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Purpose. Malignant peripheral nerve sheath tumors (MPNSTs) are rare in children and account for approximately 5–10% of all
soft tissue sarcomas in adults. MPNSTs may occur independently but individuals with neurofibromatosis type 1 (NF1) have a
significantly increased risk. Our aim is to present patients with MPNST treated in our department. Cases and Results. In this report
we present 4 cases of MPNSTs (3 females: 13, 12, and 13 years old and 1 male: 10 years old) arising in patients with NF1. All of
them presented with an enlarging mass and pain at diagnosis. Tumor was located in the buttock, the spinal cord, the trunk, and
the left leg proximal to the heel. Wide excision of the tumor and radiotherapy were applied to all and adjuvant chemotherapy was
given to three of them after the disease was progressed. All four died 32, 18, 10, and 22 months after diagnosis with progressive
disease locally and pulmonary metastases in two of them. Conclusions. In conclusion, MPNSTs arising in patients with NF1 are
high grade sarcomas with short survival. Individuals with NF1 should be followed closely in order to identify early the development
of MPNSTs. Aggressive surgery and complete excision significantly improves disease-free survival. The usefulness of radiation
therapy in MPNSTs is not determined although all patients will receive radiation therapy at some stage of the disease. The role of
chemotherapy is unclear.

1. Introduction

Malignant peripheral nerve sheath tumors (MPNSTs) are rare
high grade sarcomas with a poor prognosis [1–4]. This group
of tumors has been reported as malignant schwannoma,
malignant neurilemmoma, neurogenic sarcoma, and neurofi-
brosarcoma whereas the term “malignant peripheral nerve
sheath tumour” is currently preferable [2, 4]. MPNSTs may
occur independently or in association with neurofibromato-
sis type 1 (NF-1) [5]. These tumors are aggressive sarcomas
of neuroectodermal differentiation and usually develop in
deep soft tissue. Individuals with NF-1 have a significantly
increased risk of developing MPNSTs frequently arising in
preexisting neurofibromas which are uncommon in those
without NF-1 [6]. Diagnosis may be delayed since this type
of tumors is either asymptomatic or may cause minimal

discomfort [7]. Furthermore, there are no standardized diag-
nostic criteria and the association with NF-1 is not always
appreciated whereas no universally accepted management
exists [6]. MPNSTs are extremely rare during childhood. In
this report, we present 4 cases of MPNSTs in patients with
NF-1 who were diagnosed in a single pediatric oncology unit
during the last 15 years.

2. Material: Patients

Clinical, epidemiology, imaging findings as well as the man-
agement and outcome of our patients are shown in Table 1.

2.1. Patient 1. A 13-year old girl with a known history of
NF-1 was referred to our department with knee and back
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Table 1: Characteristics, treatment, and outcome of patients.

Case Age∗ Gender Symptoms/signs NF-1 Location Size∗∗ Treatment Outcome

1st 13 Female Pain, mass Yes Spinal cord 8 × 7 × 5
(MRI)1

Wide excision of
the tumor and RT Death

2nd 13 Female Pain, mass Yes Buttock 6 × 4 × 6

(MRI)2
Wide excision of
the tumor and

RT-CT
Death

3rd 9 Male Pain, mass Yes Trunk Huge
(CT scan)3

Wide excision of
the tumor and

RT-CT
Death

4th 12 Female Pain, mass Yes Foot 10 × 3.5 × 5.5

(MRI)4
Wide excision of
the tumor and

RT-CT
Death

∗years, ∗∗cm, 1: Figure 1, 2: Figure 2, 3: Figure 3, 4: Figure 4, RT: radiotherapy, CT: chemotherapy.

