
Rom J Morphol Embryol 2022, 63(1):105–111  ISSN (print) 1220–0522, ISSN (online) 2066–8279  doi: 10.47162/RJME.63.1.10 

This is an open-access article distributed under the terms of a Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International Public 
License, which permits unrestricted use, adaptation, distribution and reproduction in any medium, non-commercially, provided the new creations 
are licensed under identical terms as the original work and the original work is properly cited. 

ORIGINAL PAPER 

Current approach of juvenile nasopharyngeal angiofibroma: 
a case series 

ANDREEA NICOLETA VLĂESCU1), ELENA IONIŢĂ2), MIRCEA SORIN CIOLOFAN2), CARMEN AURELIA MOGOANTĂ2), 
CĂTĂLINA VOIOSU3), ANDREEA RUSESCU3), RĂZVAN HAINĂROŞIE3) 

1)PhD Student, Department of Otorhinolaryngology, Doctoral School, University of Medicine and Pharmacy of Craiova, Romania 
2)Department of Otorhinolaryngology, University of Medicine and Pharmacy of Craiova, Romania 
3)Department of Otorhinolaryngology and Ophthalmology, Carol Davila University of Medicine and Pharmacy, Bucharest, Romania 

Abstract 
Juvenile nasopharyngeal angiofibroma (JNA) is a rare benign tumor that affects predominantly males and is known by its highly vascular 
character. We have performed a 3-year retrospective study of patients with JNA surgically treated within the third ENT Department of Prof. Dr. 
Dorin Hociotă Institute of Phonoaudiology and Functional ENT Surgery, Bucharest, Romania. In all the cases, the patients were investigated 
both clinically and through medical imaging before surgery and all tumors were embolized. Our study comprised of eight cases, of which 
seven were solved by endoscopic endonasal approach and one case was treated through a combined endonasal–external approach. JNA 
should always be managed through a multidisciplinary team (MDT) approach in centers with adequate experience, to gain favorable results. 
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 Introduction 
Juvenile nasopharyngeal angiofibroma (JNA) is a rare 

benign tumor that occurs in the nasopharynx, affecting 
mostly male adolescents and young adults and accounting 
for 0.05% of head and neck tumors [1–5]. 

This non-encapsulated tumor arises from mesenchymal 
tissue and is a highly vascular lesion with aggressive 
behavior and locally invasive growth patterns [6]. Locali-
zation, in most cases, is at the superior border of the 
sphenopalatine foramen, in the area of the pterygoid canal 
aperture [6–8]. 

Even though the microscopic structure is representative 
of a benign tumor, JNA frequently displays aggressive 
characteristics through its invasion of neighboring structures: 
the nasal turbinates, the nasal septum, the pterygopalatine 
fossa, the sphenoid, ethmoid and maxillary sinuses [9, 10]. 
In severe cases of JNA, when the tumor is neglected, it may 
invade the orbit or the neurocranium [11–13]. 

JNA etiopathogenesis remains currently unknown. 
Tumor development, predominantly (almost entirely) within 
the male population, can be explained through the elevated 
expression of androgen receptors within the tumor cells, 
multiple studies suggesting that JNA is an androgen-
dependent disease [14]. 

The histopathological (HP) origin of JNA is a contro-
versial issue, as well; most studies suggest that vascular 
endothelial cells or fibroblasts might be the cellular elements 
accountable for tumor proliferation and its growth process 
[15]. It is still unknown whether both cellular components 
proliferate and grow together, or if one cellular component 
is responsible for growth, while the other is a regular 
conjunctive partner. Immunohistochemical (IHC) and genetic 

studies conducted to date have not managed to clarify this 
problem [6]. 

The “gold standard” treatment remains surgery after 
endovascular embolization of the tumor. 

Preoperative embolization is performed in all cases of 
JNA, with less intraoperative bleeding, decreased intra-
operative time and improved surgical field [16, 17]. The 
development of endoscopic techniques makes the open 
approach relevant only in selected cases of JNA, with 
important extension to the infratemporal fossa (ITF) [3]. 

Aim 

Our study aimed to evaluate the modern multidisciplinary 
approach of JNA. 

 Patients, Materials and Methods 
We performed a retrospective study consisting in a series 

of eight patients surgically treated for JNA within the third 
ENT Department of Prof. Dr. Dorin Hociotă Institute of 
Phonoaudiology and Functional ENT Surgery, Bucharest, 
Romania, between 2019 and 2021. 

Before surgery, each case was investigated clinically, 
endoscopically and through imaging: computed tomography 
(CT) scan, magnetic resonance imaging (MRI), and/or 
arteriography to assess the Radkowski stage. Also, pre-
operative selective embolization was performed. 

