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Abstract: Cone-beam computed tomography (CBCT) remains the diagnostic modality of choice. The
involvement of the cortical bone and adjacent teeth can be easily established via CBCT. Magnetic
resonance can be helpful in the estimation of any other soft-tissue tumour spread within this
anatomical area. The soft, hard-tissue, or mixed aetiology of tumours requires a differential
diagnosis and accurate evaluation. If such pathologies arise, an adequate biopsy or incisional biopsy
is essential to evaluate the type of tumour histopathologically. The occurrence of some neural
tumours in the oral cavity is rare. Schwannomas (SCs), like some neuromas and other types of
neural tumours, are rare and atypical. During clinical examination, a smooth, sponge-like, elastic
mass could indicate other small salivary gland tumours rather than an oral neural tumour. Such
pathologies of neural origins are quite rare and are uncommon findings in the oral cavity; therefore,
their appearance may be conflated with other more typical benign or malignant tumours in the oral
cavity. Establishing the status of bone via CBCT, the tooth involvement and the composition of the
cortical bone may be helpful for establishing the best treatment of choice. The presented case report
describes a rare schwannoma localised at the mandibular retromolar trigone.

Keywords: mandible; schwannoma; salivary gland; pleomorphic adenoma; neurilemoma

1. Introduction

The mandibular retromolar triangle (retromolar triangle, fossa, MRT) is an
anatomical area at the posterior part of the mandible. It is located distally from the last
molar, at the edge of the alveolar rim of the mandibular body, and anteriorly from the
ascending ramus of the mandible [1]. Quite commonly in this area, an additional
retromolar foramen (RMF) can be found. This anatomical variation connects via a canal
to the mandibular canal, and an additional neurovascular bundle can be found [2,3]. The
approach to this mandible-associated anatomical area requires careful surgical planning.
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Most commonly, the retromolar area of the mandible is associated with impacted
molars (wisdom teeth), proximity to the inferior alveolar nerve (IAN), and sometimes
even anatomical variations such as a bifid mandibular canal or a retromolar foramen [4].
On the medial side of the MRT, the lingual nerve might also be found. Many odontogenic
cysts and mandibular fractures are often observed in this anatomical area, as are some
odontogenic tumours, as well as other pathologies that may be present (e.g., pleomorphic
adenoma or others) [4,5]. Both odontogenic and nonodontogenic pathologies can be found
in this mandibular area. One of the rarest tumours found in the oral cavity is a neural
tumour (<0.3-1%); therefore, care should always be taken to differentiate between lesions
of odontogenic (cysts, tumours, abscesses, primary bone tumours) and nonodontogenic
origins (salivary glands, secondary/metastatic tumours, oral cancers, squamous cell
carcinomas), and other benign/malignant processes [4-6].

