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ABSTRACT
Nasal cavity schwannomas are uncommon lesions, representing less than 4% of all head and neck schwannomas.
They give rise to nonspecific symptoms such as nasal obstruction, epistaxis, and anosmia. Here we report a 18year
old girl who presented with nasal discharge and recurrent epistaxis for four months.
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INTRODUCTION
Schwannomas are lesions that arise from the neural
sheath of peripheral nerves, autonomic nerves, or cranial
nerves.1 Any nerve with a Schwann cell sheath may give
origin to a schwannoma and so this neoplasm may
develop in almost any part of the body.2 Schwannoma
commonly occur on the flexor aspect of extremities,
posterior
spinal
nerve
roots,
mediastinum,
retroperitoneum, cerebellopontine angle and rarely in
head and neck region (25%).3

showed well defined globular mass with prominent
vascular markings seen filling the entire right side of
choana with right eustachian tube obstruction.

Nerve sheath tumors of the head and neck region mainly
involve the eighth cranial nerve with only 4% occurring
in the nasal cavity. Schwannomas of the nose and
paranasal sinuses are discovered late in their clinical
course because of their obscure anatomic location.4
CASE REPORT
A 18 year old girl presented with foul smelling nasal
discharge for four months, nasal obstruction for two
months associated with intermittent nasal bleeds. She also
had post nasal drip and snoring. Anterior rhinoscopy
showed septal deviation to the right and congested nasal
mucosa. Posterior rhinoscopy and nasal endoscopy

Figure 1: CT PNS showed a soft tissue mass lesion in
the right Fossa of Rosenmuller, filling almost the
entire right choana.
Paranasal sinus computed tomography (CT) scan showed
mild deviation of the nasal septum to right with right
concha bullosa polypoidal soft tissue mass lesion
measuring 24×17 mm in the right nasopharynx arising
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from fossa of Rosenmuller (Figure 1). On contrast
showed minimal enhancement (Figure 2).

columnar epithelium with squamous metplasia and
underlying unencapsulated lesion disposed in sheets and
bundles with hypercellular (ANTONI A) and
hypocellular (ANTONI B) areas (Figure 3). The cells are
spindle shaped with moderate amount of eosinophilic
cytoplasm, indistinct cell border, elongated vesicular
nuclei. Many foci shows peripheral palisading with
Verocay body formation (Figure 4). There are numerous
thick and thin walled blood vessels, some showing
hyalinization. Also seen are scattered histiocytes,
lymphocytes and hemosiderin laden macrophages.
Immunohistochemical staining revealed diffuse strong
positivity for S100 (Figure 5).
DISCUSSION

Figure 2: CT contrast showed minimal enhancement
of the mass lesion.

Schwannomas are benign nerve sheath tumors arising
from the Schwann cells in the peripheral nerve sheath
that are derived from the neuroectoderm, first described
by Verocay in 1908. In the year 1935, Stout coined the
term Neurilemmoma believing that this tumor arose from
cells of sheath of Schwann5. Since these tumors are
schwannian in origin, it is suggested that the term
schwannoma be used more freuquently.
Nasal schwannomas originate from the ophthalmic and
maxillary branches of trigeminal nerve, may also arise
from sphenopalatine ganglion, sensory inferior orbital
nerve and other nerves in the nasal mucosa.6

Figure 3: Respiratory epithelium with hypercellular
(ANTONI A) and hypocellular (ANTONI B) areas
(under 4X, H&E).

