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Surgical treatment of angiofibromas
of the nasopharynx 34 cases
J. J. Piquet and D. Chevalier

Dept. of O.R.L., University Hospital Lille, France

SUMMARY

Between 1966 and 1987 we have treated 34 angiofibromas. The patient, were

9 to 28 years of age (average 16,5 years). The tumour extension was

formerly by tomography and angiography, but these two methods have
by angioscanning, which give the best results. Nineteen patients were classified

fourteen stage II and one stage III. The surgical approach was transmaxillary

most cases. After tumour resection, two local recurrences were seen
operation was necessary to achieve a definitive cure in these patient,S.
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INTRODUCTION
The treatment of a nasopharyngeal angiofibroma still remains a
subject, because of the many modalities. Nevertheless, the introduction
agressive methods of investigation makes it easier to determine th
the tumour. It is generally agreed that surgery is the first choice whc n the

is easy to extirpate, while over the extended forms discussion continues.

CLINICAL PRESENTATION
Between 1966 and 1987 we treated 34 angiofibromas. All of these
investigated and operated upon by the same surgeon, resulting in a
series.

controversial
of less

extension of
tumour

patients were
homogenous

The incidence of this disease seems to be increasing, because we treated 14 cases

between 1966 and 1976 and 20 cases between 1977 and 1986. We think that this

relative augmentation in frequency of occurrence is due to more precise and

easier diagnosis with CT-scan.
All of our patients were males, aged between 9 and 28 years. The mean age was 16

Years and 6 months, but eight of our 34 patients (27%) were older than 20 years

(Figure 1). The relatively late diagnosis would seem due to the absence of symp-
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toms, i.e. lack of pain, only minor epistaxis. Among the most frequently observed
clinical signs was nose obstruction 28/34 (82%). This symptom precedes epi-
staxis, which occurred in only 25/34 (73%) of the patients. Severe haemorrhages
are exceptional. We encountered a few cases of abundant bleeding as the only
symptom. This seldom led to the correct diagnosis. We think that the disappear-
ance of severe bleeding is due to the frequent use of antibiotics that eliminates
infection of the tumour.
Hearing loss due to otitis media with effusion was found four times (11%). In two
cases the angiofibroma was discovered as a result of meningeal problems, e.g.
purulent meningitis and a meningeal irritation syndrome.

GRADE OF TUMOUR EXTENSION

Arising in contact with the pterygoid hamulus, in the upper lateral part of the
cavum, the angiofibroma will expand into the regions of least resistance, which
are the cavum and the nasal fossa. Deep penetration can occur into the inferior
temporal fossa and the orbita. Finally it can extend upperwards and backwards
into the sphenoid sinus, the cavernous sinus and the floor of the temporal lobe.
These latter extensions are particularly dangerous, because of vascular problems
during surgery.
The different extensions were very difficult to explore by means of classical
radiography, thus angiography became inevitable. This method of examination
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demands a well trained team. Even in the best circumstances the risks remain. In
our series, it was only used in tumours with major extension, i.e. 21 cases (62%),
and it was complicated by transient unilateral brachioplegia.
Since 1978, the extension has been demonstrated by scanning using iodine injec-
tion. This technique offers many advantages (Hill, 1985; Hoover, 1983). It is non-

invasive and can be repeated when desired. Pooling of the,contrast confirms the

diagnosis of an angiofibroma.
The tumour extension is perfectly delineated in all the danger zones, e.g. inferior
temporal fossa, cavernous sinus, meninges, apex of temporal bone (Table 1).

Table 1. Extension of angiofibromas.

cavum 34 (100%)
67%)inferior temporal fossa 23 (

sphenoid 10 ( 29%)
ethmoid 10 ( 29%)

Penetration meninges 2 ( 6%)

aPex petrosal bone 1 ( 3%)

Extension into the inferior temporal fossa, in particular, was notably frequent.
Pre-operatively it was found in 67% of cases, but at surgery, the percentage rose to
9Ocio. The intracranial extension is one of the most discussed points during the
evolution of the angiofibroma. Its frequency has been reported as being 10 to 20%
of cases (Bremer, 1986). This would seem to us to be too high, because in our
series there was no intracranial invasion and the dura was exposed in only 6% of
cases. Jones (1986) has recently made a complete study of this problem. He states
that normally the tumour remains extradural. In a survey of the literature be-
tween 1967 and 1986 Jones found only one case of 84 in which dural penetration
occurred. This study confirms our opinion that intracranial invasion is very
exceptional. If we use Session's classification (1981), our series seems very homo-

geneous, with very few areas in which extension occurred (Table 2).

