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A Case of Nasopharyngeal Schwannoma Treated
with Endoscopic Tumor Resection

Young Min Moon, MD, Jong Gyun Ha, MD, Kyung Min Kim, MD? and Chang Hoon Kim, MD, PhD"’

'Department of Otorhinolaryngology; *Pathology; *The Airway Mucus Institute, Yonsei University,
College of Medicine, Seoul, Korea

—ABSTRACT —

Schwannoma is generally known as benign tumor originated from Schwann cells of peripheral nerve sheaths.
This tumor is characterized by well-circumscribed, encapsulated, and slow growing. It is reported that it mainly
appears in the head and neck area, but it is known that paranasal sinus and sinus are rarely seen within 4%. We
describe an incidental schwannoma case arising from the nasopharyngeal level of a 41-year-old woman. The pa-
tient visited the out-patient clinic with a nasopharyngeal mass found incidentally on a health check. The tumor
was then totally removed by endoscopic surgery without complications and diagnosed as a schwannoma. She
had no sequelae or recurrence for lyear after surgery. (J Clinical Otolaryngol 2019;30:122-126)

KEY WORDS : Schwannoma - Nasopharynx.

N

Schwann A|Zoj|A] 7] ¥5l=

ZEAAZE Hol9l nE A

175!z+4 25~45%7} T35
Hy|Zo| A sl AlA

D g AR e W =t

EFHQS uf H|QlFof| vt

2218 Aglem ol B

[e)

Ox

=
|

l‘N' o2 od

120199 39 30

120199 449 30

120199 59 31

WAAR L, 03722 A& At JAIE 50-1
SAAchetar ojaelis} ofr|Ql S ul et Al

A3} (02) 2228-3605 - A4 1 (02) 393-0580
E-mail:entman@yuhs.ac

122

AR GRS H AR
= el 414 of7h 2
Z ZAAAAF A

I

Sl

st

el

Ol

414 oA FA7} el 2

3} 2}7] 2 Ao A &l

22 B4 ofu|QlF Tl
EWs

[
ge gglon Bud 34



Fig. 1. Preoperative endoscopic exam shows smooth sur-
faced round shape mass in the left nasopharynx.
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Fig. 2. Preoperative CT scan and MRI findings. Heterogenously enhancing mass was noted in axial CT scan (A) and
coronal CT scan (B). The mass shows a low signal intensity in T1-weighted image (C) and high signal intensity in T2-
weighted image (D).
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8 cm sized well-circumscribed mass (A). Light mi-

croscopic exam shows hypocellular area which appear as round to short spindle tumor cells in the background of hy-
aline and myxoid component (most likely Antoni B area) (H&E, x 100) (B) and diffuse hyalinization (H&E, x40) (C). The
tumor cells are immunoreactive for S-100 protein (S-100, x200) (D).

Fig. 4. Postoperative endoscopic exam at 1 year after sur-
gery. There is no evidence of tumor recurrence.
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