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Abstract 

Tumefactive fibroinflammatory lesion
(TFIL) is a rare benign tumor in the head and
neck region. We present a case of a 40-year-old
female with a benign but progressive lesion of
the infratemporal fossa, which was diagnosed
as TFIL. Patient responded briefly to a course
of steroid treatment but eventually showed
progression and was unresponsive to further
steroids. She was then treated with external
beam radiation to a dose of 60 Gy in 30 frac-
tions. After radiation a slow, gradual decrease
in tumor size was noted over the course of
years and she is free of disease after more
than 11 years of follow-up. The major long-
term side effect this patient developed was an
expected unilateral radiation-induced
retinopathy, due to the close proximity of the
lesion to the orbit. The dilemma of treatment
of benign disease with radiation with potential
long-term complications is discussed and a
review of the literature on TFIL is presented.

Introduction

Clinicians are sometimes confronted with a

patient presenting with a malignant-appearing
mass as based on clinical characteristics (size,
location and nature of growth, e.g. infiltrative or
destructive) and details from the medical histo-
ry (fashion of appearance and rate of progres-
sion). Despite this presentation however, the
nature of this mass may be related to a condi-
tion with a benign histological appearance. 

In the medical literature, these lesions have
often been described as inflammatory pseudo-
tumors (IPT),1 however multiple other terms
have been used to describe these, depending
on the site of occurrence, the organ of origin or
the predominant pathologicafeatures, e.g. plas-
ma cell granuloma of the lung,2 xanthogranulo-
ma,3 or histiocytoma.4 Overall, these tumors
are rare and difficult to classify because of the
lack of clear diagnostic criteria, leading to the
use of multiple synonyms. In general, they can
be categorized as non-neoplastic, fibroinflam-
matory proliferations.

Within the broad spectrum of IPT’s, a condi-
tion named tumefactive fibroinflammatory
lesion (TFIL) is a rare idiopathic fibroscleros-
ing disorder occurring in the head and neck
region, which has a locally destructive nature
but is characterized by a benign histological
appearance. As this is not a malignancy, there
is no tendency for metastases. However, the
clinical behavior with locally aggressive
growth and the surgical findings of infiltration
resemble those of an invasive malignancy.
Because of the discrepancy between the
aggressive clinical manifestation and the
benign histological features, these lesions
often pose a dilemma in terms of diagnosing
and treatment. Rice et al.5 first described the
abnormality in 1975 as sclerosing cervicitis. It
was first named tumefactive fibroinflammato-
ry lesion by Wold et al.6 in 1983. The lesions
usually develop in the head and neck region,
although they rarely arise in other areas like
the extremities.7;8 Treatment strategies for this
benign lesion are not well defined and are
based on individual reports, including the use
of high-dose steroids, surgery and radiation
treatment, all with varying results. Little infor-
mation is available on the results of radiation
treatment as this has only been the treatment
of choice in a few cases in literature.5;9;10

In this paper we present a case with an infil-
trative lesion in the infratemporal fossa diag-
nosed as TFIL, which appeared to be refractory
to and progressive on steroids and was treated
with definitive radiotherapy. The extent of sur-
gery that would have been required to resect it
was regarded as unacceptable to the treatment
team and the patient, without first considering
other options. The issues of difficulties in
establishing a pathological diagnosis will be
described and we will present a review of the
available literature on TFIL.

Case Report 

Clinical presentation
A previously healthy 40-year-old female pre-

sented in 1997 at the Princess Margaret
Hospital with a 3-4 months history of an
increased swelling in her right temporal area.
She underwent initial investigations else-
where including plain skull film x-rays and a
bone scan, which did not show any abnormali-
ty. She then developed progressive sensations
of pressure with pulsatile aching in the temple
region and also in her right eye and upper
teeth on the right side. There were no com-
plaints suggestive of diplopia, facial nerve
paralysis, hearing loss, tinnitus or vertigo. The
lesion did not change dramatically in size
since the first presentation. She did not pres-
ent any constitutional symptoms, or any
weight loss. She was a non-smoker and report-
ed no alcohol abuse. There was no history of
radiation exposure. She had a previous history
of tubal pregnancy and a tubal ligation in 1994.
Her family history was positive for a brother
who died at age of 5 secondary to a brain tumor
of indeterminate histology.

