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Introduction

There are territories which are quite difficult to reach by
conventional surgical techniques. The consequences are
mutilation of or damage to adjacent structures. This is
especially true for the retromaxillary, pterygoid and eth-
moidal spaces, the rhinopharynx, the sphenoidal sinus, the
clivus and other regions at the base of the skull. With our
technique of temporary disarticulation of the maxilla these
regions can be reached a lot more easily and no irreparable
mutilations are caused.

Technique

Nasotracheal intubation or tracheostomy is used depending
on the location of the pathology. Temporary tarsorrhapy is
advocated. The incision extends from the vermilion of the
upper lip vertically along the philtral crest of the side to be
operated on, around the nose upwards to the inner canthus,
preserving it, becoming horizontal then and passing later-
ally to the outer canthus and curving slightly downwards
over the zygomatic process (Fig. 1). A vertical incision is
placed in the vestibular sulcus. A palatal flap extending
from the retrotuberosity area of the side to be operated on

Summary

A case of angiofibroma of large proportions is pre-
sented which was manifest in various regions difficulc
of access. Using conventional techniques marked muti-
lation would have been expected. Consequently the
technique of temporary disarticulation of the maxilla
attached to the cheek with a transfacial access to the
retromaxillary area was applied and will be described.
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to the contralateral biscuspid area is raised. Then the
subjacent osseous structures are exposed, including the
upper part of the zygoma, the lower half of the orbital rim
including the orbital floor but respecting the lacrimal sys-
tem, the piriform aperture with detachment of the nasal
mucosa as far as possible and the alveolar process in the
paramedian area. The osteotomies are done in the follow-
ing order: a vertical cut at the level of the temporo-zygoma-
tic junction, another detaching the frontal process of the
zygoma, then the orbital walls behind the orbital rim,
crossing to the highest point of the piriform aperture again
preserving the lacrimal system (Fig. 2). On the orbital floor
the infraorbital nerve has been identified and marked,
because it has to be sectioned. A vertical incision is then
placed in the alveolus between central and lateral incisor
which is continued sagittally on the palate to the posterior
edge. The palatine artery is freed from its bony channel
using a chisel. This way the arterial pedical of the palatal
flap is conserved. Finally the pterygo-maxillary junction is
cut with the chisel inserted medially (Fig. 3) the maxilla is
now mobilized, remaining pedicled on the cheek and rotat-
ing around the osteotomy in the zygomatic arch (Fig. 4).

Fig. 1

Incision for unilateral epproach.

Fig.2 Osteotomy of the maxillo-zygomatic bloc.
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Fig.3a Osteotomy of the palatal shelf.

Fig. 3 Palatal approach.
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Fig. 3b Mobilization of the maxilla.

Fig. 4a, b, ¢ The retromaxillary and pharyngeal spaces have to be opened.

The mobilized bloc is protected and fixed by moistened,
gauze.

In this way easy access is obtained to the pterygomandibu-
lar and retromaxillary areas, the rhinopharynx, the nasal
fossa, the sphenoid sinus, the ethmoids, the suborbital and
subtemporal regions. It is also easy to reach the base of the
skull in the area of the foramina and fissures through which
the important vessels and nerves pass.

Case Report

In the following a case of enormous juvenile angiofibroma
of the post nasal space will be presented, which due to its
large dimensions had to be operated on by this technique in
order to prevent severe mutilation.

A 14 year old male presented with a history of only minor
epistaxis on the right side which was treated twice by the
ENT specialist by means of cauterization. He was then sent
to the Dept. of Oral and Maxillo-facial Surgery by his
stomatologist because of a swelling in the right
parotideomasseteric area and recurrent inflamation
developing over the last five months and becoming more
and more frequent.

On examination an increased volume of the right
parotidomasseteric and angle region was noted, the func-
tion of the parotid gland could not be evaluated (Fig. 5 a).
Submandibular lymph nodes were present. On nasal inspec-
tion the problem quickly became apparent: there was prac-
tically total obstruction of both nasal cavities, more par-
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Fig. 5a Fig. 5b

Fig. 5a, b Preoperative appearance.

ticularly on the right side. However, the patient could still
breath a little through the nose intermittently.