CT scans helped with the extent of the tumor, especially 
with assessment of sinus extension, bone erosion and 
invasion of the pterygopalatine and ITFs. On the other 
hand, MRI assessed the intracranial involvement of the 
tumor. 

The same approach of endovascular embolization was 
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performed for every patient, femoral access through right 
groin puncture and placement of 5F sheath, catheterization 
of external carotid artery (ECA) with angiographic study of 
their vascular regions, followed by Ver 5F guide catheter 
in proximal ECA and superselective catheterization of tumor 
feeding vessels. Also, angiographic study of internal carotid 
artery (ICA) was done. Given the possibility of massive 
bleeding, preoperative biopsy is contraindicated, therefore 
HP and IHC examination were performed after complete 
excision of the tumor [18]. 

All patients were operated in the Clinic after endo-
vascular embolization, this being the “gold standard” in 
JNA. 

Excised tumors were immediately placed in 10% 
neutral buffered formalin (pH 7.4) and then sent to the 
Laboratory of Pathology. After 48 hours of fixation time, 
fragments of approximately 1 mm thick were collected 
from the excised material and were then included in 
histological paraffin, in accordance with classical histo-
pathology techniques. The HMB450 (Thermo Scientific) 
rotary microtome, equipped with a Peltier paraffin cooling 
module and a water bath system for histology sectioning 
helped obtain 4 μm thick sections, which were then 
collected on histology slides. Upon drying at a thermostat-
controlled 37°C, the tumor sections were Hematoxylin–
Eosin (HE) stained. 

For the IHC study, tumor sections were collected upon 
special histology slides, coated in poly-L-lysine. A special 
IHC processing protocol was applied to these slides, in 
accordance with the revealed antigen. We have used the 
following IHC markers in our study: anti-cluster of 
differentiation (CD)34 (monoclonal mouse anti-human 
CD34 Class II, clone QBEnd 10, 1/50 dilution, Dako); 
anti-alpha-smooth muscle actin (anti-α-SMA) (monoclonal 
mouse anti-human SMA, clone 1A4, 1/100 dilution, Dako); 
anti-CD3 (monoclonal mouse anti-human CD3, clone 
F7.2.38, 1/25 dilution, Dako); anti-CD20 (monoclonal mouse 
anti-human CD20cy, clone L26, 1/50 dilution, Dako); anti-
CD68 (monoclonal anti-human CD68, clone KP1, 1/100 
dilution, Dako); anti-CD45RO (monoclonal mouse anti-
human CD45RO, clone UCHL1, 1/50 dilution, Dako). 

 Results 
Over a period of three years, eight patients who 

underwent surgery were identified, all male, and with an 
average age of 16.9 years, ranging from 11.1 years to 
28.2 years. Out of the aforementioned eight patients, five 
came from a rural background, and three from an urban 
environment. A summary of their demographic, clinical 
and procedural characteristics is shown in Table 1. 

All patients came to medical attention with long-term 
nasal obstruction and recurrent epistaxis, and only three 
had intermittent headache, while two others had facial 
pain. Mouth breathing was evident, patients specifically 
complaining of nighttime breathing difficulties. There was 
only one case with external facial deformity. The duration 
of symptoms ranged from five to 24 months. 

The endoscopic examination (Figure 1) including 
white light endoscopy and narrow band imaging revealed 
a rubbery vascular mass which protruded at the level of 
the nasal space and nasopharynx with active serous 
discharge and bloody streaks. 

Table 1 – Demographic, clinical and procedural 
characteristics 

Characteristics Data 

No. of patients (n) 8 

Age, median [years] 16.9 (11.1–28.2) 

Sex All male 

Preoperative CT scan (n) 5 

Preoperative MRI (n) 7 

Arteriography (n) 8 

Preoperative embolization [%] 100 
Median time between preoperative 
embolization and surgery [hours] 

24 

Endoscopic approach (n) 7 

Combined approach (n) 1 

Residual tumor (n) 0 

Follow-up, median [months] 20.5 (3–37) 

Other adjuvant therapies (n) 0 

Postoperative MRI (n) 3 

CT: Computed tomography; MRI: Magnetic resonance imaging. 

 
Figure 1 – Endoscopic aspect of a right juvenile naso-
pharyngeal angiofibroma (JNA). 

Routine hematological investigations were modified 
in a single case, revealing chronic anemia. 

Diagnostic imaging raised a high suspicion of JNA. 
CT scan with contrast for five of the patients (Figure 2) 
and/or MRI with gadolinium (Figure 3, A and B) for 
seven of the patients were performed depending on each 
case, to assess the degree of tumor extension and the stage 
of JNA (Table 1). MRI examination revealed the specific 
salt and pepper sign, a common appearance of JNA. 