On physical examination, an 8¥6 cm hard,
non-tender, fixed mass in the right infratem-
poral fossa was noted, which extended deep to
the zygoma bone into the infratemporal fossa.
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The overlying skin was mobile without any
skin involvement. There were no signs of tris-
mus or proptosis, and cranial nerve examina-
tion was normal. The reported symptoms of
one episode of paraesthesia over her right face
in the V2 and V3 distribution could not be cor-
related with obvious signs of trigeminal nerve
involvement.

Imaging was performed using magnetic reso-
nance imaging (MRI). On these a large ill-
defined swelling in the right temporal fossa was
noted, superficially extending over the right
parotid region, and involving the scalp, superfi-
cial subcutaneous tissues and the temporalis
muscle. The mass was in close proximity to lat-
eral aspect of the right orbit. On T2-weighted
images, increased signal intensity was noted in
the lesion and area of the involved temporal
muscle. The lesion had an intermediate high
signal on T1 and showed clear enhancement
after gadolinium administration. The mass was
measured as 6.0¥2.0¥4.0 cm in the anterior-
posterior, transverse and cranio-caudal direc-
tions, respectively.

Based on the clinical presentation a differ-
ential diagnosis of rhabdomyosarcoma,
fibrosarcoma or fibromatosis was made. To
obtain a histological diagnosis, an incisional
open biopsy was performed. During this proce-
dure, the lesion appeared as an extremely
hard, white, firm mass enveloping the tempo-
ral muscle and it was noted to have become
confluent with the muscles.

Pathology
The mass consisted of a hypocellular lesion

composed of bland fibroblasts and myofibrob-
lasts surrounded by dense eosinophilic colla-
gen extending into striated muscle and adipose
tissue. The mass showed a striking perivascu-
lar infiltrate of small lymphocytes and plasma
cells. Scattered plasma cells, small lympho-
cytes, and mast cells were present in the col-
lagenous tissue. No cellular atypia, necrosis, or
mitoses were seen (Figure 1A and 1B).
Immunohistochemical stainings were per-
formed on the tumor sample and showed that
many of the spindle cells were positive for
smooth muscle actin (SMA) and muscle specif-
ic actin (MSA) and negative for desmin. Based
on this, at that time the diagnosis of tumefac-
tive fibroinflammatory lesion (TFIL) was made.
For the purpose of this case report, the original
tumor block was retrieved for additional
immunohistochemical stainings. These stud-
ies showed that the spindle cells were negative
for CD30, CD34, Alk-1, β-catenin, and epithelial
membrane antigen (EMA) (Figure 1C). These
results confirmed the fibroblastic and myofi-
broblastic phenotype of the spindle cells, con-
sistent with the original diagnosis of TFIL.

Treatment and clinical outcome
In multidisciplinary setting, the treatment

approach was established. A complete thoracic
and abdominal imaging work-up was done to
rule out other manifestations of idiopathic
fibrosing conditions such as retroperitoneal
fibrosis, and this revealed no abnormalities.
Given the extent of disease it was decided to
start with steroid treatment, and reserve radi-
ation treatment for any failure. Based upon the
extent and location of the disease, surgical
management would be associated with cos-
metic and functional disabilities, and there-
fore considered only if no other options would
be available. She was started on prednisone 80
mg daily for about 1 month and was then slow-
ly tapered to 60 mg daily, partly due to side

effects, especially insomnia. On re-assessment
about 3 months after the start of steroids, the
tumor had responded to steroid treatment as it
was measured on physical examination as
3.5¥4 cm in size. The prednisone dose was
subsequently tapered to 50 mg over the course
of 1 month. At that time, progression in tumor
size was noted clinically, now measuring
approximately 7¥5 cm, which was confirmed
by repeat MRI.

