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Schwannomas, which originate from Schwann cells in the peripheral nervous system, are slowgrowing and uncommon benign tumors. Most schwannomas (90%) occur in isolation, and multiple occurrences are a characteristic feature of neurofibromas. Schwannomas of the nose and nasal tip are particularly unusual. Although a few cases of schwannomas of the sinusoidal tract and
nasal septum have been reported, schwannomas arising from the nasal dorsum area and tip are
extremely rare. Sensory abnormalities are also a very rare symptom. We excised a schwannoma
on the nasal dorsum through direct incision and a schwannoma on the nasal tip through open rhinoplasty. No postoperative complications involving recurrence, hematoma, or infection occurred.
The possibility of neurological changes should be considered in cases of an abnormality in the peripheral nervous system. Schwannoma must be kept in mind as a possible cause of neurological
changes localized to a specific dermatome, and should always be considered in the differential
diagnosis of a mass on the nose.
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INTRODUCTION
Schwannomas and neurofibromas are the most common types
of peripheral nerve sheath tumors. Schwannomas, which originate from Schwann cells in the peripheral nervous system, are
slow-growing and uncommon benign tumors. Approximately
25% to 45% of schwannomas that occur outside of the cranial
cavity are located in the head and neck [1]. Roughly 4% of
schwannomas arise from the sinonasal tract, and schwannomas
of the nose and nose tip are particularly unusual [2-4]. Although a few cases of schwannomas of the sinusoidal tract and
nasal septum have been reported, schwannomas arising from
the nasal dorsum area and tip are extremely rare [2-4]. Most
symptoms caused by schwannomas in the nose are caused by
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mass effects [1,5-8]. However, in the two patients described
herein, the symptoms intensified as the mass grew, with hypoesthesia in the dermatomes innervated by certain nerves. The
symptoms improved postoperatively, but sensation did not recover completely. In these two cases of schwannomas of the nasal dorsum and tip, surgical resection resulted in functionally
and cosmetically successful outcomes.

CASE REPORTS
Case 1
A 12-year-old girl visited the plastic surgery department with a
chief complaint of a growing mass on the dorsum of her nose.
She had no history of nasal trauma, underlying disease, or congenital disease. The mass measured approximately 2.3× 2.5 cm,
had gradually grown over the past month, and was round and
movable. The patient did not present with any noteworthy
symptoms, including skin color changes or blockage of the nasal cavity, and the size of the nasal cavity on both sides was
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identical. She reported no discomfort other than slight pain associated with the growth of the mass and mild hypoesthesia on
the nasal dorsum. We conducted two-point discrimination
testing using a caliper to assess sensory impairment, and the result was 15–17 mm (reference: 10–12 mm) [9]. The patient
complained of sensory abnormalities precisely in the area innervated by the infratrochlear nerve, leading to the suspicion of
schwannoma in this area. Preoperative ultrasonography revealed a heterogeneous, echoic, solid cystic mass that did not
invade the nasal septum, cartilage, mucosa, or bone. T2 magnetic resonance imaging (MRI) showed a round, well-defined,
hyperintense mass. A direct incision was made because the
mass was large; therefore, the open rhinoplasty approach would
have been limited to the adhesion between the mass and soft
tissue and securing the field of view. Under general anesthesia,
an incision was made directly over the mass and resection was
performed successfully. The round, encapsulated mass was
completely removed. The patient had no significant complications and reported high cosmetic satisfaction. The diagnosis
was confirmed by a definitive histopathological examination.

The patient was monitored for 7 months after surgery, and an
appropriate nasal contour was maintained. At a follow-up visit,
we performed two-point discrimination testing around the
mass. Sensation had improved relative to the preoperative findings, but had not returned to normal. There were no signs of
recurrence or complications (Fig. 1).

Case 2
A 38-year-old man with no underlying disease presented to the
plastic surgery department with a chief complaint of a growing
mass at the center of his nose. The mass was roughly 2.3 × 1.8
cm. The patient had first noticed the mass approximately 6
months ago, but had not previously sought treatment. He complained of slight nasal congestion and numbness, but reported
no other specific symptoms. We conducted two-point discrimination testing to assess sensory impairment, and the result was
15–17 mm (reference: 10–12 mm) [9]. The patient complained
of impaired sensation at the tip of the nose and in the nose, corresponding to areas innervated by the nasociliary nerve. The
mass was removed under local anesthesia using an open ap-
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Fig. 1. A 12-year-old girl case of a growing mass on the nasal dorsum with hypoesthesia. (A) Preoperative photograph of case 1. (B) Sonographic
image showing a heterogeneous, echoic, solid cystic mass. (C) Axial view of a T2-weighted magnetic resonance image, showing a well-circumscribed, cystic mass on the nasal dorsum. The mass showed a homogeneously high signal and was separated from the soft tissue. (D) Intraoperative photograph of the mass, which was totally resected with the capsule. (E) A histological section showed the tumor to be composed of spindleshaped cells with regular nuclei, without mitotic activity, but with some tendency for palisade formation (H&E, ×100).
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Fig. 2. A 38-year-old man case showing a mass on the nasal tip. (A) Preoperative photograph of case 2. (B) Intraoperative photograph of the
mass, which was totally resected with the capsule. (C) Postoperative photograph.

