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Ethanol Ablation of a Peripheral Nerve Sheath Tumor 
Presenting as a Small Bowel Obstruction
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Abstract
Ethanol has historically been used as an ablative agent for a variety of lesions. One of the more common ap-
plications of this technique is celiac plexus neurolysis; however, recent reports have suggested a role for the 
endoscopic alcohol ablation of a variety of solid and cystic lesions. We report a novel case of endoscopic ethanol 
ablation of a peripheral nerve sheath tumor presenting as a small bowel obstruction.

Introduction
Ethanol is a widely available and cost-effective agent, which, when used for ablation, induces rapid cell death by means 
of cell lysis, protein denaturation, and vascular occlusion. The percutaneous approach for alcohol ablation of hepatic, 
renal, or adrenal lesions is widely reported.1-3 Ethanol is commonly used for endoscopic ultrasound (EUS)-guided 
celiac plexus neurolysis for the treatment of pain with invasive malignancy or chronic pancreatitis.4,5 Additionally, EUS-
guided ethanol ablation has been reported for a variety of cystic and solid malignant and pre-malignant lesions.6

Case Report
A 67-year-old man with a history of morbid obesity presented with symptoms of small bowel obstruction including 
abdominal pain, nausea, and vomiting. Computed tomography (CT) was concerning for a duodenal mass (Figure 
1), which was confirmed by endoscopy and EUS to be a 4-cm hypoechoic mass with cystic spaces (Figure 2). Fine-
needle aspiration revealed spindle-shaped cells positive for S100 and negative for CD117 and CD24, consistent with 
a peripheral nerve sheath tumor.

Laparoscopic examination demonstrated no evidence of metastatic disease; however, intraoperatively, it became ap-
parent that the patient’s body habitus precluded the possibility of a safe surgical resection. In the postoperative setting, 
the patient continued to suffer from obstructive symptoms and the decision was made to pursue ethanol ablation of 
his lesion. The patient underwent 4 sessions of endoscopically administered ethanol ablation. On his first session, a to-
tal of 10 mL of 98% ethanol was injected in divided doses, immediately resulting in white, necrotic-appearing mucosa 
(Figure 3). The clinical response was dramatic; 2 weeks after initial intervention, the patient had advanced his diet 
from liquids to solids. At week 6, there was an evident reduction of tumor burden with a shallow ulcer (Figure 3). Small 
foci of residual tumor were treated with serial ethanol injections approximately 6 weeks apart. On final endoscopy, 25 
weeks after initial intervention, no residual tumor was noted (Figure 3).

Discussion
We demonstrate the feasibility and safety of an endoscopic approach to the ethanol ablation of a peripheral nerve 
sheath tumor. An endoscopic approach circumvents technical constraints of both percutaneous and surgical 
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treatment. While there is little data to demonstrate the long-
term efficacy of such an approach, our case illustrates that 
endoscopic ethanol ablation can significantly palliate symp-
toms when surgery is not an option. Endoscopic alcohol ab-
lation therapy should be considered in a multidisciplinary 
approach to select patients.
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Figure 2. Obstructive lesion shown on EGD.

Figure 1. Abdominal CT with oral contrast demonstrating duodenal obstruct-
ing mass (arrow).

Figure 3. Obstructive lesion (A) after initial ethanol injection, (B) 6 weeks after initial injection, and (C) 25 weeks after the initial injection, during which 
time 3 additional injections were administered. 
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