC. Infratemporal fossa approach to lesions in the
temporal bone and base of the skull. Arch Otolaryngol 1979; 105:
99–107.

20 Pareschi R, Righini S, Destito D, Raucci AF. Surgery of glomus jugulare
tumors. Otolaryngol Head Neck Surg 2001; 201:3–12.

21 Anson BJ, Harper DJ. Surgical anatomy of the facial canal and facial nerve.
Ann Otol Rhinol Laryngol 1963; 72:713–734.

22 Leonetti JP. Surgical management of the facial nerve. Laryngoscope 2002;
24:5–14.

23 El Shazly M, Mokbel M, El Badry A. Management of the facial nerve in
lateral skull base analytical restrospective study. Clin Med Insights: Ear
Nose Throat 2011; 4:21–30.

24 Gierek T, Majzel K, Slaska KA. The results of surgical treatment of the facial
nerve paralysis. Otolaryngol Head Neck Surg 2003; 34:20–34.

25 Hato N, Nota J, Hakuba N, Gyo K. Facial nerve decompression surgery in
patients with temporal bone trauma. Laryngoscope 2009; 6:11–25.

26 Shulev YA, Trashin AV, Rychkov VL. Comparative outcome analysis of
surgical procedures performed in acute and intermediate facial paralysis.
Otolaryngol Clin North Am 1999; 29:12–33.

27 Ozmen OA, Falcioni M, Lauda L, Sanna M. Outcomes of facial nerve
grafting: predictive value of history and preoperative function.
Laryngoscope 2010; 117:6–78.


