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Introduction

Inflammatory pseudotumours are rarely reported in 
the region of the head and neck. Most have been 
described in the retroperitoneal space, intracranial 
space (parenchyma, dura or both), lungs (the region 
most commonly affected), abdomen, or urinary 
tract. According to tissue origin, physicians have 
classified various inflammatory pseudotumours as 
embryological, idiopathic, endocrine, infectious, 
post-traumatic, and iatrogenic. Inflammatory pseudo
tumours show a good response to corticosteroid 
therapy and surgical excision.1,2 Histologically and 
immunohistochemically they consist of lympho
cytes, myofibroblastic spindle cells, plasma cells, 
and eosinophils.3,4 In this report, we present a case 
report and describe the characteristic behavior of 
inflammatory pseudotumours in the maxillary 
sinus.

Case report 

A 47-year-old Caucasian woman with no medical 
history was presented in our ENT department due 
to progressive nasal obstruction of the right nasal 
cavity, repeated episodes of epistaxis, and epiphora 
of the right eye. All symptoms had progressed over 
the previous three months. The physical examination 

showed a swelling of the right anterior wall of the 
maxillary sinus with signs of crepitation. Nasal 
endoscopy (30o rigid endoscope) showed an almost 
complete obstruction of the right nasal cavity. The 
medial wall of the maxillary sinus was medialized, 
and the inferior turbinate was in contact with the 
nasal septum. There were no signs of bleeding or 
secretions in the middle meatus. There were no 
pathologic findings in the left nasal cavity. The CT 
scan and MRI revealed a complete opacification of 
the right maxillary sinus due to an expansive lesion, 
with bone erosion evident (Figures 1, 2). The 
symptoms and the radiological findings were 
suggestive of a neoplasm of the right maxillary 
sinus, most probably of malignant nature. Surgery 
was performed on the patient under general 
anesthesia. The surgical plan was to proceed with 
an endoscopic endonasal approach, performing 
maxillary sinus clearance through a medial 
maxillectomy. Because of the presence of epiphora 
and the destruction of the right lacrimal duct, we 
performed an endonasal dacryocystorhinostomy 
(DCR) on the right side. Sections frozen intra-
operatively did not show any signs of malignancy. 
The pseudotumour was characterized by a high 
bleeding diathesis. The histopathological exami
nation revealed an inflammatory pseudotumour 
of  the maxillary sinus with polypoid structure 
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studies they have also been described as plasma-
cell granulomas, plasma-cell pseudotumours, inflam
matory myofibroblastic tumours,5 inflammatory 
fibrosarcomas, histiocytomas, xanthogranulomas, 
and mast cell granulomas due to their varying 
histological presentation. The inflammatory pseudo
tumour that is also defined as a solitary fibrous 
tumour is a rare mesenchymal tumour, first de
scribed in the pleura. After complete excision, 
prognosis is excellent. Observation of a mass with 
a fibroblastic mesenchyme that exhibits a prominent 
hemangiopericytic vascular branching pattern and 
positive histological reaction with CD34, Bcl-2, 
and CD99 markers is compatible with the histo
pathological diagnosis of a solitary fibrous tumour.6 
The basic characteristic of inflammatory pseudo
tumours of the paranasal sinuses is the appearance 
of malignancy because of the surrounding bone 
destruction and the accelerated growth of the mass. 
The differential diagnosis includes other tumours 
that present similar behavior, such as malignant 
tumours (squamous cell carcinoma, adenocarci
noma, malignant melanoma, esthesioneuroblastoma, 
lymphoma, sarcoma, and midline granuloma), 
inverting papilloma, or angiomatous/angiectatic 
polyp. Hemangiopericytomas should not be 
confused with inflammatory pseudotumours, since 
hemangiopericytomas tend to be less aggressive. 

that  was partially covered with respiratory epi
thelium. The histology showed also moderately 
dense infiltrations into the tumourous fibrovascular 
substrate of the connective tissue by plasma cells 
and lymphocytes with perivascular distribution 
(Figure 3). A major characteristic of our histological 
specimens is the lymphoplasmocellular infiltration 
with significant fibrosis evident upon hematoxylin 
and eosin staining. Pronounced lymphoplasmo
cellular infiltration, eosinophilia, sparse necrosis, 
and telangiectatic fibrous reaction were found in all 
of our specimens (Figures 3, 4). No histiocytes 
were identified upon S-100 protein immunostain. 
No granuloma nor evidence of bacterial, fungal, or 
parasitic infection was observed. The final diagnosis 
was chronic lymphoplasmocellular inflammation 
of the maxillary bone, compatible with an inflam
matory spindle cell pseudotumour (Figure 4).

