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ABSTRACT

Tumors of the sinonasal tract are usually of epithelial in origin such as papilloma, salivary gland tumors or carcinoma. Soft tissue tumors of the
sinonasal tract are rare and are predominantly vascular and fibrohistiocytic in origin. Neural tumors are unusual in this location.Schwannomas
of the sinonasal tract are rare, benign, slow growing peripheral nerve sheath tumors representing less than 4% of the schwannomas of the head
and neck region without age, race or gender predilection. We present a case of a 50 year old female patient with history of unilateral nasal
obstruction and with a polypoidal mass of the right nasal septum, in whom a diagnosis of Schwannoma was rendered.
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Introduction
Schwannomas are slow growing benign tumors and
originate from Schwann cells in the sheath of the myelinated
nerve fibres. Stout (1935) coined the term Neurilemmoma
because of its origin from cells of nerve sheath. They are
relatively common in the head and neck (25 —45%) region
but involvement of the sinonasal region is rare constituting
é‘]% - Localization to nasal septum is exceedingly rare
. Usually schwannomas arise from large peripheral
nervefibers such as vestibulocochlear nerve, vagal nerve
and cervical sympathetic trunk Bl. However in our case due
to the localization of the tumor; it may be considered to
derive from small somatosensorial nerve fibers of nasal
septum (e.g. nasopalatine or nasociliary nerves). The signs
and symptoms associated with sinonasal schwannomas are
rhinorrhea, epistaxis, anosmia and facial swelling. As these
tumors are located in a cavity they are able to grow silently
to a substantial size before diagnosis. Surgical resection is
the treatment of choice.

Case Report

A 50 year old lady was referred to our hospital with a six
month history of progressive right sided nasal obstruction.
There was no history of anosmia, epistaxis or head ache.
Patient was neither suffering from any comorbid disease.
Anterior rhinoscopy revealed a polypoidal mass filling the
right nasal cavity with no bleeding on touch. The nasal
septum was deviated to the opposite side and left nasal
cavity was clear. Computerized tomography [CT] of the
paranasal sinuses revealed a polypoidal mass measuring
45x13x10mm arising from the right side of the nasal
septum. The lesion was well circumscribed with smooth
margins withno evidence of bone destruction. The paranasal
sinuses were unremarkable. The mass was completely

excised. Gross examination revealed multiple polypoidal
soft tissue bits totally aggregating to Sx1.5x1cms.

Microscopic examination revealed nasal mucosa lined by
ciliated columnar type of epithelium. The sub epithelium
showed edema and a fairly circumscribed spindle cell
neoplasm [Fig 1] with hyper and hypocellular areas
arranged as fascicles, [Fig 2 & 3] sheets and in vague
nodular aggregates. The neoplasm was composed of oval
to spindle shaped nuclei with coarse chromatin at foci
showing distinct nucleoli with moderate eosinophilic
cytoplasm and few showing intranuclear inclusion.
Scattered mitosis rating to less than 4/10hpf was noted.
At foci bizarre nuclear atypia with hyperchromasia was
seen [Fig 3 inset]. The surrounding stroma showed myxoid
change with lymphoplasmacytic infiltrate and hyalinized
blood vessels. No evidence of necrosis identified.
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Fig. 1: Microphotograph showing nasal mucosa lined
by ciliated columnar epithelium with a sub epithelial
spindle cell neoplasm (H & E -10X).
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Immunohistochemistry was done, which showed diffuse
positivity for S100 with negativity for Desmin, Vimentin,
SMA and EMA. Ki -67 proliferative index was 3.5% [Fig 4].
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A diagnosis of Schwannoma with degenerative changes was
rendered. Patient was under regular follow up for one year
and there was no recurrence after one year follow up.
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Fig. 3: Photomicrograph showing spindle cells arranged
in fascicles with inset showing degenerative nuclear
atypia. (H&E - 40X).

Fig. 4: Photomicrograph in Immunohistochemistry showing diffuse positivity for S100 and Vimentin with negativity
for EMA(IHC 10X).Ki-67 proliferative index was 3.5% (IHC 40X).
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Discussion

Sinonasal schwannomas are uncommon tumors that have
been described as case reports or as small case series. To
date, only 20 reports of nasal septum schwannoma have
been reported in western literature [4]. Schwannomas of
the nasal septum are extremely unusual and not many cases
have been reported previously. The literature mentions
approximately only 70 cases of nose and paranasal sinus
schwannomas that are mostly seen in adults aged 40-60
years and without gender or racial predilection ©¥!. Nasal
Schwannomas are presumed to be arising from the sheath
of the ophthalmic and maxillary branches of the trigeminal
nerve and autonomic ganglia ™). Sinonasal schwannomas
have no age, race or gender predilection. There is no
apparent site predilection on the septum. Nasal obstruction
is the most common clinical symptom followed by epistaxis
[7], CT scan delineates the soft tissue nature of the lesion,
outlines the skeletal margins and offers better resolution
of bone invasion than Magnetic resonance imaging [MRI].

The main differential diagnosis of nasal masses other
than Schwannomas includes Nasal polyps, Neurofibroma,
Malignant peripheral nerve sheath tumor, Fibromyxoma,
Leiomyoma and Lobular capillary haemangioma.
Histopathological examination with ancillary studies
like Immunohistochemistry offers a definitive diagnosis.
The histopathological features of a spindle cell neoplasm
with diffuse nuclear and cytoplasmic positivity for S100
confirmed the diagnosis of Schwannoma. The negativity
for Desmin, SMA, EMA and Vimentin ruled out the
diagnosis of leiomyoma and other spindle cell neoplasms.
The absence of circumscribed nodular proliferation of
capillary sized blood vessels ruled out Lobular capillary
haemangioma. Neurofibromas also originate from
Schwann cells, are sub mucosal and must be considered
as differential. However, neurofibromas show spindle cells
with wavy or buckled nuclei, indistinct cytoplasm and
absence of Verocay bodies. An associated collagenized and
or myxoid stromal component is present. Neoplastic cells
are S100 protein positive but the intensity of staining is
less than that seen in Schwannomas. Meningiomas may
be encountered in sinonasal location. It is characterized by
whorls of tumor cells, psammoma bodies and stains with
EMA. The presence of hypercellularity and atypia may
lead to the diagnosis of these lesions as sarcomas. Dahl
reported 6 out of 11 cases which have been misdiagnosed
as sarcoma °1,

The first case of Ancient Schwannoma of the head
and neck region was reported by Eversoli and Howell
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in 19711, Since the first report several authors have
described Ancient Schwannomas in a variety of locations
in the head and neck region, involving the oral cavity,
sub mandibular gland, pharynx orbit and infratemporal
fossa. Those Schwannomas designated as ancient show
cystic or fatty degeneration with hyperchromasia and
these histopathological features are attributed to the long
duration of Schwannoma !

The incidence of Malignant Schwannoma is 2%. Malignant
changes in a benign schwannoma are extremely rare. The
diagnosis of a malignant change in a benign schwannoma
is based on the following criteria 1) Demonstrable arcas
of benign schwannoma .2) Unequivocal malignant
foci manifested by increased cellularity, numerous
mitosis (>5/10hpf), anaplastic cells and invasiveness. 3)
Transitional areas between malignant and benign regions.4)
Absence of clinical evidence of Neurofibromatosis I.

Conclusion
SinonasalregionisanuncommonlocationforaSchwannoma
to present, but their existence should be realized and
should be considered in the differential diagnosis of a
benign appearing nasal cavity mass. Histopathological
examination with immunohistochemistry is required for a
definitive diagnosis.
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