The schwannoma (SC, neurilemmoma, a Schwann cell tumour) is a rare
neuroectodermal tumour arising in the oral cavity [4-7]. The first descriptive cases of the
SC came in 1910, and the SC was described later by Stout in 1935. They are common in
middle-aged adults (30-50 years of age), without any sex or age predilection. This rare
solitary tumour is mostly a slow-growing, nontender rubbery mass that is asymptomatic,
covered with the normal oral mucosa, and found accidentally in the oral cavity [7,8].
When present, its benign neurogenic origin is mostly associated with the presence of
Schwann cells in the nerve sheath of the oral cavity. Currently, the SC is considered an
atypical, benign tumour with well-defined borders and is a slow-growing encapsulated
tumour arising from the local nerve trunk. Its malignant transformation is unlikely to
occur. It might arise from various nerves; however, its occurrence is uncommon in the oral
cavity (<1%), while approximately 20-40% of each SC might be found in the head and
neck region. In the oral cavity, SCs are mostly associated with submucosal painless
swelling and can be smooth and soft upon examination [9,10]. Oral mucocele, granuloma,
lipoma, fibroma, small salivary gland tumours, sarcoma, carcinoma, leiomyoma,
rhabdomyoma, haemangioma, lymphangioma, granular cell tumour, and others, such as
dermoid cysts in the oral cavity floor, can be misdiagnosed. Atypically, it can be hard on
palpation, mimicking a small salivary gland tumour. Because schwannomas arise from
nerve sheets, their histopathological features include those of neuromas, neurofibromas,
and tumours arising from bone, muscle, and adjacent soft tissues [7-9]. Surgical excision
is the treatment of choice; however, recurrent SCs require more aggressive excision. The
overall prognosis remains good, with a slight chance of recurrence, while malignant
transformation remains unclear [10-12]. Some authors indicate that the tongue is the most
common site of schwannoma, and some rare possible transformations could be related to
this occurrence [9-12]. Other potential sites of schwannoma occurrence in the oral cavity
include the tongue, cheek, buccal mucosa, jaw bones, floor of the mouth, posterior
intraosseous mandibular areas, mucobuccal vestibular area, and lips [13-16]. In rare cases,
intraosseous mandibular schwannomas might cause pain, nerve compression, local
numbness (paraesthesia, Vin-cent sign), cortical expansion, and other atypical symptoms
[11-13]. In some cases, schwannomas can be associated with a hypoglossal nerve in the
floor of the mouth, as reported by Zhong et al. However, as suggested by Lee et al., when
present in the tongue or floor of the mouth, schwannomas can cause pain, dysphonia,
dysphagia, tongue-limited movements, and sometimes other atypical symptoms [13-16].
SCs occur as an ONT (oral neural tumour) in the oral cavity in approximately 1% of cases,
with the tongue and the floor of the mouth being the most common sites, more common
than the mandibular retromolar trigone area. The latter is a very rare site of occurrence.
As described in the following text, the studies on this topic are limited, and accurate
comparisons are missing in the known literature. Yet, so far, just a few cases of MRT oral
SC have been found [14-18].

In the present case, we will briefly describe this rare occurrence of an SC and present
how the close proximity of any impacted teeth might mimic odontogenic lesions, while a
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soft and spongy consistency should prompt differentiation from a small salivary gland
tumour.

2. Case Description

The following case report is rare and quite unusual because of the occurrence of a
neural tumour in the mandibular retromolar area. Because of some atypical features and
rare NT locations, a detailed case study will be written according to the CARE guidelines
[17].

A 40-year-old patient was referred from a local dental office because of soft swelling
in the right mandibular retromolar area. The lesion slowly grew over a long period, was
symptomless, and was evaluated in time as a part of the swollen gums or pericoronal
tissue enlargement overlying the impacted right mandibular wisdom teeth (Figure 1).
Since the tissue had enlarged in time without any pericoronitis, inflammation, or changes
in the bone area surrounding the impacted third molar, the patient was scheduled for
consultation only because of the following atypical features of the lesion.

Figure 1. Preoperative panx (panoramic radiograph) showing four fully visible retained wisdom
teeth (18, 28, 38, 48) and no osteolytic changes in the right retromolar mandibular trigone. The
impacted left mandibular wisdom teeth had a visible follicular-like cyst appearance surrounding
the crown; the fully retained right wisdom teeth are fully embedded in the bone in an ankylotic-like
manner, without any cysts, in direct proximity to the inferior alveolar nerve.

During the intraoral examination, in the right MRT area, a soft, well-defined mass
measuring approximately 15 mm x 10 mm that was painless and had a smooth, fibro-
elastic texture was observed. The soft-tumour mass did not bleb upon palpation, was
symptomless and partially movable, and was partially well attached to the bone of the
MRT. Adjacent teeth remained smooth and healthy, without any visible inflammation,
irritation, or tumour infiltration. The tumour was elastic and covered with reddish-like
swollen mucosa without any fluctuations; however, it contained some firm and solid
structures. The mucosa covering the lesion lacked any abrasions, ulcerations, or any other
atypical features (Figure 2).
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Figure 2. Intraoral photograph of the right mandibular retromolar trigone soft-tissue tumour.

