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Resumen: Los Schwannomas del espacio parafaringeo son tumores muy
infrecuentes, que se originan de la vaina de schawnn, generalmente de
crecimiento lento, suelen ser asintomaticos. El tratamiento es quirurgico,
muchas veces complejo por la localizacion anatomica

A continuacién presentamos un caso de shawnnoma parafaringeo y una
revision de la literatura, debido al interés suscitado en nuestros servicios,
por la escasa presentacién de este tumor.
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Introduccion

Los tumores del espacio parafaringeo son raros, representan alre-
dedor de un 0,5% de toda la patologia oncoldgica de cabeza y cue-
llo. Habitualmente son tumores que afectan a adultos, sin diferen-
cias entre sexos y mayoritariamente son benignos.’

Los Schawnnomas son los segundos tumores en frecuencia de
este espacio, aunque la mayoria de estos tumores se localizan en
cabeza y cuello, los de localizacion extracraneal solo constituyen un
10% del total, de ahi su infrecuente presentacion.

Caso clinico

Paciente mujer de 45 afios derivada al servicio de Cirugia Maxi-
lofacial por tumoracion parotidea derecha de 6 meses de evolucion,

1 Médico Residente del Servicio de Otorrinolaringologia.
2 Jefe de Seccién del Servicio de Cirugia Maxilofacial.

3 Médico Adjunto del Servicio de Cirugia Maxilofacial.

4 Jefe del Servicio de Otorrinolaringologia.

Hospital Universitario de Belvitge. Barcelona.

Correspondencia:
Ivan Domenech Juan.
¢/ lberian® 11 3-2°
08014 Barcelona

Abstract: The paraphararynx schawnnoma are very unusual tumours
which are originated in the schwann sheath. They are usually
asymptomatic and have a slow growth. Surgical treatment is
required and its difficulty lies in the anatomical region.
Next we present a case of parapharynx schwannoma and a literature
review due to the interest that it aroused in our service.
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Introduction

Tumors of the parapharyngeal space are a rare occur-
rence, representing around 0.5% of all of the oncological
pathology relating to the head and neck. These tumors gen-
erally affect adults, they occur equally between the sexes,
and the majority are benign.’

Schwannomas are the second most common tumor in
this space. Although the majority of the tumors are located
in the head and neck, those having an extracranial location
account for only 10% of the total, hence their rare occur-
rence.

Clinical case

A female patient, aged 45, was referred to the Service
of Maxillofacial Surgery with a 6-month history of tumefac-
tion in the right parotid area. On exploration, a tumor was
observed in the right parotid region, which was hard, pain-
less and which also protruded at the oropharyngeal level,
displacing the tonsils and the pharyngeal wall medially.

As a process of parapharyngeal expansion was suspect-
ed, a Computed Tomography (CT) scan was carried out
which showed the expansion process within the parapha-
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clinicamente asintomatica, a la
exploracién se aprecia tumora-
cion en region parotidea derecha
dura, indolora que protuye tam-
bién a nivel orofaringeo despla-
zando la amigdala y la pared
faringea medialmente.

Ante la sospecha de proceso
expansivo parafaringeo se realiza
un estudio de imagen mediante
una Tomografia Computerizada
(TC), donde se aprecia proceso
expansivo parafaringeo, con esca-
sa captacion de contraste y com-
ponente quistico, sugestivo de
tumor neurogénico, con exten-
sién a la musculatura pterigoidea
derecha que desplaza la luz oro-
faringea medialmente y la glan-
dula parétida lateralmente (Figs.
1,2y 3).

Una vez descartado un origen
vascular, se realiza una PAAF que
no resulta concluyente, por lo que
se decide realizar una biopsia inci-
sional por via transoral, la cual es
sugestiva de schwannoma.

Asi pues ante el diagnéstico
probable de neurinoma parafa-
ringeo se decide realizar una exé-
resis por via cérvico- parotidea,
obteniendo una pieza quirdrgica
de 5x5°5x3°5 cm encapsulada y
de consistencia elastica que tras
ser estudiada histol6gicamente se
tipificé de schawnnoma del espa-
cio parafaringeo.

Discusion

El espacio parafaringeo pode-
mos entenderlo como una piréa-
mide invertida con base en una
pequefia porcién del hueso tem-
poral, préximo a la sutura petro-
esfenoidal y vértice en el asta
mayor del hueso hioides, la pared
medial esta constituida por la fas-
cia faringobasilar cranealmente y
caudalmente por el musculo
constrictor de la faringe, mientras
que la pared lateral, la constitu-

CSUB *NEURORRADIOLOGI A%

Figura 1y 2. Tomografia computerizada.

