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Abstract
Introduction: Schwannomas are benign tumors arising from the cells responsible for producing the myelin sheath
surrounding peripheral nerve cells.
Presentation of case: A patient presented with intermittent bloody stools and diarrhea. Following a work-up, including
colonoscopy, computed tomography (CT) scan, and endorectal ultrasound and biopsy, he was found to have a clinical
T3N1 rectal adenocarcinoma. The CT scan also showed an incidental mass in the right seminal vesicle that on biopsy was
consistent with a benign stromal nodule. After neoadjuvant chemoradiation, a low anterior resection (LAR) and
concomitant resection of the right seminal vesicle was performed. Pathologic evaluation of the right seminal vesicle
revealed a benign schwannoma.
Discussion: This unusual case of a solitary schwannoma of the seminal vesicle in a patient with a locally advanced rectal
adenocarcinoma illustrates the difficulty in diagnosing these rare lesions because of their generally asymptomatic nature.

Key words
Schwannoma, Seminal vesicle, Neurilemmoma, Rectal cancer

1 Introduction
Schwannomas, or neurilemmomas, are benign tumors arising from Schwann cells. These cells are responsible for
formation of the myelin sheath of peripheral nerve cells. As such, they may arise anywhere along the course of peripheral
nerves. Diagnosis commonly follows symptomatic compression of nerves adjacent structures by mass effect, or by
incidental finding during workup for another condition. We report an unusual case of solitary schwannoma of the seminal
vesicle in a patient with a locally advanced rectal adenocarcinoma.

2 Case presentation
A 63-year-old Caucasian male presented with complaints of diarrhea and intermittent blood in is stool for several months.
He denied any weight loss, anorexia, abdominal pain, dysuria or hematuria. He had no other constitutional symptoms. His
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history was significant only for a 40 pack-year history of smoking, which he had stopped 30 years prior to this episode.
On physical examination, he had hemoccult positive stool on digital rectal exam. Colonoscopy revealed a circumferential
fungating mass 8 cm from the anal verge approximately 6 cm in length. Pathologic review of biopsies demonstrated a
moderately differentiated rectal adenocarcinoma. Endorectal ultrasound showed it to be a T3N1 lesion. Initial
carcinoembryonic antigen (CEA) was 21.2 units/ml. Staging computed tomography (CT) scan showed no evidence of
metastatic disease, but did reveal a 5.0 cm × 4.5 cm mass in the right seminal vesicle with no evidence of extension into the
surrounding tissue. Prior to beginning neoadjuvant chemoradiation, a CT guided core needle biopsy of the seminal vesicle
lesion was performed and revealed a benign stromal nodule. In light of his clinical stage IIIB disease, he proceeded
with neoadjuvant radiation to a total of 50.4 Gy with concurrent 5-FU based chemotherapy. Restaging CT scan at the
conclusion of neoadjuvant treatment again showed no signs of metastatic disease, but a persistent right seminal vesicle
mass with not change in size. His CEA at this time had decreased to 3.2 units/ml.
Twelve weeks after the completion of his neoadjuvant therapy, a low anterior resection (LAR) with concurrent right
seminal vesicle resection was performed. The right seminal vesicle was noted to be firm and fixed, but well encapsulated.
Pathologic examination of the specimens revealed a T3N1 moderately differentiated adenocarcinoma of the rectum, and a
schwannoma of the seminal vesicle, measuring 4.7 cm × 4.0 cm × 3.5 cm. It was attached to an atrophic seminal vesicle. It
was light tan on gross examination with a 1 cm focal area of hemorrhage. Histologic architecture showed vacuolated
hypocellular areas with the typical whorled appearance and large myxomatous spaces of an Antoni A growth pattern (see
Figure 1, 2). The tissue stained diffusely and strongly for S-100 (see Figure 3). Immunohistochemical stains for muscle
markers, muscle specific actin, desmin and caldesmon were negative.

Figure 1. Low power photomicrograph (40×)
demonstrating a cellular schwannoma containing
predominantly Antoni A regions and Verocay bodies.

a

b

Figure 2. a: This 40× power H&E stain demonstrates a cellular schwannoma. It is composed almost exclusively of Antoni
A areas and a lack of Verocay bodies. b: This is a 400× magnification of the cellular schwannoma.
Published by Sciedu Press

63

http://crcp.sciedupress.com

Case Reports in Clinical Pathology, 2015, Vol. 2, No. 2

Figure 3. High power photomicrograph (400×)
demonstrating a positive S-100 immunohistochemical
stain of the schwannoma.