The patient was a generally healthy male without any history of surgery, illness, or
surgery in the oral cavity region. The occurrence time of this lesion and its growth dura-
tion were not established. All of the surrounding anatomical areas and spaces were free
of any diseases. Routine panoramic radiography (panx) and cone-beam computed tomog-
raphy (CBCT) excluded any major changes in the bone near the tumour and excluded any
potential odontogenic cause of the MRT swelling. The cortical parts of the bone in the
CBCT study were also normal. No bone erosions, infiltrations, tooth resorptions, or bone
swelling were detected (Figure 3). Because of the lack of substantial bone involvement,
except for the impacted right mandibular wisdom molar with visible signs of bone anky-
losis, suspicion of a nonodontogenic tumour was established.
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Figure 3. Cone-beam computed tomography in the sagittal plane before biopsy. The superior part
of the cortical bone remained clear and intact without any lesion or perforation.

The tumour was first subjected to an incisional biopsy to ensure a good histopatho-
logical specimen for the study, and then the condition of the MRT bone structures was
established. Ten centimetres of Lignocain was administered as local anaesthesia with
adrenaline (Lignocainum 2% c. noradrenalino Polfa 10 amp x 2 mL, Polfa, Warszawa, Po-
land). The following was administered: Taromentin (1.2 g-1 g amoksycylin, 200 mg clavu-
lanic acid, Polfa Tarchomin, Warszawalntravenously, Poland), 100 mg Ketonal (50 mg/mL,
10 amp. 2 m, Sandoz, Warsaw, Poland), and 1 g of paracetamol (Biofarm, Poznan, Poland).
The oral cavity and adjacent skin were rinsed with Octanisept mouthwash. Sterile dress-
ings were placed to cover the oral cavity. First, a buccal releasing incision was made via
the unilateral sagittal-split of the mandible (USSO) approach at the right bucco-vestibular
area of the mandible. The incision was made laterally from the mandibular ascending ra-
mus, just buccally from the tumour, and then lowered to the bucco-alveolar free gingival
area close to the teeth 45/46. Blade No. 15¢ B (Swann Morton, WR Swann, Owlerton Grn,
Hillsborough, Sheffield, UK) was used. To safely elevate a mucoperiosteal flap, Obwe-
geser Periosteal Elevators (Obwegeser 38-630-06-07-38-630-11-07 17.5 cm/6 7/8”, KLS Mar-
tin, Tuttlingen, Germany) were used. One lingual spatula was used to protect the medial
aspect of the tumour and the entrance to the oral part of the throat (TONGUE DE-
PRESSOR, DOYEN, 30/33 mm, 16 cm, KLS Martin, Tuttlingen, Germany), and one long
Langenbeck hook (Langenbeck retractor, 55 x 11 mm, HR-2604-55x11, Hossa Interna-
tional, Warszawa, Poland) from the buccal side of the incision was used for retraction.
After mobilisation of the entire flap, the buccal cortical bone was intact, and adjacent teeth
47 were situated in a stable position in the alveolar bone. After establishing good visibility
of the operated field, because of the lack of local bone changes and the small diameter of
the tumour, we decided to excise all of the tumour for adequate histopathological evalu-
ation. To gently elevate the tumour, Mosquito clamps were used (Mosquito-Forceps, Crile,
Cvd., 14.5 cm, KLS Martin, Tuttlingen, Germany). Later, with a 2 mm surgical margin of
soft tissues, the tumour was excised. The cortical bone under the tumour was intact, with-
out any lesions, bone osteolysis, or other visible signs of infiltration. To establish the de-
tailed status of the cortical bone, a large part of the cortical bone was removed for further
examination with the use of a bone chisel and bone hammer (Bone Chisel, 4 mm, 17 cm,
KLS Martin, Tuttlingen, Germany). Because of the visibility of the atypical impacted man-
dibular right wisdom molar, with some clinical signs of bone ankylosis, an attempt was
made to remove the teeth; however, due to the proximity of the inferior alveolar nerve
(IAN)—including related bleeding—and the structure of the impacted teeth embedded
with the bone, the procedure was not completed; a second approach after histopatholog-
ical examination of the excised tumour was possible (Figure 4). The patient was sutured
with 4.0 Prolene (Prolene Johnson & Johnson, London, UK), and additional Spongostan-
collagen sponges (Spongostan, Ethicon, Ferrosan, London, UK) were applied to the area
of the partially removed wisdom teeth. The patient was prescribed 100 mg of intraoral
Ketonal 2/day (Sandoz, Warsaw, Poland), 1 g of Augmentin 2/day (Polfa Tar-chomin, War-
szawa, Poland), and Multilac (Probiotic+Prebiotic, USP ZDROWIE SP. Z O.0., Warszawa,
Poland) along with 0.1% CHX (chlorhexidine gluconate) (Eludril, Pierre-Fabre Oral Care,
France) for two weeks postoperatively. An additional 0.32 mg of Neurovit was adminis-
tered two times per day for fifty days in total (1 tabl. consists of 100 mg wit. B1, 200 mg
wit. B6, 0.2 mg wit. B12; 100 tabl.; G.L. Pharma, Gerot-Lannah, Wien, Austria) in the pre-
surgical period for nerve healing stimulation immediately after surgery. The healing pe-
riod after the biopsy was uneventful. A slight portion of the lower right lip was numb
because of IAN nerve involvement, and 48 teeth were not removed. No inflammation,
abscess formation, or other bone inflammation occurred after the surgery (Figure 5).
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Figure 4. Cone-beam computed tomography one month after biopsy. Half of the fully retained third
molar is visible.