Tumor extension can overrun the pterygomaxillary 
fossa, paranasal sinuses with bone destruction, ITF, orbit, 
parasellar fossa, cavernous sinus, optic chiasmal region 
or pituitary fossa. For nasopharyngeal angiofibromas, 
there are different staging systems, most commonly used 
being the Radkowski system, which is based on tumoral 
extension. 

According to the Radkowski staging system, there were 
two (25%) cases which involved the nose and nasopharynx 
(corresponding to stage IA), one case (12.5%) with minimal 
extension to the pterygopalatine fossa (stage IIA), three 
(37.5%) cases that involved the entire pterygopalatine fossa 
without erosion of the orbital apex (stage IIB), one case 
(12.5%) involving the ITF (stage IIC) and one case (12.5%) 
with erosion of the skull base and minimal intracranial 
extension (corresponding to Radkowski’s stage IIIA). 
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Figure 2 – Preprocedural CT scan 
axial view showing a right JNA with 
expansion of the pterygopalatine fossa and 
extension into the maxillary sinus. CT: 
Computed tomography; JNA: Juvenile 
nasopharyngeal angiofibroma. 

Figure 3 – Contrast-enhanced MRI in axial view illustrating a case of a right 
extended JNA: (A) The involvement of both ethmoid and sphenoid sinuses, as 
well as the tumor compressing the inferomedial wall of the right orbit, deforming 
through chronic compression the sella turcica wall; (B) The expansion of the 
pterygopalatine fossa and extension into the maxillary sinus. JNA: Juvenile 
nasopharyngeal angiofibroma; MRI: Magnetic resonance imaging. 

 

Arteriography of the bilateral carotid systems was 
routinely performed preoperatively in all cases. 

Following arteriography, five cases had the tumors 
blood supply from left maxillary artery and three cases 
were from the right maxillary artery. None of the JNA 
cases had double vascularization in both carotid systems. 

Embolization was performed using polyvinyl-alcohol 
(PVA) particle 500–710 μm in seven cases and Embozene 
microspheres 500 μm, 900 μm and 1300 μm in one case. 

Optimal final result, with postembolization loading and 
without periprocedural incidents. 

Preoperative embolization was performed 24 hours 
before surgery in all cases (Table 1). 

Surgery is the mainstay in the management of JNA. 
From this series, seven cases were solved by endoscopic 
endonasal approach (Figure 4, A–C), and one case was 
treated through a combined endonasal–external (Caldwell–
Luc) approach. 

 
Figure 4 – Illustrative steps of JNA endoscopic transnasal resection: (A) Creating the intranasal operating field through 
endoscopic resection of a septal spur; in the center of the image, we can observe the anterior portion of a JNA intranasal 
extension; (B) Intraoperative view after right medial maxillectomy, which represents an intermediate step in approaching 
the tumor expansion within the pterygopalatine fossa, and its extension into the MS; (C) Final aspect after JNA excision; 
both the MS and SS are visible, as well as the right choana (posterior nasal aperture). JNA: Juvenile nasopharyngeal 
angiofibroma; MS: Maxillary sinus; MT: Middle turbinate; NC: Nasal cavity; NF: Nasal floor; NS: Nasal septum; SS: 
Sphenoid sinus. 

 

Complications were encountered in one case, a patient 
with chronic anemia who required blood transfusions. No 
mortality was observed. 

Immediate postoperative imaging follow-up was 
performed in three selected cases through MRI, to assess 
if there is residual tumor. 

Postoperative follow-up was based on periodic endoscopic 
and imaging examination (contrast-enhanced CT scan or 
MRI) for early detection of residual lesions, especially during 
the first year after surgery, with surveillance follow-up 
for a minimum of three years. At the time of this study, 
no patient had experienced a tumor recurrence. Median 
follow-up was 20.5 months (3–37 months). Only two 
patients have passed the 3-year surveillance period and 
two others are within the first postoperative year. 

HP examination revealed the presence of polypoid 
tumoral masses, unencapsulated, made up of stromal 
connective tissue, highly vascularized, covered by a 
respiratory-type mucosa. Blood vessels were found having 
a multitude of shapes and dimensions, from a vascular-
slit aspect to an arteriolar aspect. The vascular wall had 
uneven thickness, being made up of a layer of endothelial 
cells and a muscular tunic of varied thickness; among the 
muscular cells, some areas of hyaline and collagen deposits 
were identified. No elastic limitants or pericytes were 
identified as being present (Figure 5A). Some blood vessels 
had an empty lumen, caused by preoperative embolization, 
while others appeared to be congested, with erythrocytes 
in their lumen, caused by anastomosis with other blood 
vessels that haven’t been embolized (Figure 5B). In certain 
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areas of the tumor, small blood vessels made up of 
endothelial cells of similar structure to angioblasts were 
identified, emphasizing an increased proliferation capacity 
of the tumors’ vascular component (Figure 5C). In some 
patients, an abundant chronic inflammatory infiltrate made 
up predominantly of lymphocytes was identified around 
some of the blood vessels (Figure 5D). 