There was difficulty in chewing, ulceration of the soft
tissues of the cheek, which caused pain and progressive
trismus was seen. The mass in the postnasal space and nasal
cavity was not uniform in appearance probably due to the
inflammarory process.

Panoramic X-ray study was not conclusive except that a
radio-opacity at the maxillary level was seen and that the
dento-alveolar structures were intact. The tomographic
study also showed extensive radiopacity with loss of trans-
parency of the sphenoidal sinus and the right ethmoid, the
maxillary sinus, the nasal cavity and the postnasal space.
Facial thermography showed a gradient of 1.5 degrees more
on the affected side compared with the left side and an
increase in the vascular network. It was the CT scanner
(Avellaneda 1979, Legent et al. 1981) which demonstrated
the true size and situation of the tumour. The mass
occupicd the pterygo- and retro-maxillary regions, the
zygoma, the nasal cavities, the ethmoids, the floor of the
orbit, the post nasal space, the rhinopharynx, the sphenoi-
dal sinus, the jugular, parotid and temporal regions. The
nasal septum was pushed to the left (Fig. 5 b). The arterio-
graphic study (Seldinger 1953) of the right internal and
external carotids gave the following information: tumour
vascularized by the transverse facial, ascending palatine and
internal maxillary arteries. Further vascularization was
found arising from the ophthalmic artery and intracaver-
nous branches. All in all, the tumour was highly vas-
cularized.

At the beginning, the diagnosis was not easy to make. First
of all because an ENT specialist had examined the nasal
cavity a few days earlier without suspecting any kind of
tumour and secondly because the pathology was more
apparent in the cheek and temporal areas. Biopsies were
first taken from the check and temporal region, which made
us suspect a vascular process. The progressive nasal
obstruction and the radiographic appearances led to a
biopsy in the post nasal space which resulred in the
pathologists’ reports of angiofibroma.

With this diagnosis, hormonal preoperative treatment

Fig. 6 The maxillais mobilized and remains
pedicled on the cheek. The tumour is ex-
posed.

under the guidance of the endocrinologist was commenced
and testoviron was administered for two weeks. No remis-
sion was noted. On the contrary the clinical appearance
became even more dramatic.

Given the connections of the tumour with both the external
and internal carotids on the right side, the possibility of
arterial embolization was discussed with the Neurosurgical
Department. Although this preoperative measure is recom-
mended (Berkstein et al. 1981) it was not accepted because
of the risks involved and the little technical benefit which
would probably be achicved.

With no other options remaining the Dept. of Oral and
Maxillo-facial Surgery decided to operate. Twelve units of
blood were made available before commencement of the
operation. The procedure started with oral intubation fol-
lowed by tracheostomy. Then the control of the right
common carotid artery as well as internal and external
carotids separately was carried out (Riche et al. 1980).
Next the mobilization of the maxilla was performed as
described (Fig. 6). When the maxilla was turned back it
could be seen that the tumour was easily distinguishable
from the rest of the structures. It had a firm consistency and
rested in a typical teat-shape, around, above, in and among
the retro-maxillary, pterygomaxillary and ethmoidal reg-
ions, the post nasal space, the sphenoidal sinus, the right
nasal cavity, the rhinopharynx, the floor of the orbit, the
temporal region, the pterygomandibular and premasseteric
regions. The tumour was easily separated from the adjacent
structures although in some areas it was attached quite
firmly, especially in the rhinopharynx and the choanal
space. Eventually it had a bloodless weight of 150 gram-
mes. Inspection showed that the tumour was completely
removed. Since the sphenoidal sinus was opened it was
curetted, also removing some fragments (Piquet et al.
1979). A moderate haemorrhage occurred only in the ptery-
gomaxillary region, this was easily controlled by local
means.

The reconstruction included packing of the sphenoidal
sinus, right nasal cavity and maxillary sinus, re-suturing of
the infraorbital nerve at the time the maxilla was re-
positioned and fixed with osteosynthetisis wires. Then an
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Fig. 7¢ Intraoral appearance

Fig. 7 Posloperative appearance.

intermaxillary splint was placed and the soft tissues were
sutured.

