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Intractable Headache due to Schwannoma in the Right Thoracic Paraspinal Space

aneurysm, arteriovenous malformation, central venous 
thrombosis, or subdural arachnoid hemorrhage), meningitis, 
status migraines, tumors of the head and neck, abnormal 
intracranial cerebral pressure, iatrogenic, and psychogenesis.1 
Paraspinal tumors of the neck can cause severe headache 
due to compression of the dorsal root of a sensory nerve or 
compression of the dura mater of the spine.2 Abdominally 
located paraspinal tumors can also compress the adrenal 
gland, causing epinephrine release, and severe hypertension 
as well as headache.3 Paraspinal tumors over the cauda equina 
may relate to papilledema and headache due to increased 
intracranial pressure.4 Headache due to paraspinal tumors of 
the thorax is rare. The cause of headache in this case may be 
slight compression of the sympathetic chain, insufficient to 
cause Horner syndrome.5 A schwannoma in association with 
a nerve sheath can have a mass effect on peripheral neurons 
and soft tissues.6 Usually, neurogenic tumors do not cause 
noticeable symptoms in the posterior mediastinum or chest 
wall.7 Our patient’s headache improved dramatically after 
the tumor removal. Headache due to compression can also 
be alleviated with high‑potency oral steroids, ergotamine 
derivatives, and selective calcium channel antagonists. 
If a patient with intractable headache has abnormal chest 
radiography findings, further imaging should be pursued. To 
facilitate treatment planning and prevent complications in 
patients with severe headache, it is important to exclude the 
rare but serious possibility of a paraspinal tumor.
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A schwannoma on the sympathetic chain can produce 
headache through a mass effect. To enable appropriate treatment 
planning in patients with severe headache, it is important to 
exclude the rare but serious possibility of a paraspinal tumor.

A 49‑year‑old male disease came to our hospital emergency 
department complaining of a first‑time severe headache that 
had persisted for 1 week with no systemic disease history. The 
headache persisted from minutes to hours and attacked several 
times a day. The intensity of headache could reach 9 points of 
numerical rating scale. Neck stiffness and nausea were also 
found. He had a 10 pack‑year history. Funduscopic examination 
showed no papilledema of both eyes. Blood pressure was around 
120/80 mmHg during admission. A chest radiograph revealed a 
lesion on the medial aspect of the upper lobe of his right lung 
over the level of 2nd  thoracic vertebrae. Upon being admitted, 
brain magnetic resonance imaging (MRI) showed no lesions, and 
blood tests yielded normal results for immunological markers and 
no elevated tumor markers. Normal opening pressure was noted 
during lumbar puncture and cerebrospinal fluid  (CSF) analysis 
revealed no white blood cells, no red blood cells, a high CSF glucose 
level (99 mg/dL), a normal CSF protein level (30 mg/dL), and no 
remarkable biochemical findings. A chest computed tomography 
examination revealed an enhancing nodule (~ 2.5 cm) suggestive 
of a neurogenic tumor in the right paraspinal region in the 2nd to 
3rd intercostal space. A chest MRI scan showed a right paraspinal 
tumor with mixed signal intensity on T2‑weighted images 
consistent with a solitary fibrous tumor, neurofibroma, or other 
neurogenic tumor [Figure 1a].

The patient’s headache was treated pharmacologically with 
dihydroergotamine  (10  mg/day), prednisolone  (40  mg/day), 
and flunarizine (10 mg/day), and the tumor was later resected 
by a chest surgeon employing a video‑assisted thoracoscopic 
approach. A  smooth, round mass bulging from the posterior 
pleura had originated from the right sympathetic trunk but 
was removed without producing Horner syndrome. Pathology 
indicated that the tumor was a schwannoma  [Figure  1b] 
characterized by proliferating spindle cells with wavy nuclei 
forming Antoni A and B patterns along with hyalinized 
vessels and positive immunohistochemical stains of S‑100 
and NSE (weakly positive). In the several months following 
the operation, the patient has shown no signs of neurological 
sequelae, and his headache symptoms have been alleviated.

Common etiologies of intractable headache include 
cerebralvascular disease  (e.g.,  stroke, aortic dissection, 

Figure  1:  (a) T2‑weighted magnetic resonance imaging scan revealing a 
mixed signal intensity lesion (arrow) with an “owl’s eye” appearance budding 
from the right sympathetic trunk (circle). (b) Photomicrograph of a soft‑tissue 
schwannoma section (HE × 40) showing a relatively well encapsulated mass 
lesion consisting of proliferating spindle cells with wavy nuclei forming 
compact Antoni A (Region A) and loose Antoni B (Region B) patterns along 
with hyalinized vessels
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consent for his images and other clinical information to be 
reported in the journal. The patient understands that his 
name and initials will not be published and due efforts will 
be made to conceal his identity, but anonymity cannot be 
guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Po‑Kuan Yeh1,2, Hsu‑Kai Huang3, Yi‑Shu Liao4, 
Fu‑Chi Yang2

1Department of Psychiatry, Tri‑Service General Hospital 
Beitou Branch, National Defense Medical Center, 

Departments of 2Neurology and 4Pathology, Tri‑Service 
General Hospital, National Defense Medical Center, 

3Division of Thoracic Surgery, Department of Surgery, 
Tri‑Service General Hospital, National Defense Medical 

Center, Taipei, Taiwan

Corresponding Author: Dr. Fu-Chi Yang,   
Department of Neurology, Tri‑Service General Hospital, 

National Defense Medical Center, No. 325, Sec. 2, 
Chenggong Rd., Neihu Dist., Taipei 114, Taiwan. 

Tel: 886-2-87923311; Fax: 886-6-87927174. 
E‑mail: fuji-yang@yahoo.com.tw

Received: May 24, 2021; Revised: September 16, 2021; 
Accepted: October 13, 2021; Published: November 25, 2021

REFERENCES

1.	 Valença MM. Intractable headache criteria. Cephalalgia 
2007;27:858‑9.

2.	 Chowdhury FH, Haque MR, Sarker MH. High cervical 
spinal schwannoma; microneurosurgical management: 
An experience of 15  cases. Acta Neurol Taiwan 
2013;22:59‑66.

3.	 Singh  V, Kapoor  R. Atypical presentations of benign 
retroperitoneal schwannoma: Report of three cases with 
review of literature. Int Urol Nephrol 2005;37:547‑9.

4.	 Guigou  S, Mercié M, Blanc  JL, Lapierre  F, 
Milinkevitch S, Dighiero P. Bilateral papilledema as the 
manifestation of schwannoma of the cauda equina. J Fr 
Ophtalmol 2006;29:312‑8.

5.	 Jackson R. Headaches associated with disorders of the 
cervical spine. Headache 1967;6:175‑9.

6.	 Anil G, Tan TY. Imaging characteristics of schwannoma 
of the cervical sympathetic chain: A review of 12 cases. 
AJNR Am J Neuroradiol 2010;31:1408‑12.

7.	 Shields  TW, Reynolds  M. Neurogenic tumors of the 
thorax. Surg Clin North Am 1988;68:645‑68.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

How to cite this article: Yeh PK, Huang HK, Liao YS, Yang FC. 
Intractable headache due to schwannoma in the right thoracic 
paraspinal space. J Med Sci 2023;43:97-8.

[Downloaded free from http://www.jmedscindmc.com on Thursday, April 6, 2023, IP: 219.87.87.17]


