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Sigmoid schwannoma masquerading as malignancy: 
Diagnostic dilemma and surgical resolution
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Introdution

Schwannomas are a type of mesenchymal tumors which 
are derived from Schwann cells. These spindle cell neoplasms 
are mostly found along the peripheral nerves throughout the 
body. The most common sites are extremities, trunk, head and 
neck, retroperitoneum, mediastinum and pelvis. Gastrointes-
tinal Schwannomas including colon and rectum are extremely 
rare. Colon Schwannomas primarily are found incidentally on 
screening colonoscopy as submucosal tumors and seldom be-
come symptomatic.In this article, we discuss an elderly woman 
who represented with chronic abdominal pain and evidences of 
GI partial obstruction caused by distal sigmoid mass requiring 
surgical resection.

Case presentation

 A 61-year-old woman with a history of thyroidectomy, para-
thyroidectomy, and hysterectomy had been managed in outpa-
tient settings at multiple centers for mild abdominal symptoms, 
including chronic abdominal pain and occasional postprandial 
nausea and vomiting. However, her symptoms persisted for ap-
proximately one year despite ongoing medical management.

During her diagnostic workup, the medical team identified 
iron-deficiency anemia. Due to the combination of anemia and 
abdominal symptoms, a colonoscopy was performed. The ex-
amination revealed external and internal hemorrhoids, along 
with a large submucosal mass (40 mm) located approximately 
45 cm from the anal verge. Biopsy specimens were obtained, 
but histopathological evaluation was inconclusive, and the na-
ture of the mass—benign or malignant—could not be deter-
mined.

As part of the clinical assessment, an abdominopelvic CT 
scan was subsequently performed, which revealed localized 
wall thickening in the sigmoid colon. After these evaluations, 
the patient’s condition deteriorated, and she developed marked 
symptoms indicative of near-complete or complete bowel ob-
struction, including constipation, postprandial vomiting, and 
worsening abdominal pain. Hence, surgical intervention was 
planned, despite the lack of a definite pathological diagnosis.

The patient was hospitalized, and after stabilization of her 
calcium and thyroid hormone levels in consultation with the 
endocrinology team, she underwent exploratory surgery. Dur-
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ing operation, a palpable mass and gross mesenteric lymphade-
nopathy were identified.

Although segmental sigmoid resection with subsequent 
pathological assessment could have been considered, a total 
cancer-directed resection was performed due to the patient’s 
metabolic comorbidities, obesity, and the obstructive nature of 
the lesion, along with a high suspicion of malignancy. She un-
derwent sigmoidectomy, partial proctectomy, lymph node dis-
section, and end-to-end anastomosis.

On gross examining of the resected specimen, the total 
length was 27 cm x 6 cm from distal margin a polypoid mass 
was seen. The greatest diameter was 3.0 x 3.0 x 2.0 cm. Other 
part of intestine mucosa was normal. 31 lymph nodes were har-
vested from pericolic fat and mesorectum. IHC staining on par-
affin block reveals positive reaction for S100 and was negative 
for Desmin, DOG1, CD117and CD34. So that IHC results were in 
favor of Schwannoma.

During the recovery period, the patient’s general condition 
and metabolic parameters stabilized after management of hy-
pocalcemia in collaboration with the endocrinology team. On 
the second postoperative day, the patient was started on a diet 
and tolerated it well. The diet was then advanced gradually. As 
there was no evidence of leakage, the patient was discharged 
without complications on postoperative day 6. After consulta-
tion with an oncologist, no postoperative adjuvant therapy was 
performed.

Figure 1: Schwannomas are composed of cellular Antoni A areas 
alternating with hypocellular Antoni B areas. Antoni A areas are 
composed of interlacing bundles of spindle cells with wavy or oval 
nuclei, eosinophilic cytoplasm (40X).

Figure 2: Schwannoma shows strong immunoreactivity for S-100 
protein (400X).

Figure 3: Consist of haphazardly arranged spindle cells in a loose 
hyalinized stroma containing a few inflammatory cells (400X).

Discussion

Schwannomas, also known as neurilemmomas, are benign 
spindle-cell tumors originating from Schwann cells, the principal 
glial cells responsible for the myelination of peripheral nerves. 
These tumors are relatively uncommon, representing approxi-
mately 5% of all benign soft tissue tumors. Schwannomas most 
commonly arise in the head, neck, and extremities; Gastroin-
testinal (GI) tract involvement is exceedingly rare, comprising 
only about 2-6% of all schwannomas, with colonic involvement 
being particularly uncommon [1,2]. Due to their rarity and non-
specific symptoms, gastrointestinal schwannomas pose signifi-
cant diagnostic challenges, frequently leading to delayed diag-
nosis or incidental findings during routine investigations [1].

To date, fewer than 100 colonic schwannoma cases have 
been documented in the literature, underscoring the rarity and 
limited understanding of their clinical course and management 
[3,4]. Although there is no universally accepted classification 
system specific to colonic schwannomas, they are commonly 
categorized based on anatomical location, clinical behavior, or 
histopathological features. Our presented case is consistent 
with previously reported colonic schwannomas, adding to the 
limited pool of sigmoid colon schwannomas characterized by 
obstructive gastrointestinal symptoms [4,5]. The current case 
enhances clinical understanding, particularly highlighting the 
diagnostic complexity and surgical management intricacies.

Diagnosis of gastrointestinal schwannoma typically involves 
imaging studies, endoscopic evaluation, and histopathological 
examination with Immunohistochemistry (IHC). Endoscopically, 
schwannomas present as submucosal masses; however, biop-
sies frequently yield inconclusive results due to their submu-
cosal location, making definitive preoperative diagnosis chal-
lenging [6]. As demonstrated in our patient, histopathological 
examination after surgical excision is often necessary to estab-
lish the diagnosis. IHC positivity for S100 protein and negativity 
for CD34, DOG1, CD117, and Desmin is diagnostic of schwanno-
ma, clearly distinguishing it from other spindle-cell neoplasms 
such as Gastrointestinal Stromal Tumors (GISTs), which usually 
express CD117 and DOG1 [6,7]. Our patient’s IHC profile pre-
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cisely matched the established diagnostic criteria, confirming 
the schwannoma diagnosis.

Management of colonic schwannomas predominantly in-
volves surgical excision, particularly for symptomatic or ob-
structive lesions. Complete resection remains the gold standard 
due to the difficulty of preoperative malignancy exclusion and 
symptomatic relief [8]. In line with standard recommendations 
and guided by our patient’s severe symptomatic presentation 
and suspicion of malignancy, we opted for a segmental sigmoid-
ectomy with partial proctectomy and lymph node dissection, 
providing complete tumor removal and definitive histopatho-
logical assessment. This aggressive surgical management aligns 
with the consensus in existing literature, emphasizing complete 
excision for symptom relief and definitive histological diagnosis 
[8,9]. Postoperative management primarily focuses on symp-
tom control and management of complications, as illustrated 
by our patient’s careful postoperative monitoring and manage-
ment of hypocalcemia, potential pulmonary embolism, and as-
piration pneumonia.

Conclusion

In conclusion, colonic schwannomas, though rare and diag-
nostically challenging, should be considered in patients pre-
senting with chronic gastrointestinal obstructive symptoms 
and inconclusive biopsy results. Our case highlights the impor-
tance of a high index of clinical suspicion and comprehensive 
surgical management to achieve symptomatic relief and defini-
tive diagnosis. Each additional case reported enhances clinical 
awareness and contributes valuable insights into managing this 
uncommon condition, ultimately improving patient outcomes 
through timely and appropriate intervention.
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