It’s been frequently noticed that the respiratory mucosa 
covering the tumor contained in its lamina propria a chronic 
inflammatory infiltrate that permeated the tumor stroma, with 
the surface epithelium exhibiting various modifications, from 
ulcerations to squamous metaplasia (Figure 5, E and F). 

The IHC study we performed has demonstrated that 
vascular structures (whatever the caliber) are covered in a 
continuous layer of endothelial cells (Figure 6A), and the 
muscular tunic consists of smooth muscular cells (intense 
positive for anti-α-SMA antibody), unevenly distributed, 
which makes the blood vessel wall exhibit areas of varying 
thickness (Figure 6B). The assessment of the inflammatory 
reaction revealed numerous T-lymphocytes within the 
stroma, as well as memory T-cells (Figures 6, C and D), 
rare B-lymphocytes (Figure 6E) and rare macrophages 
(Figure 6F). In comparison to locally malignant tumors 
or rhinopharyngeal polypoid structures, we find that the 
inflammatory response in angiofibromas is much more 
diminished and has no role in this type of tumor pathogeny. 

The stromal component comprised of an increased 
number of fibroblasts of various shapes (oval, fusiform, star-
shaped, filiform cells, etc.), with large nuclei, hypochromic, 
with basophilic cytoplasm, and without cellular atypia, as 
well as rare mitoses. The stromal connective tissue contained 
numerous collagen fibers with a tendency to assemble in 
fascicles. 

 Discussions 
Even though JNA is diagnosed in teenagers and young 

males between the ages of 10 and 25, in professional 
literature, there are case reports of female patients and 
also of male patients older than 25 years of age [19, 20]. 
In our cases series, there is one patient of 28 years old, 
with symptoms present for several years, but ignored 
[21]. 

Presenting symptoms are inconspicuous and may be 
easily ignored without proper endoscopic or imagistic 
exploration. Frequent symptoms are represented by nasal 
obstruction, followed by epistaxis, headache, and facial 
swelling. Other inconsistent symptoms are present depending 
on the extent of the tumor. 

Occasionally, the symptomatology is similar to that 
of an inflammatory rhinopharyngeal condition; in other 
cases, it mimics a tumoral nasal congestion, entailing a 
thorough clinical examination and urgent diagnostic imaging 
[22–24]. 

CT imaging provides detailed information regarding 
bone structures, especially regarding the sphenoid bone. 
CT is essential for tumor staging and evaluation of the 
extension and peritumoral anatomy. For detecting intra-
cranial or orbital extension of JNA, MRI is superior to 
CT. 

The major benefit of tumor staging is to provide 
prognostic information for case management and patient 
counseling. It is useful to maintain uniform reporting within 
the literature, allowing results analogy and establishing 
standards of care. We used the Radkowski staging system 
for JNA, but there are more than 10 JNA staging systems 
[3]. 

 
Figure 5 – Histopathological images of angiofibromas: (A) Microscopy image of a juvenile nasal angiofibroma revealing 
the presence of empty tumor blood vessels (belonging to the network of embolized blood vessels), with walls of varying 
thickness, laid out in a connective stroma that is rich in fibroblasts and collagen fibers; (B) Tumor blood vessels of 
varying shape, congested, full of figurative elements; (C) Tumoral area with angiogenic vessels; (D) Tumor vessels disposed 
in a stroma strongly infiltrated by inflammatory cells; (E) Tumor area developed as far as the lamina propria belonging 
to the nasal mucosa; (F) Tumor area covered by squamous metaplastic epithelium. Hematoxylin–Eosin (HE) staining: 
(A–D and F) ×200; (E) ×100. 
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Figure 6 – Immunohistochemical aspects of nasopharyngeal angiofibroma: (A) Tumoral vessels of varying caliber and 
shape, bounded by an uninterrupted row of endothelial cells; (B) Smooth muscle cells irregularly disposed within the tumor 
vessel wall; (C) Moderate inflammatory infiltrate present within the tumor stroma; (D) Tumor stroma infiltrated by numerous 
T-lymphocytes; (E) Tumor stroma with a low B-lymphocytes content; (F) Tumor stroma with a low macrophages count. Anti-
CD34 antibody immunomarking: (A) ×200. Anti-α-SMA antibody immunomarking: (B) ×100. Anti-CD45RO antibody 
immunomarking: (C) ×200. Anti-CD3 antibody immunomarking: (D) ×200. Anti-CD20 antibody immuno-marking: (E) 
×200. Anti-CD68 antibody immunomarking: (F) ×200. α-SMA: Alpha-smooth muscle actin; CD: Cluster of differentiation. 