Figure 5. Intraoral photographs one month after the surgery.

After approximately three weeks, histopathological examination revealed an oral
cavity schwannoma (5100+; Ki67 = 5%; p63-) without clear margins after biopsy. The sec-
ond specimen, which consisted of cortical bone, revealed healthy bone fragments.

Because of the lack of clear margins after the excisional biopsy and the presence of
some of the retained wisdom teeth, a decision was made to radicalise the first procedure.
The main focus was to maintain good soft tissue margins, and the remaining wisdom teeth
were removed, followed by the use of an osteoalveoplasty procedure. Control CBCT and
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panx evaluation revealed that the bone and tooth status after the first procedure was good
and that the patient had healed properly (Figures 4-6).

Figure 6. A routine panoramic (panx) radiograph one year after revision surgery and extended rad-
ical removal of the schwannoma. Kinking of the inferior alveolar nerve canal is visible along with
the remnants of the impacted third molar crown.

The final procedure took place under general anaesthesia and nasotracheal intuba-
tion. First, 5 mm of tissue surrounding the previous scar tissue was removed via cerclage.
Later, a similar USSO approach was used. The bone was visualised. With the use of sur-
gical burrs and Lindeman burrs (Lindemann Burr, & 2.1 mm, 7 cm, Storz, KARL STORZ
SE & Co. KG—Tuttlingen, Germany), parts of the bone were removed and sent for further
examination. Because of the lack of necessity for the removal of tooth 47 and the risk of
further damage to the IAN, the most visible and accessible part of the tooth was removed.
The remaining bone parts, along with some of the crown in the bony ankylotic mass lo-
cated near the lingual nerve, were left for clinical and radiological monitoring. After en-
suring the safety of both nerves, we performed a local alveolar osteoplasty. The defect was
filled with a collagen sponge and sutured with 4.0 sutures (a/s.). The post-surgical period
consisted of the same local wound irrigation and intraoral care. The final histopathological
result was free of any residual SC.

After one and two weeks, healing was uneventful. Because of the loss of sensation in
the lower lip caused by inferior alveolar nerve damage (IAN), an additional course of 0.32
mg Neurovit was administered two times per day for fifty days in total (1 tabl. consisting
of 100 mg wit. B1, 200 mg wit. B6, 0.2 mg wit. B12; 100 tabl.; G.L. Pharma, Gerot-Lannah,
Wien, Austria). After the second dose of pharmacological treatment, the overall numbness
of the lip decreased; however, full lip function was still not restored. After three years,
some degree of lip numbness remained; however, there was no recurrence of the SC tu-
mour. Because of the proximity of part of the ankylotic crown of the right wisdom molar,
a part of the teeth remained in the bone and was symptomless both clinically and during
routine radiological CBCT evaluation (Figures 7-9). The scope of paraesthesia decreased
slightly over the years, but the scope of missing function was not troublesome for the pa-
tient.
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Figure 7. Intraoral photograph after three years. No tumour reoccurrences were present. Some tis-
sue was scarce and contracted in the mandibular retromolar trigone area.

Figure 8. Cone-beam computed tomography with visible remnants of a fully retained crown of the
lower wisdom teeth. No osteolytic, cystic, or inflammatory changes are visible in the bone or
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adjacent structures. The inferior alveolar nerve is visible in close proximity to the dental crown rem-
nants.

