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Case Report

A Rare Case of Schwannoma of the Superficial Peroneal Nerve with
Split Fat Sign
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Abstract: Schwannoma of the superficial peroneal nerve is very rare, with only four cases
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reported till 2006. Unlike neurofibromas, schwannomas do not traverse through the nerve
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but remain in the sheath lying on top of the nerve. Here we present a rare case of
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Schwannoma of the superficial peroneal nerve with split fat sign. A 48 year old woman
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complained of a swelling in the lateral aspect of proximal 1/3 rd of right leg below the knee
joint for 2 weeks. The swelling was painless and very small to begin with but it gradually
Journal homepage:
https://www.easpublisher.com/easjms progressed to the current size of 4 x 2 cm and caused mild pain. On examination mild
tenderness and increased local warmth was noted at the site of the swelling. Sensations were
intact at the site of swelling. There was no history was trauma or co-morbidities. MRI
Quick Response Code
findings revealed a well-defined ovoid lesion which shows isointensity to muscle in T1WI
and hyperintensity in T2 STIR, arising from the nerve sheath in the subcutaneous plane
lateral to the right fibular neck. Axial and Coronal T2 STIR MR image of right fibular neck
shows an image of right fibular neck with a large ovoid lesion which has predominantly
high signal and is eccentrically located in distribution of superficial peroneal nerve which
has central region low signal intensity representing “target” sign, which is also known as
split fat sign. Differential diagnosis considered were schwannoma and neurofibroma. Later
bone curettage was performed and histopathology examination revealed findings consistent
with schwannoma.
Keywords: Split fat sign, nerve sheath, schwannoma, Neurofibroma, neurofibromatosis
type 2 (NF2), Benign tumour, neurilemoma, neurinoma, target sign.
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INTRODUCTION

EXPERIMENTAL SECTION

A 48 year old woman complained of a
swelling in the lateral aspect of proximal 1/3 rd of right
leg below the knee joint for 2 weeks. The swelling was
painless and very small to begin with but it gradually
progressed to the current size of 4 x 2 cm and caused
mild pain. On examination mild tenderness and
increased local warmth was noted at the site of the
swelling. The swelling was hard in consistency with
restricted mobility. Sensations were intact at the site of
the swelling. There was no discharge or abnormal blood
vessel at or around the site of the swelling. There was
no history was trauma or co-morbidities.

MRI findings revealed a well-defined ovoid
lesion measuring ~ 4.8 x 2.6 x 2.5 cm which shows
isointensity to muscle in T1WI (Figure-1) and
hyperintensity in T2 STIR (Figure 2 and 3), arising
from the nerve sheath in the subcutaneous plane lateral
to the right fibular neck. Axial and Coronal T2 STIR
MR image of right fibular neck (Figure 2 and 3
respectively) shows an image of right fibular neck with
a large ovoid lesion (green arrow) which has
predominantly high signal and is eccentrically located
in distribution of superficial peroneal nerve (blue
arrow) which has central region low signal intensity
representing “target” sign, which is also known as split
fat sign. No perilesional oedema or bony destruction
was noted. Differential diagnosis considered were
schwannoma and neurofibroma.
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Fig-1: T1WI in coronal plane shows a well-defined ovoid lesion (orange arrow) in the right fibular neck which is isointense to muscle

Fig-2: T2 STIR in axial plane shows an image of right fibular neck with a large ovoid lesion (green arrow) which has predominantly high
signal and is eccentrically located in distribution of superficial peroneal nerve (blue arrow) which has central region low signal intensity
representing “target” sign, which is also known as split fat sign

Fig-3: T2 STIR in coronal plane shows an image of right fibular neck with a large ovoid lesion (green arrow) which has predominantly high
signal and is eccentrically located in distribution of superficial peroneal nerve (blue arrow) which has central region low signal intensity
representing “target” sign, which is also known as split fat sign
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RESULTS AND DISCUSSION

CONCLUSION

Later bone curettage was performed and
histopathology examination revealed findings consistent
with schwannoma.

Here we present a rare case of Schwannoma of
the superficial peroneal nerve with split fat sign.

Schwannomas
or
neurilemmomas
are
lobulated, encapsulated tumours that arise from the
neurilemmal cells in nerve sheaths [1]. Schwannomas
arise from the myelin sheath of nerves and are the most
common solitary nerve tumour of the body [2].
Schwannomas can be found in various parts of the body
with the most common site being the head. In the lower
extremity they are most commonly found in the deep
tissues of the foot [3]. Schwannoma of the superficial
peroneal nerve is very rare, with only four cases
reported till 2006 [4-6]. Unlike neurofibromas,
schwannomas do not traverse through the nerve but
remain in the sheath lying on top of the nerve. They
have a low risk of metastasizing. Schwannomas were
found to have some transmission types that were
autosomal dominant [7]. It typically is slow-growing,
isolated, firm, and round soft tissue mass [8].
Schwannomas can present with no symptoms,
mild symptoms or severe symptoms mostly affecting
the nerves. Most lesions are solitary and present as a
slowly growing painless soft‐tissue mass. Symptoms
are unusual, unless the mass has become large enough
to compress the adjacent nerve [9]. In contrast to
neurofibromas and primary malignant nerve sheath
tumours, schwannomas are eccentrically placed in
relation to the axis of a large peripheral nerve, well
encapsulated and can be dissected from the fascicles of
the parent nerve without jeopardizing permanent or
severe nerve dysfunction [10, 11]. MRI reveal lowsignal-intensity lesions on T1-weighted sequences, high
signal intensity lesions on T2-weighted sequences.
Signal on T2-weighted images can be either
homogeneously hyperintense or show a characteristic
target sign, consisting of a central hypointense region
[12].
Conventional schwannomas are composed of
two organized cell patterns: Antoni A and Antoni B.
These patterns are present in all the cases of
conventional schwannoma in varying proportions. The
Antoni A pattern is more organized with a palisaded
appearance and an elongated, spindle-shaped cellular
nucleus. A characteristic appearance in the Antoni A
pattern is the Verocay body, which is a circular
coalescence of elongated nuclei. The Antoni B pattern
is characterized by a diffuse cellular structure with
rounded nuclei [13].
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