Postoperatively the paticnt was sent 1o the ICU. He
developed atelectasis in the left lung which was treated in a
conventional manner. Tracheostomy and feeding by a
nasogastric tube were continued for 10 days. During this
time the packs were removed. Intermaxillary fixation was
maintained for six weeks.

The histological report confirmed the diagnosis of angiofi-
broma with no signs of malignancy. The postoperative X-
ray follow up as well as clinical observation did not pro-
duce any significant information. There were no signs of
disturbed healing and/or recurrence of the tumour. Func-
tion and aesthetics are satisfactory, only a degree of ectrop-
ion of the lower eye-lid is visible. Postoperative thermogra-
phy showed equal temperatures of both halves of the face
{Fig. 7).

B
Fig.7b Profile

Fig.7d Computed tomography

Discussion

The case presented forced the author to consider a transfa-
cial access to the retromaxillary region (Hernandez Altemir
1982, 1983). It rose from a fundamental need not only to
obtain an appropriate operating field but to cause as little
mutilation as possible. The technique developed has various
advantages.

The incision does not sacrifice any structure which is practi-
cally not recoverable and is not important from the func-
tional or aesthetic points of view.

In contrast to transmaxillary techniques which resect parts
of the maxilla, no dental structuxes are sacrificed, there is
o risk of necrosis of the maxilla and no second stage
reconstruction is necessary. Excellent access is achieved to
all the fore-mentioned arcas which, without this technique,
would not be possible without mutilation except if highly
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Fig. 8 Incision for bilaleral approach

Fig.9a Osteolomy

Fig.9b Mobilization of both maxillary halves.

Fig. 9 Bilateral palatal approach

sophisticated and complex techniques such as micro-
surgery were used, which even then often result in operating
fields of limited access and difficult manipulation (Martinez
Asensio et al. 1975, Alfranca Bouthelier et al. 1977, Prades
and Bosch 1977, Gobbo 1979). With our technique even
the foramina and fissures of the base of the skull are easily
accessible. The casy display of the regions referred to above
gives a greater guarantee of complete removal of tumours
and reduces considerably the risk of serious haemorrhage
(Garcia Soto et al. 1979, Altamar Rios 1980, Bey et al.
1981). This is further improved by the fact that the tumour
can be removed en bloc without dividing it. Another impor-
tant aspect is that this technique can be carried out simul-
tancously on both halves of the maxilla, opening the face
like a book (Fig. 8—10). However, the need for such an
extensive approach will be extremely rare. The vasculariza-

Fig. 10 The face is opened bilaterally, leav-
ing a median strut.

'
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tion of the pedicle on which the maxilla is based is mainly
secured by the facial and transverse facial arteries. As
explained we try to respect the arterial pedicle of the palatal
flap. Our experience shows however that it could be sac-
rificed without any great risk.

Ligature of the external carotid artery has not influenced
the vitality of our flap in any tangible way. The next time
we will consider exclusive temporary arterial control with-
out ligature. Also, since the operation is carried out under
direct vision, perhaps it is not even necessary to control the
large arteries prior to exposure and removal of such
tumours.

From our first case we learned that we should leave the
tarsorraphy in place for some time in order to prevent
ectroplon.

There is no doubt that different modifications of our techni-
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que will be introduced {Curioni et al. 1984, Martinez-Lage
et al. 1984), We expect that this will lead to a new surgical
concept which could be used not only in tumour surgery
but also in facial osteotomies.

This surgical technique does not try to replace the tradi-
tional one in any way. The author only hopes that the
surgeon will remember it for selected cases in which the
exaggerated size of the tumour and/or its location makes it
difficult or impossible to reach it in the traditional way,
without mutilation {Oliveras and Mexia 1976, Sierra and
Vizquez 1980). It is a good alternative to the temporal
approach (Obwegeser 1985) for more medially and
anteriorly situated tumours.

Conclusion

The technique of temporary mobilization of the maxilla
pedicled on the cheek is simple and straightforward. It gives
an excellent access to many regions which are difficult to
reach and has been very uscful in the specific case of an
enormous juvenile angiofibroma of the post nasal space.
The main advantage lies in the absence of need to sacrifice
any maxillary or dental structures and the ease with which
any small sequellaec which may occur can be dealt with.
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