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A Surgical Approach for Large Nasopharyngeal Angjofibroma Invading the Central
Skull Base . Naso-maxillary Swing Approach

Joo-Heon Yoon, M.D., Won-Sang Lee, MD,,
Department of Otorhinolaryngology, Yonsei University College of Medicine, Seoul, Kovea

To provide the wide and satisfactory surgical field is essential requirement for en-bloc resection
of nasopharyngeal angiofibroma invading central skull base. The new design of the surgical
approach to the skull base lesions was developed and described the details of this technique
and its usefullness. We compared the usefullness of naso-maxillary approach to that of infratem-
poral fossa approach in cases of angiofibroma invading skull base. Our cxperience indicates
that the naso-maxillary swing approach is better than lateral approach for the large nasophary-

ngeal angiofibroma. A new approach, naso-maxillary swing approach, is described.

KEY WORDS : Angiofibroma - Naso-maxillary swing approach - Infratemporal fossa app-

roach.
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Fig. 2. Schematic view of ostdeotomy site. Osteotomies were performed at zygomatic arch. infraorbital im(A),
nasofrontal suture, opposite side of nasal bone, opposite side of palate(D), opposite side of maxilla,

nasal septum(B) and pterygoid plates(C).
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Preoperative MR of extensive nasopharyngeal
angiofibroma which invade sphenoid sinus, inf-
ratemporal fossa, middle cranial fossa and cave-
mous sinus in case 1.



Fig. 4. Surgical photographs after naso-maxillary swing approach.
A The margin of tumor(arrows) is well noted. The flap(F) containing the whole maxilla, nasal bone,
nasal septum, masseter muscle and cheek skin is freed from bony connections and can be swung

laterally.
B. Removed tumor mass.
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Fig. 5. Postoperative MR incase 1. Complete removal
of nasopharyngeal angiofioroma was noted in

axial and coronal view.
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Fig. 6. Postoperative photographs in case 1. Facial scar is noted at the incision site(Frontat view(A). Oblique

view(B)).

Fig. 7. Preoperative CT scan of extensive nasophary-
ngeal angiofibroma which invades sphenoid si-
nus, clivus, infratemporal fossa, middle cranial
fossa and cavernous sinus in case 2.
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Fig. 8. Intraoperative view of infratemporal fossa app-
roach(type C). Lateral sinus(LS), lateral semicir-
cular canal(LCS), intemal carotid artery(ICS) in
the petrous portion were noted after complete
mastoidectomy. Surgical field was relatively nar-
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Fig. 9. Postoperative MR in case 2. Complete removal
of nasopharyngeal angiofibroma was noted in
axial and coronal view. TM indicates reconstdru-
cted temporalis muscle(TM).
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Fig. 10. Postoperative photographs in case 2. Minimal depression(white arrow) on left temporal area is noted
because left temporalis muscle was used for reconstruction of the surgical defect(Frontal view(A).

Lateral view(B)).
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