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Neurilemmoma is a benign neoplasm derived from Schwann cells, which cover
myelinated peripheral nerves. This lesion was first described by Verocay in 1910 as
"neurinoma” [1]. The term of 'neurilemmoma’ was initiated by Stout in 1935 [2]. To
date, the etiology of this disease is still uncertain. It is frequently located in the soft
tissue of the head and neck areas with a particularly predilection to grow in the tongue
[3,4]. Neurilemmoma occurring in the soft tissue is more common than its
intraosseous counterpart. Central neurilemmoma represents less than one percent of
the bony neoplasms [5]. This report presents an uncommon case of intraosseous
neurilemmoma occurring in the mandible.

CASE PRESENTATION

A 54-year-old Taiwan male patient  hypertension and under medication
visited his family dentist with a chief  control.
complaint of mobility of the lower right Intraoral examination revealed no

first molar for a few months duration.
After periapical radiographic
examination, his family dentist noted a
shadow of radiolucency over the apical
areas of the three right molar teeth. The
patient was then referred to the
Department of Oral and Maxillofacial
Surgery of our institution by his local
family dentist for further examination.
The patient did not chew betel-quid and
smoked cigarette but drank alcohol
casually. He had a medical history of

evident of swelling over the mandibular
right buccal vestibule. The surface
mucosa of the right buccal vestibule
over the right lower molar teeth
appeared smooth and normal. No pain,
discharge  or  paraesthesia  was
complained but grade Il mobility of the
second molar was evident. Vitality test
was positive for tooth 46, 47 and 48
respectively. Aspiration of the lesion
yielded negative finding.

On panoramic radiographic
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examination, there was a well-defined,
unilocular, oval-shaped, radiolucent

image with corticated rim under the
apical areas of tooth 46, 47, 48
extending from the mesial aspect of
tooth 46 to the distal aspect of 48, and
from half of the root of tooth 46 to about
2 mm above the inferior border of
mandible body, measured about 4 x 2.5
cm? in diameter. No tooth displacement
but external root resorption of tooth 46,
47 and 48 were evident. Right inferior
alveolar canal was involved by the
lesion. Moreover, right lower cortical
bone thinning without bony expansion
was noted (Figure 1). On the other hand,
computerized tomography (CT) revealed
a well-defined soft tissue lesion over the
right mandibular body with lingual
cortical plate perforation (Figure 2).
Then, the patient was arranged for

surgical excision under the clinical
impression of intraosseous benign
tumor.

Upon general anesthesia, the lesion
was completely surgically removed. The

specimen was sent for pathological
examination.  Grossly, the  tissue
specimen was measured approximately
4x2 cm in diameter, and on cut section,
it revealed a solid whitish tumor.

On pathological examination, the
surgical specimen consisted of bundles
of spindle cells in Antoni A and Antoni
B areas arranged in a palisading pattern,
interspersed with small hyaline acellular
structures, the Verocay bodies (Figure
3A &B). The histopathological diagnosis

was that of an  intraosseous
neurilemmoma  over  the right
mandibular body area.

Immunohistochemistry was done with
an S-100 marker, which revealed diffuse
positivity in the tumor cells (Figure 4),
and negative with desmin, vimentin and
smooth muscle actin (SMA), which
further confirmed the diagnosis of
neurilemmoma. The patient tolerated the
procedure well. No recurrence has been
noted after regular follow-up for three
years.

Figure 1 The cropped panoramic radiography revealed a well-defined, unilocular, oval-shaped,
radiolucent shadow with corticated rim extending from the mesial aspect of tooth 46 to the distal
aspect of 48. External root resorptions of tooth 46, 47 and 48 as well as cortical thinning (arrow) were

evident
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Figure 2 The axial view of computerized tomography revealed a well-defined soft tissue lesion over
the right mandibular body area. The lingual cortical plate was perforated (arrow)

Figure 3 Histological examination revealed a lesion consisting of bundles of spindle cells in Antoni A
and Antoni B areas arranged in a palisading pattern, interspersed with the Verocay bodies
(Hematoxylin-eosin stain, A x100; B x200)
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Figure 4 Immunohistochemical stainin

