ahpslel

= Abstract =

shuje} o)1 9l F 3t
.
ELU

Ak Qotdfrds 1+

=
ER

A Case of Infantile Fibromatosis of the Infratemporal Fossa

Sang Chul Lim, M.D., Sang Chul Lee, M.D.,
Jun Baik, M.D., Jae Shik Cho, M.D.

Department of Otolaryngology, Chonnam University Medical School, Kwang Ju, Korea

The fibromatoses are defined as a group of nonencapsulated, nonmetastasizing, fibrous
tumors that have a tendency for infiltrative growth and local recurrence following surgical
excision and can be divided into fascial and musculoaponeurotic fibromatoses.

Infantile fibromatosis is childhood counterpart of musculoaponeurotic fibromatosis and is more
common in the head and neck, the shoulder and upper arm and the thigh.

Treatment includes excision, radiation, steroid and chemotheraphy, etc. Treatment of choice is
complete excision but postoperative deformity and sequelae should be considered.

Recently, we have experienced a case of infantile fibromatosis originating from infratemporal
fossa and report this case with a review of literatures.

KEY WORD : Infantile fibromatosis.

5% (fibromatosis)< 4 A543 et AF 3 A A0, MY, BA
%o 0 AESH A4S 2 AR E F 2 9SEN R
2] Z2) g Fo|m Aol A FA oY Q1S 29 e YREARE 7] S0 A, BrELolA
ah g ZubeA wAlels AN SES (muscus  CTA 9ol gilxlo] A Lofate] sl
loaponeurotic fibromatosis)® oM HEZ(infan- o8 ZAAANE Adsta & He B A3,
tile fibromatosis)o|2kat gk}, ogtd A7 Y 5 R T E I WA
-

A2 AREE 619 dolel ZFapstol Wy

=
R EEERELLERL R

231 3l Basks volch



Fig. 2. MR! finding : Gadolinium enhanced TIWI shows
that mass in infratemporal fossa has homogenous
high signal intensity on coronal section.

7 TIWI A A 2= E 2 (Fig. 2).
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Fig. 3. nght microscopic flndmg shows spmdle shaped fi-
broblast without mitotic figure and its fascicular
arrangement(H&E, X 100).

ar arrangement)s 3k 2748 EFH(Fig. 3).
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