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ABSTRACT Schwannomas can be found in various parts of the body with the most common site being the head. However, in the
lower extremity they are most commonly found in the deep tissues of the foot. 10 Unlike neurofibromas, Schwannomas

rarely metastasize. 4 As a schwannomas grows along the nerve sheath the fibers begin to push outward. We operated a

24 Yrmale came with complains of pain in right leg since 12 years. Biopsy showed biphasic pattern of schwannoma with evidence of degenerative

changes.
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Introduction

Verocay was one of the first to describe a nerve tumor derived from
the myelin sheath in 1908, termed neurinoma. Later in 1935, Stout
reported on tumors arising from the nerve sheath and specifically de-
scribed tumors of neuroectodermal origin. The neuroectoderm con-
sist of Schwann cells and collagen fibers. Schwannomas are tumors
that arise from the myelin sheath,of nerves and are the most common
solitary nerve tumor of the body.

Schwannomas can be found in various parts of the body with the
most common site being the head. However, in the lower extremity
they are most commonly found in the deep tissues of the foot. Un-
like neurofibromas, Schwannomas rarely metastasize. As a schwan-
nomas grows along the nerve sheath the fibers begin to push out-
ward.

History
Asif 24 Yr male came with complains of pain in right leg since 12
years.

On further questionng he gave history of swelling in right leg which
increased in size progressively and eventually spread to other parts of
same leg laterally. He also gave history tingling associated with pain.

History of smoking for 4 yrs and no history of alcohol consumption or
tobacco chewing. He also gave history of late onset of walking at the
age of 3-4 yrs and more problem and pain associated with right leg.

He showed at our hospital and was advised FNAC and USG.
FNAC reports were suggestive of spindle cell tumor and USG showed
multiple hypoechoic areas in subcutaneous plane with largest meas-

uring upto 2.5 cm.

Following this he was treated conservatively with NSAID’s and went
to some private site.

He again came back to our hospital after 2 yrs and his work up was
done.

Investigations
MRI: MRI reports suggested of benign neoplastic lesion nerve sheath
tumor.

Neurologist gave opinion of neurofibroma.

Biopsy showed biphasic pattern of schwannoma with evidence of de-
generative changes.

Procedure
Excision of tumor along sural nerve was done on 4/10/12,

Follow up

Patient came for stitch removal after 15 days and subsequently after
intervals of 1 month.complains of pain and swelling have subsided
and he hasn't developed any recurrence since then.

Discussion

Schwannomas are derived from Schwann cells of the neuroectoderm.
Their function is to form the myelin sheath of nerves in the peripheral
nervous system, which insulates the nerve and facilitates the trans-
mission of an impulse. Also categorized with a neurinoma, neurile-
omma, or neurofibroma, the schwannoma is a benign encapsulated
slow growing tumor.”" Unlike neurofibromas, schwannomas do not
traverse through the nerve but remain in the sheath lying on top of
the nerve. They have a low risk of metastasizing and do not usually
present with underlying systemic disease, such as neurofibromatosis.
Schwannomas were found to have some transmission types that were
autosomal dominant.” Schwannomas are most common in patients
in the second throygh the fifth decades of life and have no gender or
racial predilection. Their size ranges from about 2-20cm in diameter
with the smaller tumors appearing white, fusiform, round and firm.
The Iarger tumors are usually irregular, lobulated and grey or yellow-
ish white.”

Schwannomas can present with no symptoms, mild symptoms or
severe symptoms mostly affecting the nerves. The first case of a sol-
itary neurilemma was discussed by Liebau, who stated that schwan-
nomas should be looked for in all cases where patients present with
pain, paresthe5|a of leg and foot, especially if all other injury has been
excluded.” Much like the case presented above, research agrees that
most patients present after a Iong delay with complaints of an isolat-
ed superficial palpable mass. Persmg, et al., discussed how a prox-
imal invasion of this tumor at the sciatic nerve caused tarsal tunnel
like symptoms.18

He spoke of how his patient had an unsuccessful tarsal tunnel release
then later removal of the schwannoma from the sciatic nerve allevi-
ated all symptoms in the foot."” A similar study by Gominak presents
a case in which the posterior tlblal nerve was thought to be com-
pressed by the flexor retinaculum.” Release of the retinaculum was
performed ineffectively. It was later determined that the patient had a
thigh schwannoma which, when resected, alleviated all lower extrem-
ity symptoms

Conclusion

When a patient presents with pain in the foot and ankle a more
proximal tumor should be investigated if symptoms persist after
failed treatment. Nerve sheath tumors are usually initially recog-
nized by MRI. They have an intermediate to moderately bright sig-
nal on T1-weighted |mages and a bright, heterogeneous signal on
T2-weighted images. MRI is useful in identifying the exact location
and size of the tumor. However, it is impossible to actually diagnose
a schwannoma utilizing MRI alone. The tumor must be surgically ex-
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cised and sent for pathological evaluation. The pathology report will
give the definitive diagnosis of schwannoma and establish whether
the lesion is benign or malignant. After surgery symptoms should
subside but the patient may continue to have paraesthesia, as the
above patient. Motor and sensory abnormalities usually return to
normal if the schwannoma is found and resected promptly follow-
ing initial finding. When they, are resected the function of the nerve
should not be compromised. With most surgical procedures patients
are warned of risk of nerve damage, we must especially warn them
of an increase in this risk with surgical excision of a schwannoma. The
patient in this case study endured several months of post operative
numbness. She has been followed since then and relates no symp-
toms at this time.

In conclusion, schwannomas are rare solitary nerve sheath tumors.
They should always be considered as a differential diagnosis when
tarsal tunnel syndrome, neuromas, nerve entrapment or radiculopa-
thy18 is suspected. Schwannomas found in the proximal aspect of the
lower extremity can also cause distal symptoms or injury, so this must
also be considered, especially if the previous differentials have been
ruled out. Early diagnosis can prevent permanent nerve damage, soft
tissue or boney deformity.

MRI showing schwannoma
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