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INTRODUCTION

Neurilemomma is a rare tumor of neural crest cell
origin. It is usually a benign slow growing tumor,
composed of Schwann cells, which normally produce
the insulating myelin sheath covering the peripheral
nerves. Schwann cells are very important in the re-
generation of damaged peripheral nerves [1]. For rea-
sons not yet understood, neurilemommas are mostly
benign and less than 1% become malignant, degene-
rating into neurofibrosarcoma. Most commonly they
occur as solitary encapsulated subcutaneous tumors.
More rarely, they are multiple or arise from points
along the PNS, including cranial nerves, spinal roots,
the brachial and lumbar-sacral plexus, or major peri-
pheral nerves."

Most neurilemommas occur in the head, neck,
stomach [2] or limbs, with a few cases occurring in the
retroperitoneal space. The cause of these neoplasms is
unknown [3]. Neurilemommas can arise from neuro-
fibromatosis. Because these tumors can present in
many locations, the clinical presentation can be varied
[4]. Some may involve the spinal nerve roots and
present with symptoms that mimic those of herniated
disk disease of the spine [5]. Deeply situated tumors
predominate in the posterior mediastinum and the
retroperitoneum. Visceral neurilemommas, especially
of the adrenal gland, are extremely rare and are usually
discovered incidentally. Adrenal neurilemommas are
thought to arise from Schwann cells associated with
the phrenicnerve, thevagusnerve,andthe sympathetic
trunk that innervate the adrenal medulla [6].

CASE REPORT

In march 2006, a 41 year old male patient was
referred to the Ukrainian scientific and practical cent-
re for endocrine surgery and organ transplantation
as a case of a retroperitoneal tumor (incidentaloma)
for further diagnostic evaluation and treatment.
Physical examination then revealed a healthy looking
man 177 cm tall and 105 kg in weight, body mass
index 33.5, with first stage obesity. No abnormalities
were found. Thyroid sonography was normal. Abdo-
minal sonography revealed an hyperechoic round
mass (52 mm) in the upper pole of the left kidney.
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Laboratory data revealed normal hematology and
biochemistry. Endocrine studies showed normal levels
of: urine 17-oxycorticosteroid - 3.9 mcmol/day, 17-
corticosteroid - 17.6 mcmol/day, 11 oxycorticostero-
id — 0.16 mcmol/day. Catecholamine’s: adrenaline -
6.57 nmol/day, noradrenalin - 14.4 nmol/day,
dopamine — 176.4 nmol/day, VMA - 4.95 mcmol/day.

Computed tomography (CT) revealed a well-
marginated heterogeneously enhanced capsulated
mass 60x50mm in the left adrenal region.

The patient underwent laparoscopic left adrenal-
ectomy. Pathologic finding of the left adrenal gland
showed a picture of a begnin neurilemomma and
hyperplasia of the adrenal cortex. The post operative
course was smooth and the patient was discharged
after 2 weeks of hospital stay. During the follow up
period till 2014 endocrine studies and abdominal CT
revealed no evidence of tumor recurrence. In 2009
thyroid sonography revealed non toxic multinodular
goiter and blood tests revealed hypothyroidism. The
patient was prescribed thyroxine 100 mcg 1 tablet
daily. Routine monitoring of TSH was recommended.

In 2014 the patient underwent a routine check up
at our hospital. Abdominal CT revealed microadenoma
(13 mm, density -4 HU to +7 HU non contrast image) of
the right adrenal gland and adrenal hyperplasia, Intra
venous contrast imaging revealed during the venous
phase (60 sec) density of +67 HU to +79 HU, wash out
phase (15 min.) -2 HU to +11 HU.

Laboratory data revealed normal hematology and
biochemistry. Endocrine studies showed normal
levels of: Urine metanephrines - 346.9 mcg/day,
cortisol (overnight dexamethasone test) -
0.6 mcg/dl, aldosterone - 17.3 ng/I, rennin 4.83 ng/I,
TSH - 6.21 pluU/mL, ARR - 3.58, plasma potassium -
4.6 mmol/I.

The patient was recommended to have a routine
checkup (abdominal CT and blood tests) after 1 year as
the laboratory findings were in the normal range and
the patient was normotensive without any complaints.
The dose of thyroxine was corrected to 125 mcg/daily.

DISCUSSION
Neurilemomma is a benign, slow-growing, encap-
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Fig. 1, 2, 3. Computed tomography (CT) of the adrenal gland:
1 - non contrast phase density 1-4 HU to + 7 HU,
2 —venous phase (60 sec) density of 67 HU to 79 HU,
3 —wash out phase (15 min.) -2 HU to +11 HU.

sulated neoplasm in which the principal component
arises from neural crest cells and comprises dif-
ferentiated Schwann cells in a poorly collagenized
stroma. Neurilemommas were first described by Vero-
cay in 1908, with further sub-classification into two
distinct histologic patterns performed by Antonini in
1920 [7]. On computed tomography, a neurilemomma
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appears as a well-demarcated, round or oval mass that
may be homogeneous. However, other cases in the
literature have shown prominent cystic degeneration
and calcifications [8].

A 2002 National Institutes of Health(NIH), science
statement, on the management of adrenal inciden-
talomas concludes that lesions greater than 6 cm
should be excised, those less than 4 cm with imaging
characteristics that appear benign should generally
not be resected, and those between 4 cm and 6 cm
can be either closely observed or resected. However,
non-secreting tumors with of size >4 cm can be exci-
sed with an added benefit of definitive diagnosis [9].

The differential diagnosis of adrenal incidentaloma
can be extensive and ranges from cortical lesions such
as adenoma and carcinoma to medullary lesions such
as neuroblastoma, ganglioneuroma, pheochromo-
cytoma, neurilemomma and neurofibroma. Rare le-
sions like leiomyosarcoma and malignant peripheral
nerve sheath tumors can also occur.