Discussion

Inflammatory pseudotumours were first described 
in 1903 by Gleason and studied in detail by Birsch 
-Hirschfield in 1905. Inflammatory pseudotumours 
may be defined as space-occupying lesions that 
exhibit clinical behavior of malignancy because of 
their aggressiveness during development and the 
associated erosion of surrounding tissue. In other 

Figure 1
Coronal CT of the paranasal sinuses

Figure 2
Axial MRI of the paranasal sinuses
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The use of antibiotics is not considered relevant 
because cultures show no bacteria or fungi. 
Corticosteroids, surgery, and radiotherapy have 
been used as treatment for inflammatory pseudo
tumours. Some physicians prefer corticosteroid 
therapy, while others choose surgery as the therapy 
of choice. High-dose corticosteroid therapy usually 
yields a favorable response; early lesions that 
include lymphoid follicles tend to be more 
responsive to corticosteroids, while mature lesions 
with a more fibrous content respond less robustly.14 
Moreover, other studies have shown that high-dose 
therapy with corticosteroids shrinks the mass, but 
in 20% of patients with parapharyngeal and skull 
base pseudotumours, the disease locally relapsed.15

Inflammatory pseudotumours are aggressive and 
readily misdiagnosed as malignancies, which they 
can mimic. In the case presented here, the erosion 
of the anterior aspect of the right maxillary sinus 
and the obstruction of the right nasolacrimal duct 
were two very characteristic clinical and radiological 
findings. Histopathological examination was essen
tial to the diagnosis of chronic lymphoplasmo
cellular inflammation of the maxillary bone, 
compatible with an inflammatory spindle cell 
pseudotumour.

Inflammatory pseudotumours can occur in many 
organs of the human body, but the paranasal sinus 
localization remains rare. No gender or age 
preference is observed.1 Various factors may act as 
triggers for pseudotumour development, such as 
trauma, smoking, microorganisms, and chronic 
irritation caused by cocaine abuse.7 According 
to  some studies, such pseudotumours might be 
the  result of a repair process after inflammation, 
some metabolic dysfunction, or an antigen-antibody 
interaction with an agent that is no longer 
identifiable in aspiration or biopsy material.8-10 The 
basic histological characteristic is the appearance 
of spindle cells in fascicles that represent 
myofibroblasts and the inflammatory component, 
which is dominated by lymphocytes and plasma 
cells.11 Clinically, it is reported that the most 
frequent local symptoms in the head and neck are 
pain and obstruction of the involved tract (such as 
the pharynx, larynx, or the sinuses). Involvement of 
the skull base and intracranial extension results in 
ischemic insults or cranial nerve neuropathy.12 An 
immunohistochemical characteristic of the spindle 
cells is their typical reaction to vimentin (99%), 
smooth muscle actin (92%), and muscle specific 
actin (89%). In addition, they may also show 
desmin (69%) and cytokeratin (36%) reactivity.13 

Figure 3
Histopathological examination

Figure 4
Histopathological examination
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Conclusion

Inflammatory pseudotumours of the paranasal 
sinuses are benign lesions mimicking malignancy. 
Surgery can be challenging due to high bleeding 
diathesis and altered anatomy of the region. 
Although the clinical and radiological findings 
suggest malignant neoplasm, the surgeon should 
not proceed directly to radical surgical approaches 
without performing a tumour biopsy. The patients 
should be provided with careful follow-up, as the 
behavior of inflammatory pseudotumours is not 
completely predictable.
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