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Co-existence of Schwannoma and Ancient Neurofibroma of
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A b s t r ac t
A thirty-year-old female presented with complaints of left-sided nasal obstruction for 1 year and pain over left side of nose on touch. Diagnostic
nasal endoscopy of left nasal cavity showed a well-defined polypoidal lesion attached to the anterior end of middle turbinate and another
polypoidal lesion near left middle meatus. CT showed well-defined soft-tissue density in the anterosuperior aspect of left nasal cavity. MRI
showed a lesion which was isointense lesion on T1 and hyperintense on T2 in the left nasal cavity. Both the lesions were removed by endoscopic
approach. Histopathological report of the lesions came out to be ancient schwannoma and neurofibroma, respectively.
Keywords: CT, Endoscopic approach, Histopathological examination, Neurofibroma, Schwannoma.
Otorhinolaryngology Clinics: An International Journal (2022): 10.5005/jp-journals-10003-1400

Introduction
Schwann cells and perineural cells derived from neuroectoderm are
thought to be the origin of the peripheral nerve sheath tumors.1
Histological aspects of the schwannoma were described by Verocay
in the early 1900s, with the characteristic feature of the palisading
cell arrangement, also called “Verocay bodies”. Schwannomas
(neurilemmomas) and neurofibromas are the most common benign
tumors of nerve sheath. Schwannomas occur most frequently in
the nasal cavities than neurofibromas; and their common location
is the nasal septum. No specific sex, age, or racial predilection for
these tumors. DasGupta et al. stated that benign solitary tumors
arising in peripheral nerves can develop in every possible anatomic
location.2 One-third of these tumors occurs in head and neck area.
Only few studies have reported the occurrence of neurofibroma and
schwannoma in the nose and nasoethmoidal region.

Case Description
A thirty-year-old female came with complaints of left-sided nasal
obstruction for 1 year and pain on touching the left side of nose.
Patient had undergone surgery twice for the same, and treatment
details are not available. Symptomatic relief was initially there
following surgeries but the patient had similar symptoms after
1 month. Examination of the left nasal cavity revealed fleshy
polypoidal lesion in the vestibule which did not bleed on touch
but sensitive to touch and pain on lifting the tip of the nose. Right
nasal cavity is normal. Postnasal examination is normal. Ear and
throat are normal.
CT of nose and paranasal sinuses (Fig. 1) showed well-defined
soft tissue density lesion noted in the anterosuperior aspect of
left nasal cavity closely abutting the lateral wall, nasal septum,
and adjacent inferior turbinate. Deviation of nasal septum to left.
MRI of nose and paranasal sinuses (Fig. 2) showed isointense
lesion on T1 and hyper intense on T2 in the left nasal cavity.

Surgical Procedure
Under general anesthesia, orotracheal intubation, diagnostic nasal
endoscopy was done which showed fleshy polypoidal lesion (Fig. 3)
found in the left side of nose, did not bleed on touch, right side of
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the nasal cavity was normal. After infiltration with local anesthetic
agent, well-defined polypoidal lesion was found attached to
anterior end of middle turbinate and the same was excised in toto.
Another polypoidal lesion (Fig. 4) was found near middle meatus;
it was removed in piecemeal, since it was adherent to the lateral
wall of nose. Both specimens were labeled as A and B (Fig. 5) and
sent for histopathological examination.
Specimen A was reported as ancient schwannoma, and IHC
showed S100 positivity. Specimen B was reported as neurofibroma.
Patient was followed up for 1 year, and there was no recurrence
of lesion.

Discussion
Schwannomas are derived from myelinating cell (Schwann) that
surround individual axons. They are slowly growing, encapsulated
neoplasms separated from surrounding tissues. They may arise as
solitary sporadic lesion (95%) or as multiple tumors in the setting of
NF2 (5%).3 Neurofibromas are nonencapsulated and contain mixture
of cells including fibroblasts, perineural cells, and entrapped
axons that may be well demarcated if intraneural or cutaneous
but are diffusely infiltrative if located in extraneural soft tissue.
Sinonasal nerve sheath tumors mostly arise from the opthalmic
and maxillary divisions of trigeminal nerve also from sympathetic
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Fig. 1: CT of nose and PNS

Fig. 4: Intraoperative image of ancient neurofibroma

Fig. 2: MRI of nose and PNS

Fig. 5: Postoperative specimens

Fig. 3: Intraoperative image of schwannoma

and parasympathetic fibers of carotid plexus and sphenopalatine
ganglion.4 Only nerve in the nose from where nerve sheath tumors
do not arise is olfactory as they lack Schwann cells. Ninety percent

of nerve sheath tumors are benign: two-thirds of them being
schwannomas and one-third being neurofibromas. Most common
symptoms include nasal obstruction, epistaxis, hyposmia, facial
swelling, and headache.5 Schwannomas can be asymptomatic or
can produce pain, a positive Tinel’s sign.6,7 Neurofibroma rarely
causes pain.
Histological pattern of schwannoma has Antoni A and Antoni
B areas. Antoni A is highly cellular; the cells are stacked in fusiform
clusters with tapered ends; hence, the nuclei appear palisading and
these palisading areas alternate with acellular areas, containing
laminin, and the pattern is referred as “Verocay bodies”. Antoni
B has loosely organized myxomatous and microcystic regions of
basophilic mucin. 3 Clinicopathologic subtypes of neurofibroma
include localized (cutaneous and intraneural), diffuse, plexiform,
and cellular neurofibromas (those with increased cellularity)
and ancient neurofibroma. Ancient neurofibroma (Fig. 6)
features degenerative nuclear atypia, containing scattered
cells with markedly enlarged, hyperchromatic nuclei often with
smudgy chromatin; however, they lack increased cellularity or
mitotic activity and treatment of choice is total excision. Similar
changes may be seen in “ancient schwannomas” also. Other
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C o n c lu s i o n
After excision of the fleshy polypoidal lesion (ancient schwannoma),
for which patient was symptomatic, excision of the nasal polyp
like lesion in the middle meatus came out to be neurofibroma. To
conclude, schwannoma and neurofibroma can occur together in
nasal cavity and this case is reported for its rarity of presentation.
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Fig. 6: Histopathology

schwannoma variants include cellular, plexiform, and melanotic.
Immunohistochemical stain used are S100, Sox10 8 (strong,
diffuse positivity in schwannoma, while moderate positivity in
neurofibroma), CD34, neurofilament, Bielschowsky, factor XIIIa,
calretinin, and GFAP. Proliferative activity of growth is detected
using Ki-67. It is important to differentiate between tumor types as
malignant change may occur more commonly in neurofibromas.
Horak et al., in their studies, showed the coexistence of these
tumors in the same surgical specimen.9
CT showing bone remodeling or “pushing of the bone” is
more suggestive of benign nature of these tumors, which is due
to pressure of tumor on the bony septa.10 Ancient schwannomas
are isointense on T1-weighted image and heterogeneously
hyperintense on T2-weighted image. Neurofibromas are
isointense and slight hyperintense on T1-weighted image and
heterogeneously hyperintense intensity on T2-weighted image
with heterogeneous enhancement.11 MRI (T2-weighted) is found
superior to CT for the preoperative diagnosis of these tumors
and also helps to differentiate it from retained secretions. The
treatment of choice for benign peripheral nerve sheath tumors
is local excision. The goal is to remove the tumor and leave the
nerve of origin intact if possible. Recurrence is rare, and excision
is usually curative.
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