Table 2. Classification according to Session.

* One patient with penetration of the dura.

TREATMENT
Pre-operative treatment
There are certain forms of medication that reduce the volume of bleeding from
the tumour. We have no experience with normal hormonal or chemical therapy
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(Goepfert, 1985). We used embolisation in four cases before 1976, but this
method seemed dangerous, so we abandoned it. It may have some value in cases
where the tumour is very voluminous or recurrent (Natvig, 1984).

Surgery

The objective is total removal of the tumour with all its prolongations together
with primary haemostasis of the internal maxillary artery, so that significant
bleeding can be avoided. It has to include systematic inspection of the inferior
temporal fossa which is very often invaded by the tumour.
Several approaches are to be discussed: The palatinal approach, recently advised
by Economou (1988), seems to us rather restricted. It does not allow either the
internal maxillary artery or the inferior temporal fossa to be reached. Thus we
have never used it.
The transfacial approach is advised by Harrisson (1987). It gives a direct view of
the maxillary sinus and the nasal fossa, but it necessitates excision of the anterior
bony wall which can leave aesthetical sequelae (Cannoni, 1985; Hadjean, 1985).
The creation of a bony panel is described, which avoids this disadvantage because
the panel is replaced at the end of the procedure.
The external route, nevertheless, has the disadvantages of leaving a cutaneous
scar and the possibility of stenosis of the lacrimal duct. In our opinion it should be
reserved for very voluminous tumours.
The transmaxillary approach that we advised leaves no cutaneous scar because it
involves a gingival incision (Piquet, 1985). A firm periostal flap is created up to
the inferior orbital nerve, then the anterior wall ofthe maxillary sinus is removed
as in the operation described by Denker. The gouge followed by the burr are used
to perform an extensive osseous resection.
The maxillary sinus is opened and the medial as well as the posterior walls are
resected. The internal maxillary artery is clamped.
The tumour is then progressively detached and its pterygoidal insertion pole is
loosened. The tumour is then removed by gentle traction.
The use of the microscope in focus 300 permits careful inspection of the cavity. It
enabled the detection in two cases, of a prolongation situated behind the ptery-
goidal hamulus, that could be removed, thus avoiding a recurrence.
The transmaxillary approach was used in 31 patients, in two cases we used the
external route, because in a young child the gingival approach is too narrow.
Postoperative care was carried out for fiveyears. We never used systematic angio-
graphy. We confirmed ourselves to clinical examination, with, in some cases, a
CT-scan one year after surgery.
We diagnosed two local recurrences (6%), which have been reoperated succes-
fully.
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Radiotherapy
Proposed by Cummings (1984) in Canada, it would seem of interest in very
voluminous tumours with an extension in particular to the apex of the temporal
bone or the cavernous sinus. We used it in one case. The patient had a very large
extension in this region. Irradiation with a dose of 45 Gray was used, It achieved
very marked regression of the tumour over a period of six months. Unfortunately
the tumour started growing again and we had to operate in the ninth month. The
transmaxillary approach was used successfully.

DISCUSSION
Voluminous angiofibromas with extension to the cavernous sinus and the apex of
the temporal bone still pose great problems with regard to treatment. There are

two possibilities:
1. Excision by the transfacial approach with resection of the tumour as com-

pletely as possible, keeping the possibility of radiotherapy in mind, in the

event of deep recurrences.
2., Primary radiotherapy with view to an eventual surgical resection when a re-

currence occurs.
The choice between these two alternatives is difficult because we have to take

into account the age of the patient. Bearing in mind the dangers of surgery within
the irradiated areas, we feel that primary surgery is to be advocated, possibly
followed by radiotherapy should removal of the tumour prove incomplete or a
recurrence occurs. The angio-scanners facilitates follow-up and enables early
detection of a recurrence which can then be irradiated under favourable con-
ditions.
In conclusion, we continue to perform surgical removal of angiofibromas. The
other forms of therapy, particulary radiotherapy, seem only to be indicated in
cases of recurrences whose surgical removal presents difficulties.
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