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Case Report

Sciatic Nerve Schwannoma at Sciatic
Foramen: Importance of Transvaginal
Sonography Guided Biopsy and Magnetic
Resonance Imaging in its Diagnosis

PUNEET GARG1, ANIRUDH CHAWLA2, RAJEEV MALHOTRA3, BHAWNA S NARULA4, ANUJ THAKRAL5

ABSTRACT
Schwannomas are truly encapsulated benign tumours associated with the nerves arising from the schwann cells. Schwannomas
arising from the sciatic nerve is of rare occurrence and is estimated to be less than one in hundred cases of schwannomas
detected. Generally sciatic nerve schwannomas symptomatically mimic sciatica due to herniated disc or sometimes it may be
asymptomatic and incidentally detected. In this case report, we are describing a case of asymptomatic middle aged female
patient, who is a follow up case of hysterectomy and bilateral salpingo-oophorectomy for a gyanecological malignancy around 5
years back. During routine follow up sonography (TVS), a mass was detected deep within the pelvis, which was further investigated
with MRI and found to be a possible nerve sheath tumour of sciatic nerve at the left sciatic foramen. Further TVS guided biopsy
and histopathological correlation, confirmed it to be an ancient schwannoma (neurilemmoma).
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CASE REPORT
A 55-year-old female patient, who was a follow up case of an
unknown gynaecological malignancy treated with hysterectomy
and bilateral salpingo-oophorectomy was on a routine follow up for
last 5 years. On TVS, there is an incidentally detected rounded soft
tissue mass with internal cystic spaces along the left side of the
pelvis, approximately 5cm deep to the vaginal fornix [Table/Fig-1].

[Table/Fig-1]: Transvaginal ultrasound image of the lesion with colour flow
showing well defined rounded lesion with internal cystic anechoic areas (yellow
arrow)) with surrounding vascularity (marked with red stars) and negligible internal
vascularity.

The lesion is not in the expected location of the left ovary or adnexa
and appears to be much deeper. Possibility of a retroperitoneal
mass lesion was considered. Patient underwent non contrast MRI
of the pelvis to characterize the lesion detected on ultrasound and
it was found to be a 3.0 x 3.0 cm lesion appearing heterogeneously
hyperintense on T2WI with well defined more hyperintense areas
consistent with cystic spaces. The lesion appears heterogeneously
hypointense on T1WI. The lesion is seen at left sciatic foramen
abutting the left sciatic nerve [Table/Fig-2-4]. Provisional diagnosis
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[Table/Fig-2]: Saggital T2 FSE image showing a well defined solid cystic mass
lesion in left sciatic foramen (black arrow) located just beneath the left piriformis
muscle (white arrow).
[Table/Fig-3]: Coronal T2FSE image of the pelvis shows the mass lesion (black
arrow) in relation to the left sciatic nerve fibres (white arrow).
[Table/Fig-4]: Axial T1 FSE image of the pelvis (prone) showing the hypointense
lesion in left sciatic foramen (black arrow) in relation to the sciatic nerve (white arrow).

of nerve sheath tumour was made and decision was made to
biopsy the lesion. Patient was offered image guided biopsy either
using CT or TVS. After explaining the procedure and possible
complications, patient consented for TVS guided biopsy. After
initial preprocedure investigations including platelet count, PT/INR,
viral markers which were within normal range, patient was given
prophylactic antibiotics two days prior to the procedure. Under mild
intravenous sedation, patient was positioned in lithotomy position
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on the examination couch. After probe preparation using sterile
probe cover and lignocaine jelly to a high frequency TVS probe
(9Mhz), disposable biopsy guide was attached to the probe. After
locating the lesion on left side of the pelvis and selecting the best
possible trajectory without any intervening small bowel loops and
major vessels, 10ml of 1% lignocaine was infiltrated into the vaginal
mucosa and along the path of the biopsy needle using 20 G chiba
needle. A 16 G tru cut biopsy needle was used to take multiple
passes from the lesion and the sample was stored in 4% formalin
container. Vaginal packing was done post procedure to control any
bleeding. Patient complained of mild shooting pain along the left
thigh which was managed conservatively using oral non steroidal
anti-inflammatory drugs. Antibiotics were continued for three more
days. On histopathological analysis of the biopsied specimen, there
were uniform spindle cells with ill-defined cytoplasm and dense
chromatin along with verocay bodies [Table/Fig-5]. The tumour
also shows mixed areas of hypocellular myxoid tissue (antoni B)
with areas of cellularity (antoni A) [Table/Fig-6] which confirmed the
diagnosis of a schwannoma.
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from different structures as forementioned above [7]. TVS has also
been used by many researchers in the past for biopsy of deep seated
pelvis mass lesions [8-10]. Volpi and Park et al., reported diagnostic
accuracy of TVS guided biopsy as 95% and 93% respectively [8,9]
while Faulkner et al., reported the accuracy as 86% [11]. TVS guided
biopsy for deep seated pelvic lesions is more justified because of
various reasons like: 1) Real time visualization of the lesion and the
needle; 2) Simultaneous colour doppler monitoring to avoid major
vascular structures in the needle path; 3) Close proximity of the
pelvic lesions to the endovaginal probe; 4) No radiation involved
and wider availability [12].
Haemorrhage is not a serious complication during this procedure
which can be due to avoidance of larger pelvic vessels along the
pelvic sidewall and can be a problem during CT guided biopsies
[12]. Vaginal bleeding can be controlled by vaginal packing after the
procedure.
We administered prophylactic antibiotics but infection seems to be
not a serious and frequent complication as different authors did not
use the antibiotics in their patients and neither did they observe any
infection after the procedure [9,13].
We could not find any other case reported in the literature
about diagnosing and biopsy of the sciatic foramen lesion using
transvaginal ultrasonography.

