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Ancient schwannoma mimicking a thyroid mass
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SUMMARY
We report the case of a middle-aged hypothyroid
woman presenting with a neck swelling, voice change
and breathing difficulty. On evaluation, she was
diagnosed to have goitre with retrosternal extension. The
mass was surgically excised and a histopathological
report of ancient schwannoma was obtained. A review
of literature on schwannomas of the head and neck was
carried out. An ancient schwannoma should be
considered as one of the differential diagnosis of a
cervical mass, even though the clinical presentation
point towards a thyroid swelling.
At 6 months follow-up, the patient was found to be
asymptomatic except for a hoarse voice.

BACKGROUND
Schwannomas are benign nerve sheath tumours of
Schwann cell origin arising from nerves covered
with a neurilemmal sheath. The tumour is usually
solitary and can arise from any cranial or peripheral
nerve.1 Many titles have been given to this tumour
since Verocay2 described its microscopic appear-
ance in 1910, neurinoma, peripheral glioma, per-
ipheral fibroblastoma, schwannoma and
neurilemmoma, just to mention a few. About 25–
40% of cases occur in head and neck region.3 4 To
date 100 cases of schwannomas of cervical region
have been reported in literature.5 Schwannomas
originating from the vagus nerve are rare medias-
tinal tumours, accounting for 2% of all mediastinal
neurogenic tumours, arising typically from the
nerve sheath and extrinsically compressing the
nerve fibres.6 An ancient schwannoma should be
kept in mind as one of the differential diagnosis of
a cervical mass, even though the clinical presenta-
tion and relevant investigations point it towards
being goitre.

CASE PRESENTATION
A female patient of around 30 years of age came to
the outpatient department of our tertiary care hos-
pital with symptoms of swelling in the neck of
3 years duration. She recently experienced a change
in her voice for the last 2 months and breathing dif-
ficulty during the past 1 week. There was no
history of difficulty or pain during swallowing,
cough while taking liquids, change in appetite,
body weight or menstrual cycles, intolerance to hot
or cold environment or loss of hair. She had hyper-
tension and hypothyroidism for which she was on
treatment.
An examination revealed an obese woman with a

short neck. There was 6×5 cm swelling on the

anterior aspect of neck (figure 1), extending from
the midline medially to the posterior border of the
left sternocleidomastoid muscle laterally. Superiorly
it was 7 cm below the chin and the inferior border
could not be made out as it was extending behind
the manubrium sterni. The skin over the swelling
was normal. The swelling moved upwards on swal-
lowing but there was no appreciable movement on
protrusion of the tongue.
On palpation, the overlying skin was pinchable,

the swelling was uniformly firm in consistency,
smooth, mobile and there were no palpable lymph
nodes. Lower border of the swelling was not palp-
able as it was extending behind the sternum.
Trachea was deviated towards the right side.
Laryngeal crepitus and bilateral carotid pulsations
were present. Rigid laryngoscopy revealed a left
vocal cord paralysis but the right cord was mobile
and the glottis airway was adequate. At this stage
we came to a provisional diagnosis of goitre with
retrosternal extension.

INVESTIGATIONS
Thyroid function tests and routine blood investiga-
tions were normal. Ultrasound of the neck showed
a large multiseptate hypoechoic lesion, measuring
5.3×4.1×7.2 cm arising from the lower pole of
left lobe of thyroid gland. No obvious vascularity
within the lesion was seen. Retrosternal extension
was noted. A few enlarged bilateral level Ib, II and
III lymph nodes were present, largest was 13×6×
25 mm, present on the right side. Carotid and
jugular vessels were normal. Impression given was
of an exophytic colloid nodule of the left thyroid
lobe. Sample was taken for fine needle aspiration
cytology (FNAC) from the swelling, but it
was reported to be inadequate for opinion.

Figure 1 Preoperative photograph of the patient
showing a swelling in the anterior aspect of neck.
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A contrast-enhanced CT (CECT) scan of the neck and thorax
was performed, which showed a left thyroid mass measuring
8×5 cm with retrosternal extension up to the tracheal bifurca-
tion (fourth thoracic vertebra). The trachea was compressed to
2×8 mm, at one point, by the mass (figure 2). Thyroid scan,
after intravenous Tc99m pertechnetate, showed enlarged right
lobe of thyroid, and a left lateral palpable nodule, which was
cold in nature, possibly an extra thyroidal mass.

TREATMENT
The patient was taken up for a thyroidectomy with a plan to do
sternotomy if the lower extent of the gland was not accessible
since the tumour was extending down to the level of tracheal
bifurcation. A transverse cervical incision was made and the
thyroid was exposed. A well-encapsulated mass was present in
the region of left lobe of thyroid (figure 3). During the dissec-
tion of this mass from the surrounding structures, a cleavage
plane was seen between the lower pole of the left thyroid lobe
and the lesion, raising a suspicion as to whether it was a thyroid
mass or another entity. Using finger dissection technique the
lower extent of mass was reached, which was just above the arch
of aorta. Since the mediastinal portion of mass was easily dis-
sected off and pulled up into the neck, a sternotomy was
avoided. As the mass was being dissected, the recurrent laryn-
geal nerve on the left side was seen to spread over the tumour,
raising a suspicion of a mass arising from the nerve. All nerve
fibres that were visible over the mass were isolated and freed
from it. The postoperative period was uneventful and at the
time of discharge, the patient’s voice remained hoarse but there
was no breathing difficulty.