Figure 1 and 2. Computed tomography.

yen la fascia del musculo pterigoideo interno, I6bulo profundo de
parétida y rama ascendente de maxilar inferior, anteriormente tene-
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ryngeal space, with limited contrast
and cystic component suggesting a
neurogenic tumor extending to the
pterygoid muscles on the right side
which was displacing the light in the
oropharynx medially and the parotid
gland laterally. (Figs. 1,2,3).

Once a vascular source had been
ruled out, a FNA was carried out
which proved inconclusive, and a
decision was made to perform a tran-
soral incisional biopsy which sug-
gested a schwannoma.

As the diagnosis was likely to be
neurinoma of the parapharyngeal
space, an excision using a cervical-
parotid approach was decided upon,
and a surgical specimen measuring
5x5.5x 3.5 cm was obtained. It
was encapsulated, of elastic consis-
tency, and following histological
examination proved to be a schwan-
noma of the parapharyngeal space.

Discussion

The parapharyngeal space can be
described as an inverted pyramid
with its floor on the small portion
of temporal bone near the petro-
sphenoid suture, and its tip at the
greater horn of the hyoid bone.
The medial wall is formed cranial-
ly by the pharyngobasilar fascia
and caudally by the constrictor
muscle of the pharynx, while the
lateral wall is made up of the fas-
cia of the internal pterygoid mus-
cle, deep lobe of the parotid
[gland] and ascending branch of
the inferior maxilla. Anteriorly the
limit is the pterygomandibular
raphe and the medial pterygoid
fascia, the posterior limit being the
paravertebral muscles and prever-
tebral fascia.? Within the para-
pharyngeal space there is the
prestyloid compartment that con-
tains fat and part of the deep lobe
of the parotid [gland], and the ret-
rostyloid [compartment] which
contains the internal carotid artery,
the internal jugular vein, cranial [nerve] pairs, and the
cervical sympathetic [chain].
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mos el rafe pterigomandibular y la fas-
cia pterigoidea medial, y posteriormen-
te los musculos paravertebrales y fascia
prevertebral.2 Dentro del espacio para-
faringeo distinguimos el compartimen-
to preestileo ocupado por grasa y parte
del I6bulo profundo de parotida y el
retroestileo que contiene arteria caroéti-
da interna, vena yugular interna, pares
craneales y el simpatico cervical.

Asi los tumores del espacio pre-esti-
leo seran lipomas y tumores glandulares
y los retroestileos seran schwannomas y
paragangliomas.

Los tumores salivares de la glandula
parétida son los mas frecuentes de esta
regién constituyendo aproximadamen-
te un 50%, seguido de los tumores neu-
rogénicos que suman un 30%, siendo el
resto una miscelanea.

De los tumores neurogénicos los mas
frecuentes son los schwannomas o neu-
rilemomas, seguidos por los quemo-
dectomas y posteriormente por los neu-
rofibromas. Aparecen a cualquier edad,
la mayoria entre la 3* y 5* década, mas
frecuentes en el sexo femenino 3:1, originandose mayoritariamen-
te del nervio vago, siendo el schwannoma del nervio vago el tumor
mas frecuente del espacio retroestileo, existiendo también de la
cadena simpatica cervical, del glosofaringeo, del hipogloso... etc.3#
Existiendo incluso casos de pacientes con mltiples neurinomas de
localizacién parafaringeo, o bien asociados a neurinomas en otras
localizaciones.56 La clinica mas frecuente es la sensacién de cuerpo
extrafio faringeo y el signo mas frecuente, la protusién a nivel farin-
geo, por ser la zona de menor resistencia.”¢ Puede producir tam-
bién disfagia, sensacion de cuerpo extrafio y voz de patata calien-
te, incluso si crece cranealmente, producir otitis serosa. Los sinto-
mas derivados de compresién de estructuras nerviosas pares cra-
neales IX, X, XI, XII, del simpatico se veran en casos de neurinomas
de gran tamafio, o bien en tumores malignos y quemodectomas.
Dolor, trismus y lesiones de pares craneales sugieren malignidad.®.1°

El diagnostico se basara en la clinica, la exploracion fisica, sien-
do importante la palpacién bimanual, que permite reconocer la
continuidad del tumor y determinar su origen.

