WRPRE& - 552348 H29F 2012

A Case of Juvenile Angiofibroma Invading Pterygopalatine Fossa,
Infratemporal Fossa and Lateral Skull Base Treated by Combined Endoscopic
Trans-Binasal and Endoscopic Sublabial-Transmaxillary Approach
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—ABSTRACT —

Recently, transnasal endoscopic surgery of nasopharyngeal angiofibroma has been extensively used as an excel-
lent alternative to external approaches in the management of small-intermediate size nasopharyngeal angiofibro-
ma. But if tumor has extended to the pterygopalatine fossa or infratemporal fossa, transnasal endoscopic approach
alone has limitations for complete removal. Combining transnasal and endoscopic sublabial-transmaxillary ap-
proach can be helpful for management of extremely lateral lesions of the pterygopalataine fossa, as well as the
infratemporal fossa. We present a case of nasopharyngeal angiofibroma extended to pterygopalatine fossa, lat-
eral skull base and infratemporal fossa, which was successfully removed by combined endoscopic trans-binasal
and endoscopic sublabial-transmaxillary approach using three holes-six hands technique. (J Clinical Otolaryngol
2012;23:283-288)
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VS =
1 Y o ) Fig. 1. Nasal endoscopy shows left nasal cavity filled with
A2 E WA AlA s 2k Al 9tk | pinkish polypoid mass.

Fig. 2. Preoperative PNS CT findings. A : Axial contfrast enhanced CT image shows heterogenously enhancing tumor
(white arrow) at left pterygopalatine fossa and nasal cavity. B : Coronal CT image shows lateral extension of tumor
mass through the pterygomaxillary fissure to reach the infratemporal fossa (black arrow).
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o) 494 \. b AR ‘ e
Fig. 3. A : Pre-embolization angiogram shows hypervascular appearance of mass feeded by facial artery (white arrow)
and middle meningeal artery (black arrow). B : After embolization, markedly decreased vascularity of tumor can be seen.

’ : n
Fig. 4. A : Posterior third of the nasal septum was resected to enhance exposure of the nasopharynx and to secure
enough surgical field to work through both nostrils with the two-handed technique. B : The bone and periosteum of
posterior wall of the makxillary sinus was removed. The assistant gently pulled on the mass (asterisk) while the surgeon
separated it from fat and pterygoid muscles in the infratemporal fossa. C : After removal of tumor, infratemporal fat
and soft tissues are visible. D : Both nostrils and left canine opening (3 holes) were used to remove the tumor.

Fig. 5. A . Postoperative endoscopic finding at 26 months after surgery showed no evidence of local recurrence. B, C :
Postoperative CT finding of 6 months reveals completely removed tumor mass.
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