Figure 9. Cone-beam computed tomography after three years in the sagittal plane showing good
healing of the bone superiorly placed from the remnants of the molar crown. Adjacent second mo-
lars and adjacent bone without any radiological changes in their structure.

Despite the inability of the IAN to fully recover function, the final outcomes three
years after surgery were satisfactory. Further clinical and radiological follow-up every 12
months is scheduled.

3. Discussion

Oral neural tumours (ONT/NOT) are rare in the oral cavity. Most commonly, they
are related to the reactive or neoplastic proliferation of nerve sheath cells [18]. During
clinical examination, their shape, appearance, and features can mimic any other cyst or
tumour within the oral cavity. However, a detailed histopathological examination is the
most accurate diagnostic tool to ensure a detailed diagnosis [19]. According to some au-
thors, the most common ONTs are granular cell tumours, neurofibroma, schwannoma,
traumatic neuroma, palisaded encapsulated neuroma, and nerve sheath myxoma [18-20].
They are found in less than 1% of oral lesions, while their aggressive malignant forms are
quite uncommon, occurring in approximately 0.02% of oral lesions [18-20]. Nevertheless,
their occurrence might lead to many diagnostic dilemmas and challenges. MRI can easily
exclude any malignant pathologies, nerves, tissues, or surrounding tissue infiltration or
establish if the mass has well-defined borders. In the presented case, the authors first sus-
pected the rare occurrence of a pleomorphic adenoma and, second, an odontogenic-like
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peripheral ossifying fibroma consisting of mixed fibrous bone with an elastic appearance.
MRI with contrast enhancement could improve the diagnosis because of clear visualisa-
tion of the margins, borders, and location in the tissues, and some papers confirm this [21].
The adjacency of the tumour to the mandibular body requires CBCT. Very few papers on
such MRT locations of SCs are available. One of the studies reported a 70-year-old male
with the same anatomical occurrence of this lesion; however, in this case, CBCT was also
used because a tumour other than an SC was suspected [22]. On the other hand, when an
atypical and rare retromolar tumour in soft tissues is suspected, MRI with contrast en-
hancement is more precise than any other diagnostic evaluation [23]. The cases by Jadwani
and Rathore were some of the first to describe this rare intraoral MRT SC, and, so far, just
a few similar cases are known in the world literature [22,23].

A schwannoma in the mandibular retromolar area is a very rare and atypical finding,
especially when its position near the retained molar might suggest an odontogenic lesion
(follicular cyst, eruption cyst, odontogenic keratocyst-OKC, and others), while the pres-
ence of small salivary and mucous glands in the following areas might suggest a salivary
gland tumour (MEC-mucoepidermoid carcinoma, tumour mixtus (pleomorphic ade-
noma), ACC-adenoid cystic carcinoma, or others). CBCT evaluation of the following le-
sions should establish any intra/extraosseous spread and the status of cortical bone, which
is important for differential diagnostic purposes. CBCT/MR can improve the value of any
diagnostic imaging technique, while clinical examination remains equally important, es-
pecially for solid lesions, cystic lesions, tender lesions, movable lesions, ulcerations, or
lesions with other possible features. It is worth noticing that some authors recommend a
biopsy, and others an excisional biopsy, while some recommend improved diagnostics
with MRL however, only large ONTs with cortical bone infiltrations or erosions should be
scheduled for more radical ostectomies, bone resection, or other procedures [5-15,20-24].

