
ABSTRACT

Purpose: To evaluate the efficacy of salvage nasopha-
ryngectomy for locally recurrent nasopharyngeal tumors
through the maxillary swing approach.

Methods: Antero–lateral access to the nasopharynx
and its vicinity through the maxillary swing approach was
used. Through a Weber-Fergusson-Longmire incision, the
whole maxilla is freed and swung laterally while remaining
attached to the masseter muscle and cheek flap. The
nasopharynx, para-pharyngeal space and infratemporal
fossa are now exposed facilitating complete resection of
the tumor.

Results: Seven patients were treated with this approach
at the National Cancer Institute, Cairo University. There
were 6 males and one female with a range of age 16-57
years. Three patients had recurrent carcinoma of the
nasopharynx after primary radiation therapy, while four
patients had locally advanced recurrent juvenile nasopha-
ryngeal angiofibroma (JNA). Using the operating micro-
scope, complete tumor resection was achieved in all
patients except one patient with intracranial extension of
JNA. There was no surgical mortality. Complications
occurred in three patients, one patient developed osteora-
dionecrosis following re-irradiation, a patient  had epiphora
while palatal fistula occurred in another patient. The
follow-up period ranged from 3 months to 6 years, one
patient died from distant disease and another patient is
alive with residual intra-cranial disease.

Conclusion: Salvage nasopharyngectomy is a valid
option for selected patients with recurrent nasopharyngeal
tumors. The maxillary swing approach allows safe and
complete resection for nasopharyngeal carcinoma as well
as juvenile angiofibroma with intracranial extension.
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INTRODUCTION

The nasopharynx has been traditionally con-
sidered no man's-land because of its inaccessible
location. Radiation therapy represents the main-
stay modality of primary treatment in nasopha-
ryngeal carcinoma (NPC), while most of juve-
nile nasopharyngeal angiofibroma (JNA) could
be removed by endoscopic sinus surgery. How-
ever, for recurrent NPC and locally advanced
JNA (stage III & IV) surgical resection in the
form of salvage nasopharyngectomy is consid-
ered. Several approaches have been described
for nasopharynx exposure including transpalatal,
[1] trans-maxillary, [2] trans-mandibular, [3] in-
fra-temporal (Fisch), [4] facial translocation, [5]
and maxillary swing approaches [6].

In this study we present our experience using
the maxillary swing approach for surgical re-
section of early recurrent NPC and locally
advanced recurrent JNA.

PATIENTS AND METHODS

From May 2002 till March 2008, at the
department of surgical oncology, National Can-
cer Institute, Egypt, a total of 7 patients with
recurrent nasopharyngeal tumors were included.
Four patients had recurrent NPC and three JNA.
All patients underwent nasopharyngectomy
through a maxillary swing approach and tumor
resection under operating microscope. Preoper-
ative evaluation of tumor extent was assessed
by CT scan and MRI, tumor embolization was
performed at the time of CT angiography in
case of JNA patients.
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Fig. (1): Recurrent nasopharyngeal carcinoma.
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Fig. (2): Recurrent JNA with intra-cranial extension.
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The approach: Through a Weber Ferguson
Longmire facial incision, the skin is incised
down to the maxilla. Sites of proposed bone
cuts as in routine maxillectomy are exposed
leaving most of the anterior wall of the maxilla
attached to the cheek flap. Miniplates are applied
across the proposed bone cuts and fixed with
screws prior to making the bone cuts; this step
is important to achieve proper re-alignment of
the maxilla. Plates are then removed and bone
cuts are made using a micro-saw as in maxil-
lectomy. Finally, the ptreygoid plates are frac-
tured and the maxilla is retracted laterally at-
tached to the cheek flap and masseter muscle.
After complete removal of the tumor, the maxilla
is re-positioned and fixed with pre-installed
miniplates. The soft palate and mucoperichon-
drium of the hard palate are sutured. Finally,
an arch bar is applied to the upper jaw to achieve
rigid fixation. Miniplates are left forever as
long as there are no problems, while the arch-
bar is removed after one and a half month.

