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Abstract
Introduction: The association of bowel tumor and inguinal hernia is rare. We report according to our research the
first case of the migration of a small bowel schwannoma into an inguinal hernia.
Case presentation: We report the case of a 51-year-old Moroccan malen admitted for a non-reducible right inguinal
hernia in which surgical exploration showed the presence of a small bowel tumor that had migrated into his hernia
sac. A histopathological examination of the tumor was in favor of a small bowel schwannoma.
Conclusion: Small bowel schwannoma is an exceptional clinical entity for which the diagnosis is difficult; its
confirmation needs histological and immunohistochemical studies.
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Introduction
The migration of an intestinal tumor into inguinal hernia is a very rare entity. However the migration of a
schwannoma of the small bowel into inguinal hernia is
exceptional.
We report according to our research the first case of
migration of small bowel schwannoma into an inguinal
hernia.
Case presentation
We report the case of a 51-year-old Moroccan man with
no past medical history who presented with a right
inguinal mass looking like an inguinal hernia.
The clinical history started 1 year ago with the appearance of a right inguinal mass, impulsive during cough
and reducible.
He observed an increase in the mass volume, and the
appearance of a second hard and non-reducible mass 3
months later.
A clinical examination showed the presence of two
inguinal masses the former soft and reducible and the
latter hard and non-reducible. There was no associated
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nausea or vomiting. He had a history of hypertension for
the previous 9 years. He had no significant changes in
standard biochemical findings. The first diagnosis was
the migration of his bowel in the hernia sac.
During surgical exploration we found an indirect
inguinal hernia; however, at the opening of the sac we
discovered a 10cm mass originating from the ileal
portion of his bowel tract (Figure 1).
We could not find any other mass in the examination
of the remaining parts of his digestive system.
Our surgery consisted of the resection of a reddish
well-encapsulated tumor, measuring 10cm in diameter,
originating from the antimesenteric border of the small
bowel, without obstruction of its lumen leaving a 6cm
(Figures 2 and 3) safety margin from both sides of the
termino-terminal anastomosis.
Hernia treatment was done according to the Lichtenstein
procedure.
An anatomopathological study showed the presence of
fusiform cells, in which the immunochemical study
demonstrated cells expression of antibodies peroxidase
and the immunostaining of cells was in favor of antiPS100, and the non-expression of anti-cluster of differentiation (CD) 117 and anti-desmin, hence proving its
neurological nature schwannoma (Figure 4).
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Figure 3 View showing the mass after resection.
Figure 1 Operative view showing a 10cm mass located on the
bowel.

Discussion
The content of 10% of inguinal hernias is the bowel system [1]. The literature reveals that hernias may also contain different abdominal organs, such as urological and
gynecological organs [2,3]; however less than 0.5% of
hernias contain a tumor [4]. According to Lejar’s classification of primary tumors in the hernia sac, we may
differentiate two types: saccular and intrasaccular [5].
Saccular tumors involve the hernia sac such as mesothelioma; intrasaccular tumors involve organs inside
the sac. The majority of intrasaccular tumors are of
intestinal origin.

Figure 2 Operative view showing the mass is attached to the
antimesenteric edge.

In a series of 22,000 inguinal hernioplasties described
by Nicholson et al. [6], they found that the incidence of
tumor metastasis into the inguinal region is 0.07% of
which 40% of the tumor metastases are secondary to intestinal tumor. The coexistence of an intra-abdominal
mass and inguinal hernia was also reported [6-10], one
possible explanation for this is the increased intraabdominal pressure secondary to the presence of an
intra-abdominal tumor, particularly in older patients
[9,11]. In our case report, the histopathological study was
in favor of bowel schwannoma. Schwannoma localization
in the bowel tract is rare and not frequently described in
the literature, and it belongs to tumors of the bowel system
which include digestive stromal tumors and differentiated
tumors, which are less frequent [12]; the preferential
localization of digestive tube schwannoma is the stomach [13,14]. Other localizations are described but are
rare: colon, rectum and esophagus [15-17]. The clinical
presentation of this tumor is not specific, frequently
the patient complains of dyspepsia and epigastric pain

Figure 4 Anatomopathologic aspect of bowel schwannoma.
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[13,14,18]. In lower localization, the patient may complain of severe constipation and rectorrhagia [15]. The
age of the patient varies from 18- to 87-years old, with
a mean age of 65 years [15]; a slight predominance in
women is found. Tumor [13-16] size varies from 0.5 to
11cm [18] and giant schwannoma remain exceptional
[17]. Malignant schwannoma localization in the digestive tract is not described [19].
In general, at endoscopic examination, the tumor
appears submucosal with a large protrusion into the
lumen of the digestive tube associated to small erosions
of the mucosa. A biopsy is usually negative [20] and
the diagnosis is based on the anatomopathological
study of the removed tumor. In immunostaining studies schwannomas are always positive for proteins
S100, positive for glial fibrillary acidic protein and
CD57 marker but less constant and always negative for
muscle markers [14]. The treatment of colorectal
schwannoma is segmental colectomy, hemicolectomy
or enucleation [15]. In fact, we could not find the
association between Von Recklinghausen disease and
the patient having digestive schwannoma [13-15,21].
We should differentiate between schwannomas and
digestive stromal tumors. The latter are rare; they
frequently originate from the connective system of the
digestive tube [21].
Four types are identified [13]:
–
–
–
–

Smooth muscle cells tumor.
Nervous system tumor.
Nervous and smooth muscle cells tumors.
Undifferentiated tumor.

Stomach and small bowel are the most frequent
localization.
All submucosal tumors of the digestive layer are considered stromal tumors; neither endoscopy nor echoendoscopy may confirm the diagnosis, only histological
examination and immunohistochemical study may give
us the precise diagnosis. Digestive stromal tumors show
structural and immunophenotypic heterogeneity according to the segment in the digestive tube, and in the same
tumor, the expression of CD117 is frequent but less
constant [11].

Conclusions
The association of inguinal hernia and bowel schwannoma
is exceptional; the prognosis is favorable.
The main difficulty is in precise diagnosis and for this
histological and immunohistochemical studies are necessary.
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