A detailed differential diagnosis should first be established if any lesion, cyst, or tu-
mour in the oral cavity has odontogenic or nonodontogenic origins. CBCT is one of the
most important diagnostic steps for evaluating bone and tooth structures in the oral cav-
ity. To establish any odontogenic lesion, cone-beam computed tomography (CBCT) is the
diagnostic tool of choice, followed by detailed tooth examination consisting of palpation,
cold stimulation, periapical area evaluation, estimation of any tooth resorption, bone os-
teolysis, crepitation, tooth mobility, and other factors, such as nerve sensation or the Vin-
cent sign. When odontogenic lesions are excluded, detailed diagnostics of any other
nonodontogenic cysts and tumours need to be scheduled. First, any primary or secondary
bone lesions, small salivary gland-like tumours, metastatic disease, or the occurrence of
primary or secondary oral squamous cell carcinoma lesions (OSCCs or SCCs) should be
excluded [20]. ONT is quite rare, but, when it is found, its occurrence can mimic any other
lesion or tumour. Therefore, the oral cavity should be examined carefully to exclude the
occurrence of any other similar lesions. Second, differentiating between SC and neurofi-
broma is very important since multiple similar tumours in the oral cavity can be used to
identify neurofibromas and can indicate rare diseases, such as neurofibromatosis. The
most important differential diagnoses related to ONT-salivary gland tumours include
pleomorphic adenoma, adenoid cystic carcinoma, and salivary duct carcinoma [12-20]. In
the present case, the consistency of the lesion, which mimicked a soft, elastic tumour with
some hard features inside, mimicked that of a solid tumour, and its good attachment to
the bone surface was a diagnostic indicator. In the case of a small lesion, an excisional
biopsy is recommended, while larger lesions should be scheduled for a biopsy to deter-
mine their histopathological status. On the other hand, the condition of the surrounding
bone might require curettage, peripheral ostectomy, or a combination of both, depending
on the status of the bone. In the present case, the surgery was quite demanding and chal-
lenging because of the fully impacted wisdom teeth with some signs of ankylotic bone
formation. If the teeth were not present, only slight bone cortical plate removal would
have been scheduled to ensure bone margins.
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Since ONT can mimic other possible tumours in the oral cavity, it is quite important
to emphasise that ONT can appear in any part of the oral cavity [12,14-16]. Bhola et al.
described a tongue tumour in a paediatric patient [24]. This finding in the paediatric pop-
ulation should also be differentiated from the ectopic thyroid gland or the Abrikosov
tongue lesion [20,21,25]. Additionally, the floor of the mouth or gingiva, which are closely
related to the teeth, can be places where SC occurs. When SC or any ONT might appear
in the tooth area or tooth-bone-bearing structures, it is important to estimate the condition
of the adjacent bone or teeth and the prognosis of the teeth.

In each case of SC/ONT, histopathological diagnosis is the most accurate tool for dis-
tinguishing this tumour from any other lesion. Since the occurrence, shape, and localisa-
tion in the oral cavity of the tumour and adjacent anatomical areas may be diagnostically
challenging, histopathological examination is more sensitive and specific than CBCT or
MRI. After the excision of each strange lesion from the oral cavity, ONT can be suspected.
Because SC may be more or less elastic in clinical examination and can comprise some
forms of fibrous structures and capsules, histopathological evaluation can identify two SC
patterns, namely, more structured and more chaotic patterns. It is quite important to note
that SCs exhibit some specific histopathological features, such as the expression of the S-
100 protein, which is most characteristic of SC, similar to CD34. On the other hand, CD57+
cells are more common in traumatic neuromas. Another feature to be noted is the pattern
of eosinophilic areas, whether an Antoni A-type (Verocay bodies) or a B-type (cha-otic
pattern), as this helps to identify the type of SC [26-28]. The so-called Verocay bodies are
named after palisaded nuclei that appear in the microscopic evaluation. This approach
might also be helpful in identifying the type of ONT, whether SC or neurofibroma [26-
28]. Finally, histopathological variants of SC include ancient schwannoma, pseudo glan-
dular schwannoma, plexiform schwannoma, cellular schwannoma, epithelioid schwan-
noma, and melanotic schwannoma [22-29].

The total removal of each ONT should be included to decrease any potential recur-
rence. Sometimes this is surgically troublesome, especially if the SC infiltrates key nerves
and anatomical structures. Such findings might lead to a conclusion on how extensive the
surgical approaches should be. On the other hand, Cohen and Wang reported that tongue
SCs are challenging, especially if tongue loss of function and morbidity can be trouble-
some for patients after surgery [29]. Other methods other than classic surgical excision
could be used for small lesions in some vital structures.

