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Aseptic maxillary necrosis is a complication that occurs 
when there is a reduction or interruption of vascularization 
in a given region, resulting in the loss of the affected 
tissues, which may involve only soft or hard tissues. This 
complication is not caused by an infectious agent, and the 
vascular supply can be interrupted by factors such as trauma 
(surgical or not surgical), medication use, radiation and 
arterial embolization (1-3).

Its occurrence ends up leading to an aesthetic and 
masticatory deficiency, especially in the case of young 
patients like the one in this report, who, at the age of 17, 
presented aseptic necrosis of the maxilla after osteotomy 
to remove a nasopharynx tumor. Because it is a patient 
in good general state of health and a non-smoker, it was 
hypothesized that the occurrence of this complication is 
associated to the surgical trauma and the performance of 
embolization of the maxillary arteries prior to surgery.

Arterial embolization is a procedure where biocompatible 
materials are arranged in such a way as to occlude arteries or 
arterioles, which can be performed for different purposes, 
such as causing tumor necrosis, stopping a hemorrhage, 
treating pseudoaneurysm or even facilitating the surgical 
removal of hypervascularized tumors (4), which was the 
purpose of its use in the present report. The material used 
to embolization in the present case was microparticles, 

but there are other options as acrylic adhesive and gelling 
solutions. Therefore, the decision is according to the 
clinical application and the expected effect (5,6).

Given the need for removal of a benign tumor located in 
the nasopharynx, the patient underwent bilateral maxillary 
artery embolization the day before resection surgery. In 
the immediate postoperative period, a slight ischemia 
was observed in the anterior region of the maxilla, which 
progressed, and at 6 months of follow-up, an extensive 
necrotic area in the anterior region of the maxilla was seen, 
involving mucosa, teeth, alveolar process and anterior 
portion of the hard palate (Figure 1). There were no signs of 
improvement even after adjuvant therapy with low-power 
laser (with red, continuous wavelength, power of 5 and  
150 mW/cm²) and Tocopherol® prescription.

Although embolization is associated with cases of skin 
necrosis, amaurosis, peripheral facial paralysis and necrosis 
of the oral mucosa, maxillary necrosis after maxillary artery 
embolization has been little reported (7,8). The rarity of this 
occurrence is probably related to the rich vascular supply 
of the anterior region in the maxilla and palate, which is 
guaranteed by the branches of the external carotid artery (2).  
However, some vascular conditions were correlated with 
the risk of occurrence of aseptic necrosis when maxillary 
artery embolization, of which smoking, diabetes and 
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poor oral hygiene can be cited (8), which differs from 
what was observed in this case, where such complication 
reached a patient who did not have these risk factors. Some 
precautions during embolization may reduce the chances 
of this complication occurring, it is important to use thin 
microcatheters, not to perform forced injection of particles, 
avoid branches with potentially dangerous anastomoses and 
pay attention to the size of the selected particle (7).

Besides embolization, another important factor is 
the management of the tissues during surgery, because 
improper handling can rupture the vessels responsible for 
the remaining vascular supply, as well as causing excessive 
injury, which will hinder the repair. Tumor lesions, such as 
those in the present case, are often treated more aggressively  
and can cause major damage to adjacent tissues (9).

Complementary therapies, such as low-level laser therapy 
and administration of vitamin E (Tocopherol®), have 
demonstrated the potential to assist in tissue repair, as both 
optimize angiogenesis and osteogenesis. However, as seen 
in the present case, these auxiliary therapeutic modalities 

are not always sufficient to superimpose tissue damage in 
conditions of critical vascular decrease, such as that which 
may occur after the complication of an embolization (10,11).

Once this complication was present, as a therapeutic 
measure it was decided to resect the entire necrotic area, 
including the teeth and a fixation miniplate, located in the 
canine pillar region, which was compromised. We opted 
for the use of a piezoelectric, considering that this type of 
surgical instrument reduces the occurrence of damage to 
adjacent tissues, such as nerve damage, in addition to reduce 
postoperative edema and providing a more precise and well 
defined cut compared to conventional saws (12). This was 
followed by the patient’s prosthetic rehabilitation, using a 
removable prosthesis.

It is concluded that, despite being little reported, aseptic 
necrosis of the maxilla can occur in conditions of injury 
to the associated vascular system, requiring embolization 
procedures to be well indicated and performed. In addition, 
the need for care during tissue manipulation in surgeries is 
reinforced, especially in those areas with reduced vascular 

Figure 1 Angiography of the right (A) and left (B) external carotid arteries before embolization. Necrotic area between canines, with 
involvement of the alveolar process (C). Right (D) and left (E) angiography after embolization, showing reduced vascularization in the 
region of the maxillary arteries. Immediate rehabilitation with removable prosthesis (F).
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support by embolization.
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