RESULTS

The study included 6 male and one female
patient with a range of age 16-57 years. None
of the patient with recurrent NPC has intra-
cranial extension, while two patients had intrac-
ranial Para-sellar extension of JNA (stage IV).
All patients with JNA underwent pre-operative
embolization except one patient who was diag-
nosed by previous pathology as fibromatosis
of the skull base. Complete tumor resection was
achieved in all patients except in one JNA
patient, where we left an intra-cranial residue
for which he received radiation therapy. There
was no mortality, however, complications oc-
curred in three patients. One patient developed
osteoradio-necrosis following re-irradiation,
another patient had palatal fistula and the last
patient had epiphora. The follow-up period
ranged from 3 months to 6 years. A patient died
from distant disease, one alive with recurrent
disease and one alive with stationary intra-
cranial residual disease.

DISCUSSION

The primary treatment of nasopharyngeal
carcinoma is external beam radiation therapy,
however, local failure occurs up to 30% [7-9].
Options of treatment of recurrent disease include
intensity modulated radiation (IMR), stereotactic
radiation and brachytherapy. The maxillary

swing approach is an anterolateral approach to
the nasopharynx described by Wei et al. [6] for
the resection of recurrent NPC; they reported
60% local control and 55% 5 year survival.
Several studies reported improved local control
and survival using salvage nasopharyngectomy
[10-12]. Juvenile nasopharyngeal angiofibroma
(JNA) is a rare tumor of adolescent males which
account for 0.5% of head and neck tumors [13].
In contrary to NPC, surgery is the mainstay of
treatment of JNA. It is a highly vascular tumor,
the blood supply is mainly from the external
carotid artery (ECA) and in some cases from
the internal carotid artery (ICA). Hence, preop-
erative tumor embolization is essential to reduce
the risk of intra-operative life threatening bleed-
ing [14].

The treatment of JNA with intracranial ex-
tension is still controversial. A combined intrac-
ranial and extracranial approach has been advo-
cated, [15] others believe in radiation therapy,
[16] while Goepfert et al., recommended chemo-
therapy [17].

We operated on 4 patients with recurrent T1
and T2 NPC, en bloc resection of the tumor
was achieved with clear margins and easy access
to the lateral margin up to ptreygoid plates (Fig.
1). One patient developed pulmonary metastases
8 months after surgery and died of the disease.
After 3 years of follow-up, two patients were
free of the disease and one patient remained
alive with recurrent disease. Although we ini-
tially used the approach for resection of recurrent
NPC, we found that it gave wide exposure of
the nasopharynx, infratemporal fossa and
parapharyneal space. So, we extended its appli-
cation for resection of aggressive recurrent JNA
in 3 patients, two of them had intracranial para-
sellar extension. Complete removal of both
extra-cranial as well as intra-cranial components
of JNA (Fig. 2) was achieved in two patients.
In the last patient, we left an intracranial residue,
for which he received radiation therapy and the
patient had stationary course after 6 years. In
one patient, preoperative embolization was not
tried, a massive amount of blood loss occurred
intra-operative; the advantage of wide exposure
provided with this approach allowed fast remov-
al of the tumor and consequently better control
of the life threatening bleeding.

Raymond and Wei reported a 24% incidence
for palatal fistula [18]. In our study complications
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in the form of palatal fistula and osteoradione-
crosis occurred in case of NPC. Although we
had a small number of cases, we believe that
preoperative radiation therapy is the reason for
these complications as we have not faced these
problems in JNA patients. However, those latter
patients were concerned about the facial scar.
Rajeh et al., in their study of 32 patients with
JNA using several surgical approaches, adopted
the maxillary swing approach in patients with
stage IV disease [19]. They could not remove
the intracranial tumor in any patient. We believe
that this is possible by tracking the tumor
through the foramina of the skull base and gentle
traction of the tumor from below. Actually the
fact that JNA has pushing rather than infiltrative
borders facilitates the tumor delivery.

In conclusion, we believe that salvage na-
sopharyngectomy is a valid option for selected
patients with recurrent nasopharyngeal tumors.
The maxillary swing approach allows safe and
complete resection for nasopharyngeal carcino-
ma as well as juvenile angiofibroma with in-
tracranial extension.
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