 

Arteriography revealed that all tumors were fed from 
the ECA territory, from the distal internal maxillary artery 
branches, mainly the sphenopalatine, descending palatine 
and posterior superior alveolar branches [25]. Also, 
ascending pharyngeal or vidian arteries can contribute  
to the tumor blood supply, although in our cases it did  
not happen. Besides, it is necessary to detect existing 
anastomoses between ECA and ICA, to avoid intra-
procedural iatrogenic embolic complications, such as optic 
nerve ischemia [26]. Arteriography is also needed to evaluate 
the contralateral carotid branches as to exclude contribution 
to tumor bloody supply, mainly when the JNA extends 
beyond the midline [27–29]. 

Nowadays, preoperative embolization and endoscopic 
surgery represent the standard of care [17, 30]. 

Preoperative embolization provides excellent devascula-
rization of feeding arteries of the tumor and is commonly 
performed 48 hours before surgery. In our case series,  
it was performed 24 hours before surgery, with timing 
between embolization and surgery being crucial. This 
preoperative preparation has revolutionized the surgical 

approach by dramatically decreasing intraoperative bleeding 
and therefore making the assessment of tumor borders 
during dissection more accurate. Not all surgeons agree on 
routinely performing preoperative embolization because the 
peripheral tumor transformation induced by the procedure 
can increase the possibility of leaving residual tissue behind. 

Endoscopic endonasal surgery is a viable alternative to 
external approach in the management of JNA, from small 
tumors up to tumors involving different regions (Table 2) 
owing to expanded endonasal endoscopic approach for 
resection. External surgical approach, such as transpalatal, 
Le Fort I, medial maxillectomy, ITF or facial translocation 
are exemplified in Table 2, depending on JNA extension. 
In those advanced tumors involving the cavernous sinus 
or closely related to the ICA, a mixed approach is used. 
Endoscopic endonasal surgery approach has the advantage 
of shorter mean operative time, lower rate of postoperative 
complications and lower risk of recurrence [31, 32]. For 
sizeable intracranial extension, the otorhinolaryngology 
surgeon will usually cooperate with a neurosurgeon to 
select the best surgical management [33]. 

Table 2 – Examples of surgical approach techniques depending on JNA extension 

 Endoscopic Transpalatal Le Fort I Medial maxillectomy ITF Facial translocation 

Nasopharynx       

Intranasal       

Ethmoid       

Sphenoid       

Pterygopalatine fossa       

Medial ITF       

Lateral ITF       

Medial cavernous sinus       

Lateral cavernous sinus       

Middle cranial fossa       

ITF: Infratemporal fossa; JNA: Juvenile nasopharyngeal angiofibroma. 
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The advantage of medical imaging through MRI in the 
immediate postoperative period, especially in cases of 
extensive JNA, is owed to the absence of any inflammatory 
changes, making any residual tumor tissue easily identified. 

In our study, the postoperative period was uneventful 
except for the patient with chronic anemia who needed 
two units of blood transfusion. Fortunately, none of the 
cases had complications related to endoscopic surgery 
[34, 35]. 

Radiation therapy was taken into consideration only 
as a treatment reserved for recurrences, for inoperable 
cases or for patients who refuse surgery. 

In literature, the recurrence rate for endoscopic approach 
for JNA is 13% compared to 28% in open approaches 
[36, 37]. 

 Conclusions 
JNA is a rare and difficult tumor affecting predominantly 

males, which should always be managed by a multidisci-
plinary team (MDT) approach in centers with adequate 
experience, to gain favorable results. 

Conflict of interests 
The authors declare that they have no conflict of 

interests. 

References 
[1] Momeni AK, Roberts CC, Chew FS. Imaging of chronic and 

exotic sinonasal disease: review. AJR Am J Roentgenol, 2007, 
189(6 Suppl):S35–S45. https://doi.org/10.2214/AJR.07.7031  
PMID: 18029900 

[2] Wormald PJ, Van Hasselt A. Endoscopic removal of juvenile 
angiofibromas. Otolaryngol Head Neck Surg, 2003, 129(6): 
684–691. https://doi.org/10.1016/s0194-5998(03)01580-8  PMID: 
14663436 

[3] Alshaikh NA, Eleftheriadou A. Juvenile nasopharyngeal angio-
fibroma staging: an overview. Ear Nose Throat J, 2015, 94(6): 
E12–E22. https://doi.org/10.1177/014556131509400615  PMID: 
26053985 