Schwannomas are usually described as being
encapsulated, the capsule is derived from the perineurium
of the nerve of origin. Nasal schwannoma that derive
from autonomic nervous system fibres, are devoid of
perineural cells and therefore lack encapsulation.7
Unencapsulation in nasal schwannoma probably explains
the aggressive pattern compared to the schwannomas in
other locations. The lack of encapsulation does not imply
malignancy, but for the clinician the lack of
encapsulation might make the tumor more difficult to
define and extract completely.7
Symptoms are non specific and are the result of the mass
effect. Patients may present with nasal obstruction,
rhinorrhea or recurrent epistaxis. Facial swelling and pain
are associated with paranasal sinus involvement.8

Figure 4: Spindle cells with nuclear palisading and
Verocay body formation (under 40X, H&E).
Grossly grey brown grey white glistening soft tissue
mass, firm in consistency, measuring 1×1 cm.
Microscopically showed pseudostratified ciliated

Computeristed tomography (CT scan) delineates the soft
tissue tumor and bony invasion. After contrast
administration, demonstrates central nonenhancing
necrotic or cystic areas and peripheral enhancing
neovascular areas of the tumor. The areas of
inhomogeneity on CT may relate pathologically to
confluent areas of hypocellularity adjacent to the
hypercellular areas, therefore Schwannomas may have
areas of mixed attenuation on CT.8 MRI is used to better
assess intracranial extension and showed the mass lesion
to be T1-weighted and heterogenous increased T2weighted signal intensity.9 Although magnetic resonance
imaging (MRI) is superior in defining soft tissue tumors,
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CT offers better resolution of bony invasion. However as
benign schwannoma can erode bone by pressure, bony
erosion is not a criterion for malignancy.
Macroscopically, tumor is solitary, well demarcated with
a oval, round or fusiform shape, grayish to yellowish in
color, fleshy and shiny on cut surface.10 Microscopically,
Nasal schwannomas exhibit two architectural patterns,
ANTONI A and ANTONI B in various proportions.11
ANTONI A area is composed of an organized compact
cellular stroma with elongated spindle cells and parallel
rows of palisading nuclei forming verocay bodies.
ANTONI B area is composed of disorganized loose
myxoid stroma with few spindle cells and hyalinised
blood vessels. Additionally shows intense nuclear and
cytoplasmic immunostaining for S100 protein in both
areas which differentiates schwannoma from other neural
tumors.12
Differential diagnosis of schwannoma nasal cavity should
include juvenile nasopharyngeal angiofibroma, solitary
fibrous tumor, neurofibroma, fibromyxoma.13
Nasopharyngeal angiofibroma is common in male child,
with intricate mixture of blood vessels and fibrous
stroma.14
Solitary fibrous tumor has hemangiopericytoma-like
pattern and alternation of cellular and fibrous areas. The
tumor cells are strongly stained by CD34, CD8 and
CD23.15

REFERENCES
1.

2.

3.

4.

5.

6.

7.

8.

Neurofibroma is multiple, non encapsulated, formed by
combined proliferation of all elements of peripheral
nerve: axons, Schwann cells, fibroblasts and perineural
cells, with axons traversing the tumor mass and more
malignant potential.16 Immunohistochemistry with S100
shows focal positivity.

9.

Schwannomas do not recur if they are completely
removed. In contrast to multiple neurofibromas (Von
Recklingshausen’s disease) schwannomas almost never
undergo malignant transformation.17

11.

10.

12.

CONCLUSION
Schwannoma arising from the nasal cavity is very rare
and conclusive diagnosis is made only with
histopathological examination. The possibility of
schwannomas should be kept in mind when facing with
soft tissue mass in nasal cavity. The autonomic nerve
fibres of sinonasal mucosa are devoid of perineural cells,
therefore they lack encapsulation which explains the
aggressive growth pattern, local bone erosion, destruction
and recurrence. The lack of encapsulation thus does not
imply malignancy.
Funding: No funding sources
Conflict of interest: None declared
Ethical approval: Not required

13.

14.

15.