[Table/Fig-5]: H&E; 400x : Uniform spindle cells with ill-defined cytoplasm and
dense chromatin along with verocay bodies.
[Table/Fig-6]: H&E; 100x: Tumour showing cellular fascicular (antoniA) areas
(black arrow) and hypocellular (antoniB) myxoid areas (red arrow) consistent with a
schwannoma.

DISCUSSION
Schwannomas are benign, encapsulated, slow growing tumours
arising from the schwann cells of the nerves which are responsible
for myelin formation. Generally Schwannomas arise eccentrically
from a nerve unlike in neurofibroma which is engulfed by the nerve
fibre [1]. In this case report, we have described about sciatic
nerve schwannoma located in the sciatic foramen, which is of rare
occurrence and has been described in the literature by few authors
[2,3]. According to the literature, these sciatic foraminal lesions can
be purely intrapelvic, extrapelvic or both intra and extrapelvic [2].
These schwannomas can be asymptomatic or can cause
compression upon the sciatic nerve thereby producing symptoms
of thigh and calf pain or sensory disturbances [4]. As in our case,
intratumoral cystic degeneration is more common in schwannomas
than neurofibromas [5]. Ancient schwannomas are a rare variant
which shows cystic degeneration and reduced cellularity owing
to decreased Antoni A cells and increased Antoni B cells. Ancient
schwannomas are generally located deep within the pelvis and are
usually asymptomatic unless they attain a large size. Other MRI
characterstics are intratumoral haemorrhage, calcification and
peripheral contrast enhancement [6].
In our case, the lesion was detected and biopsied using TVS
guidance. Transvaginal sonography has been traditionally used
in evaluating lesions of uterus and adnexae because of good
resolution of the probes and small field of view, giving greater clarity
to the image. For similar reasons TVS can be used in evaluating
non gynaecologic lesions in the pelvis. Owing to the predictable
orientation and close proximity of different anatomic structures
within the pelvis, different structures that can be seen are distal
ureters, bladder, urethra, rectum, sigmoid colon, ileal loops, pelvic
vasculature, retroperitoneal structures and pelvic sidewall. Slight
modification in probe position and anatomic knowledge of different
structures is required to visualize and characterize lesions arising
2

Regarding the surgical management of these lesions, these tumours
can be approached via posterior infragluteal incision or transgluteal
incision [14]. These two approaches are mainly for the extrapelvic
lesions. For intrapelvic lesions, anterior transabdominal approach
[15] and combined transabdominal and transgluteal approach has
been reported [2]. Generally these tumours are completely resected
with complete resolution of symptoms but patient in our study did
not undergo surgery since she was explained about the benign
nature of the lesion and moreover she was asymptomatic.

CONCLUSION
Diagnosing and biopsy of the lesion using transvaginal sonography
is unique to this article and has not been heard of in the literature
so far. Sciatic nerve schwannoma is a known clinical entity which
should be kept in mind whenever patient is complaining of sciatica
like symptoms in the absence of significant degenerative lumbar
disc disease. Transvaginal sonography guided biopsy is another
safe alternative for diagnosing such lesions.
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