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ABSTRACT 

Schwannoma  is  a  benign  neoplasm  arising  

from  the  Schwann  cells  in  the  nerve  

sheath.  According  to  the  previous  litera-

ture  25-45%  of  all  Schwannomas  arise  in  

the  head  and  neck  region  and  only  less  

than  4%  occur  in  the  sino-nasal  tract.  

Schwannoma  of  nasal  septum  is  an  ex-

tremely  rare  presentation  of  this  well  un-

derstood  pathology  with  only  few  cases  

reported  in  the  literature.  We  present  a  

case  of  70  year  old  woman  with  two  year  

long  history  of  left  sided  nasal  obstruction,  

rhinorrhoea  and  hyposmia.  After  imaging  

and  histopathology,  diagnosis  of  nasal  sep-

tal  Schwannoma  was  confirmed. 

 The  massive  nasal  mass,  extending  up  to  

oropharynx,  was  completely  removed  by  en-

doscopic  approach  with  no  recurrence  at  the  

end  of  ten  months  follow-up.  The  diagnosis  

of  a  unilateral  nasal  mass  provides  an  op-

portunity  to  discuss  the  wide  array  of  possi-

ble  causes  of  nasal  and  septal  masses  as  

well  as  various  presentation  of  Schwannoma. 

To the best of  our  knowledge  such  a  massive  

septal  Schwannoma   extending  beyond  the  

confines  of  nasal  cavity  up  to  oropharynx  

has  not  yet  been  reported  in  the  literature. 
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Introduction  

Schwannomas  also  known  as  Neurilemmomas  

or  Neurinomas  or  Perineural  Fibroblastomas  are  

benign,  slow growing,  encapsulated  tumors  orig-

inating  in  the  neural  crests  derived  from  

Schwann  cells.  First  described  by  Verocay (1908)  

as  Neurinomas  and  later  by  Stout (1935)  as  

Neurilemmomas,  these  tumors  arise  from  the  

Schwann  cells  of  any  myelinated  nerve  includ-

ing  cranial  nerves (except  olfactory  and  optic  

nerve) ,  peripheral  nerves,  sympathetic  and  par-

asympathetic  nerves [1,2].  They  are  predomi-

nantly  found  in  the  head  and  neck  region  com-

prising  25-45%  of  all  Schwannomas [3].  In  the  

head  and  neck  region  most  frequent  site  

affected  is  the  Internal  Accoustic  Meatus  in  the  

form  of  Vestibular  Schwannoma  with  other  

sites  being  scalp,  face,  oral cavity,  pharynx,  lar-

ynx,  trachea,  parotid gland,  external  auditory  

canal  and  middle  ear[4,5].  There  is  no  racial  

and  gender  predilection  and  it  can  occur  at  

any  age[6,7]. 

Sino-nasal  Schwannomas  are  very  rare  ac-

counting  for  only  less  than  4%  of  all  head  and  

neck  Schwannomas[8,9].  Ethmoid  sinus  is  the  

most  commonly  affected  area  followed  by  max-

illary  sinus,  nasal  cavity  and  sphenoid  sinus

[2,10]. 

Schwannomas  of  the  nasal  septum  is  excep-

tionally  rare[11,12].  A  case  of  Schwannoma  of  

nasal  septum  was  first  described  by  Bog-

dasanian  and  Stout  in 1943[11]. 

Clinically  patients  usually  present  with  non-

specific  nasal  symptoms  like  unilateral  nasal  

obstruction,  rhinorrhoea,  hyposmia/anosmia,  

headache  and  epistaxis[13].  CT  scan  usually  

shows  hypodense  areas  in  the  centre  with  pe-

ripheral  rim  of  contrast  enhancement[14]. 

 

 

Histopathology  is  considered  as  the  most  

confirmatory diagnostic  tool  which  reveals  

typical  patterns  characterized  by  Antoni  A  

and  Antoni  B  areas[15].  Local  recurrence  

is  not  reported  yet  in  case  of  complete  

excision  of  benign  Schwannoma[16].   Ma-

lignant  Schwannomas occur  in  2%  cases. 

We  discuss  the  clinical  presentation  and  

management  protocol  of  a  patient  diag-

nosed  as  benign  Schwannoma  of  nasal  

septum. 