Because of the progression during steroid
treatment, it was decided to treat the patient
with radiation therapy. It was anticipated that
this could potentially have a high likelihood of
late toxicity in terms of radiation-induced
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Figure 2. Coronal T2 Fatsat magnetic resonance imaging during follow-up of patient
after radiation treatment. Note the slow regression of the large lesion in the right
infratemporal fossa. The 1998 October scan (post-radiation scan) also depicts the pre-
treatment tumor extent, since no regression of tumor size was present yet at that time.

Figure 1. Hypocellular mass composed of bland fibroblasts and myofibroblasts surround-
ed by abundant collagen (A). Perivascular aggregate of small lymphocytes and plasma
cells (B). Scattered spindle cells positive for actin consistent with myofibroblasts (C). 
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retinopathy, given the close proximity of the
tumor to the right orbit and right optical struc-
tures. The patient was informed of this risk
before RT was commenced. In the period of
May-June 1998, a dose of 50 Gy in 25 fractions
was delivered with 6 MV photons using a
wedged right anterior-oblique and apical field.
This was followed by another 10 Gy in 5 frac-
tions with modified shielding in order to pro-
tect the right eye, using the same field setup,
resulting in a total dose of 60 Gy in 30 frac-
tions.

Following radiation treatment, the patient
was followed regularly to assess the treatment
response. After treatment, repeat imaging was
performed on multiple occasions. The first
post-treatment MRI scan also depicted the
pre-treatment tumor extent since on this scan
no reduction in size of the abnormality com-
pared to pre-radiotherapy had occurred yet
(Figure 2, 1998 October). Regression of the
size of the lesion following radiation treat-
ment was very slow with little change over the
course of the first 2 years and a gradual
decrease in size over the next years. At the lat-
est imaging performed in February 2007,
residual soft tissue changes were still present
in the infratemporal fossa, but stable com-
pared to 2003 (Figure 2).

Because of the close proximity of the optical
structures in relation to the radiation fields,
the patient was followed by an ophthalmologist
because of concerns for late optical radiation
toxicity. At her first visit, shortly after the end
of radiation, minimal asymptomatic cataract in
her right eye was seen, which did not require
any intervention. After 2 years of follow-up,
one cotton wool spot in the macular area was
described, which would be consistent with
radiation-induced early retinopathy changes.
This remained stable without any visual dis-
turbances and without any treatment until 8
years after treatment. At that time she present-
ed with blurring and clouding of vision.
Fundoscopy of the right eye showed a macular
hole, and fluorescein angiography subsequent-
ly demonstrated cystoid macular edema with a
few dot reddish lesions suggestive of either
blood or macular aneurysms. The diagnosis of
radiation-induced retinopathy was made and
she was then treated with intravitreal injec-
tions of the anti-VEGF (Vascular Endothelial
Growth Factor) agent bevacizumab at six-
weekly intervals. This resulted in an improved
vision. However, at the end of the six weeks
periods, the patient would develop recurrent
blurred visions, which again would improve
upon receiving the next bevacizumab injec-
tion. This treatment is being continued until
present.

The patient was last seen in the Head and
Neck Clinic in March 2010 with more than 11
years of follow-up after the end of radiation
treatment and there were no signs of disease

progression and no changes in her physical
examination, compared to previous visits.
Because the clinical situation has remained
unchanged for several years with no suspi-
cious findings in physical examination, no
radiological evaluation has been performed
after 2007. She was still receiving the intravit-
real injections with bevacizumab and had a
stable vision of the affected eye. The vision in
the contralateral eye remained unaffected.

Discussion

This case report describes a patient present-
ing with a locally infiltrating but histological
benign lesion that progressed after initial
medical treatment using steroids. The confir-
mation of the benign nature of this lesion, yet
with a locally progressive behavior posed a
dilemma in terms of clinical management,
especially given the risk of long-term toxicity
associated with radiation to a target in close
proximity of important normal structures like
the visual system. However, radiation was cho-
sen over surgery because of functional and
cosmetic concerns following an extensive
resection in this anatomical area. 

