
Arch Orthop Trauma Surg (1997) 116:440-442 © Springer-Verlag 1997 

C U R R E N T  P R O B L E M  C A S E  

H .  N o o r a i e  • M .  T a g h i p o u r  • M .  M .  A r a s t e h  
K .  D a n e s h b o d  • M .  A .  E r f a n i e  

Intraosseous schwannoma of T12 with burst fracture of L 1 

Received: 8 September 1994 

A b s t r a c t  Int raosseous  schwannoma of  T12 with burst  L~ 
fracture is ex t remely  rare. Here  we present  a repor t  of  the 
successful  t reatment  and 18-month fo l low-up o f  a 46- 
year -o ld  man  with this compl ica t ion.  

Introduction 

Intraosseous schwannoma of  the bone is a very  rare, be- 
nign neoplasm,  which  accounts  for less than 0.2% of  pri- 
mary  bone tumors.  Int raosseous schwannomas  most  com-  
monly  arise in the mandible ,  though another frequent  site 
is the sacrum [1, 5], and very  rarely,  the spinal  co lumn has 
been involved.  Both Schwann cells and per ineural  cells 
are thought  to be the tumor- forming  e lements  in schwan-  
nomas.  The major i ty  of  these tumors  are sol i tary and be- 
nign, and their  t reatment  produces  excel lent  long- term re- 
sults [2, 4]. 

Case report 

A 46-year-old man who had been involved in a car accident was 
seen with the complaint of severe back pain. On physical exami- 
nation, the patient had tenderness at the thoracolumbar junction 
and local kyphosis with normal neurologic examination results. 
Radiography of the spine revealed a burst fracture of L12, with al- 

H. Nooraie (N~) • M. A. Erfanie 
Department of Orthopedic Surgery, 
Shiraz University of Medical Sciences, Shiraz, Iran 

M. Taghipour 
Department of Neurosurgery, 
Shiraz University of Medical Sciences, Shiraz, Iran 

M. M. Arasteh 
Department of Radiology, Shiraz University of Medical Sciences, 
Shiraz, Iran 

K. Daneshbod 
Department of Pathology, Shiraz University of Medical Sciences, 
Shiraz, Iran 

most 60% compression of the vertebral body and 25 ° kyphosis at 
the thoracolumbar junction. The incidental finding of a lytic lesion 
with a sclerotic rim was visible in the body of T12 (Figs. 1 and 2). 

A computed tomography (CT) scan of the spine showed a large 
Iytic lesion, involving all three spinal columns, with sclerotic rim, 
and eroding the pedicle and lamina on the left side (Fig. 3). This 
patient was operated on using a posterior approach, and a left- 
sided hemilaminectomy at the T12 level was performed. The en- 
capsulated extradural tumor was completely excised (Figs. 4 and 
5). After curettage and bone grafting, two Harrington rods were 
used for reduction of the L1 fracture, accompanied by posterior fu- 
sion (Fig.6). Now, 18 months postoperatively, the patient is asymp- 
tomatic and neurologically normal (Fig. 7). 

Discussion 

Primary intraosseous schwannoma of  the bone is very rare, 
which can be expla ined  by  the fact  that sensory nerves are 
not  prevalent  within bone,  and mos t  of  the intraosseous 
nerve fibers which are nonmye l ina ted  are associa ted  with 
b lood  vessels  [3, 6]. 

The radio logica l  features of  this unusual  benign neo- 
p lasm are suggest ive  of  the diagnosis ,  appear ing as a lyt ic  
defect  with a sclerotic  margin,  cort ical  erosion,  absence of  
calcif icat ion,  and eros ion of  the pedic le  and lamina.  The 
his to logic  features are character ized by  two dis t inct ive 
patterns,  Antoni  type A and Antoni  type B [4, 5]. The 
spinal  co lumn is se ldom rendered  unstable,  by  ei ther the 
tumor  or surgical  resection.  

Intraosseous schwannomas  are successful ly  t reated by  
excis ion or thorough curet tage and, for this reason,  inter- 
nal f ixat ion and bony  fusion are se ldom required.  Recur-  
rence of  the tumor  is unusual,  and the t reatment  has good  
long- term results:  mal ignant  t ransformat ion has not  been 
repor ted  [2, 3]. In our case, because  of  the coexis tence  of  
the L 1 fracture, in addi t ion to curret tage and bone  graft ing 
of  the tumor, s tabi l izat ion and pos ter ior  fusion were nec-  
essary  for correct ion of  kyphosis .  
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Fig. 1 Anteroposterior view of spine: deformed Tl2 with lateral 
wedging and absence of pedicle on left side and L~ with decreased 
height, widening of the vertebral body, and increased interpedicu- 
lar distance 

Fig. 2 Angular kyphosis at thoracolumbar junction; a lytic lesion 
can be seen in the body of TI:, with sclerotic margin and compres- 
sion fracture of the body of LI, with over 60% anterior wedging 

Fig. 3 Computed tomography scan of T12 shows a large expansile 
lytic lesion with a sclerotic border in the body of the vertebra, ex- 
tending posteriorly and involving the posterior elements, causing 
erosion of the pedicle and lamina on the left side 

Fig.4 Tumor tissue, composed of spindle cells with fusiform nu- 
cleus and focal nuclear palisading 

Fig. 5 Tumor tissue, detail of Fig. 4 
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Fig. 6 Postoperative lateral radiograph of the spine: kyphosis has 
been corrected 

Fig.7 Postoperative lateral radiograph of spine at thoracolumbar 
junction, 18 months after operation, with trabecular formation and 
radiologic evidence of healing in T12 vertebral lesion and also 
showing posterior fusion of Tt2-L1 