[4] Allensworth JJ, Troob SH, Lanciault C, Andersen PE. High-grade 
malignant transformation of a radiation-naïve nasopharyngeal 
angiofibroma. Head Neck, 2016, 38(Suppl 1):E2425–E2427. 
https://doi.org/10.1002/hed.24378  PMID: 26841332 

[5] Park CK, Kim DG, Paek SH, Chung HT, Jung HW. Recurrent 
juvenile nasopharyngeal angiofibroma treated with gamma knife 
surgery. J Korean Med Sci, 2006, 21(4):773–777. https://doi. 
org/10.3346/jkms.2006.21.4.773  PMID: 16891831  PMCID: 
PMC2729909 

[6] Makhasana JAS, Kulkarni MA, Vaze S, Shroff AS. Juvenile 
nasopharyngeal angiofibroma. J Oral Maxillofac Pathol, 2016, 
20(2):330. https://doi.org/10.4103/0973-029X.185908  PMID: 
27601836  PMCID: PMC4989574 

[7] Liu ZF, Wang DH, Sun XC, Wang JJ, Hu L, Li H, Dai PD. The 
site of origin and expansive routes of juvenile nasopharyngeal 
angiofibroma (JNA). Int J Pediatr Otorhinolaryngol, 2011, 75(9): 
1088–1092. https://doi.org/10.1016/j.ijporl.2011.05.020  PMID: 
21719122 

[8] Szymańska A, Szymański M, Czekajska-Chehab E, Szczerbo-
Trojanowska M. Invasive growth patterns of juvenile naso-
pharyngeal angiofibroma: radiological imaging and clinical 
implications. Acta Radiol, 2014, 55(6):725–731. https://doi.org/ 
10.1177/0284185113506189  PMID: 24132768 

[9] Rowan NR, Zwagerman NT, Heft-Neal ME, Gardner PA, 
Snyderman CH. Juvenile nasal angiofibromas: a comparison 
of modern staging systems in an endoscopic era. J Neurol Surg 
B Skull Base, 2017, 78(1):63–67. https://doi.org/10.1055/s-
0036-1584903  PMID: 28180045  PMCID: PMC5288123 

[10] Stubbs VC, Miller LE, Parasher AK, Glicksman JT, Adappa ND, 
Palmer J. Nasopharyngeal angiofibroma: a forgotten entity in 
older patients. Clin Med Insights Case Rep, 2019, 12:1179 

547619841062. https://doi.org/10.1177/1179547619841062  
PMID: 31040732  PMCID: PMC6480991 

[11] Glad H, Vainer B, Buchwald C, Petersen BL, Theilgaard SA, 
Bonvin P, Lajer C, Jakobsen J. Juvenile nasopharyngeal angio-
fibromas in Denmark 1981–2003: diagnosis, incidence, and 
treatment. Acta Otolaryngol, 2007, 127(3):292–299. https:// 
doi.org/10.1080/00016480600818138  PMID: 17364367 

[12] Mallick S, Benson R, Bhasker S, Mohanti BK. Long-term treatment 
outcomes of juvenile nasopharyngeal angiofibroma treated with 
radiotherapy. Acta Otorhinolaryngol Ital, 2015, 35(2):75–79. 
PMID: 26019389  PMCID: PMC4443565 

[13] Kurien R, Mehan R, Varghese L, Telugu RB, Thomas M, Rupa V. 
Frontoethmoidal extranasopharyngeal angiofibroma with orbital 
pyocele. Ear Nose Throat J, 2020, Nov 23, 145561320972600. 
https://doi.org/10.1177/0145561320972600  PMID: 33226849 

[14] Schick B, Rippel C, Brunner C, Jung V, Plinkert PK, Urbschat S. 
Numerical sex chromosome aberrations in juvenile angio-
fibromas: genetic evidence for an androgen-dependent tumor? 
Oncol Rep, 2003, 10(5):1251–1255. PMID: 12883689 

[15] Nonogaki S, Campos HG, Butugan O, Soares FA, Mangone FR, 
Torloni H, Brentani MM. Markers of vascular differentiation, 
proliferation and tissue remodeling in juvenile nasopharyngeal 
angiofibromas. Exp Ther Med, 2010, 1(6):921–926. https://doi. 
org/10.3892/etm.2010.141  PMID: 22993619  PMCID: PMC 
3446741 

[16] Maroda AJ, Beckmann NA, Sheyn AM, Elijovich L, Michael LM, 
DiNitto JM, Rangarajan SV. Trimodal embolization of juvenile 
nasopharyngeal angiofibroma with intracranial extension. Int J 
Pediatr Otorhinolaryngol, 2020, 130:109805. https://doi.org/ 
10.1016/j.ijporl.2019.109805  PMID: 31864085 