Case Report 

A  70  year  old  woman  visited  our  centre  

with  a  history  of  left  sided  nasal  obstruc-

tion  gradually  progressive  over  a  period  of  

two  years.  She  also  complained  of  recur-

rent  rhinitis,  hyposmia,  hyponasal  voice  

and  occasional  headache.  There  was  no  

history  of  epistaxis,  facial  swelling  or  facial  

pain.  She  denied  having  any  medical  prob-

lems  or  addiction.  There  was  no  signifi-

cant  past  or  family  history  and  there was  

no  prior  history  of  trauma,  surgery  or  irra-

diation.  Her  general  and  systemic  examina-

tion  findings  were  unremarkable.  On  ante-

rior  rhinoscopy  a  single  polypoidal  smooth  

surfaced  pinkish  mass  was  seen  filling  the  

left  nasal  cavity  reaching  up to  vestibule  

deviating  the  septum  to  the  right  side (Fig. 

1).  
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                                Figure 1 

 

The  mass  was  firm,  sensitive  to  touch  and  

pain,  not  bleeding  on  touch.  Examination  of  

oral  cavity  revealed  bilateral  palatal  bulge  and  

a  globular  mass  hanging  in  the  oropharynx (Fig. 

2).  

 

 

 

 

 

 

Fig 2 

 

Rest  of  the  ear,  nose  and  throat  examination  

were  normal  and  there  was  no  significant  cer-

vical  lymphadenopathy.  Posterior  rhinoscopy  

revealed  a  large  globular  mass  hanging  in  the  

oropharynx.  Rigid  nasal  endoscopy  was  per-

formed  and  the  scope  could  not  be  negotiated  

in  the  left  nasal  cavity.  On  the  contralateral  

side  there  was  gross  deviation  of  nasal  septum  

to  right  and  the  mass  was  seen  in  the  naso-

pharynx  blocking  both  the  choanae. 

 

 

Complete  blood  count,  biochemistry  pa-

rameters  and  coagulation  profile  were  all  

within  normal  limits.  Contrast enhanced  CT  

scan  of  PNS  was  done  to  know  the  extent  

and  nature  of  the  mass.  It  showed  a  ho-

mogenous  soft  tissue  lesion  measuring  

85x35x21  mm  in  left  nasal  cavity  extend-

ing  into  nasopharynx  and  oropharynx.  The  

mass  was  seen  arising  from  the  left  side  

of  the  septum.  The  septum  was  markedly  

deviated  to  the  right  side.  The  mass  com-

pletely  obliterated  the  turbinates  and  os-

teo-meatal  complex  on  the  left  side.  All  

these  seemed  to  be  secondary  changes  

due  to  mass  effect.  The  turbinates  and  

osteo-meatal  unit  on  right  side  were  nor-

mal.  There  were  soft  tissue  density  noted  

in  the  maxillary,  ethmoid  and  sphenoid  

sinuses  on  both  sides  which  were  com-

patible  with  pan-sinusitis.   No  bony  ero-

sion  was  seen  on  CT  scan.  On  contrast  

study,  there  was  irregular  mild  enhance-

ment (Fig. 3). 
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Figure 3 

 

Subsequently,  punch  biopsy  was  taken  and  sent  for  histopathological  examination  which  re-

vealed  spindle  shaped cells  with  slender  elongated  nuclei  arranged  in  fascicles  and  bundles  

intersecting  each  other  with  marked  fibroblastic  proliferation.  Cellular  atypia  and  mitotic  fig-

ures  were  absent (Fig. 4).  
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                              Figure 4 

 

A  provisional  diagnosis  of  nasal  Schwannoma  

was  made  and  patient  was  posted  for  endo-

scopic  excision  under  general  anaesthesia  after  

taking  informed  consent. 

En  bloc  excision  of  the  mass  was  not  possible  

due  to  its  huge  size.  The  mass  was  seen  

attached  to  the  postero-superior  part  of  the  

left  side  of  nasal  septum.  The  nasal  part  of  

the  mass  was  removed  completely by  piecemeal  

approach  with  a  cuff  of  septal  perichondrium  

by  a  regular  endoscopic  sinus  surgical  proce-

dure. The  nasopharyngeal  and  oropharyngeal  

part  of  the  mass  were  removed  transorally( Fig. 

5).   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5 

 

The  turbinates  were  found  to  be  atro-

phied  on  the  left  side.  Although  there  was  

mucosal  thickening  and  fluid  retention  in  

all  the  sinuses,  which  were  cleared  even-

tually,  the  mucosal  lining  of  the  sinuses  

was  not  invaded  by  the  tumor.  The  oper-

ative  procedure  and  the  post  operative  

recovery  periods  were  uneventful.  

