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Infratemporal and pterygopalatine fossas are difficult to access surgically, and numerous approaches have been described and sometimes combined. [START_REF] Tiwari | Tumors of the infratemporal fossa[END_REF] To the best of our knowledge, maxillary swing was first described by Hernández Altemir in 1986 [START_REF] Altemir | Transfacial access to the retromaxillary area[END_REF] as an alternative access to infratemporal tumours. It opens the maxillozygomatic complex like a book (in a similar way to the mandibular swing technique), which leaves it vascularised through the facial skin that had been left attached, and it leads to good open visualisation and access of the infratemporal fossa. Morbidity is low compared with other approaches (hearing deficiency and facial palsy in lateral approaches, and facial palsy and issues with mastication in transmandibular inferior approaches). Endoscopy is another alternative for removal, although it is limited to medial tumours and en bloc resection is impossible.

We present a technique of modified zygomatic swing that does not involve the hard palate, and describe its use in the removal of a malignant tumour of the infratemporal fossa in an 18year-old woman who had no available medical history.

Surgical technique

First, we made a Weber-Ferguson skin incision, and carried the dissection as far as the underlying bone, although we had to be careful to limit the subperiosteal cut. It was necessary to expose enough bone to complete the osteotomies with a piezoelectric saw (Fig. 1) but not so much that the zygoma could be devascularised. The medial osteotomy was cut medially to the canine pillar, and the lower osteotomy above the dental roots as far as the first molar. We started the upper osteotomy on the medial part of the orbital rim, laterally to the lacrimal drainage system, and continued it on the anterior part of the orbital floor just behind the orbital rim, as far as the basal part of the frontal process of the zygoma. We completed the lateral osteotomy on the temporal surface of the zygomatic bone to link the upper and lower cuts.

When the osteotomies had been completed, we mobilised the zygoma like an open book, (Fig. 2) and made a guided fracture of the zygomatic arch. The zygoma was vascularised by the anterior periosteum, which was left attached and allowed direct visualisation of the posterior wall of the maxillary sinus, orbital floor, and infratemporal fossa. We excised the tumour with safe margins as a result of the improved visibility.

The excision included the orbital floor, the posterior wall of the sinus, the alveolar part of the maxilla from the second premolar, the hard palate on the same side, and the pterygoid process. Histological evaluation later confirmed the complete removal of a malignant tumour of the peripheral nerve sheath.

After the tumour had been excised, we put the zygoma back in place and reconstructed the orbital floor using a bicortical parietal bone graft. We fixed titanium miniplates medially on the orbital rim and laterally on the frontal process of the zygoma (Fig. 3), and attached the orbital floor graft to the orbital rim with a titanium miniplate.

Conclusion

Zygomatic swing, by opening the middle third of the face, allows wide access to the infratemporal fossa and, therefore, safe removal of a lesion. Morbidity is low because the zygoma is then fixed back into its original position, and aesthetic complications are avoided. [START_REF] Chan | Morbidities after maxillary swing nasopharyngectomy for recurrent nasopharyngeal carcinoma[END_REF] The zygoma is not a mobile bone, which limits pain postoperatively. [START_REF] Otremba | Maxillary swing approach for extended infratemporal fossa tumors[END_REF] The technique is safe because vascularisation is preserved, unlike that in grafting techniques involving translocated facial bone. 5 

Figure legends
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 1 Fig. 1. Drawing of the technique. The cut bone is shown in purple, straight lines represent the
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 2 Fig. 2. Peroperative photograph showing the mobilised zygoma, the osteotomies, and the
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 3 Fig. 3. Peroperative photograph showing the fixation of the zygoma on the orbital rim on the
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