[17] Lutz J, Holtmannspötter M, Flatz W, Meier-Bender A, Berghaus A, 
Brückmann H, Zengel P. Preoperative embolization to improve 
the surgical management and outcome of juvenile nasopharyn-
geal angiofibroma (JNA) in a single center: 10-year experience. 
Clin Neuroradiol, 2016, 26(4):405–413. https://doi.org/10.1007/ 
s00062-015-0374-2  PMID: 25630469 

[18] Mishra S, Praveena NM, Panigrahi RG, Gupta YM. Imaging in 
the diagnosis of juvenile nasopharyngeal angiofibroma. J Clin 
Imaging Sci, 2013, 3(Suppl 1):1. https://doi.org/10.4103/2156-
7514.109469  PMID: 23878770  PMCID: PMC3716018 

[19] Ralli M, Fusconi M, Visconti IC, Martellucci S, de Vincentiis M, 
Greco A. Nasopharyngeal angiofibroma in an elderly female 
patient: a rare case report. Mol Clin Oncol, 2018, 9(6):702–
704. https://doi.org/10.3892/mco.2018.1735  PMID: 30546905  
PMCID: PMC6256179 

[20] López F, Triantafyllou A, Snyderman CH, Hunt JL, Suárez C, 
Lund VJ, Strojan P, Saba NF, Nixon IJ, Devaney KO, Alobid I, 
Bernal-Sprekelsen M, Hanna EY, Rinaldo A, Ferlito A. Nasal 
juvenile angiofibroma: current perspectives with emphasis on 
management. Head Neck, 2017, 39(5):1033–1045. https://doi. 
org/10.1002/hed.24696  PMID: 28199045 

[21] McGarey PO Jr, David AP, Payne SC. Nasopharyngeal angio-
fibroma in a 32-year-old man. BMJ Case Rep, 2018, 2018: 
bcr2017222763. https://doi.org/10.1136/bcr-2017-222763  PMID: 
29437803  PMCID: PMC5836611 

[22] Mureşan AN, Mogoantă CA, Stănescu R, Rusu MC. The sinus 
septi nasi and other minor pneumatizations of the nasal septum. 
Rom J Morphol Embryol, 2021, 62(1):227–231. https://doi.org/ 
10.47162/RJME.62.1.22  PMID: 34609425  PMCID: PMC8597356 

[23] Enache I, Ioniţă E, Anghelina F, Mogoantă CA, Ciolofan MS, 
Căpitănescu AN, Vîlcea AM, Florescu AM, Simionescu CE. 
Involvement of inflammatory cells in chronic rhinosinusitis with 
nasal polyps. Rom J Morphol Embryol, 2020, 61(3):871–877. 
https://doi.org/10.47162/RJME.61.3.25  PMID: 33817728  PMCID: 
PMC8112756 

[24] Maniu AA, Perde-Schrepler MI, Tatomir CB, Tănase MI, 
Dindelegan MG, Budu VA, Rădeanu GD, Cosgarea M, 
Mogoantă CA. Latest advances in chronic rhinosinusitis with 
nasal polyps endotyping and biomarkers, and their significance 
for daily practice. Rom J Morphol Embryol, 2020, 61(2):309–
320. https://doi.org/10.47162/RJME.61.2.01  PMID: 33544783  
PMCID: PMC7864319 

[25] Overdevest JB, Amans MR, Zaki P, Pletcher SD, El-Sayed IH. 
Patterns of vascularization and surgical morbidity in juvenile 
nasopharyngeal angiofibroma: a case series, systematic review, 
and meta-analysis. Head Neck, 2018, 40(2):428–443. https:// 
doi.org/10.1002/hed.24987  PMID: 29130560 



Current approach of juvenile nasopharyngeal angiofibroma: a case series 

 

111 

[26] Belotti F, Ferrari M, Doglietto F, Cocchi MA, Lancini D, Buffoli B, 
Nicolai P, Fontanella MM, Maroldi R, Tschabitscher M, Rodella LF. 
Ophthalmic artery originating from the anterior cerebral artery: 
anatomo-radiological study, histological analysis, and literature 
review. Neurosurg Rev, 2016, 39(3):483–493. https://doi.org/ 
10.1007/s10143-016-0715-x  PMID: 27048359 

[27] Duffis EJ, Gandhi CD, Prestigiacomo CJ, Abruzzo T, 
Albuquerque F, Bulsara KR, Derdeyn CP, Fraser JF, Hirsch JA, 
Hussain MS, Do HM, Jayaraman MV, Meyers PM, Narayanan S; 
Society for Neurointerventional Surgery. Head, neck, and brain 
tumor embolization guidelines. J Neurointerv Surg, 2012, 4(4): 
251–255. https://doi.org/10.1136/neurintsurg-2012-010350  PMID: 
22539531  PMCID: PMC3370378 

