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Introduction

Schwannoma and neurofibroma are the main benign 
neurogenic tumors arising from the peripheral nerves. 
Schwannoma is much less common than neurofibroma; 
it is extremely rare in the trachea, being more frequently 
reported in the lungs and bronchi (1). Since tracheal 
schwannoma is exceedingly slow-growing, patients are 
generally asymptomatic until trachea reaches a critical size, 
at which point, obstructive symptoms are seen. Treatment 
options includes surgery and endoscopic resection. 

Herein, we reported a clinical case of early stage primary 
tracheal schwannoma that was misdiagnosed as foreign 
body in a patient with asthmatic symptoms. 

Case presentation

A 49-year-old no-smoker man with no other pulmonary 

diseases was referred to our hospital for management of 
asthmatic symptoms. He was treated with bronchodilators 
for several months without success. His past medical history 
was unremarkable except for accidental inhalation of a 
concrete fragment, occurred 9 months before the present 
admission. Physical examination, pulmonary function studies, 
and chest X-ray were negative. High Resolution Computed 
Tomography (HRCT) scan of the chest (Figure 1A)  
and virtual bronchoscopy (Figure 1B) showed a 2 mm 
hypodense lesion, located on the left lateral wall of the distal 
third of trachea; the tracheal lumen was within normal, and 
no other lesions were found into the mediastinum and/or 
the lung parenchyma. Under moderate sedation, patient 
underwent fiber bronchoscopy that showed the presence of 
a 2 mm round mass, in the distal third of the trachea. The 
mass was covered by normal tracheal mucosa with several 
small vessels on the surface, but was not pulsatile or friable 
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(Figure 1C). In the same setting, the lesion was completely 
removed with standard biopsy forceps (Figure 1D). The 
entire procedure is summarized in Figure 2. Based on 
patient’s past medical history and endoscopic findings, the 
tumor was misdiagnosed as a foreign body.

Histological evaluation showed an encapsulated 
spindle cell tumor (Figure 3A) with areas of high (Antoni 
type A) and low cellularity (Antoni type B) (Figure 3B), 
and vacuolated cell (Figure 3C). No signs of atypia were 
seen. The tumor was strongly and diffusely positivity for 
S-100 protein (Figure 3D) and vimentin, but was negative 
for cytokeratin, desmin, cluster of differentiation 117 
and smooth muscle actin. The pathological results were 
consistent with a diagnosis of benign schwannoma. After 

Figure 1 Chest computed tomography (coronal view, A) and virtual bronchoscopy (B) showed a 2 mm solid lesion (white arrow) within 
distal third of trachea. The mass was round and covered by normal tracheal mucosa with several small vessels on the surface (endoscopy 
view; C). It was completely removed with standard biopsy forceps (D). 

Figure 2 The video edited the resection of the tracheal 
schwannoma (2). 
Available online: http://www.asvide.com/watch/32944
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Video 1. The video edited the resection of 
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resection of lesion, the symptoms completely disappeared, 
and no recurrence was found at two-year follow up. 

 

Discussion

Primary tracheal schwannoma is an extremely rare clinical 
entity that accounts for less than 0.5% of primary tracheal 
tumors. Intrapulmonary neurogenic tumor was firstly 
described in 1914 (3); in 1951, Straus et al. reported the first 
case of schwannoma within trachea; from 1951 to 2013, 51 
cases of primary tracheal schwannoma have been published 
in English literature (1,4,5). In all of these cases, the 
tumor occupied over 50% of the tracheal lumen; patients 
presented some non-specific symptoms like shortness of 
breath and dry cough, or repeated inspiratory dyspnea 
in serious cases. As most of the patients were initially 
misdiagnosed with asthma, the diagnosis was obtained 
by chest scan and/or bronchoscopy after an average of  
17 months from the onset of symptoms. Treatments ranged 
from surgery to endoscopic resection using several devices 
as laser, electrocautery snaring, argon plasma, cryotherapy, 

and microdebridement (4-7). The choice was influenced 
by the characteristics of the tumor (pedunculated, sessile, 
presence of extratracheal component etc.…), and the risk of 
tracheal resection related to patient’s clinical condition.

The present case was unique as the tracheal schwannoma 
was incidentally diagnosed in a very early stage of disease. 
The HRCT scan of the chest showed a 2 mm hypodense 
lesion that was confirmed to be a solid endotracheal 
lesion by virtual bronchoscopic. Based on patient’s past 
medical history (he referred accidental inhalation of a 
concrete fragment several months before), lesion size  
(2 mm) and endoscopic findings (lesion covered by normal 
tracheal mucosa, not pulsatile or friable), the tumor was 
misdiagnosed as a foreign body. It was easily removed during 
flexible bronchoscopy using standard endoscopic biopsy 
forceps, without needing of complex endoscopic devices as 
previously reported (5-7). Surprisingly, pathological findings 
diagnosed the lesion to be a primary tracheal schwannoma. As 
the schwannoma originated from Schwann cells of sympathetic 
nerve (8), it likely stimulated the hyperactivity of bronchial 
mucosa with consequent asthmatic symptoms. This theory 

Figure 3 Histology showed an encapsulated spindle cell tumor (A, 10×, hematoxylin-eosin staining) with areas of high (Antoni type A*) and 
low cellularity (Antoni type B**) (B, 10×, hematoxylin-eosin staining), and vacuolated cell (C, 10×, hematoxylin-eosin staining). The tumor 
was strongly and diffusely positivity for S-100 protein (D, 20×, hematoxylin-eosin staining). 
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could explain the symptoms observed in our case, and their 
resolution after tumor resection.

Finally, our case under lights that primary tracheal 
schwannoma should be considered in the differential 
diagnosis of sudden respiratory distress or paroxysmal cough 
of unknown origin and resistant to bronchodilator treatment. 
The early diagnosis of tracheal schwannoma by HRCT and 
virtual bronchoscopy prevents the tumor growing and the 
needing of complex procedures for its treatment. 
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