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Introduction

Currently, most sinonasal lesions are treated using a transna-
sal endoscopic approach, but some areas of the maxillary si-
nus, such as the prelacrimal recess, may not be visualized and
accessible.” To overcome these limitations, several surgical
techniques have been used, such as the Caldwell-Luc proce-
dure and endoscopic medial maxillectomy.> The intranasal
endoscopic prelacrimal recess approach (PLRA) is a novel tech-
nique to address maxillary sinus lesions.” We have successfully
applied this approach to manage a bony lesion of the maxilla.

Case

A 44-year-old female presented to the rhinology outpatient

clinic for right medial orbital pain and discomfort as well as

The intranasal endoscopic prelacrimal recess approach (PLRA) is a novel technique that was
recently introduced for the management of maxillary sinus lesions. We utilized this approach
for the surgical resection of a medial maxillary bony lesion; gross total resection was achieved
without significant complications. The PLR A appears to be an effective and safe technique for
the treatment of bony lesions of the maxilla as well as the maxillary sinus, particularly those
confined to the medial maxillary wall.
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mild facial disfigurement that began several years ago. Medi-
cal records showed a previous diagnosis of maxillary fibrous
dysplasia treated twice with partial resection via the Caldwell-
Luc approach and an endoscopic endonasal approach, respec-
tively. However, the symptoms did not resolve. One year fol-
lowing the second surgery, the patient reported that the lesion
had grown larger. No abnormalities were identified by nasal
endoscopy (Fig. 1), but a 2.5%1.5%1.0 cm expansile, well-de-
fined bony lesion of the medial wall of the maxilla was found
in a contrast-nonenhanced computed tomography (CT) scan
(Fig. 2). The right nasolacrimal duct appeared to be com-
pressed by the lesion, but patency was maintained (Fig. 2A).
The lesion was removed under general anaesthesia via the
PLRA using 0° and 70° rigid endoscopes, as previously de-
scribed.” First, following local anaesthetic infiltration, a ver-
tical incision was made 3 mm caudal to the anterior attach-
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Fig. 1. Representative endoscopic photographs of the right nasal cavity taken pre-, intra-, and post-operatively (A, B, and C, respec-
tively). The NLD and sac were identified and preserved during the operation (B). MS: maxillary sinus, NLD: nasolacrimal duct.

Fig. 2. Representative axial (A and B) and coronal (C and D) CT images at different timepoints. An expansile bony lesion with a sun-
burst pattern (A and C) posteriorly displacing the NLD (dashed ellipsoid) was absent following surgery (B and D). NLD: nasolacrimal
duct.

ment of the inferior turbinate, and a mucoperiosteal flap was
clevated using a periosteal elevator. After lesion identifica-
tion, the cortical bone was cut and removed using a chisel
and grasping forceps. The remaining lesion was resected us-
ing a Kerrison Rongeur and a high-speed drill, and the Has-
ner’s valve was used as a landmark to avoid injury of the na-

solacrimal duct. Following demarcation of the nasolacrimal

duct, the lateral and superior portions of the remaining lesion
were further dissected and completely removed macroscopi-
cally. During the procedure, the maxillary sinus was uninten-
tionally opened (Fig. 1B). The surgical field was frequently
obscured by bleeding, and several measures were used to
achieve hemostasis: bone wax, a diamond drill burr, and Avi-

tene (microfibrillar collagen hemostat; Davol, Warwick, RI,
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Fig. 3. Histopathology of the lesion. Numerous vessels (closed triangles) surrounded by mature bony trabeculae are present (A and B,

40 % and 100 X, respectively; haematoxylin & eosin stain).

USA). After lesion resection, the mucoperiosteal flap was re-
positioned and sutured. No significant postoperative compli-
cations occurred, including epiphora. A postoperative CT
scan 1 month following the procedure showed gross total re-
section of the lesion (Fig. 2B and D), and postoperative nasal
endoscopy revealed no mucosal injury (Fig. 1C). Histopatho-
logic examination of the lesion showed mature trabecular
bone with numerous blood vessels, which is consistent with

an intraosseoushemangioma (Fig. 3).

Discussion

Intraosseous hemangioma is a rare benign vascular tumor
arising from the vertebra, calvaria, and facial bones, includ-
ing the mandible, zygoma, maxilla, nasal bone, and frontopa-
rietal bone.” When present in the maxilla, it can cause pain,
dentition anomalies, loss of dental components, and sinusitis-
like symptoms.>” On CT scans, it appears as a sharply mar-
ginated expansile lesion with a sunburst pattern of radiating
trabeculae, soap bubble appearance, or honeycomb configu-
ration, as in this case.” Because of the high risk of hemor-
rhage, debridement is contraindicated, and radical excision is
recommended.” As a surgical approach for the treatment of
maxillary intraosseous hemangioma, Caldwell-Luc approach
or maxillectomy via lateral rhinotomy incision can be em-
ployed.”

Since the advent of endoscopic surgery, many maxillary si-
nus lesions have been successfully removed via middle me-
atal antrostomy alone. Lesions involving hidden niches, such
as the alveolar, zygomatic, and prelacrimal recess, may not

be removed via this approach, even with curved instruments
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and angled endoscopes. Therefore, the Caldwell-Luc proce-
dure and medial maxillectomy may sometimes be required.””
Endoscopic medial maxillectomy has become particularly
popular for the management of inverted papilloma in the
maxillary sinus.” This procedure, however, sacrifices the in-
ferior turbinate and/or nasolacrimal duct although it can be
prevented by some modifications.™'” The PLRA was origi-
nally introduced as a novel intranasal endoscopic approach
for maxillary sinus lesions without damaging the inferior tur-
binate or nasolacrimal duct.” We successfully employed the
PLRA in the management of a medial maxillary bone lesion
without significant complications. This appears to be a useful
approach for the management of bony lesions of the maxilla,
such as fibrous dysplasia and hemangioma, particularly when
they are confined to the medial portion of the maxilla.
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