Histopathology  of  the  excised  specimen  

showed  alternating  hypercellular  Antoni  A  

areas  with  typical  Verocay  Bodies  and  hy-

pocellular  myxoid  Antoni  B  areas.  There  

was  no  evidence  of  nuclear  atypia  or  mi-

totic  activity thus  ruling  out  malignant  

Schwannoma. The  tumor  cells  showed  

strong  and  diffuse  immunoreactivity  for  

S100  protein  and  negativity  for  Cy-

tokeratin,  Vimentin  and  CD34.  The  diagno-

sis  of  Schwannoma  was  retained.  A  regu-

lar  follow-up  for  a  period  of  ten  months  

showed  no  signs  of  recurrence. 
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Discussion  

Schwannoma  is  a  benign,  solitary,  slow  grow-

ing,  polypoidal  neurogenic  tumor. The  histogen-

esis  of  this  neoplasm  was  controversial  as  pre-

viously  the  term  Schwannoma  was  reserved  

either  for  Neurofibroma  or  Neurilemmoma.  It  

was  first  described  in  1908  by  Verocay  who  

believed  that  these  tumors  arise  from  the  

nerve  sheath  and  he  termed  them  Neurinoma.  

Later  in  1935,  Stout  confirmed  the  origin  of  

the  tumor  and  coined  the  term  Neurilemmoma

[1,2]. 

Schwannomas  arise  from  Schwann  cells  of  the  

nerve  sheath  of  peripheral  nerves,  autonomic  

nerves,  and  cranial  nerves  ( except  Olfactory  

Nerve  and  Optic  Nerve  as  they  do  not  contain  

Schwann  cells ).  In  head  and  neck  region  most  

commonly  affected  nerve  is  eighth  cranial  

nerve  giving  rise  to  Vestibular  Schwannoma

[4,5]. 

Almost  half (15-45%)  of  all  the  Schwannomas  

arise  in head  and  neck  region.  While  lateral  

cervical  region  and  mouth  are  more  commonly  

affected  areas,  Schwannomas  of sino-nasal  tract  

is  not  a  frequent  presentation  as  only  4%  of  

all  head  and  neck  Schwannomas  are  found  in  

nose  and  para-nasal  sinuses.  Most  preferential  

site  for  sino-nasal  Schwannoma  is  ethmoid  si-

nus  with  others  being  maxillary  sinus,  nasal  

cavity  and  sphenoid  sinus[17,18]. Localization  of  

nasal  Schwannoma  to  the  septum  is  extremely  

unusual  as  not  many  cases  have  been  reported  

previously[12,19-21]. 

Typically  Schwannomas  arise  from  large  periph-

eral  nerves  such  as  eighth  cranial  nerve,  Vagus  

nerve,  sympathetic  trunk.  However,  it  can  be  

rarely  seen  in  smaller  nerves  of  head  and  neck  

region  where  it  becomes  very  difficult  to  locate  

the  nerve  of  origin  even  intra-operatively. 

 

Nasal  Schwannomas  are  thought  to  be 

arising  from  the  ophthalmic  and  maxillary  

branches  of  the  Trigeminal  nerve  or  auto-

nomic  ganglion.  Septal  Schwannomas  are 

presumed  to  be originating  from  the  so-

matosensory  nerves  of  the  nasal  septum 

( mostly  nasopalatine  and  nasocilliary  

nerve  branches[2,12,19,22,23]. 

In  this  location  the  tumor  has  been  re-

ported  in  patients  aged  between  6  year  

and  78  years.  There  is  no  gender  or  racial  

predilection[8].  There  is  apparently  no  

preferential  side  for  septal  Schwannoma  

as  well.  Nasal  Schwannomas  are  usually  

solitary   lesions  unless  they  are  associated  

with  Neurofibromatosis  type  2[12].  As  

these  are  slow  growing  tumor,  mostly  

they  remain  asymptomatic  unless  they  

attain  large  size.  They  rarely  undergo  ma-

lignant  transformation[16]. 

Clinically  patients  present  with  a  variety  of  

non-specific  symptoms  which  are  mostly  

due  to  the  mass  effect.  Most  common  

symptom  is  nasal  obstruction  followed  by  

epistaxis  with  other  symptoms  being  rhi-

norrhea,  hyposmia  or  anosmia,  headache,  

facial  pain  and  facial  swelling.  Epistaxis  is  

usually  associated  with  nose  and  ethmoid  

neoplasm  whereas  facial  pain  and  swelling  

is more  commonly  found  in  lesions  of  

maxillary  sinus.  There  are  no  distinctive  

attributes to  be  noted  on  examination  of  

the  mass[24-26]. 
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Differential  diagnosis  of  unilateral  nasal  mass  

include  inflammatory  polyp,  papilloma,  neurofi-

broma,  leiomyoma,  meningioma,  angiofibroma,  

lobular  capillary  haemangioma,  olfactory  neuro-

blastoma.  Such  a  wide  variety  of  possible  pa-

thologies  underlines  the  difficulty  in  diagnosis  

of  sino-nasal  lesions  by  history  and  clinical  ex-

amination  alone.  Therefore,  it  is  a  good  prac-

tice  to  perform  imaging  and  biopsy  in  each  

and  every  such  cases  before  finalising  the  

course  of   management[13,22]. 