3 Discussion
Schwannomas are tumors that are most frequently found in the head, neck, mediastinum, and retroperitoneum (cystic
schwannoma). Primary benign tumors of the seminal vesicles are rare and consist of cystadenoma, papillary adenoma,
leiomyoma, teratoma, neurilemoma, and epithelial stromal tumor [1]. More frequently neoplasms of the seminal vesicle
are malignant including adenocarcinoma, leiomyosarcoma, angiosarcoma, carcinoid, seminoma, and cystosarcoma
phyllodes [1]. Furthermore, few intraabdominal or pelvic neoplasms spread to the seminal vesicles with any regularity.
Diagnosis of seminal vesicle neoplasms is hampered by the generally asymptomatic nature of these lesions. Impingement
on nearby structures is usually a late occurrence and most symptoms of seminal vesicle neoplasms are nonspecific
including hematospermia, hematuria, urinary infection, dysuria, painful defecation, and pelvic pain [2]. On digital rectal
exam, an enlarged seminal vesicle is usually not palpable. The area above the prostate, however, can be enlarged and
compressible if the seminal vesicle is dilated or firm and indurated if the organ contains tumor. These findings would
indicate further investigation with trans-rectal ultrasound (TRUS). Fine needle aspiration or core biopsy must be
performed to confirm the tissue diagnosis.
Diagnosis of extra-axial schwannomas and other seminal vesicle tumors is greatly aided by the use of imaging. CT will
identify tumors in the seminal vesicle and shows schwannomas as lesions that are isodense with adjacent muscle possibly
with cystic, hemorrhagic, and or calcific internal features [1, 3]. Magnetic Resonance Imaging shows schwannomas as
hyperintense on T-2 weighted images relative to T-1 images [3, 4]. The advantage of using magnetic resonance imaging
lies in the enhanced depiction of anatomic relationships. Unfortunately, neither of these modalities produces images
pathognomic for schwannomas, nor can they distinguish benign from malignant pathology with high degree of
certainty [5].
Both grossly and microscopically schwannomas commonly contain areas of hemorrhage and cystic degeneration. Within
these tumors two distinct patterns of cell growth may be differentiated histologically: Antoni A and Antoni B [6]. Verocay
bodies (hypercellular areas containing spindle shaped cells with palisaded nuclei) are characteristic features of the former
while the latter has loose, haphazard arrangements of cells in myxomatous stroma. Further characteristics of Antoni B are
large vascular spaces with hyalinized walls. The presence of S-100 protein on immunohistochemical staining is also
common with Schwann cells. Although malignant change in these tumors is extremely rare, local recurrence is reportedly
associated with incomplete excision [3]. Therefore, extra-axial schwannomas should be treated with complete excision
whenever possible to minimize the risk of recurrence [7]. All reported cases of seminal vesicle schwannoma have been
treated with complete surgical resection.
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Solid lesions of the seminal vesicles should be treated with surgical excision via either a transvesical, transperineal,
paravesical, retrovesical or transcoccygeal approach. Transperineal approaches are heralded for smaller benign or
malignant tumors, while anterior abdominal approaches best handle larger neoplasms [8]. In this case, a laparotomy was
performed for LAR and therefore, the seminal vesicle schwannoma was removed transabdominally in conjunction with
the rectal resection.
Only five reports of seminal vesicle schwannoma exist in the literature and none have been associated with rectal cancer.
Two of these were diagnosed during workup for prostate cancer [9-13]. This patient’s asymptomatic schwannoma probably
developed from an adrenergic or cholinergic branch of the hypogastric or pelvic nerve innervating the right seminal
vesicle. Because of its benign nature, it is not surprising that it did not respond to neoadjuvant chemoradiation
administration to downstage rectal tumor. There is no known or published association between rectal cancers and
schwannomas of the seminal vesicle. The current report is the first, to our knowledge, diagnosing a schwannoma during
workup and treatment of a gastrointestinal malignancy.
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