Figure 1: MRI revealed a huge mass adjacent to the first and second
lumbar vertebrae with extension into the spinal canal.

pain. She was short of stature whereas physical examination
revealed café au lait spots in her body and scoliosis. Plain X-
ray film revealed a lytic lesion on the second lumbar vertebra
(body and arch) and magnetic resonance imaging (MRI)
(Figure 1) revealed a huge mass adjacent to the first and
second lumbar vertebrae with extension into the spinal canal.
She was operated twice within a time period of two months
for a decompression of spinal cord and a wide excision of
the mass. A diagnosis of MPNST was established after his-
tological investigation. Two months later, she presented with
a local relapse and the mass was macroscopically removed
during a third operation. Histological features were similar
to the initial and adjuvant radiotherapy was applied. Seven
months later she deteriorated with difficulty in walking, back
pain, right coxalgia, left paresis, and abolition of knee and
achilles tendon reflex as well as limitedmuscularis power and
sensibility. MR images revealed local relapse and a palliative
subtotal mass excision was undertaken. She finally died
32 months since diagnosis with progressive disease locally,
neurological deterioration, paraplegia, frequent episodes of
urinary tract infections, constipation, and ulcers decubiti.

2.2. Patient 2. A 13-year old girl with NF-1 was admitted
to our department with an enlarging buttock mass and
pain of the left leg (especially during the night), weakness
in walking, and decreased sensation in toes which pro-
gressed to the whole left leg during a four-month period.

Figure 2: MRI revealed an intradural mass adjacent to the fifth
lumbar vertebra, multiple pre- and paraspinal masses, and multiple
masses of the left buttock.

Her history had started at the age of 10 years when she
presented with a painless left buttock swelling. A biopsy was
done and histology revealed a MPNST. She was operated
and the buttock mass was macroscopically removed. Local
radiotherapy was applied without any improvement. Dur-
ing the following months her disease progressed and she
developed an intradural mass adjacent to the fifth lumbar
vertebra, multiple pre- and paraspinal masses and multiple
masses of the left buttock (Figure 2) as well as bilateral lung
metastases. She received chemotherapy as per the SIOPMMT
98 protocol (4 cycles carboplatin/etoposide/vincristine and
ifosfamide/etoposide/vincristine, alternatively) without any
improvement. Palliative therapy was applied and she died 18
months since diagnosis with renal failure.

2.3. Patient 3. A 9-year old boy with NF-1 was referred to
our department with low grade fever and right thoracic pain.
Initial imaging studies showed a large space-occupying solid
and homogeneous right thoracic/mediastinal mass associ-
ated with pleural effusion (Figure 3). He was operated and a
huge mass was macroscopically removed. Histology showed



Case Reports in Oncological Medicine 3

Figure 3: Computed tomography showed a large space-occupying
solid and homogeneous right thoracic/mediastinal mass associated
with pleural effusion.

Figure 4: MR images showed the presence of a huge mass of the
right calf and foot.

MPNST. The child was treated with local radiotherapy but
tumor started growing locally while receiving RT which,
therefore, was not completed. He then received 3 courses
of chemotherapy (IVA: vincristine, actinomycin D, and ifos-
famide) as per the SIOP MMT 98 protocol without any
improvement. On the contrary, there was visible and palpable
anterior chest wall mass which was considered inoperable.
Our patient received palliative therapy and died 10 months
since diagnosis.

2.4. Patient 4. A 12-year old girl with NF-1 was admitted
to our department with right tibia and tibiotarsal swelling,
severe pain, and difficulty in walking. She was first examined
by her paediatrician when she was 10 years old and a
painless enlarging mass in her right foot was found. MR
images showed the presence of a huge mass of the right
calf and foot (Figure 4). A subtotal excision was performed
and histology showed MPNST. Local radiotherapy and
physical therapy were applied after the operation. During
follow-up, 5 months later, foot disease was stable but lung
metastases had developed. Fine needle biopsy and cytol-
ogy of pleural fluid revealed disease progression. She then
received 7 cycles of chemotherapy (doxorubicin/ifosfamide
and vincristine/etoposide/ifosfamide, alternatively) without
any improvement. Palliative therapy was used and she died
22 months since initial diagnosis.