The second most troublesome location in the oral cavity is the mouth floor. In the
patient, a tumour arising from both the sublingual and submandibular glands was ex-
cluded. Proximity to the lingual nerve, tongue muscles, salivary glands, and ducts can be
a cause of major challenges [28-30]. The occurrence of swelling, the atypical location of
each 5C, and sometimes some paraesthesia, can raise some diagnostic problems. On the
other hand, multiple SCs could be associated with neurofibromatosis [30,31]. Very un-
commonly, SC can grow into extremely large tumours, possibly causing serious life-
threatening deformations and bleeding. A larger SC can mimic salivary gland tumours. In
those cases, MRI imaging should always be performed to avoid any unnecessary treat-
ment complications [29-32]. In the literature, only one hybrid ONT tumour type, namely,
a neurofibroma-schwannoma tumour, was reported by Leite et al. [33]. Surgical removal
is the treatment of choice for each patient; however, multiple SCs or even solitary SCs can
be associated with some syndromic disorders; therefore, a detailed patient anamnesis is
important [25-33]. Each site of the oral cavity might be associated with a schwannoma.
Size, location, and occurrence are not associated with any pattern. A special type of SC is
a rare variant named the ancient schwannoma. This type of SC is rare but is characterised
by submucosal swelling with a greater female predilection [34]. On the other hand, a plex-
iform schwannoma arising from the maxillary alveolar ridge was reported by Bueno et al.
In this case, the SC was removed and bone curettage was used for surgical radicalisation
followed by local osteoplasty [35]. Currently, oral manifestations of SC at every age are
rare and are considered difficult diagnostic challenges [36].
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The subsequent case of extraosseous SC in the MRT might be challenging because of
the close proximity of the retained wisdom teeth, the atypical occurrence of ONT, the lack
of bone erosions, and the consistency of the tumour itself. The following key surgical
points were concluded from this case of SC:

1.  Each time that histopathological evaluation determines the type of tumour, small le-
sions can be scheduled for an excisional biopsy to gather a helpful amount of material
for study; the nature of larger lesions should be identified first, i.e., before planning
surgery.

2. CBCT can be used to identify any bone lesion and odontogenic-related cysts and tu-
mours, while MRI should be used for identifying solid soft tissue tumours with local
malignant potential.

3. Surgical excision is the treatment of choice; however, its scope greatly depends on
the key anatomical structures in direct proximity to the tumour, such as nerves, ar-
teries, teeth, salivary ducts, tongue, or soft palate.

4. When SC involves bone curettage, peripheral ostectomy or bone chiselling is suffi-
cient to ensure clear surgical margins if the SC does not penetrate deep inside the
bone area.

5. Contrast-enhanced CT/MR should be used for more advanced lesions.

6. The location of the lingual, inferior alveolar, and buccal nerves in the MRT should be
spared if possible.

The limitations of this study include the small number of patients who were diag-
nosed with any other SC or ONT tumours in the oral cavity at any of the authors’ daily
practices. Because of the limited number of cases of such neural tumours, the authors
wanted to highlight the atypical manifestations of SC and the features that mimic those of
other oral cavity tumours. Furthermore, other case limitations include the unusual loca-
tion of the neural oral tumour, the necessity for secondary surgery, the need for such a
radical surgical approach, the lack of improved diagnostic methods consisting of MRI/CT
with contrast enhancement, the lack of microscopic specimen sample photographs, and
the limited number of papers on SC occurrence in the retromolar mandible trigone area
for comparison.

4. Conclusions

Neural oral tumours are very rare and can mimic other pathologies. The proximity
of teeth might mimic any odontogenic-like features. CBCT is very important for estimat-
ing the condition of cortical bone and possible bone erosions, infiltration, or lesions caused
by soft tissue tumours. A wide surgical biopsy or excisional biopsy is needed to gather
adequate surgical specimens for histopathological evaluation. Adjacent teeth do not al-
ways need to be removed. The application of bone ostectomy or curettage in such cases is
mostly case-related when bone involvement is present or when bone spread in cortical or
medullary bone is visible. CBCT and MRI can easily help in establishing the type of tu-
mour and planning the resection margins. The differential diagnosis should include atyp-
ical nonodontogenic tumours, such as pleomorphic adenoma and adenoid cystic carci-
noma, as well as odontogenic tumours, such as odontogenic keratocysts and ossifying fi-
bromas.
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