Histologically, the growth patterns in neurile-
mommas include Antoni type A neurilemoma and
type B neurilemoma [1]. Immunohistochemistry of
adrenal neurilemomma shows strong and diffuse
staining for S-100 .They also display pericellular
reactivity for collagen IV, laminin, and show absence of
reactivity for keratin, desmin, actin, muscle-related
antigens, HMB-45, Melan-A, chromogranin, synapto-
physin, and CD34 [10].

The management of neurilemomma requires
complete surgical excision. Laparoscopic adrenal-
ectomy is safe and feasible for diagnosis and treat-
ment of benign adrenal neurolemoma [11].

In conclusion, total excision of benign neurole-
moma is associated with favorable outcome in pa-
tients, but as our case depicts regular follow up is
needed, as our patient presented with a hormonally
inactive micro adenoma and adrenal hyperplasia of
the right adrenal gland 8 years post left adrenalec-
tomy.
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PE3IOME

HeBpunemoma (HeBpnHOMa, LUIBAaHOMa)
HaAHVPKOBOI 3a71031
K. Cinx, T. FO36eHkoO

No6poskicHa nyxsnMHa, 3B'A3aHa 3i LWBaHIBCKOLO
0060MOHKOI HepBiB. BMHMKae y M'AKUX TKaHMHaxX 3a
XO[10M HEPBOBUX CTOBOYPIB, @ TAaKOX YepenHUX HepBiB,
pigwe — y BHYTPIiWHiX opraHax. bysae noognHokoto y
BUNAZI By3/1a HEBENIMKMX PO3MIpIB (2-3 cm), 3B’A3aHOro
3 HepBOBUM CTOBOYpOM. [ly>Ke 3piaKa NyxnmnHa focarae
BEIKUX PO3MIpiB, NpuyoMy Bara ii moxke 6yTu 2,5 Kr i
6inbwe. ONMcaHo KNiHiYHUIM BMNagok: 2006 poky 6yno
npoonepoBaHo YosnoBika, 1965 p. H., i3 NpuBoAYy yTBO-
peHHA 3a04yepeBUHHOro MNPOCTOPY PpOoO3Mipamu
60x50 MM, rOpMOHaNbHO HeakTuBHOro. [laToricto-
NOTiYHNIN BUCHOBOK: HEBpiNemMoma niBoi HagHMPKOBOT
3an03u, rinepnnasia KOpKOBOro LWapy HagHWPKOBOI
3ano3n. Ha nnaHoBomy ob6cTexeHHi 2014 poky 3a
pesynbtatamm MCKT BuABNEHO MiKpo ageHomy Ta
rinepnnasito NpaBoi HAAHMPKOBOI 3a5103M.

KniouoBi cnoBa: HeBpinemMmoma, HafHMPKOBI 3aJ10-
3K, NiKyBaHHA.

Jama HaoxooxeHHs 0o pedakuii 13.01.2015 p.
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PE3IOME

HeBpunemomma (HeBprnHOMa, LUBAaHHOMA)
Hagno4Ye4yHuKa
K. Cunx, T. IO38eHKO

[lobpokauecTBeHHas OMyxoJfib, CBA3aHHaA CoO
LUBAaHHOBCKOW 060104YKol HepBOB. Ob6pa3yeTcsa B MAr-
KMX TKaHAX MO Xo4y HEPBHbIX CTBOJIOB, @ TakXe vepen-
HblX HEPBOB, peXke — BO BHYTPEHHMX OpraHax. boiBaeT
OAVHOYHOWN U NpepacTaBnsaeT cobol y3en HebonbLIMX
pa3mepoB (2-3 cm), CBA3AHHbIN C HEPBHbIM CTBOJIOM. B
pepKnx Ciydasx omnyxosib UMeeT Oonbluve pa3mMepbl,
Macca ee MoOXeT gocturaTtb 2,5 Kr n 6onee. OnucaH
KNMHNYecKkni cnydaim: B 2006 rogy my»<umHa 1965 r. p.
6bI1 onepupoBaH No nosofy obpa3oBaHuA 3abpto-
LUIMHHOIO MNpOoCTpaHcTBa pasmepamm 60x50 mm, rop-
MOHanbHO HeakTuBHOro. [latorncronormyeckoe 3a-
KNoYeHve: HeBpuieMoMMa N1eBOro HafnoyeyHuKa,
rvnepnniasna KOPKOBOro CnofA HagrnoveyHuka. B 2014
rogy Ha nnaHoBoMm ocmoTpe Ha MCKT BbifBneHa
MUKPOAZEeHOMa U runepnniasna npaBoro Hagrnoueu-
HUKa.

KnioueBble cnoBa: HeBpUieMOMMA, HaAMOYeYHU-
KW, neyeHue.

SUMMARY

Neurilemomma (Schwannoma)
of the adrenal gland
K. Singh, T. Yuzvenko

It's a benign tumor composed of Schwann cells. It
occurs as a solitary encapsulated subcutaneous
tumor of spinal roots, cranial nerves, rarely extending
to the internal organs. It generally presents itself as a
small tumor (2-3 cm in diameter), in rare cases the
tumor can weigh up to 2.5 kg. Case report is about a
male patient (YOB 1965) who was diagnosed in 2006
with a hormonally inactive retroperitoneal tumor
(60x50 mm). Pathologic finding of the left adrenal
gland showed a picture of a begnin neurilemomma
and hyperplasia of the adrenal cortex. In 2014 during
routine checkup abdominal CT revealed microade-
noma and hyperplasia of right adrenal gland.

Key words: Neurilemomma, adrenal gland, treat-
ment.
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