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A 57 year old man presented to clinic with a chief 
complaint of perirectal drainage for 3 weeks. The 
patient reported that the drainage was bloody 

in nature and increased during bowel movements. 
He otherwise denied abdominal pain, abnormal 
bowel habits, fevers, chills, or weight loss. In 2002, 
he underwent an incision and drainage (I and D) of a 
perirectal abscess; he had a recurrence in 2005 that also 
required I and D. His past medical history was otherwise 
significant for gastroesophageal reflux disease, asthma 
and hypertension. He denied any family history of 
colorectal cancer or inflammatory bowel disease. 

Physical exam was remarkable for a large incision 
that ran from the level of the sacrum down along the left 
ischiorectal space to the gluteal fold. A small external 
opening was present lateral to this on the left as well 
as a healed external opening on the right that suggested 
a previous scar. There was induration and purulent 
drainage in the posterior midline and mild inflammation 
present on anoscopy. Digital rectal exam revealed a 
normal sphincter tone at rest and squeeze. There was 
no palpable lymphadenopathy and the skin was without 
rashes or lesions; the remainder of the abdominal exam 
was benign.

Comprehensive metabolic panel, serum 
aminotransaminases, and the alkaline phosphatase 
were within normal limits. The complete blood count 
revealed a mildly elevated leukocyte count of 9,500/
μL (4x103 – 9x103 normal range) with a differential of 
72% neutrophils and 18% lymphocytes. A computed 
tomography (CT) scan of the abdomen and pelvis 
performed at an outside hospital suggested left perirectal 
thickening and chronic thickening in the distal rectum. 
The patient appeared to have a deep postanal space 
abscess and fistula with horseshoe extension.

A colonoscopy was done to evaluate for inflam-
matory bowel disease. The colonoscopy revealed prior 
fistula surgery scars and a sessile, non-bleeding polyp 3 

millimeters in size in the proximal transverse colon. The 
colon otherwise appeared normal.  Histopathological 
evaluation of the polyp, including PAS, DPAS, CD68, 
S-100, and neurofilament stains, were consistent with 
an intramucosal schwannoma; random biopsies were 
otherwise unremarkable.

The patient subsequently underwent incision and 
drainage of the deep postanal and horseshoe abscesses, 
partial fistulotomy, and placement of a draining 
and cutting seton. After surgery, the patient denied 
significant pain, fecal incontinence, fevers or chills, 
and had very little drainage from the surgical site.

DISCUSSION
Gastrointestinal (GI) schwannomas are uncommon, 
benign nerve sheath tumors that arise from the schwann 
cells of the neural plexus of the digestive wall (1). 
They are classified as gastrointestinal mesenchymal 
tumors and commonly originate in the stomach. Isolated 
gastrointestinal schwannomas occurring in the large 
intestine have rarely been reported.

In most case series of large intestine schwannomas, 
the ratio of tumor occurrence in men and women is 
equal, and the median age of occurrence is 50-65. The 
average tumor size varies, with a range of 0.9-10 cm 
being reported (2). Intestinal schwannomas can be 
located sporadically throughout the colon. In a Japanese 
case series, 21 tumors were located in the rectum, 

Image A. Hematoxin & Eosin 
(H&E) Immunohistochemical 
Stain performed on colonic polyp 
biopsy 40 x.

Image B. H&E Stain 100 x.
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5 in the transverse colon, and 3 were in the cecum (2). 
Patients can present with a wide variety of symptoms, 
including abdominal pain, bloody stool, constipation, 
and fecal occult blood positive stool; however, some 
patients are completely asymptomatic (2).

Endoscopically, gastrointestinal schwannomas have 
a common appearance to gastrointestinal stromal tumors 
(GISTs) and may often be misdiagnosed (3). Both types 
of tumors are located in the wall of the gastrointestinal 
tract and exhibit similar growth patterns. Certain 
computed tomography (CT) features of gastrointestinal 
schwannomas have been described that can aid with 
differentiation. In a study by Levy et al., gastrointestinal 
schwannomas appeared as well-defined, homogenously 
attenuated, mural masses on CT scan (4).  There was 
no evidence of a tumor capsule, cystic change, cavity 
formation, necrosis, or calcification, which have been 
seen in 92% of GISTs on CT (4).

Histologically, gastrointestinal schwannomas are 
different neoplasms from those that arise in the soft tissue 
or central nervous system and show distinctive patterns. 
They lack Verocay bodies, vascular hyalinization, Antoni 
A and Antoni B areas, and a palisading structure, which 
are common features in peripheral schwannomas (3). 
The typical histological feature is a prominent lymphoid 
cuff with or without germinal center formation (3). The 
reason for the infiltration is not clear, but it has been 
suggested that it is a feature of a long-standing lesion 
or a peculiar host response. It is a useful diagnostic 
feature that is not seen in other stromal tumors. Most 
schwannomas of the gastrointestinal tract consist of 
spindle cells, but epithelioid and plexiform variants 
have been seen. Immunohistochemically, these tumors 
are strongly positive for vimentin, GFAP, and S-100 
protein, and are negative for muscle cell markers, CD34, 
and CD117 (KIT) (3).

Image C. S – 100 Stain 100 x.

The main differential diagnosis for a mass arising 
in the wall of the gastrointestinal tract includes 
GISTs, lymphoma, adenocarcinoma, leiomyomas, an 
inflammatory myofibroblastic tumor, and metastatic 
melanoma (5). Therefore, it is important to correctly 
diagnose a gastrointestinal schwannoma, as it needs to 
be distinguished from tumors which may be malignant 
or have malignant potential. GISTs pursue an aggressive 
course in more than 50% of cases and can often recur 
or metastasize; prognosis is influenced by size, mitotic 
rate, tumor site and the completeness of resection (6). 
Contrarily, all published pathology series indicate that 
gastrointestinal schwannomas are biologically benign 
and that patients have an excellent prognosis after 
surgical resection.n
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