3. Discussion

Individuals affected by NF-1 have an increased risk of
developing both benign and malignant tumors [6]. NF-1 is
an autosomal dominant neurocutaneous inherited genetic
disorder, with an estimated birth incidence of 1 in 2500 to
3000 live births [8, 9]. The diagnosis of NF-1 is made if two
or more of the following signs are present: café au lait spots
with a diameter of 5mmor greater (before puberty) or 15mm
or greater (after puberty), two or more neurofibromas of any
type or one plexiform neurofibroma, skinfold freckling, optic
glioma, two or more Lisch nodules, characteristic osseous
dysplasia, and first degree relatives with NF-1 [8, 10].

NF-1 is associated with alterations in the NF-1 gene
which is a tumor suppressor gene located in the proximal
long arm of chromosome 17 and encodes a protein called
neurofibromin [11]. Patients with a microdeletion of the NF-1
locus have higher numbers of discrete dermal neurofibromas
at earlier ages and might have a higher incidence of MPNSTs
than the overall NF-1 population [12]. It is not clear whether
the genetic alterations reported in MPNSTs are causally
related to tumor genesis or malignant transformation. More-
over, it is not known whether a specific form of therapy is
likely to be more effective in a subset of patients with these
changes [6]. Nevertheless, since p53 reactivity is obtained in
more than half of MPNSTs but not in neurofibromas, the role
of the functional loss of p53 gene in molecular pathogenesis
of MPNSTs is remarkable [8, 13]. Unfortunately, no genomic
data is available concerning our patients. In the future, the
routine evaluation of tumor suppressor genes or oncogenes
might be a standard practice in the management of MPNSTs
[6].

The most common tumor in individuals with NF-1 is
the neurofibroma, a heterogeneous peripheral nerve sheath
tumor [14]. Although neurofibromas are benign, a minor-
ity of patients with NF-1 show an increased incidence of
malignancy such as MPNSTs, astrocytomas, and leukemias
[8, 11, 15, 16].

Most NF-1-associated MPNSTs appear to arise within
preexisting plexiform neurofibromas. Patients with NF-1 are
at greatest risk for developing sarcomas 10–20 years after
the appearance of neurofibromas and, therefore, MPNSTs are
frequently detected in adults 20–50 years of age. This type of
tumors accounts for approximately 5–10% of all soft tissue
sarcomas during adulthood whereas in more than 50% of
these patients NF-1 also coexists [1, 2, 4, 6, 8, 15, 17–19]. It
is of note that the incidence of MPNSTs in patients with
NF-1 is estimated to be 2–5% compared to 0.001% in the
general population [1] and, consequently, individuals with
NF-1 should be followed closely [2]. MPNSTs arising in
people with NF-1 are usually diagnosed at an earlier age than
in the general population and have been reported to carry a
worse prognosis than those arising in patients without NF-1
[1, 2, 9, 20]. Amale predominance is reported in some studies
[1, 15, 20]whereas other authors found that females seem to be
involved equally to males [21]. Among our patients, all were
affected by NF-1 and had a family history of NF-1 whereas
three of them were girls and one boy.
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All of our patients presented with pain and an enlarging
mass. In the NF-1 patients with MPNSTs, an enlarging mass
and pain are the initial reason for asking for medical advice
[1, 4, 20, 21]. The most commonly affected sites include the
proximal parts of the upper and lower extremities [3, 4, 22,
23]. However, some authors have reported the head and neck
or the trunk as common sites [1, 3, 8, 24]. On the other
hand, many studies reported that foot and lung are a rare
localization [1, 3, 4]. In our patients, MPNSTs were located
in the buttock, the spinal cord, the lung, and the foot (heel).

MPNSTs are often difficult to detect because the clini-
cal characteristics of malignancy may be similar to active,
benign plexiform neurofibromas [6]. Forty four percent of
plexiform neurofibromas are diagnosed before the age of
five years. They develop along a nerve and may involve
multiple branches, nerve roots, and plexi. These tumors may
infiltrate the surrounding structures causing soft tissue and
bone hypertrophy and, consequently, functional compromise
[25]. Clinicians should be alerted to the presence of MPNSTs
when a patient with NF-1 develops unremitting pain not
otherwise explained, rapid increase in size of a plexiform
neurofibroma, change in consistency from soft to hard, or a
neurological deficit [6].

