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appearing on histology, may be confused with a sarcoma. 
However, it reacts in a benign fashion. Similarly, pseudo-
epitheliomatous hyperplasia in the external ear canal  [12]  
or oral cavity  [13]  may be confused with a squamous cell 
carcinoma histologically despite its benign biologic be-
havior. 

 In this volume, Manni and associates have described 
infi ltrating aggressive epitheliosis of the temporal bone in 
which a histologically nondysplastic lesion acted in a ‘ma-
lignant’ manner by virtue of extensive bone destruction 
and local invasion. In our medical center we have seen 
examples of this entity, which have been signed out as 
either verrucous carcinoma or as a well-differentiated 
squamous cell carcinoma. A similar case was also report-
ed by Arkin et al.  [14]  with dural and cerebellar invasion. 
This case report is useful in reminding us that pathologic 
diagnosis and indeed clinical management are an art as 
well as a science, and that the eventual biologic behavior 
of a lesion is not always predicted by histopathology. 

 The biologic behavior of lesions in the head and neck 
cannot always be predicted by histologic appearance. Ex-
amples of lesions that histologically appear benign, but 
may show aggressive and even malignant behavior in-
clude paraganglioma  [1–3]  and meningioma  [4, 5] , both 
of which may metastasize distantly in a small percentage 
of cases. Likewise, pleomorphic adenoma of the parotid 
gland  [6–8]  may also demonstrate distant metastases 
without an obvious change in what would otherwise ap-
pear as benign histology. 

 Carcinoid tumor of the middle ear  [9]  is, unlike its 
counterpart in the abdomen, very rarely metastatic. How-
ever, carcinoid metastases to local lymph nodes have 
been demonstrated, and again the histopathology, al-
though consistent with a low-grade malignancy, is not 
predictive of its metastatic potential. 

 Conversely, malignant-appearing lesions may demon-
strate a benign behavior. Examples include nodular fas-
ciitis  [10, 11]  which, because of its multiple spindle cells 
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