Sera de vital importancia el estudio radiol6gico mediante Tomo-
grafia Computerizada (TC) y Resonancia Magnética (RM) y en algu-
nos casos completarlo mediante una angioradiologia en casos de
tumores hipervasculares. Al TC son tumores de densidad similar al
musculo, mas menos redondeados bien definidos con plano graso
medial y lateral, como su origen mas frecuente es el X par o la cade-
na simpatica, suelen desplazar la arteria car6tida interna antero-
medialmente. La RM aporta una excelente informacion en el estu-
dio de las partes blandas, siendo muy (til en este tipo de tumores
y dicha regién, son tumores hipointensos en T1 y hiperintensos en
T2y en T1 con gadolinio.*
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Figura 3. Tomografia computerizada.
Figure 3. Computed tomography.
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The tumors in the prestyloid
compartment will therefore
be lipomas and glandular
tumors and those of the ret-
rostyloid [compartment] will
be schwannomas and para-
gangliomas.
Salivary tumors of the
parotid gland are the most
frequent in this area and
account for approximately
50% of tumors, after neuro-
genic tumors that account
for around 30%, the rest
being miscellaneous.
The most frequent neuro-
genic tumors are the
schwannomas or neurile-
momas,  followed by
chemodectomas and then
the neurofibromas. They
appear at any age, mostly
between the 3rd and 5th
decade, but more frequent-
ly in females with a 3:1
ratio. The majority originate
in the vagus nerve, and the schwannoma of the vagus nerve
represents the most frequent tumor in the retrostyloid space.
They also exist in the cervical sympathetic chain, the glos-
sopharyngeal*[nerve], the hypoglossal [nerve] etc.3* There
are also cases of patients with multiple neurinomas in the
parapharyngeal area, or neurinomas associated with other
areas.>$ The most frequent clinical [manifestation] is the sen-
sation of a foreign body in the pharynx, and the most fre-
quent sign is a protrusion at the pharyngeal level, as this is
the area with least resistance.”# Dysphagia may also occur,
sensation of a foreign body, and hot potato voice. Serous
otitis may even occur if there is cranial expansion. The symp-
toms produced by the compression of the pairs of cranial
nerves IX, X, XI, XII of the sympathetic [chain] appear in
cases of large neurinomas, or in malignant tumors and
chemodectomas. Pain, trismus and lesions in pairs of cranial
[nerves] suggest malignancy.®°

The diagnosis depends on clinical [evaluation] and phys-
ical exploration. Bimanual palpation is important as it per-
mits identifying the origin and continuity of the tumor.

Radiological studies by means of a Computed Tomog-
raphy (CT) and Magnetic Resonance (MRI) is of vital impor-
tance, and should sometimes be backed-up with angioradi-
ology in cases of hypervascular tumors. The tumors will
appear on the CT scan to have a density similar to that of
muscle. They have a more or less+ rounded contour, they
are well defined, with a medial and lateral fat plane. As they
commonly originate in the X pair [of nerves] or in the sym-
pathetic chain, the internal carotid artery tends to be dis-
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El examen macroscépico suele corresponder a una tumora-
cién de color blanca, amarillenta, bien delimitada de consistencia
firme y elastica, en ocasiones con éreas quisticas.*

Desde el punto de vista microscépico existen dos grupos: Anto-
ni A composicién celular compacta en empalizada y Antoni B for-
mado por una estructura laxa que se caracteriza por una degene-
racién mixoide, aunque la mayoria de las veces se presentan aso-
ciados.™

El tratamiento es quirdrgico, aunque debido a la infrecuente pre-
sentacion de tumores en dicha localizacién es dificil la obtencién
de experiencia quirlrgica, existen diversas vias de abordaje, la cual
estara en funcién del tamafo y la localizaciéon del tumor, siendo
la mas utilizada la via cervical ' adecuada para la mayoria de tumo-
res, en casos de mayor tamafio o bien para tumores de localizacién
pre-estilea puede ser (til el abordaje cérvico-parotideo.'2 En tumo-
res de localizacién en Iébulo profundo de parétida puede realizar-
se un a via transparotidea, reservando el acceso transmandibular
en casos de tumores de gran tamafio o tumores malignos. La via
transoral se reserva para casos especificos por presentar riesgo de
lesiones vasculares, exéresis parciales y riesgo de infeccién, no sien-
do muy apropiada para la mayoria de autores.81213 Las complica-
ciones mas fecuentes en la cirugia son la lesién del propio nervio
y su deficit resultante, las recurrerencias son raras y suelen ser resul-
tantes de una exéresis incompleta, teniendo en general un buen
prondstico postquirdrgico.
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placed anteromedially. RMI provides excellent information
regarding soft tissue, and it is very useful for these types of
tumors and for this region. The tumors have a low signal
intensity on T1 and a high signal intensity on T2 and on T1
with gadolinium.*

Macroscopical examination tends to reveal whitish/yel-
lowish tumor which is well defined with a firm, elastic con-
sistency, and with cystic areas on occasions.*

From a microscopical point of view, there are two groups:
Antoni A with an elongated, densely packed cellular com-
position, and Antoni B which is loosely structured with typ-
ical myxoid degeneration, although in most cases they appear
together.!!

