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Preface

One of the most exciting and challenging innovations in meodern surgery is the advent of skull base surgery and
immediate réconstructive techniques after excision of the tumors of the head and neck. The well-coordinated, integrated
surgical attack on tensions afflicting this transitional area between neurologic and head and neck surgery has revolution-
ized the management of these lesions. This book is primarily focused on the surgical treatment of neoplasms on the oral
and maxillofacial regions. These tumors, especially malignancies, were often considered inoperable and the patients
doomed to die. The cooperative surgical attack by the neurosurgeon and the head and neck surgeon, followed by the
expertise of the reconstructive surgeon, has resulted in complete resection of these challenging tumors and a safe water-
tight closure.

There are 10 chapters in this book that most tumors occured in the head and neck regions are included and the
reconstructive methods after the excisions are descriped. On the reconstruction methods, because similar flaps may be
indicated for multiple problems, certain flaps may be described in more than one chapter. The approach descriped in
each chapter has followed our approach to individual patient. The operative technique section provides the reader with
step-by-step description of the procedure. It is our intention that this descriptive method will guide the surgeon during
operative prbcedure.

When this book will be published, I would like to acknowledge the pionners in oral and maxillofacial oncologic
surgery who have had a personal influence on my career in this adventurous endeavor. Prof. Weiliu Qiu, Mengyin Zhang
were among the forerunners in oral and maxillofacial oncologic surgery whose example and encouragement stimulated me
to embark on my career in oral and maxillofacial oncologic surgery. Prof. Xianrui Yuan. Jianrong Ma are neurosurgery
colleagues who have significantly influenced the shaping of my thought processes as skull base surgery has evolved.

I would like to thank the members of Department of Oral and Maxillofacial Surgery, Former Hunan Medical Uni-
versity. The success of my career would have been impossible without their skill and hard work.

I would further like to thank Prof. Yunsheng Liu, former Presideht, Director, Department of Neurosurgery, Xiang
Ya Hospital, former Hunan Medical University; Prof. Jianyun Xiao, former vice-President, Xiang Ya Hospital, former
Hunan Medical Unive'rsity; Prof. Yongquan Tian, former President, Xiang Ya Hospital, for their support and assis-
tances.

I would like to thank Mrs. Linyan Wu for her outstanding, tireless efforts and hard work in the typing of the
rhanuscript. I would like to thank the patients with whom I have had a pleasure to interact. Their trust and honesty has
kept me humble and encouraged me to remain in the health care profession. Finally, I would especially like to thank the
most important people in my life, my family. Their undying support, love, and enthusiasm refresh my spirit to meet each
day with a renewed level of excitement.

I believe that this book can be of some assistance in the dévelopment of the oral and maxillofacial oncologic surgeon’s
operative career. However, it should serve only as a guide to getting started and is in no way a replacement for a con-

tinuing quest for further knowledge.

Xinchun Jian
May. 8. 2003
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I. Intracranial and skull base tumors

1. Surgical excision of malignant lymphoma in the temporal fossa and dura

2. Surgical treatment of intracranial meningioma secondarily involving infratem-
poral fossa and pterygomandibular space

3. Surgical treatment of the inflammatory pseudotumor under inferior surface of
the middle skull base

4. Facial translocation: a new approach to the middle cranial base and ptery-
gopalatine fossa

5. Excision of neurofibroma in the pterygopalatine fossa

6. Excision of recurrent chondrosarcoma in the anterior and middie cranial base
and immediate reconstruction with temporal muscle
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1. Surgical excision of malignant lymphoma
in the temporal fossa and dura
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Fig. 1,2 Frontal and lateral views of a 48-year-old male
patient with malignant lymphoma in the temporal region and
middle cranial fossa.

Frontal view shows both temporal asymmetry and the left

temporal expansion obviously. Fig. 2 shows left temporal ex-

pansion. The surperficial skin is normal.

B30 UL O M

Fig. 3 Submental view shows left temporal expansion.
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Fig. 4, 5 Coronal and axial magnetic resonance image shows penetration of tumor through
temporal bone into overlying dura.

Zhongnailen 4-50 NTANG YA HOSPITAL HUNAN
MAGNETOM IPACT|
1aN-1951 H-SP-CR  VE33D
3 - FalL
§ 2001
IMAGE 33
SER 1-3

T¥

1A 00:48

E 6

Bl 6,7 TR L IR 5B R 12 A0 B BR 1 B R R AT o

Fig. 6,7 Axial magnetic resonance image shows extension of the tumor into lateral orbital wall
and postocular tissue.
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Fig. 8 The standard hemi-coronal incision
line is marked out by the methylene blue.