proach, and rhinoplasty with cartilage repositioning was performed. As with the first patient, sensation did not fully recover,
but impaired sensation did not interfere with the patient’s daily
life. During 1 year of postoperative follow-up, neither recurrence nor complications were observed (Fig. 2).

DISCUSSION
A schwannoma is a benign tumor originating from the nerve
sheath [1]. It is a nodular or spindle-shaped, elongated mass
formed by proliferation of the Schwann cells in the nerve sheath
of the peripheral, cranial, and sympathetic nerves [1]. Schwannomas are encapsulated, unaccompanied by axonal proliferation, and confined within the endoneurium, thereby causing no
damage to the epineurium. Most schwannomas (90%) occur in
isolation, whereas multiple occurrences are a characteristic feature of neurofibromas. Neurofibromas have a higher likelihood
of becoming malignant than do schwannomas [10]. Malignant
schwannomas are very rare, but can be suspected when the following diagnostic criteria are met: metastasis to other organs,
presence of nuclear atypia or mitotic activity, or rapid deterioration of the patient’s systemic condition, as shown by symptoms
such as weight loss. The clinical manifestations of schwannomas
can result from direct involvement of the nerve from which the
tumor arose, but mostly from mechanical compression of nearby nerves by the tumor [11]. Involvement of a sensory or motor
nerve may result in symptoms associated with the function of
the specific nerve, such as facial paralysis, hearing loss, dyspnea,
and cough; however, if the trigeminal nerve is involved, it is
usually asymptomatic. However, despite being derived from
nerve tissues, a schwannoma does not cause pain unless pressure is applied to the surrounding nerves. Overall, the most
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common symptom is discomfort caused by the mass [12].
Schwannoma should be differentiated from other tumors of
the nose, including nasal polyp, pleomorphic adenoma, angiofibroma, dermoid cyst, and inverted papilloma [10]. Due to the
wide variety of possible diagnoses, clinical findings are not sufficient for the differential diagnosis in most cases. Although
schwannomas do not have distinct imaging characteristics on
computed tomography (CT) and MRI, these imaging modalities can be useful for identifying the size and extent of a lesion
before surgical resection. Furthermore, CT and MRI findings
can provide guidance for the initial differential diagnosis [7].
For example, if there is no sinus tract or brain herniation, intranasal glioma or encephalocele can be excluded. In adolescent
patients, juvenile angiofibroma or congenital disease should be
suspected, and nasal bleeding and contrast enhancement may
suggest a vascular tumor [8]. Evidence of bone remodeling and
slow growth of a lesion suggest an increased likelihood of benignity, whereas bone destruction is a useful indicator of an inverted papilloma or other malignancy [8]. Therefore, imaging
tests allow a rough prediction of whether a lesion of the nose is
malignant.
Surgical resection is the treatment of choice for most schwannomas [13]. As they are well encapsulated, complete removal is
relatively easy; however, care should be taken to avoid causing
damage to the sensory and motor nerves when important
nerves are involved, and incomplete resection can lead to local
recurrence. Recurrence of schwannomas after complete removal is rare [1,3,4].
In case 1, the mass was surgically removed through a direct
incision. In case 2, the mass was resected via open rhinoplasty
(the step-ladder pattern) and no recurrence or complications
were observed during the follow-up period.
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Most schwannomas do not cause symptoms [1,3-8,14]. When
neurological symptoms do occur, they are almost always due to
the mass effect, which occurs as the mass grows and compresses nerves. However, in the two patients described herein, neurological symptoms preceded the diagnosis of the mass. As the
mass became larger, the neurological symptoms also became
more severe. In other words, schwannoma should be suspected
in patients with neurological symptoms.
Schwannomas may develop anywhere in the body and arise
from the myelin sheaths of peripheral motor, sensory, sympathetic, and cranial nerves [1]. Schwannomas of the nose with
sensory changes are extremely rare. Our experience of successful treatment with surgical resection suggests that schwannoma
should be considered in the differential diagnosis of masses located at the nasal dorsum, as well as those at the nasal tip.
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