
Introduction:

Cancer of the maxillary sinus is relatively uncommon 

constituting 0.2% to 2.2% of all malignancies, 5% of all 

malignant aerodigestive tumours and 80-90% of all Paranasal 

sinus tumours (Ackerman and del Regato 1985)[1]. Most 

patients with maxillary sinus cancer have no symptoms in the 

early stage and, therefore, many of these patients are 

diagnosed in the advanced stage of the disease. Local 

extension of these tumours results in invasion of the skull 

base, and this is usually managed by craniofacial resection 

(CFR) with postoperative adjuvant radiotherapy[2].

Tumors may invade the orbit via preformed pathways, via 

neurovascular structures, or by direct extension through bone.  

The term ''orbital exenteration'' is normally applied to 

complete removal of the contents of the orbit, including the 

eyelids. This is rarely required for most sinonasal tumors. 

''Orbital clearance'' is a procedure in which the globe, muscles, 

fat, and periorbita are removed, while the lids, and usually the 

palpebral conjunctiva, are preserved[3]. 
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The reason for undertaking such an aggressive and disfiguring 

operation is that all other (eye-sparing) options would either 

jeopardize the adequacy of the excision or compromise the 

long-term viability of the eye[4].

We presented a case of a patient 43 old man, a farmer by 

profession and resident of Fatehpur district, with a history of 

right hemi facial swelling from past 15 days with nasal 

discharge and diplopia (blurred vision) since 5 days with no 

significant medical history, patient gave history of gutkha 

chewing since 5 Years with frequency of 8-10 pouches in a 

day and history of beedi smoking since 8 to 10 years. Patient 

quit his habit of tobacco chewing and beedi smoking one 

month back.
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Fig.1: Patient clinical pictures showing swelling over right 

side of face no clinical lymph node seen over neck.

Patient also gave history of extraction by a dentist 2 months 

back since then the patient had a complaint of food particles 

and liquid coming out from his nose (Oro-Antral fistula) 

during food intake.

The patient was then advised for a Biopsy and CT FACE and 

NECK with contrast, punch biopsy was taken from the right 

maxillary Antrum and sent for Histopathological examination 

which revealed that there was presence of well differentiated 

Squamous Cell Carcinoma of the same.

CT scan of face was done which revealed maxillary antrum 

carcinoma (large ill defined extensively infiltrated soft tissue 

mass of 7*5*4.4 cm) which extends to infratemporal fossa. 

Coronal view of maxilla showing the infiltrating soft tissue 

mass into the antrum that's extending medially to the nasal 

fossa and adjacent nasal pharynx on the right side and 

superiorly erosion of floor of the right orbit with infiltration of 

right inferior rectus muscle. General Physical Examination 

and Systemic Examination were normal. Chest X-ray-

posterior anterior (electrocardiogram, complete hemogram, 

Random blood sugar, Liver function test, Renal Function Test 

and viral Markers were done and all reports were within 

normal limits.

Fig. 2 : CT scan face axial and coronal view large ill defined 

extensively infiltrated soft tissue mass of 7*5*4.4 cm which 

extends to infratemporal fossa and superiorly erosion of floor 

of the right orbit with infiltration of right inferior rectus 

muscle.

TNM staging is T4a N0 M0 according to AJCC 8th edition on 

the basis of size and extent of primary tumor. This tumor was 

managed by Total Maxillectomy with orbital Exenteration 

and Modified neck dissection, Reconstruction with radial 

forearm free flap. Counseling of the patient was done in 

presence of his family member and explained about the risks 

and benefits of surgery. Written informed consent was taken 

for surgery, general anaesthesia, scar and eye removal.

Patient placed in supine position and general anaesthesia was 

introduced with nesotracheal intubation from left nostril. 

Paint and drape was done. Neck marking according to 

schobinger done and subplatysmal flap was raised all 

fibrofatty tissue was removed with level-I to Level-V. 

Sternocleidomastoid muscle was sacrificed and accessory 

spinal nerve was preserved. Facial artery and vein was 

preserved for anastamosis. External carotid artery was 

clamped by Bulldog clamp. A modified Webber Fergusson 

incision was made and it was connected to the vestibular 

degloving incision, the whole surface of maxilla and 

maxillary process was exposed. The eyeball was removed 

along with orbital contents and ophthalmic artery was ligated. 