Treatment is surgical, although due to the infrequent
presentation of theses tumors in this area, gaining surgical
experience is difficult. There are various methods of approach,
which depend on tumor size and localization. The cervical
approach is the most common,®'" as it is adequate for most
tumors. For larger tumors, or tumors of the prestyloid area,
the cervical-parotid approach can be useful.’2 In tumors locat-
ed in the deep lobe of the parotid [gland] a transparotid
approach can be used, while the transmandibular approach
should be reserved for large or malignant tumors. The tran-
soral approach should be used only in specific cases as it car-
ries the risk of vascular lesions, partial excision, infection,
and for most authors it is not felt to be the most appropri-
ate.81213 Damage to the nerve itself, and the resulting deficit,
is the most frequent complication in surgery. Recurrence is
rare and is usually due to an incomplete excision and, in gen-
eral, the postsurgical prognosis is good.
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Reconstruccion de cuero cabelludo
con colgajo libre de omentum

Reconstruction of the scalp with a free flap of omentum
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Resumen: Los defectos de cuero cabelludo pueden tener una etiologia
diversa. Resecciones oncoldgicas, lesiones postraumaticas e infecciosas pue-
den dar lugar a diferentes defectos en cuanto a tamafo y extension. Para
su reconstruccién disponemos de miltiples técnicas quirGrgicas como col-
gajos locales, regionales y expansores titulares. No obstante, para defec-
tos extensos los colgajos libres son la Gnica posibilidad reconstructiva. Pre-
sentamos el caso de un paciente con carcinomas epidermoides multicén-
tricos en cuero cabelludo tratado previamente con radioterapia en el que
se realizé una reseccion amplia del cuero cabelludo y fue reconstruido con
un colgajo libre de omentum.

Palabras clave: Cuero cabelludo; Colgajo libre de omentum.

Introduccion

El cuero cabelludo es una zona ricamente vascularizada y cons-
tituida por mltiples capas descritas clasicamente con las siguien-
tes siglas: SCALP(S, skin; C, subcutaneous tissue; A, aponeurosis o
gélea; L, loose connective tissue; P, pericranium)’. Todas estas capas
presentan una consistencia anatémica importante excepto a nivel
de la regién temporal donde encontramos la fascia temporoparie-
tal que posteriormente se convierte en gélea en la linea temporal
inferior y la fascia del mdsculo temporal con su musculo ubicados
entre la gélea y el pericraneo.
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Abstract: Scalp defects may have different etiologies. Oncologic
resections, postraumatic lesions and infectious wounds may lead to
a great variety of defects in size and extension. In order to accomplish
the reconstruction we have different surgical techniques such as
local and regional flaps and tissue expanders. Nevertheless, for more
extensive defects free flaps are the only reconstructive possibility.
We present the case of a patient with multicentric squamous cell
carcinomas previously with radiotherapy. He underwent wide
resection and was reconstructed with an omentum free flap.

Keywords: Scalp; Omentum free flap.

Introduction

The scalp is an area which is richly vascularized and
which has classically been described with the following
acronym: SCALP (S: skin; C subcutaneous tissue; A, aponeu-
rosis or galea; L, loose connective tissue; P, pericranium)1.
All these layers have an important anatomical consistency
with the exception of the layer in the temporal region where
we find the temporoparietal fascia, which then becomes
galea by the inferior temporal line, and the fascia of the tem-
poralis muscle with its muscle situated between the galea
and the pericranium.

The scalp is relatively inelastic compared with the rest of
the cervicofacial tissues. This is largely due to the fibrous
union formed by the galea with the frontal muscle in front
and the occipital muscle behind.” Most scalp flaps as a con-
sequence resist traction and transposition, and they often
require more extensive designs for closing defects.

On the other hand, the scalp has the great advantage
of its rich vascular supply. Irrigation to the scalp is done by
five vascularized pedicles in each side, namely: the supra-
trochlear artery, the supraorbital artery, the superficial tem-
poralis artery with its frontal and parietal branches, the pos-