OUTCOME AND FOLLOW-UP
The tumour was sent for histopathological examination and was
reported as a mass composed of cellular spindle cells with wavy
nuclei, interspersed hypocellular and cystic areas, extensive hya-
linisation, haemosiderin laden macrophages and hyalinised
thick-walled vessels. No mitotic figures were seen (figure 4). An
immunohistochemistry analysis of the specimen was conducted,
which showed tumour cells positive for vimentin and S-100
protein, focally positive for epithelial membrane antigen and
creatine kinase , negative for smooth muscle actin, human mel-
anoma black 45 and CD34, supporting a diagnosis of ancient

schwannoma. The patient came for a follow-up after 6 months
and was found to be asymptomatic except for a hoarse voice.
Rigid angled telescopy of larynx was performed, which showed
left vocal cord palsy persisting.

DISCUSSION
Neurogenic tumours can be divided into nerve sheath, ganglion
cell and paraganglionic cell neoplasms.6 Schwannoma, (neuri-
lemmoma), is an infrequent, benign, encapsulated tumour
arising from nerve sheath cells.7 This tumour is usually solitary
and can arise from any cranial or peripheral nerve.1 It is
stretched over the tumour rather than running through it as in
neurofibroma.1 Histologically five variants of schwannomas
have been described namely common, plexiform, cellular,
epithelioid and ancient schwannoma.4 The term ancient neuri-
lemmoma was first suggested by Ackerman and Taylor8 in a
review of 48 neurogenic tumours of the thorax.

Histologically a schwannoma is composed of an intimate
mixture of spindle cells forming highly cellular Antoni A areas
and less cellular, myxoid Antoni B areas.2 3 9 An ancient schwan-
noma is a long-standing tumour, which undergoes degenerative,
‘ancient’ changes, dominated by large, cystic, myxoid areas with
calcification, haemorrhage and hyalinisation.4 10 11

Schwannomas are more commonly encountered in the
extremities,4 though 25–40% of the cases originate from the
neural structures of the head and neck region.3 4 In this region

Figure 2 Contrast-enhanced CT of the neck and thorax, coronal view,
showing tracheal compression by the tumour.

Figure 3 An intraoperative photograph showing the tumour exposed.

Figure 4 Tumour composed of spindle cells with wavy nuclei. H&E
×200.
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schwannomas comprise a significant number of tumours of the
parapharyngeal space.12 During a review of literature we found
that schwannomas mimicking a thyroid mass are rare.1 13–15 To
the best of our knowledge a case of ancient schwannoma of the
left recurrent laryngeal nerve mimicking a thyroid mass with
retrosternal extension producing vocal cord paralysis has not
been reported in the literature, but there has been a case of
schwannoma of middle mediastinum arising from left recurrent
laryngeal nerve.16A significant percentage of ancient schwanno-
mas are located in deep locations such as the retroperitoneum.10

FNAC has a questionable value as far as the diagnosis of these
tumours is concerned as it can be non-specific.1 4 CECT scan
and MRI scan are mostly helpful in the preoperative planning
and to a lesser extent in knowing the nature of a lesion. CECT
scan is sensitive to the cystic changes that frequently accompany
these tumours. MRI is capable of reliably imaging not only the
tumour and its capsule but also the nerve from which the
tumour arises.3 Histopathological examination of the tumour
provides the confirmatory diagnosis, as was seen in our case.

Surgical excision is the treatment of choice and if the lesion is
known to be a schwannoma, it is possible to open the capsule
and shell out the tumour, thereby leaving the capsular nerve
fibres undisturbed and possibly avoiding functional deficit.3 But
in our case, the main mass of the tumour was found to be sub-
sternal and it was not surgically possible to dissect out the
tumour from the nerve without a sternotomy which would have
increased her morbidity. This case is unique because the mass
was present in the neck of a hypothyroid patient, was moving
with deglutition and had produced vocal cord palsy. This led to
a clinical impression of a thyroid mass. As to why a schwan-
noma of recurrent laryngeal nerve moved with deglutition, the
only possible answer we could conclude is the mass may have
been attached to the pretracheal fascia.

Learning points

▸ During the evaluation of a neck mass, a wide possibility of
lesions should be kept in mind including nerve sheath
tumours.

▸ A cervical mass with retrosternal extension is amenable to
surgical excision without a sternotomy, provided the surgical
technique is suitably tailored.

▸ Immunohistochemistry of the lesions provides a conclusive
diagnosis.
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