Simultaneously bony cuts were made at the level of the right 

frontozygomatic suture temporal process of zygomatic bone 

frontal process of maxilla along with lacrimal bone Lateral 

nasal bone and extended up mid line, Palatal Osteotomy and 

Osteotomy to separate maxillary tuberosity from pterygoid 

plate. Whole maxilla was removed with the orbital contents 

and sent for the frozen biopsy and all tumor margins free from 

diseases. Radial free fore arm flap was harvested from right 
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arm and cover the defect (palatal and nasal covering. Orbital 

cavity cover eyelid skin flap. After 3 weeks of surgery we Plan 

eye prosthesis that is connected to spectacles.

Fig. 3 : MND Type-II neck dissection and modified Webber 

Fergusson incision was made and it was connected to the 

vestibular degloving incision , the whole surface of maxilla 

and maxillary process was exposed.

Final Histopathological report of the specimen (En Bloc 

resected tumor and fibro fatty tissue of neck) revealed that all 

margins were free from cancer and no regional lymph node 

metastasis was seen.

Fig.4 :  Simultaneously bony cuts were made- En bloc 

maxillectomy with orbital exenteration done and tissue send 

for the frozen biopsy.

The presence of large air spaces within the paranasal sinus 

probably allows the asymptomatic expansion of sinus 

carcinoma5. Common symptoms include pain, nasal 

discharge, epistaxis and obstruction, commonly affecting 

males more than females at a ratio of 1.5:1.1 Other symptoms 

include: (1) nasal fullness, stuffiness or obstruction, (2) pain, 

(3) cheek paresthesia, (4) cheek fullness or swelling, (5) 

palatal bulge, (6) persistent, non-healing nasal/oral sore or 

ulcer, (7) nasal mass, (8) proptosis, diplopia or lacrimation6. 

Discussion
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Early symptoms differ little from common nasal complaints 

and their temporary regression by antibiotics falsely reassures 

both the patient and the physician. When more alarming 

symptoms, such as ocular complaints, cranial nerve deficits, 

or cheek mass, are apparent, the outcome tends to be less 

favorable[5].

Maxillary sinus carcinoma presents a therapeutic challenge to 

both the surgeon and the radiation oncologist. Because 

symptoms are vague and nonspecific, the majority of 

carcinomas are diagnosed as locally advanced disease [2]. 

Extension to contiguous structures including the orbit, 

ethmoid sinus, sphenoid sinus, nasal cavity, nasopharynx, 

pterygoid fossa, palate and cheek may occur and can be a 

potential problem in the surgical and/or radiotherapeutic 

management of this disease[7].

In advance horizons of oral and maxillofacial surgery few 

surgery are destructive or unpleasant to perform as total 

maxillectomy with orbital exenteration. Ample 

reconstructive procedure are present to cover the orbital 

cavity ; the temporalis muscle pedicled flap, the galea fascia 

or pericranial flap, the myocutaneous pedicled flap and the 

revascularized free flap[8].

Management of tumours of maxillary antrum needs a multi-

disciplinary approach. Surgery and radiation, alone or in 

combination are the mainstay of treatment. Majority of the 

patients are already advanced at the time of presentation and 

either of the modalities used alone gives very poor results, 5 

year survivals being in range of 10-15% only[1].

The status of the surgical margins was an important predictor 

for overall, disease-specific, and recurrence-free survival. 

Complete surgical excision with histologic negative margins 

of resection should be one of the main goals of craniofacial 

resection for malignant paranasal sinus tumors[2].

With properly planned combined approaches, 5 year survival 

has improved from 10-29% (Mc Nicoll et al 1984) to 50-70% 

(Lewis 1972, Lee et al 1981. Parsons et al 1987). This 

improvement has resulted from better management and 

control of primary (Shidnia et al, 1984). Local recurrence rate 

is markedly less with combined modality approach than with 

radiation alone[1].

A study by Won et al.[5] concluded that induction 

chemotherapy (ICT) in locally advanced maxillary sinus 

cancers increased the possibility of tumor down-staging and 



complete resection with orbital preservation. One of four 

different treatment modalities, including intra-arterial (IA)-

ICT, IV-ICT, concurrent chemoradiotherapy and surgical 

resection, was selected as a primary treatment based on the 

TNM stage, performance status, age and comorbidity. 

Although there were no significant differences in response 

rate and toxicity profile between the two groups of ICT, IA-

ICT was superior to IV-ICT with respect to tumor down 

staging and local tumor contro[9].

Conclusion: 

Cancer of the maxillary sinus that's involves the orbital 

contents is relatively rare and diagnosed in advance stage. 

Complete surgical excision with histologic negative margins 

of resection is an important determinant of survival and local 

control. Surgery with radiation is a better treatment option.
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