The lesion was diagnosed and treated as
TFIL, which is a rare benign disorder that
mimics a locally aggressive malignancy. It usu-
ally presents clinically as a stony hard lesion
and multiple sites in the head and neck area
may be present at diagnosis. Outside the head
and neck area, TFIL is reported with no more
than 2 case reports available in the litera-
ture.7;8 Microscopically, fibrous tissue with the
presence of collagen is seen with an associat-
ed infiltration of lymphocytes, plasma cells,
neutrophils and eosinophils. TFIL can invade
vascular structures and muscle10 and cause
extensive bony destruction,5;10 as well as inva-
sion of the meninges and brain involvement.11

Lesions diagnosed as TFIL in the head and
neck region are believed to be part of the
broader fibrosclerosing syndrome that
includes pseudotumour of the orbit or base of
skull,12 Riedel's thyroiditis, sclerosing cholan-
gitis,13 lacrimal gland fibrosis, fibrous parotitis
and mediastinal or retroperitoneal fibrosis. In
fact, in some patients manifestations of the
same disease may occur in multiple organs.
Cheng et al.14 reported on a case of TFIL in the
nasal cavity, who developed Riedel's thyroiditis
subsequently. 

To the best of our knowledge, only 33 cases
of TFIL involving the head and neck region
have been reported in literature so far, includ-
ing the present case (Table 1).5;9-11;14-25 In TFIL,
medical treatment with steroids has been sug-
gested as first line of management in cases
with TFIL.21 Treatment with surgery is used to
relieve symptoms of compression. Radiation

therapy is reserved for failures. Information on
the use of radiaton is limited for TFIL5;9;10 in
terms of total dose and fractionation, with only
5 cases reported in literature. In 1 report on 3
cases, no details were provided on the pre-
scribed radiation dose.10 In two other cases, 50
Gy in 25 fractions was administered to disease
located in the head and neck area.5;9 In IPT of
the base of skull, low dose radiation (20 Gy)
proved to be ineffective with poor disease con-
trol reported in 6 patients.23 In our case, it was
decided to deliver a total dose of 60 Gy. This
was mainly because surgical salvage treatment
after a potential failure following radiation was
considered to be mutilating if surgery would
have to involve resection of (part of) the orbit
and contents.

As apparent from the experience reported in
literature (Table 1), TFIL will in most cases
only show a limited radiographic response
after radiation treatment. In 3 cases treated
with radiation therapy from the series of Olsen
et al.,10 a complete regression was observed in
1 patient and stabilization in 2 after radiation.
In a surgically unresectable case reported by
Rice et al.,5 tumor size stabilization was report-
ed as response to treatment. A similar
response with stable disease following radia-
tion treatment was seen in a case reported by
Fung et al.9 This pattern of response was con-
firmed in our patient as well. However, if left
untreated or unresponsive to steroids, TFIL
may progress to involve the base of skull,
meninges, cavernous sinuses, brain and
orbit.11

Given the recent advances in characteriza-
tion of benign soft tissue lesions, we per-
formed additional (immuno-) histochemial
analysis on this patient’s archived specimen. A
differential diagnosis of this lesion was the
inflammatory myofibroblastic tumor (IMT),26

which has been defined within the category of
IPT with distinct clinical pathological and
molecular features.27 IMT is spindle cell prolif-
eration with a variable inflammatory compo-
nent, which mainly occurs in the lung, but has
also been reported in extrapulmonary sites,
including the mesentery, genitourinary sys-
tem, retroperitoneum and pelvis, upper respi-
ratory system, trunk and head and neck area.
The frequency of occurrence in the head and
neck varied from 0% to 29% accross different
case series.28 It involves mainly children and
adolescents.29 IMT often show distinct molecu-
lar features, consisting of rearrangements
involving the ALK (anaplastic lymphoma
kinase) locus on chromosome 2p2330 and
approximately 50% of IMTs are positive for ALK
on immunohistochemistry.27