COMMENTS

Intraosseous neurilemmomas of the jaws
are rare. In a literature presented by Chi
et al [5], there have been 44 reported
cases of neurilemmomas occurred in the
jaws accounting for less than one
percent of benign primary bone tumors.
Among these 44 cases, the most
common site of occurrence is the
mandible (n=39) with only five cases
occurred in the maxilla [5]. The
predominant mandibular occurrence
compared to the maxilla may be due to
the lengthy intraosseous pathway of the
inferior alveolar nerve within the lower
jaw  [6]. Moreover, intraosseous
mandibular neurilemmomas are
frequently located in the posterior body
and the ascending ramus and the
symphysis region can also be involved
[5]. The current case is also localized to
the posterior mandibular body extending
from the right first to third molars. On
rare occasions, intraosseous mandibular
neurilemmomas  occurred at the
periapical area mimicked apical
pathothoses [7-9]. Interestingly, a
mandibular neurilemmoma occurred at

el EENA LIRS
g of S-100 revealed diffuse positivity in the tumor cells
(Avidin-biotin peroxidase complex staining x100)

the periapical area was concurrent with
an adjacent radicular cyst leading to a
bilocular radiographic appearance has
been reported [9]. The average age of
occurrence of intraosseous
neurilemmomas of the jaw has found to
be 34 years ranging from 8-72 years and
there is a distinct female predilection [5].
For the present case, the patient was a
male aged 54 years.

Neurilemmomas are slow growing
benign tumors. The predominant clinical
presentation is bony swelling, followed
by pain and paraesthesia [10]. Pain may
happen when the lesion encroaches
upon the nearby nerves and paraesthesia
may derive with lesion originating from
the inferior alveolar canal [11]. However,
for the present case, neither mandibular
swelling nor paresthesia was noted
clinically. This could explain why the
patient did not aware the growth of this
lesion until it has been alerted by his
family dentist after noting a lesion of
radiolucence after taking periapical
radiography.

Radiographically, neurilemmomas of
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the jaw are well-defined, unilocular
radiolucencies with a thin sclerotic

border. Therefore, the differential
diagnosis, both clinically  and
radiographically, should include
odontogenic  cysts and  tumors

(keratocystic ~ odontogenic  tumor,
ameloblastoma, Pindborg tumor), and
nonodontogenic tumors such as central
hemangioma, and central giant cell
granuloma [10]. For the present case,
the possibility of cystic lesions has been
ruled out because of the negative
aspiration finding. Moreover, it should
be noted that additional radiologic
characteristics such as external root
resorption, cortical thinning, spotty
calcification, cortical expansion, and
peripheral scalloping may also be
manifested [5]. Hence, in order to have
a complete radiological feature of the
lesion, Dbesides conventional oral
radiographic ~ imagings,  additional
imaging modalities such as CT, and
magnetic resonance imaging have also
been suggested [10]. In this case,
conventional panoramic radiography
revealed a well-defined, unilocular
radiolucence with corticated rim causing
external root resorption and lower
cortical bone thinning. However,
additional radiologic feature of lingual
plate perforation of the lesion has been
detected on CT imaging.
Microscopically, neurilemmomas are
classically characterized by
encapsulation  but  unencapsulated
lesions have also been reported [5]. For
the present case, no capsule can be
identified histologically. The tumor is
characterized with variable proportion
of so-called Antoni A (spindle cells with

their nuclei arranged in rows and
displaying a palisading effect, and with
\Verocay bodies which  represent

acellular zones) and Antoni type B (less
cellular and less organized non-organic
areas) zones [12,13]. Stained only with
haematoxylin and eosin, a misdiagnosis

of leiomyoma is possible because
leiomyoma may also show palisading
spindle cells arranging in rows (Antoni
type tissue) as in neurilemmoma.
Therefore, it is also essential to include
an immunohistochemical staining of
S-100 for suspected tumors of neural
origin because S-100 protein is positive
in all neural tumors [11]. In this case,
immunohistochemical  staining  with
desmin, vimentin and SMA, which are
specific for leiomyoma, were negative
and immunohistochemical findings for
S-100 protein revealed intense positivity
for S-100. Therefore, a tumor of neural
origin is confirmed for our patient.
Moreover, neurilemmomas exhibit both
a benign and a malignant form.
Malignant transformation of a benign
lesion as well as primary malignant
neurilemmoma have also been reported
[14,15]; therefore, thorough histological
examination and regular follow-up is
essential.

The recommended treatment modality
for intraosseous neurilemmomas is
surgical resection, together with regular
follow-up while the implicated nerve
can be resected to avoid the likelihood
of recurrence [5]. Incomplete resection
of the lesion may lead to recurrence, and
hence a periodic follow-up is necessary
[5]. For the present case, surgical
excision was the treatment of choice and
no recurrence has been noted after
follow-up for three years.

CONCLUSIONS|

Both clinical and radiographic features
of the present case are closely mimic
benign odontogenic tumors, which can
easily be confusing to the dentists.
Although it is rare, we suggest that a
complete differential diagnosis for such
a lesion should always include a tumor
of neural origin. =)
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