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Abstract
We present a rare case of a peripheral orbital nerve schwannoma. This patient was a 37-year-old man with a lesion that appeared 10 years ago and has gradually 
enlarged. Examination showed a space-occupying lesion in the right orbit that was firm to palpation, adherent to deep planes, painless and displaced the right 
eye inferiorly. Computed tomography showed a homogeneous orbital mass that was isodense to the brain parenchyma, encapsulated and did not invade adjacent 
structures. Complete tumour resection is performed, and pathologic examination showed a schwannoma. Overall orbital Schwannomas are infrequent tumours arising 
from the orbit coming behind Inflammatory, vascular and lymphoproliferative diseases, treatment is complete resection of the lesion with subsequent monitoring to 
prevent recurrence.

Orbital Schwannoma arising from the trochlear nerve in the anterior orbit with ocular movement recovery after surgery.

Case report
The first description of a schwannoma was made by Smith in 1861. 

Previously known as Neurilemmoma is a benign tumor originating from 
the nerve sheath composed of schwann cells which normally produce 
myelin sheath covering the nerves [1-4]. Orbital schwannomas are 
slow growing, with less than 1% undergoing  malignant transformation 
to neurofibrosarcoma. The clinical course depends on the localization of 
the tumor and compression of adjacent structures. They are unilateral 
and solitary tumors with well demarcated margins. Primary symptoms are: 
retroocular oppressive sensation, proptosis and in some rare cases pain [1,3-6].

Imaging is important to determine the type of lesion, its localization 
and adjacent structure compression. With all this the best approach 
could be determined. Surgical excision is the primary treatment, but 
radiosurgery and radiotherapy are also alternatives.

A 37-year-old man without any chronic degenerative disease and 
a history of blunt orbital trauma 10 years previously was evaluated for 
diffuse right orbital swelling. Examination showed that his visual acuity 
was 20/40 in his right eye and 20/25 in his left eye. Exophthalmometry 
showed: OD 20 mm, OS 17 mm; Goldman visual field testing was 
normal without any alterations; ocular eye movements showed inferior 
displacement of the right eye, limitation to the superior eye movement 
on the right eye, inner movement of the right eye limited -1, and the 
remainder of   his eye movements was complete without restrictions. 
The remainder of his examination was normal excepted he had a mildly 
elevated, mildly hyperemic right optic nerve head in his right eye.

A CT scan was obtained of both orbits (Figure1) showed a 
right orbital mass. The differential diagnoses included a cavernous 
haemangioma and an orbitotomy was performed. At the time of 
surgery, a well demarcated orbital mass was resected, which was 
irregular, elongated, white to yellow colour, and had a mildly firm 
consistency. The mass seemed to originate from the trochlea and 
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seemed to infiltrate the tendon of the superior oblique. The resected 
mass measured 60 x 24 x 10 mm (Figure 2).

Pathologic examination showed the mass to be composed of 
fascicles of fusiform to oval cells, some of them forming a palisading 
pattern and Verocay bodies. Hypercellular zones (Antoni A pattern) 
alternating with hypocellular zones (Antoni B pattern) The diagnosis 
was schwannoma (Figure 3).

At 3 years follow- up, the patient’s vision was 20/25 in his right 
eye, optic nerve head swelling eye movements restrictions and lower 

Figure 1.  A) Computed tomography axial cut showing well demarcated, homogeneous 
tumor, isodense to the brain without invasion of the eye. B) computed tomography axial 
cut showing inferior displacement of the right eye, intraconal invasion, no evidence of bone 
alterations or invasion of adjacent structures.
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displacement of the right eye resolved, no evidence of recurrence has 
been documented.

Discussion
Neurogenic tumors arising from the orbits are rare. Orbital 

schwannomas present between 20 and 70 years of age (median of 
40 years). They are benign asymptomatic tumors that can manifest 
with proptosis and diplopia, other manifestations during neuro-
ophthalmologic examination are optic nerve edema, optic nerve 
redness, optic atrophy and pupillary reflex alterations 1, 3-5. 
Sometimes they can produce cosmetic alterations depending of its 
size and location. Our patient presented with a tumor larger than 
the reported by 2015 by Jia Li et al. of 32 x 18 x 8 compared to our 
case of 60 x 24 x 10mm causing asymmetry and proptosis [7]. In the 
orbit, schwannomas are usually unilateral and can develop from the 
supraorbitary, infraorbitary, supratrochlear, ciliary, oculomotor, 
trochlear or abducens nerve [1,3-7].

The diagnosis is confirmed by histopathologic exam; 
macroscopically they may present as fusiform mass adjacent to the 
affected nerve. Microscopically two parts can be distinguished zones 
types Antoni A, forming a dense structure, highly cellular, palisading 
nuclei formation (Verocay bodies); Antoni type B, loose and edematous 
structure, lower cellularity and myxoid stroma [1,8-10]. The myxoid 
component correlates to the Magnetic resonance imaging showing a 
well-defined, similar intensity as the gray matter in T1 imaging, and 
hyperintense images in T2. When there are cavitations within the 
tumor structure the imaging in heterogenous in T2 and relates to 
Antoni B pattern. When T2 images are more intense and homogeneous 
(less water content) it correlates to Antoni A pattern [1,2,4,5,9-12]. 

It is important to differentiate schwannomas from other orbitary 
tumors such as hemangiomas, solitary fibrous tumors, and their 
primary differential diagnosis should be made with peripheral nerve 
sheath tumors such as neurofibromas, which differ mainly in its 
microscopic features [1,6,11]. The use of immunohistochemistry 
markers is of low utility because both tumors express S-100 protein, 
and meningiomas should also be differed by their microscopic features 
because of their similar localizations as schwannomas [1].

Excisional biopsy is the treatment of choice and it should be 
completely removed as soon as it is diagnosed, to prevent optic nerve 
compression. The nerve of origin is not identified in up to 50% of 
cases 2, in our patient’s case the surgical removal was difficult because 
of the superior oblique tendon affection. Highly cellular tumors have 
a higher recurrence rate and malignant transformation, thus early 
removal is recommended [1,2-4,7]. Follow up of our patient at 3 years 
showed that he is asymptomatic and does not have any recurrence. 
We recommend a complete check-up because of the possible systemic 
associations, such as neuro-cutaneous syndromes associated with 
multiple neurofibromas, schwannomas, meningiomas and gliomas of 
intracranial origin and spinal nerve affection; nevertheless, spinal nerve 
compression is more common due to extra medullar tumor growth [2,11]. 
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Figure 2. A) Anterior, white to yellow, encapsulated orbital tumor showing trochlear 
involvement. B) Gross Photograph of completely resected tumor.

Figure 3. A) Antoni A pattern showing hipercelular areas. B) Antoni B pattern showing 
hipocelular areas. C) Verocay bodies, palisading pattern alternating with cytoplasmatic 
process. (hematoxylin and eosin, 20X).
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