However, based on the findings of the
immunohistochemial analysis, we were unable
to prove that this lesion was a case of IMT and
concluded that the lesion was still to be classi-
fied as TFIL. The clinical characteristics of our
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patient were also in favor of this diagnosis: as
opposed to IMT, tumefactive fibroinflammatory
lesions tend to occur more often in older
patients (not children and adolescents), often
show a more ill-defined mass entrapping nor-
mal tissue and on pathology TFIL tend to have
more sclerosis and a patchy, predominantly
lymphocytic inflammatory infiltrate.27

The etiology of the inflammatory pseudotu-
mors is unknown and the pathophysiology
remains poorly understood. An exaggerated
response to (chronic) infection has been sug-
gested to be a possible mechanism.31 Others
have suggested an autoimmune reaction
linked to previous (viral) infection.32 However,
evidence for any of these theories is sparse
and inconclusive.

In our patient, the late radiation toxicity in
terms of retinopathy became apparent not until
8 years after treatment. This highlights the

need for long-term follow-up of toxicity in
patients at risk. In the case described, the
retinopathy was due to radiation dose to the
orbital structures, in an era in which conformal
radiation or IMRT (Intensity Modulated
Radiation Therapy) were not available.
Nowadays, these types of toxicities may be pre-
vented by means of dose sculpting around the
normal structures. Radiation-induced retinopa-
thy has long been recognized as an irreversible
process leading to loss of vision.33 Recently, the
use of bevacizumab, a humanized anti-VEGF
monoclonal antibody has been reported to
result in clinical improvement of symptoms
from radiation-induced retinopathy.34 as was
evident from our case.

In conclusion, tumefactive fibroinflammatory
lesion of the head and neck is a rare benign
diagnosis that can present as a locally progres-
sive tumor. In case it is refractory to steroid ther-

apy, radiation can be considered if surgery would
be mutilating, but care has to be paid in order to
prevent (late) radiation-induced toxicity.

References

1. Umiker WO, Iverson L. Postinflammatory
tumors of the lung; report of four cases sim-
ulating xanthoma, fibroma, or plasma cell
tumor. J Thorac Surg 1954;28:55-63.

2. Bahadori M, Liebow AA. Plasma cell granu-
lomas of the lung. Cancer 1973;31:191-208.

3. Lal RB, Thompson JR. Postinflammatory
tumor (xanthogranuloma) of the lung--an
enigma. Ann Thorac Surg 1974;17:174-80.

4. Sherwin RP, Kern WH, Jones JC. Solitary
mast cell granuloma (histiocytoma) of the
lung; a histopathologic, tissue culture and

Case Report

Table 1. Overview of reported cases of Tumefactive fibroinflammatory lesion of the head and neck in literature.

First author No. of Age (years)/ Location (-s) Treatment Follow-up Disease Remarks
and Ref patients Gender status

Rice5 1 46/M Neck RT 11 months PR RT dose=5000 rads
Husband15 1 12/M Neck & retroperitoneum St 1 year NED Prednisone 60 mg/d¥8 weeks
Esdaile16 1 33/F Neck Sx 14 years SD
Olsen10 12 33-71/6M, 6F Some with multiple lesions: 1-12 years Outcome poorly reported

Parotid (4)
Sinonasal (4)
Tongue base1
Neck (4)
Orbit (2)
Face(2)

Sx (4)
St(4) Prednisone 40-80 mg/d, duration not reported

Sx, RT, St(1) RT dose schedules not reported
RT, St(1)
St, Sx(1)
Sx, RT(1)

