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Unusual Presentation of Schwannoma: A Case Report and Literature Review
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Abstract- Schwannoma is a benign encapsulated tumor of the nerve sheath. Amongst other sites, it develops
in the posterior mediastinum in the costovertebral sulcus. We herein present a case of a 68-year-old woman
with an incidental finding of a subcarinal mass. Radiological and histopathological studies were suggestive of
schwannoma. Therefore, the mass was completely resected through a right thoracotomy, and a definite
histopathological diagnosis was established. Although the subcarinal area is a rare site for this tumor to appear,
the schwannoma should be considered as part of the differential diagnosis of lesions in the subcarinal region.
Treatment of choice is the nerve-sparing surgical excision of the mass with excellent prognosis. A review of

the literature on this topic was performed.
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Introduction

Schwannoma is a benign, encapsulated tumor of the
nerve sheath of the peripheral nerves. It originates from
the Schwann cells and has a unique histological pattern.
It is either asymptomatic or presents as a mass, which
causes compressing symptoms to adjacent structures.
Neurologic symptoms are rather late (1-3). We herein
present a case of schwannoma in the subcarinal area,
which is a rare site for this tumor to present. A review of
the literature on this topic was performed.

Case Report

A 68-year-old woman presented with low back pain
with radicular symptoms and a feeling of “pins and
needles” on the upper limbs. There was no significant
previous medical history. The MR imaging (MRI)
suggested spondyloarthritis as the diagnosis and revealed
an incidental finding of a posterior mediastinal mass
immediately anterior to T5-T8 vertebrae. Further
investigations with a CT scan and a PET/CT were done.
The CT scan revealed a 3.1x3.9x5.1 cm well-defined
lobulated para-oesophageal soft tissue mass in the
midline displacing the middle third of the esophagus
towards the left (Figure 1A). A whole body FDG-CT-
PET scan showed a right, subcarinal, para-oesophageal

mass with increased focal uptake (SUV max 9.9). No
FDG avid nodal disease was described in any of the
stations above and below the diaphragm (Figure 1B).

An EBUS biopsy of the mass was performed. The
histopathological and immunohistochemical studies were
consistent with schwannoma. The decision was made to
resect electively the mass via right posterolateral
thoracotomy. The mass was adjacent to the esophagus,
the aorta, the hemiazygos vein and the chyle duct (Figure
2). Lymph node sampling was also performed. The
procedure was uncomplicated. The postoperative course
was unremarkable, and the patient was discharged home
on the 4™ postoperative day.

The  microscopic  examination  showed an
encapsulated tumor with occasional pericapsular
aggregates of lymphocytes. The tumor was composed of
fascicles of spindle cells with wavy nuclei and pale
eosinophilic  cytoplasm. There were hypo- and
hypercellular areas (Figure 3). The lymph node biopsy
showed reactive changes with no evidence of
malignancy. The immunohistochemistry studies showed
spindle cells strongly S100 positive. Desmin, EMA,
CD117, DOG1 were negative. So the diagnosis of
subcarinal  schwannoma  was  confirmed. The
postoperative course was uncomplicated, and the patient
was discharged within 3 days following surgery.
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Unusual presentation of schwannoma

Figure 1. A) Computed Tomography (CT) scan of the chest showing a well-defined para-oesophageal mass in the posterior mediastinum and

especially in the subcarinal area (red arrow) B) FDG-CT-PET scan of the chest showing an FDG avid subcarinal mass (white arrow)
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Figure 3.Schwannoma (H and E) A: Well circumscribed non encapsulated spindle cell tumour, B: hypocellular areas (H and E X 200

magnification),C: hypercellular areas (H and E X 200 Magnification), D: ancient change (H and E X300 Magnification), E: thick-walled blood vessel
(H and E X100 Magnification)

Discussion

Posterior mediastinal masses are of neural origin in
approximately 95 percent of patients and may arise from
sympathetic ganglion cells (neuroblastoma,
ganglioneuroblastoma, ganglioneuroma) or from nerve
sheaths (neurofibroma, schwannoma). Rarer causes of
posterior mediastinal masses include paraspinal abscess,
adjacent pleural or lung mass, lymphoma, aortic
aneurysm, neurenteric cyst, lateral meningocele and
extramedullary hematopoiesis (1-5).

Schwannoma is the most common neurogenic tumor
of the posterior mediastinum. It usually appears as a
single, lobulated, encapsulated mass in the costovertebral
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sulcus. Sometimes it might present as multilocular lesions
and can be associated with VVon Recklinghausen disease
(1,3,4). It derives from the peripheral nerves and cranial
nerves. Common sites of this tumor are the flexor
surfaces of the extremities, head, neck, mediastinum,
retroperitoneum,  posterior  spinal  roots, and
cerebellopontine angle. The origin of the mediastinal
schwannoma is usually the intercostal nerves. Rarely
does it originate from the vagus or the phrenic nerve (5-
8)? It might rarely have malignant potential (1% progress
to neurofibrosarcoma). It usually appears in patients 20-
50-year-old. It equally affects men and women.
Histologically, a benign schwannoma has two distinct
regions, hypercellular regions with fascicles of benign



spindle cells with wavy nuclei and pale eosinophilic
cytoplasm and hypocellular areas with loose connective
tissue. According to immunohistochemistry studies, the
spindle cells are strongly positive for S100 protein.
Malignant  schwannomas show atypia, mitoses,
pleomorphism and necrosis (1-3,6).

A schwannoma usually arises in the costovertebral
sulcus. It can rarely be found in the subcarinal area of the
posterior mediastinum as in our case. After a thorough
review of the literature, only another four cases of
subcarinal schwannoma have been reported (7-10).
Another case report presented an esophageal
schwannoma which was extending to the subcarinal area
(11). Other rare sites of mediastinal schwannoma that
have been described include the pre-carinal region, the
aortopulmonary window, extension to the cervical region
or the spinal canal (1,2,4). The patients were either
asymptomatic or had symptoms due to compression of
adjacent structures from the mass. The diagnosis was
made by CT, MRI, PET-CT scan and EBUS biopsy. All
the patients underwent either thoracotomy or video-
assisted thoracoscopy or robotic-assisted thoracoscopy,
and complete excision of the mass was performed. The
surgical approach depends on the tumor’s characteristics,
location, and size. On the follow-up of the patients, there
was no evidence of recurrence.

As concluded from the above, the treatment of choice
for benign schwannoma is surgical excision of the mass,
while attempting to spare the nerve it originates from. The
recurrence is unlikely after complete resection of the
mass. In the case of malignant schwannoma, en bloc
resection of the mass should be performed (3,4).

Benign schwannoma in the subcarinal area is a rare
and unusual presentation of posterior mediastinal
schwannoma. The first line of treatment is nerve-sparing
surgical resection. It has an excellent prognosis following
resection and no evidence of recurrence.
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