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LARYNGEAL SCHWANNOMA - A RARE CLINICAL ENTITY
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Abstract :

Laryngeal schwannomas are rare tumors of the larynx. They
can present with subtle complaints and
nonspecific features on clinical evaluation. The diagnosis is
made on histopathological examination. The definitive
management of this condition is complete surgical excision.
We present a case of laryngeal schwannoma in a 24 yr old
male to emphasize on this rare clinical entity its presentation,
clinical features, diagnosis and surgical management.
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INTRODUCTION

Neurogenic tumors of the larynx are extremely rare. Around
40% of all the neurogenic tumors are seen in the head and
neck region with the predominant area involved being the
parapharyngeal space(l). There are two types of laryngeal
neurogenic tumors described in literature. They are
neurofibromas and schwannomas. They differ in the cells of
origin. Neurofibromas arise from the perineural fibrocytes and
schwannomas from the perineural Schwann cells. The most
common site of involvement is supraglottis. They are benign,
slow growing tumors which are seen on clinical examination
as a submucosal mass in the supraglottis. Schwannomas are
seen more commonly than neurofibromas. This is condition is
seen more commonly in females.

CASE REPORT

A 24 year old male presented to our Out Patient Department
with complaints of difficulty in swallowing for the past 10
months. It was associated with progressive hoarseness of
voice for the past 4 months. There was no history of any
breathing difficulty. On fibre optic endoscopy, a smooth
submucosal mass was seen arising from the interarytenoid
region. Bilateral vocal cords were mobile.
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Figure 1: Laryngoscopic view of the submucosal growth over the
interarytenoid region. Computed tomography (CT) demonstrated
a 22 x 23 x 28 mm well defined, round to oval, mass arising
posterior pharyngeal wall growing under intact mucosa.
Compared to muscle it was hypodense, slightly inhomogeneous
with a clear capsule and no sign of infiltrative growth or
cartilaginous destruction (Figure 2).

Figure 2A:CT image axial section showing well encapsulated
isodense mass arising from posterior pharyngeal wall

—

Figure 2B: CT image coronal section showing mass arising from
posterior pharyngeal wall



Figure 2C: CT image saggital cut showing mass arising from the
interarytenoid region Suspension microlaryngoscopy was performed
under general anaesthesia, with trans-oral laser assisted excision
biopsy. The findings were consistent with the fibre optic
examination. The tumor was excised in toto. The patient was
extubated primarily and recovered well. The histopathological
evaluation confirmed the diagnosis of laryngeal schwannoma
(Figure 3).

Antoni A

Figure 3A: Histologic appearance of
Haematoxylin- Eosin, Magnification x100

regions.

Figure 3B: S-100 positivity of tumor tissue

The patient was followed up for a year post operatively with fibre
optic endoscopic examination of the larynx and was found to be free
of disease.

DISCUSSION

Neurogenic tumors comprise just 0.5% to 1% of all benign tumors of
the larynx(2). Laryngeal schwannoma was first described by
Suchanck in 1925(3). Presently there are around 150 cases of such
cases described in literature(3). Schwannomas can develop from
any nerve in the body except olfactory and optic nerve which lack
Schwann cells(4). They are well encapsulated and thus can be
removed completely. However in neurofibromas which arise from
the perineural fibrocytes, the tumor is non-encapsulated and in seen
intertwined with neural fibres which makes it impossible for complete
excision(5). Neuromas commonly arise from the internal branch of
the superior laryngeal nerve(2) .Malignant transformation is seen in
10% of neurofibromas but very rarely seen in schwannoma(3).
Clinically, patients can present with varying symptoms owing to the
mass effect caused by this slow growing tumor. These may be
complaints of change in voice or globus sensation in the throat. As
the tumor grows, there can be difficulty in swallowing and noisy
breathing or difficulty in breathing. They can also extralaryngeally to
present as a mass in the lateral aspect of neck. There is also a case
report of asphyxia and death due to a large laryngeal schwannoma
(6). Indirect laryngoscopy and fibre optic endoscopy of the larynx is
mandatory in evaluating this condition. It is usually seen as a
submucosal mass. 80% of these tumors arise from the aryepiglottic
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folds(2). The true cord on the affected side can have
impaired mobility or can even be fixed due to mass effect
of the tumor(7). In some cases, the large size of the tumor
can obscure the view of true cords(8). CT imaging reveals
a well-defined, mucosal mass hypodense mass which
shows no signs of infiltration into surrounding tissues or
destruction of the surrounding bony-cartilaginous
framework (9).However in T1 weighted contrast study, the
mass in isointense with inhomogeneous enhancement
with gadolinium and T2, hyperintense(10). The diagnosis
is made based on histology. On histopathological
examination, characteristic Antoni A and B areas are seen.
Antoni A areas are regions of compact cell bundles with
nuclei arranged in palisades. Two compact well aligned
rows of cells separated by fibrillary cell process are called
Verocay bodies. Antoni B areas comprises of loosely
arranged cells in a myxoid matrix. Enger and Weiss put
forth criteria for diagnosing schwannoma on histology. It
includes a clear capsule, presence of Antoni A and/or
Antoni B areas and immunoreactivity to S-100 which is
diagnostic for schwannoma(7).

The definitive treatment modality is complete
surgical excision. Since the diagnosis is made based on
histology, initially direct laryngoscopy with biopsy of the
lesion is done to confirm diagnosis. For larger lesion with
airway compromise, a temporary tracheostomy may be
required to secure the airway. External approaches such
as median or lateral thyrotomy or median or lateral
pharyngotomy approaches may be required for complete
removal of larger lesions(8). However transoral laser
assisted excision is the treatment of choice for smaller
tumors(11). Though rare, recurrence after surgical
excision has been reported in few cases of laryngeal
schwannoma(7). The differential diagnosis for
schwannoma is a neurofibroma of the larynx. In cases of
laryngeal neurofibromatosis, clinically evaluation for
familial neurofibromatosis should be done such café a le
spots on physical examination and MRI imaging to rule out
neuromas of cranial nerves and spinal nerves. In cases of
solitary laryngeal schwannoma, dermatological and
gynaecological evaluation should be sort for since few
studies have shown as association with skin and breast
cancer especially with benign solitary schwannomas(12).

Other diagnosis can include adenoma, chondroma,
laryngeal cyst and internal laryngocoele.

CONCLUSION

Laryngeal schwannomas are benign slow growing

neurogenic tumors. They can present with subtle
symptoms such as change in voice and if unattended to
can cause life threatening complications such as stridor.
They are seen as a smooth mucosa covered mass usually
in the region of the aryepiglottic folds. The Diagnosis is
made based on histology. Definitive management is
complete surgical excision. A transoral approach should
be the surgery of choice in small to moderate sized
tumors. Complete surgical resection is important as the
disease can recur if not removed completely.
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