Said17 1 10/M Sinonasal Sx 1 month NED
Prichard18 5 27-68/3M, 2F Sinonasal (5) Sx (5) 1-5 years NED (5)
Laurenzo19 1 16/M Parotid/parapharyngeal St 21 months SD Prednisone 80 mg/d¥6 months
Patel20 1 65/M Infratemporal fossa St 4 years NED Prednisone 60 mg/d¥6 months
Hostalet21

Frankenthaler22 1 42/M Neck Not stated Not stated Not stated
Fung9 1 61/M Infratemporal fossa St, RT 4 years SD Progression on steroids,

RT dose=50 Gy/25 fractions
Holodny11 1 23/M Neck, base of skull St 26 months SD Progression on discontinuation of steroids

with intracranial extension, with subsequent
remission after re-introducing steroids

Cheng14 1 35/F Sinonasal Sx 7 years NED Developed Riedel's thyroiditis 7 years later
Lee23 1 4/F Neck None 4 months NED Spontaneous regression without therapy
Schulte24 1 72/F Sinonasal Sx and St Not stated PR
Mulder25 3 38-50/1M, 2F Ear Sx 9 months- NED

2.5 years
Current case 1 40/F Infratemporal fossa St, RT 11 years NED Progression on steroids,

RT dose=60Gy/30 fractions
Total: 33 Age range: 4-72 years

M: F ratio=1.2 : 1
M, male; F, female; RT, radiotherapy; PR, partial response; St, steroids; NED, no evidence of disease; Sx, surgery; SD, stable disease.

Non
-co

mmerc
ial

 us
e o

nly



[page 36] [Rare Tumors 2012; 4:e12]

time-lapse cinematographic study. Cancer
1965;18:634-41.

5. Rice DH, Batsakis JG, Coulthard SW.
Sclerosing cervicitis: homologue of scleros-
ing retroperitonitis and mediastinitis. Arch
Surg 1975;110:120-2.

6. Wold LE, Weiland LH. Tumefactive fibro-
inflammatory lesions of the head and neck.
Am J Surg Pathol 1983;7:477-82.

7. Savage PD, Wick MR, Thompson RC,
Skubitz KM. Tumefactive fibroinflammato-
ry lesion of the extremity. Report of a case
and review of the literature. Arch Pathol
Lab Med 1991;115:230-2.

8. Ammendolia A, Ianno B, Lotti G. Tume-fac-
tive fibroinflammatory lesion of the lower
extremity: a case report. Clin Rheumatol
2007;26:1741-3.

9. Fung K, Venkatesan VM, Heathcote JG, et
al. Tumefactive fibroinflammatory lesions
of the head and neck: role of corticos-
teroids, radiotherapy, and surgery. J
Otolaryngol 2002;31:253-6.

10. Olsen KD, DeSanto LW, Wold LE, Weiland
LH. Tumefactive fibroinflammatory lesions
of the head and neck. Laryngoscope 1986;
96:940-4.

11. Holodny AI, Kirsch CF, Hameed M, Sclar G.
Tumefactive fibroinflammatory lesion of
the neck with progressive invasion of the
meninges, skull base, orbit, and brain.
AJNR Am J Neuroradiol 2001;22:876-9.

12. Mangiardi JR, Har-El G. Extraorbital skull
base idiopathic pseudotumor. Laryngoscope
2007;117:589-94.

13. Toosi MN, Heathcote J. Pancreatic pseudo-
tumor with sclerosing pancreato-cholangi-
tis: is this a systemic disease? Am J
Gastroenterol 2004;99:377-82.

14. Cheng AY, Davidson MJ, Perez-Ordonez B,
Briones-Urbina R. Tumefactive fibroinflam-
matory lesion of the nasal cavity followed by
Riedel's thyroiditis. J Otolaryngol 2004;33:
315-8.

15. Husband P, Knudsen A. Idiopathic cervical

and retroperitoneal fibrosis: report of a case
treated with steroids. Postgrad Med J
1976;52:788-93.

16. Esdaile J, Murray D, Hawkins D, MacKenzie
R. Idiopathic fibrosis of the lateral compart-
ment of the neck. Arch Intern Med 1980;
140:1386-7.