CT  scan  study  of  PNS offers  a  lot  in  lesions  of  

this  region  as  it  gives  a  wholesome  idea  about  

the  extent  of  the  tumor,  size  of  the  tumor  and  

involvement  or  erosion  of  any  adjacent  bony  

structures.  It  also  helps  the  surgeon  to  draw  a  

roadmap  for  surgery  depending  on  the  areas  

and  structures  involved.  Contrast  study  should  

also  be  performed  as  some  of  the  Schwanno-

mas  are  very  vascular[2].  As  benign  Schwanno-

ma  can  erode  bone  due  to  pressure  effect,  

erosion  of  bone  alone  is  not  a  criteria  for  ma-

lignancy[14].  It  is  not  always  possible  to  deter-

mine  the  site  of  origin  of  the  tumor  radiologi-

cally.  Typical  CT  scan  of  Schwannoma  reveals  a  

central  hypodense  area  with  peripheral  contrast  

enhancement  due  to  peripheral  neovascularisa-

tion[14].  Septal  Schwannomas  usually  cause  de-

viation  of  the  septum  to  the  opposite  side.  

Large  tumor  and  long  standing  cases  often  

cause  atrophy  or  erosion  of  turbinates.  Pan-

sinusitis  can  be  found  if  the  tumor  causes  ob-

struction  of  the  osteo-meatal  complex  thus  ob-

scuring  the  sinus  drainage  pathways

[8,12,24,27,28].  Trans-septal  extension  to  oppo-

site  nasal  cavity  was  reported  in  one  case[24].  

Till  date  no  cases  of   septal  Schwannoma  ex-

tending  to  skull  base  have  been  reported[29]. 

 

 

 

Macroscopically,  Schwannomas  appear  as  

gelatinous  or  cystic,  well  encapsulated  

mass  with  smooth  surfaces.  Microscopical-

ly,  Schwannomas  are  classically  divided  

into  two  major  histological  patterns – Anto-

ni  A  and  Antoni  B.  This  distinction  is  

purely  of  academic  interest  and  has  no  

clinical  importance.  These  two  patterns  

can  be  present  in  different  proportions  

and  independently  of  each  other.  Antoni  A  

area exhibits  an  organised  cellular  stroma  

with  elongated  spindle  cells. On  cross-

section  this  spindle  cells  provide  a  pal-

lisading  pattern  of  nuclei  around  a  central  

mass  of  cytoplasm  called  a  Verocay  body.  

Antoni  B  area,  which  is  thought  to  be  a  

degenerative  form  of  Antoni A,  is  com-

posed  of  disorganised  loose  myxoid  stro-

ma  with  spindle  cells[8,30]. 

The  S-100  protein  is  present  in  the  astro-

cytes,  oligodendrocytes,  giant  cells  and  

Schwann  cells of  the  peripheral  nerves.  It  

shows  more  positivity  in  Antoni  A  areas.  If  

a  Schwannoma  does  not  exhibit  typical  

histological  appearances,  immunohisto-

chemical  staining  showing  positivity  for  S-

100  will  help  clinch  the  diagnosis[30,31]. 

Ideal  management  of  Schwannoma  is  wide  

local  excision  of  the  tumor  mass  with  an  

approach  which  provides  adequate  expo-

sure  as  the  tumor  is  chemo-resistant  and  

radio-resistant[22,24].  Endonasal  endoscop-

ic  approach  far  supersedes  traditional  ap-

proaches  like  lateral  rhinotomy  and  de-

gloving  techniques.  
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Not  only  it  is  cosmetically  and  functionally  su-

perior  and  associated  with  less morbidities,  it  

provides  a  magnified  view  which  helps  in  

better  delineation  of  the  area  of  the  tumor  

attachment  and  preservation  of  the  important  

adjacent  structures  as  well[8].  No  recurrences  

have  been  reported  as  yet  in  case  of  complete  

excision  of  the  tumor  although  regular  follow-

up  is  of  utmost  importance  as  local  recurrenc-

es  have  been  reported  in  case  of  incomplete  

removal  of  tumor. 
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