Concerning imaging investigations, our patients were
evaluated with MRI (three of them) and CT (the fourth one).
Imaging investigations are important in order to evaluate the
site, extent, and change in size of a neurofibroma but are not
reliable to detect a malignant transformation [6]. Positron
emission tomography (18-FDG PET) has been proposed
as a potentially useful, noninvasive method for detecting
that malignant change in patients with NF-1 [26]. However,
the use of this technique in order to detect the malignant
transformation is not always effective in these at-risk patients
[6].

Regardless of the imaging findings, a biopsy was neces-
sary for the diagnosis in our patients. For the histological
diagnosis Tru-Cut needle biopsy is reported as the method
of choice [6]. A technique of a targeted biopsy using 18-FDG
PET is being developed and may be of potential benefit [6].
Histologically, MPNSTs are characterized by mild to signif-
icant hypercellularity, nuclear atypia, and increased mitotic
index [1]. Other pathological criteria for malignancy include
invasion of surrounding tissues by tumor cells, vascular
invasion, marked nuclear pleomorphism, and necrosis [27].
Actually, there is a histological spectrum ranging from clearly
benign to clearly malignant [6, 27–29].

Most MPNSTs are aggressive, high grade sarcomas with
a high likelihood of local recurrence, and distant metastases
[1, 24]. The local recurrence rate varies from 40% to 65% and
the metastatic rate from 40% to 68% [8]. They frequently
metastasize to the lungs followed by bone whereas lymph
node metastases are uncommon [4, 8, 24]. Other sites of
metastasis include liver, brain, soft tissue, skin, and retroperi-
toneum [1]. Two of our patients developed lung metastases.

MPNSTs have poor outcome if untreated [1]. These
tumors are relatively resistant to chemotherapy and radiation
therapy and, therefore, complete surgical excision contin-
ues to be the gold standard for treatment [2, 3, 24, 30].

Chemotherapy is usually preferred for metastatic disease.
Doxorubicin or a combination of doxorubicin and ifosfamide
has been shown to be effective but long-lasting remissions
are not frequent. Chemotherapy may be also useful in the
preoperative management in order to decrease the size in
patients with inoperable tumors [30]. On the other hand,
supplemental radiation therapy is recommended for positive
microscopicmargins providing local control and delaying the
onset of recurrence [6, 24].

MPNSTs have a relatively poor prognosis in comparison
with other soft-tissue malignancies. The five-year survival
for adults and children varies from 34% to 44% [1–3, 18, 22,
24, 31–33]. All of our patients died of disease progression in
spite of a wide excision and additional chemotherapy and
radiotherapy. A difference concerning the outcome has been
detected between patients with and without NF-1. Patients
with MPNST in the absence of NF-1 were reported to have a
five-year survival of 50% whereas in the presence of NF-1 the
survival rates are reduced with a five-year survival of 15% or
9% in case of large tumors [1]. On the contrary, other studies
showed no difference between patients with or without NF-1
[2].

Regarding the prognostic factors, although patients with
tumors in the extremities had a better prognosis than those
in head and neck, location did not appear to be a clear
prognostic factor [1, 20, 21, 23].Themost significant prognos-
tic factor appears to be the gross tumor resectability which
increased the five-year survival to 65% [3]. Patients who
had local excisions, wide local excisions, or amputations had
longer disease-free survival rates than those who had subtotal
resections and, consequently, the aimof surgery should be the
complete removal of the lesion with tumor-free margins.The
prognostic pathology parameters include also tissue necrosis,
high cellularity, and increased mitotic index. Other factors
associated with decreased survival rates include a size of over
5 cm and tumor recurrence [1–4, 22, 33–36].