17. Said H, Razi Hadi A, Akmal SN, Lokman S.
Tumefactive fibroinflammatory lesion of
the head and neck. J Laryngol Otol
1988;102:1064-7.

18. Prichard AJ, Colloby P, Barton RP, Heaton
JM. Tumefactive fibroinflammatory lesions
of the head and neck. J Laryngol Otol 1990;
104:797-800.

19. Laurenzo JF, Graham SM. Tumefactive
fibroinflammatory lesion of the head and
neck: a management strategy. Ear Nose
Throat J 1995;74:87-91.

20. Patel PC, Pellitteri PK, Vrabec DP,
Szymanski M. Tumefactive fibroinflamma-
tory lesion of the head and neck originating
in the infratemporal fossa. Am J Otolary-
ngol 1998;19:216-9.

21. Hostalet F, Hellin D, Ruiz JA. Tumefactive
fibroinflammatory lesion of the head and
neck treated with steroids: a case report.
Eur Arch Otorhinolaryngol 2003;260:229-31.

22. Frankenthaler R, Batsakis JG, Suarez PA.
Tumefactive fibroinflammatory lesions of
the head and neck. Ann Otol Rhinol Laryn-
gol 1993;102:481-2.

23. Lee DK, Cho YS, Hong SH, et al.
Inflammatory pseudotumor involving the
skull base: response to steroid and radia-
tion therapy. Otolaryngol Head Neck Surg
2006;135:144-8.

24. Schulte DL, Wold LE, Kern EB, Olsen KD.
Pathologic quiz case 1. Tumefactive fibroin-
flammatory lesion of the nasal cavity. Arch
Otolaryngol Head Neck Surg 1999;125:228-
9.

25. Mulder JJ, Cremers WR, Joosten F, et al
Fibroinflammatory pseudotumor of the ear.
A locally destructive benign lesion. Arch

Otolaryngol Head Neck Surg 1995;121:930-
3.

26. Pettinato G, Manivel JC, De Rosa N, Dehner
LP. Inflammatory myofibroblastic tumor
(plasma cell granuloma). Clinicopathologic
study of 20 cases with immunohistochemi-
cal and ultrastructural observations. Am J
Clin Pathol 1990;94:538-46.

27. Gleason BC, Hornick JL. Inflammatory
myofibroblastic tumours: where are we
now? J Clin Pathol 2008;61:428-37.

28. Coffin CM, Humphrey PA, Dehner LP.
Extrapulmonary inflammatory myofibrob-
lastic tumor: a clinical and pathological sur-
vey. Semin Diagn Pathol 1998;15:85-101.

29. Coffin CM, Watterson J, Priest JR, Dehner
LP. Extrapulmonary inflammatory myofi-
broblastic tumor (inflammatory pseudotu-
mor) a clinicopathologic and immunohisto-
chemical study of 84 cases. Am J Surg
pathology. 1995;19:859-72. 

30. Coffin CM, Patel A, Perkins S, et al. ALK1
and p80 expression and chromosomal
rearrangements involving 2p23 in inflam-
matory myofibroblastic tumor. Mod Pathol
2001;14:569-76.

31. Hytiroglou P, Brandwein MS, Strauchen JA,
et al. Inflammatory pseudotumor of the
parapharyngeal space: case report and
review of the literature. Head Neck 1992;
14:230-4.

32. Arber DA, Kamel OW, van de Rijn M, et al.
Frequent presence of the Epstein-Barr virus
in inflammatory pseudotumor. Hum Pathol
1995;26:1093-8.

33. Finger PT. Radiation therapy for choroidal
melanoma. Surv Ophthalmol 1997;42:215-
32.

34. Finger PT. Radiation retinopathy is treat-
able with anti-vascular endothelial growth
factor bevacizumab (avastin). Int J Radiat
Oncol Biol Phys 2008;70:974-7.

Case Report

Non
-co

mmerc
ial

 us
e o

nly




