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Fig. 1. Juvenile nasopharyngeal angiofibroma with skull base invasion.
A. Contrast enhanced T1-weighted image shows tumor extension to the parapharyngeal space, the sphenoid bone and
the middle cranial fossa.

B. External carotid angiogram shows hypervascular tumor staining supplied by the internal maxillary artery.

C. Internal carotid arteriogram shows a portion of hypervascular tumor supplied by the inferolateral trunk (a small ar-
row) and the mandibular branch of the internal carotid artery(a large arrow).

D. A last fluoroscopic image after Glue injection into the tumor shows successful infiltration of Glue within the tumor.

The needle was introduced via mandibular sciatic notch.

E and F. Postembolization angiogram shows successful occlusion of tumor vessels from both branches of external and

internal carotid artery.
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Fig. 2. Juvenile nasopharyngeal angiofibroma with cavernous sinus invasion.
A. Contrast enhanced MRI shows a highly enhancing tumor extending toward the cavernous sinus.
B. External carotid angiogram shows tumor blush fed by the internal maxillary and the ascending pharyngeal artery of
the external carotid artery.
C. Internal carotid angiogram shows tumor staining supplied by the inferolateral trunk of the internal carotid artery.
D. A last hold fluoroscopic image after Glue injection into the tumor shows successful infiltration of Glue within
tumor. The needle was introduced via nose.
E. External carotid arteriogram obtainded after embolization shows no residual tumor blush with near total obliteration
of the tumor vessels.
F. Postembolization CT : The cast of embolic material is well visualized within the entire mass.
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Table 1. Summary of Direct Intratumoral Embolization in Juvenile Nasopharyngeal Angiofibromas with Skull Base In-

vasion.

Patients Tumor extension  Vascular supply (ICA) Puncture Site Embolization(%)  Tumor removal(%)
1 CS, PPS ILT TN, SN 100 90
2 SS, PPS ILT, MA TN, SN 100 Total
3* SS, ES MA TN 90 Total
4 ES, SS ILT TN 920 Total
5 MCEF, PPS ILT, MA SN 100 Total
6 SS, PPS MA SN, TN 100 Total
7 CS,SS, PPS ILT, MA SN, TN 20 80
8 SS, PPS ILT, MA SN, TN 100 Total
9 ES, SS, PPS ILT, MA SN, TN 100 90

CS: cavernous sinus, PPS: parapharyngeal space, SS: sphenoid sinus, ES: ethmoid sinus, MCF : middle cranial fossa
SN : mandibular sciatic notch, TN : Transnasal, MA : mandibular artery
ILT : inferolateral trunk of internal carotid artery, 3*:recurred case
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Juvenile Nasopharyngeal Angiofibroma with Skull Base Invasion :
Intratumoral Direct Puncture Embolization'

Shin Hye Young, M.D., Kim Sun Yong, M.D., Suh Jung Ho, M.D., Park Kee hyun, M.D.?

IDepartmenz of Radiology Ajou University Hospital
2Department of ENT, Ajou University Hospital

Purpose:To demonstrate the utility and efficacy of percutaneous direct glue embolization for
juvenile nasopharyngeal angiofibromas with skull base invasion.

Materials and Methods :In nine cases of juvenile nasopharyngeal angiofibromas with invasion of
the skull base, embolization under general anethesia was performed. Using an 18G spinal needle, di-
rect puncture were made via the transnasal or mandibular sciatic notch. A glue-lipiodol mixture (1:
1—1:3) was injected slowely for 15 to 30 seconds under fluoroscopic control;the number of
injections depended on the size of the tumoral compartment. The results were evaluated by
post-embolization angiography and the distribution of embolic materials was assessed on CT within
1-3 days. The mass was surgically removed 3 to 7 days after embolization.

Results: Postembolization angiography revealed total devascularization in six cases, and
devascularization greater than 90% of the initial volume in the remaining three. The cast of the
tumor was clearly demonstrated by the embolization material with increased density. Surgical re-
moval was safely performed without significant bleeding. And no neurologic complications were
observed.

Conclusion: Direct glue embolization of juvenile angiofibroma with skull base invasion appears
to be a simple and safe procedure. The technique could be used for other hypervascular lesions in
the base fo the skull or parapharyngeal space.

Index words: Angiofibroma
Nose, neoplasms
Embolization, therapeutic
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