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Three Cases of Juvenile Nasopharyngeal Angiofibroma

Treated by Transnasal Endoscopic Approach
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— ABSTRACT —

Juvenile nasophayngeal angiofibroma (JNA) is a histologically benign but highly vascular, agressively expansile
lesion that occurs exclusively in prepubescent or pubescent males. Traditional treatmemt of huge JNA has
included open surgical approaches for majority of tumors. Recent development in endoscopic approaches
enabled surgeons to avoid complications and to reduce the morbidity following major operation. Preoperative
embolization is useful for reducing intraoperative blood loss and the risk of incomplete excision of the tumors.
This report describes three cases of JNA treated by transnasal endoscopic approach with or without preoperative
embolization. The tumors were completely removed without complications, and there was no evidence of
recurrence during 6—10 months of endoscopic follow-up. (J Clinical Otolaryngol 2001512:104-109)

KEY WORDS[] JNA - Transnasal endoscopic approach - Embolization.

N B

000 00000000 (Quvenile nasopharyngeal
angiofibroma)] OO0 OOOO 0.0500.5%0 O
D00 000 0000 0000 000000, 00

OJ000ooo20010 40 300

0ooooo20010 50 230

Joooooogd, e82-060 0OOOO OO OOO 290-3
00000 0000 0000000 oooooooo
000 (052) 250-7189- 000 (052) 234—-7182
E—maild hkyoo@uuh.ulsan.kr

104

0 0ob bo00 0obooo oobo ooo oo
Ut 0 obod o ooo obb oo oooo o
0 o0ooooob ooob oooo oooo.

goooooooo Ooobb 000 ooog, o oo
goooo ooo 0oob oo oo oo oo ooo
ooo 0O boooooboooo oob oog ooo
oot 0 0bo0 oooo oo 0 bbo oo oo o
o0 00O 0o ooo bob bo oobo. oo O
Oo00 00oooooo oo oo oooooo o
U dogob oo oooob bobo 0o oooo o
0 oboog bbb ooooo go.



O[¥

g

3 8 1:

270 000 100000 000 00 0000 O
00 0000 00 000000 00,00 0000
00 00000. 000 000 00000 000 O
0000 00 000 000 0000 0000 00
00 000.000 00000 00 000 0000
00 000 45x 40x 20 cm 000 00000 O
00 000 00000 000, 0000 0 0000
0 000 000 000(Fg 1). 000 00 000
000 0O 0 00000 0000 000000000
0 000 0 000.00 000000 0000 0O

ooo oooooooooo

00000 (internal maxillary artery)D 00000
000 000 0000 0obo Oog oboo PVA par—
ticleD 0000 00000 (Fig. 2). 000000 O
0bd0 oood oobobo booogobo goo
ooonbo OO0 oobdb bobo obooo oo
O0O0. OO0 0000 oo O oooo(spheno—
palatine foramen) O0O0O0 OCOO OO 0000 O
00 OO0 00000 O enblocDO OOODO OOO
00 00 0O 0O 000@Fg. 3).0000 0Odd 4.5x%
40x 20 cmd OO0 O O0ODOO OOO OO OO
b ooodb obo oooboo boobo oo
O (Fig. 4). 000 200 packingd 0000 OO0
400 0OO0OO0. 100000 OO Oboo boo
0 ogo oog ogo.

Fig. 1. Axial contfrast-enhanced CT scan shows a densely
enhancing soft tissue mass in right nasal cavity (case 1).
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Fig. 2. Right external carotid arteriogram, lateral view
(case 1). The typical hypervascular tumor blush of
the juvenile nasopharyngeal angiofibroma is shown.

Fig. 4. Histopathologic finding shows a rich vascular
network in a fibrous sfroma (hematoxylin and eosinO
original magnification x 60)(case 1).
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Fig. 5. Axial contfrast-enhanced CT scan through the
upper nasopharynx. A densely enhancing soft tissue
mass is present within the posterior nares and ptery-
gomaxillary fissure (black arrow)(case 2).

Fig. é. Left external carotid arteriogram, lateral view
(case 2).
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Fig. 7. Coronal contrast-enhanced CT scan (case 3).
A well defined round lesion fills the nasal choana and
sphenoid sinus.
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Table 1. Summary of patients
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com pge s TomS  we DeRROle  smem  sage gt
1 27 M Epistaxis Right 0 4.5% 4.0x 2.0 IB 10
2 15 M Anemia Left O 6.5x 4.0x 3.5 A 8
3 12 M Nasal obstruction Left - 3.0x 2.0x 1.0 IA 6

Table 2. Staging systems for juvenile nasopharyngeal angiofibroma

IAO Tumor limited to posterior nares and/or nasopharygneal vault.

IBO Tumor involving the posterior nares and/or nasopharyngeal vault with involvement of at least one paranasal sinus.

IIAO Minimal lateral extension into the pterygomakxillary fossa.

1IBO Full occupation of the pterygomaxillary fossa with or without superior erosion orbital bones.

IICO Extension into the infratemporal fossa or extension posterior to the pterygoid plates.

10 Intracranial extension
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