Fig.9 The scalp flap is raised in the
standard way, anteriorly the dissection is taken
to the lateral orbital rim. The anterior branch of
the superficial temporal artery is coagulated and
sharply transected. The posterior branch of the

superficial temporal artery is left undisturbed
8 &9 along the temporalis fascia to provide vascular-

ization to the temporalis muscle. The incision is

extended inferiorly beneath the pinna of the ear. The subzygomatic portion of the incision is made superficially to avoid

injury to the parotid gland and the branches of the facial nerve.
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Fig. 10 A subficial incision is made

through the superficial and deep temporalis fascia

& 10

layers, lcm posterior to the lateral orbital rim,
parallel to the course of the zygoma, to avoid injury to the frontalis branch of the facial nerve. The temporalis fascia is
then dissected from the zygoma in a subperiosteal fashion and this fascia is reflected anteriorly. A zygomatic osteotomy
is made at the malar eminence and at the root of the zygoma. Drill holes are placed in the two ends of each osteotomic
line in anticipation of placing miniplates for later reconstruction.
The temporalis muscle /fascia along the superior temporal line is incised and is reflected the temporalis inferiorly.
Fig. 11 The tumor is completely exposed in the operative field. After partial tumor of out of the cranium is re-

moved, the destruction of the temporal bone is obvious.
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Fig. 12 Temporal bone is osteotomied. The key to the exposure to the middle fossa and its immediate subcranial
structures is an L-shaped craniotomy that has a vertical component comprised of the greater wing of the sphenoid and
squamosal aspect of the temporal bone. and a short horizontal component that ends at the foramen ovale and foramen
spinosum. Often a modest-sized craniotomy provides adequate exposure.

Dural invasion varies from minimal involvement at the neural and vascular foramen at the sites of entry into the
intracranial space to widespread involvement characteristic of recurrent tumors after full-course radiation therapy.
Sometimes the half dura is replaced almost entirely by tumor tissue.

Fig. 13 A cuff of 5 to 10mm of grossly healthy dura is excised and the periphery examined by frozen-section
analysis. Often grossly normal dura has tumor extensions and requires further resection as dictated by the pathologist’s
report. Fig. 13 shows the condition after the involved dura has been resected and the superficial middle cerebral vein
may be seen in the operative field.

Certain limitations to resection are imposed by vital central structures and the restrictions of certain reconstructive
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options. In the middle fossa, the two major structures that impede further dural excision are the vein of Labbé and the

superior sagittal sinus. The vein of Labbé, or inferior anastomotic cerebral vein, drains into the lateral sinus at a
variable distance from the sigmoid sinus. If the superior anastomotic vein of Trolard is not patent or is of small caliber,
the vein of Labbé will be the only vein draining the entire ipsilateral cerebral hemisphere. To sacrifice it would then
result in massive infarction and often death. Cerebral venography may establish the venous drainage pattern in those
patients in whom the vein of Labbé is in jeopardy.

The superior sagittal sinus can usually be safely obliterated in the anterior fossa from the anterior fossa floor up to
the coronal suture. The middle fossa component cannot be ligated because in most instances it will lead to quadriplegia
and often death. Fortunately, few skull base tumors extend that far.

The second dural restriction concerns the potential for dural reconstruction and the provision of a watertight seal.
As dural resection along the clivus and under the brainstem increases in extent, there is a progressive increase in
difficulty in obtaining a sound dural closure. A cerebrospinal fluid leak at this site is an open avenue to the na-
sopharynx, which possesses one of the highest concentrations of pathogenic bacteria in the entire upper aerodigestive
tract. Tissue glue helps, but a suture line is superior in strength. For most fibrin glues, the adhesive strength is lost

in about 1 week.
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Fig. 14 The condition after the partial dura has been
excised. Superficial middle cerebral vein may be seen.

Fig. 15 To prevent cerebrospinal fluid leek, fascia lata,
temporalis fascia, or allograft may be used to patch resected
dura. Careful suture, especially on the inferior aspects above
the clivus, is essential. The closure may be enhanced with
tissue glue.

The next layer comprises muscle. The temporalis mus-
cle, if preserved, is placed under and across the craniotomy
site. The pericranial cuff is sutured to the basipharyngeal
fascia of the nasopharynx. In this way, the potential dead
space left by resected soft tissue under the sphenoid bone can
be obliterated. The integrity of the muscle is carefully en-

sured before this step.
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Fig16 The zygoma and the craniotomy
16 & 17 bone flaps are returned and fixed with mini-

plates. The inferior aspect of the L-shaped

craniotomy flap is often partially missing because of bone erosion by tumor and subsequent osseous resection to ensure
tumor-free margins. The muscle flap fills in the dead space and adds support.

Skin closure is then done and the wound drained with a closed system of suction drainage.

The lumbar drain is usually discontinued at about 72 hours unless a cerebrospinal fluid leak occurs. If a leak
does not step in 3 days, the patient should be sent back to the operating room for repair.

Fig17  The specimen excised tumor.
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Fig18, 19 Patient, 6 months af-
ter temporal fossa-middle cranial fossa

tumor resection.
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2. Surgical treatment of intracranial meningioma
secondarily involving infratemporal fossa
and pterygomandibular space
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Fig.20 A 53-year-old women patient with left middle cranial fossa meningioma secondarily

involving infratemporal fossa and pterygomandibular space.
Fig. 21 Frontal view shows that both sides of the face are asymmetry and left side is expansive.

Lateral view shows that left face is expansive and facial skin is normal.
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Fig. 22 Submental view shows that both sides of the face are asymmetry and the left side is

expunsi\'(* (‘\[l'(’lll(‘l}'.