[28] Mehan R, Rupa V, Lukka VK, Ahmed M, Moses V, Shyam 
Kumar NK. Association between vascular supply, stage and 
tumour size of juvenile nasopharyngeal angiofibroma. Eur Arch 
Otorhinolaryngol, 2016, 273(12):4295–4303. https://doi.org/ 
10.1007/s00405-016-4136-9  PMID: 27289235 

[29] Wu AW, Mowry SE, Vinuela F, Abemayor E, Wang MB. Bilateral 
vascular supply in juvenile nasopharyngeal angiofibromas. 
Laryngoscope, 2011, 121(3):639–643. https://doi.org/10.1002/ 
lary.21337  PMID: 21344446 

[30] Rosenbaum-Halevi D, Lopez-Rivera V, Turkmani A, Sanzgiri A, 
Zeineddine HA, Luong A, Chen PR. A safer endovascular 
technique for pre-operative embolization of juvenile naso-
pharyngeal angiofibroma: avoiding the pitfalls of external carotid 
artery – internal carotid artery anastomoses. J Cerebrovasc 
Endovasc Neurosurg, 2020, 22(2):97–105. https://doi.org/10. 
7461/jcen.2020.22.2.97  PMID: 32665917  PMCID: PMC7329559 

[31] Carrau RL, Snyderman CH, Kassam AB, Jungreis CA. Endoscopic 
and endoscopic-assisted surgery for juvenile angiofibroma. 

Laryngoscope, 2001, 111(3):483–487. https://doi.org/10.1097/ 
00005537-200103000-00019  PMID: 11224780 

[32] Nicolai P, Schreiber A, Bolzoni Villaret A. Juvenile angiofibroma: 
evolution of management. Int J Pediatr, 2012, 2012:412545. 
https://doi.org/10.1155/2012/412545  PMID: 22164185  PMCID: 
PMC3228400 

[33] Ferrari M, Cazzador D, Taboni S, Trimarchi MV, Emanuelli E, 
Nicolai P. When is a multidisciplinary surgical approach required 
in sinonasal tumours with cranial involvement? Acta Otorhino-
laryngol Ital, 2021, 41(Suppl 1):S3–S17. https://doi.org/10.14 
639/0392-100X-suppl.1-41-2021-01  PMID: 34060516  PMCID: 
PMC8172110 

[34] Hainarosie R, Pituru S, Pietrosanu C, Ionita I, Zainea V. 
Ethical aspects in endoscopic sinus surgery complications. 
Rom J Leg Med, 2017, 25(4):400–404. https://doi.org/10.4323/ 
rjlm.2017.400  http://www.rjlm.ro/index.php/arhiv/605 

[35] Hainăroşie R, Ioniţă I, Pietroşanu C, Piţuru S, Hainăroşie M, 
Zainea V. Transnasal endoscopic orbital decompression. Rom J 
Ophthalmol, 2017, 61(3):192–195. https://doi.org/10.22336/rjo. 
2017.35  PMID: 29450397  PMCID: PMC5710037 

[36] Reyes C, Bentley H, Gelves JA, Solares CA, Byrd JK. Recurrence 
rate after endoscopic vs. open approaches for juvenile naso-
pharyngeal angiofibroma: a meta-analysis. J Neurol Surg B 
Skull Base, 2019, 80(6):577–585. https://doi.org/10.1055/s-
0038-1676562  PMID: 31750043  PMCID: PMC6864430 

[37] Radkowski D, McGill T, Healy GB, Ohlms L, Jones DT. Angio-
fibroma. Changes in staging and treatment. Arch Otolaryngol 
Head Neck Surg, 1996, 122(2):122–129. https://doi.org/10. 
1001/archotol.1996.01890140012004  PMID: 8630204 

 

 
 
 
 
 
 
Corresponding authors 
Mircea Sorin Ciolofan, Senior Lecturer, MD, PhD, Department of Otorhinolaryngology, University of Medicine and 
Pharmacy of Craiova, 2 Petru Rareş Street, 200349 Craiova, Dolj County, Romania; Phone +40723–253 165,  
e-mail: sorin.ciolofan@yahoo.com 

Andreea Rusescu, Assistant, MD, PhD, Department of Otorhinolaryngology and Ophthalmology, Carol Davila University 
of Medicine and Pharmacy, 8 Eroilor Sanitari Avenue, Sector 5, 050474 Bucharest, Romania; Phone +40758–830 883, 
e-mail: andreearusescu@gmail.com 
 
 
 
 
 
 
Received: May 23, 2022 

Accepted: August 18, 2022 
 
 