Ulu EMK, Cakmak O, Donmez FY, Buyuklu F,
Cevik B, Akdogan V, et al. Sinonasal Schwannoma
of the Middle Turbinate. Diagn Interv Radiol.
2010;16:129-31.
Siqueira MG, Jennings E, Moraes OJS, Santos
MTS, Zanon N, Mattos BJ, et al. Naso Ethmoid
Schwannoma with Intracranial extension. Arq
Neuropsiquiatr. 2001;59(2):421-3.
Merker VL, Esparza S, Smith MJ, StemmerRachamimov A, Plotkin SR. Clinical Features of
Schwannomatosis:A Retrospective Analysis of 87
Patients. The Oncologist Express. 2012;17:1317-22.
Ross C, Wright E, Moseley J, Rees R. Massive
Schwannoma of the Nose and Paranasal Sinuses.
Southern Med J. 1988;81(12):1588-91.
Singh M, Bhagat S, Sharma DK, Monga R, Chhabra
N. A Large Sinonasal Schwannoma :A Rare Entity.
Int J Otorhinolaryngol Head Neck Surg.
2017;3(4):1126-9.
Bezircioglu H, Sucu HK, Rezanko T, Minoglu M.
Nasal Subfrontal Giant Schwannoma. Turkish
Neurosurgery 2008;18(4):412-4.
Mey KH, Buchwald C, Daugaard S, Prause JU.
Sinonasal Schwannoma – A Clinicopathological
Analysis of Five Rare Cases. Rhinology.
2006;44:46-52.
Cohen LM, Schwartz AM, Rockoff SD. Benign
Schwannomas:
Pathologic
Basis
for
CT
Inhomogeneities. Am J Roentgenol. 1986;147:1413.
Yu E, Mikulis D, Nag S. CT and MRI Imaging
Findings in Sinonasal Schwannoma. Am J Neuro
Radiol. 2006;27(4):929-30.
Hu J, Bao YY, Cheng KJ, Zhou SH, Ruan LX,
Zheng ZJ. Computed Tomography and Pathological
Findings of Five Nasal Neurilemmomas. Head Neck
Oncol. 2012,4:22.
Martins MD, Anunciato de Jesus L, Fernandes KP,
Bussadori SK, Taghloubi SA, Martins MT. Intraoral Schwannoma: Case Report and Literature
Review. Indian J Dent Res. 2009;20:121-5.
Nayler SJ, Leiman G, Omar T, Cooper K. Malignant
Transformation in a Schwannoma. Wiley Online
Library. 1996;29(2):189-92.
Dhawle MS, Rathod SG, Bhatkule MA, Bindu RS.
Sinonasal Schwannoma – A Case Report. Journal of
Clinical & Diagnostic Research.
Garg D, Mathur K. Clinico-Pathological Study of
Space Occupying Lesions of Nasal Cavity,
Paranasal Sinuses and Nasopharynx. J Clin Diagnos
Res. 2014;8(11):FC04–7.
Buob D, Wacrenier A, Chevalier D, Aubert S,
Quinchon JF, Gosselin B, et al. Schwannoma of the
Sinonasal Tract: A Clinicopathological and
Immunohistochemical Study of 5 Cases. Arch
Pathol Lab Med. 2003;127(9):1196-9.

International Journal of Otorhinolaryngology and Head and Neck Surgery | May-June 2019 | Vol 5 | Issue 3

Page 783

Seles FM et al. Int J Otorhinolaryngol Head Neck Surg. 2019 May;5(3):781-784

16. Wang LF, Tai CF, Ho KY, Kuo WR. Schwannoma
of the Nasal Septum :A Case Report. Kaohsiung J
Med Sci. 2004;20:142-5.
17. Dreher A, Gutmann R, Grevers G. Extracranial
Schwannoma of the ENT Region. Review of the
Literature with a Case Report of Benign
Schwannoma of the Base of the Tongue. Europe
PMC. 1997;45(6):468-71.

Cite this article as: Seles FM, Srinivasan P,
Ramadoss N. Schwannoma nasal cavity: a
clinicopathological case report. Int J
Otorhinolaryngol Head Neck Surg 2019;5:781-4.

International Journal of Otorhinolaryngology and Head and Neck Surgery | May-June 2019 | Vol 5 | Issue 3

Page 784