In conclusion, MPNSTs arising in patients with NF-1 are
high grade sarcomas with dismal prognosis. The individuals
with NF-1 should be followed closely in order to identify
timely the malignant transformation. Despite the malignant
potential, these tumors may originally present as a benign-
appearing mass [37]. MPNSTs should be managed by a team
of specialists in neurology, genetics, surgery, and oncology.
Aggressive surgery and complete, wide excision improve
disease-free survival rates whereas the role of chemotherapy
and radiotherapy is not clear although all patients will receive
radiation therapy at some stage of the disease. In this report
we presented 4 cases of MPNSTs. Wide excision of the
tumor and radiotherapy were applied to all and adjuvant
chemotherapy was given to three of them after disease had
progressed. All four died with progressive disease locally and
pulmonary metastases in two of them.

Conflict of Interests

The authors declare that there is no conflict of interests
regarding to the publication of this paper.



Case Reports in Oncological Medicine 5

References

[1] B. S. Ducatman, B. W. Scheithauer, D. G. Piepgras, H. M.
Reiman, and D. M. Ilstrup, “Malignant peripheral nerve sheath
tumors: a clinicopathologic study of 120 cases,” Cancer, vol. 57,
no. 10, pp. 2006–2021, 1986.

[2] J. E. Wanebo, J. M. Malik, S. R. VandenBerg et al., “Malignant
peripheral nerve sheath tumors: a clinicopathologic study of 28
cases,” Cancer, vol. 71, pp. 1247–1253, 1993.

[3] J. M. DeCou, B. N. Rao, D. M. Parham et al., “Malignant
peripheral nerve sheath tumors: the St. JudeChildren’s Research
Hospital experience,” Annals of Surgical Oncology, vol. 2, no. 6,
pp. 524–529, 1995.

[4] R. H. Hruban, M. H. Shiu, R. T. Senie, and J. M. Woodruff,
“Malignant peripheral nerve sheath tumors of the buttock and
lower extremity. A study of 43 cases,” Cancer, vol. 66, no. 6, pp.
1253–1265, 1990.

[5] E. N. McComb, R. D. McComb, J. M. DeBoer, J. R. Neff, and
J. A. Bridge, “Cytogenetic analysis of a malignant triton tumor
and a malignant peripheral nerve sheath tumor and a review of
the literature,” Cancer Genetics and Cytogenetics, vol. 91, no. 1,
pp. 8–12, 1996.

[6] R. E. Ferner and D. H. Gutmann, “International consensus
statement on malignant peripheral nerve sheath tumors in
neurofibromatosis,” Cancer Research, vol. 62, no. 5, pp. 1573–
1577, 2002.

[7] R. Bhargava, D. M. Parham, O. E. Lasater, R. S. Chari, G. Chen,
and B. D. Fletcher, “MR imaging differentiation of benign and
malignant peripheral nerve sheath tumors: use of the target
sign,” Pediatric Radiology, vol. 27, no. 2, pp. 124–129, 1997.

[8] F. M. Enzinger and S. W. Weiss, “Malignant tumors of the
peripheral nerves,” in Soft Tissue Tumors, M. Strauss, Ed., pp.
1209–1264, Mosby, St. Louis, Mo, USA, 4th edition, 2001.

[9] S. I. Hajdu, “Peripheral nerve sheath tumors, histogenesis,
classification and prognosis,” Cancer, vol. 72, pp. 3549–3552,
1993.

[10] “National institutes of health consensus development confer-
ence statement neurofibromatosis,” Archives of Neurology, vol.
45, pp. 575–578, 1988.

[11] R. L.Nussbaum,R. R.McInnes, andH. F.Willard, “Genetics and
cancer,” inGenetics inMedicine,WB Saunders, Philadelphia, Pa,
USA, 2001.

[12] K. A. Leppig, P. Kaplan, D. Viskochil et al., “Familial neurofi-
bromatosis 1 microdeletions: cosegregation with distinct facial
phenotype and early onset of cutaneous neurofibromata,” The
American Journal of Medical Genetics, vol. 73, pp. 197–204, 1997.

[13] A. L. Halliday, R. A. Sobel, and R. L. Martuza, “Benign spinal
nerve sheath tumors: their occurrence sporadically and in
neurofibromatosis types 1 and 2,” Journal of Neurosurgery, vol.
74, no. 2, pp. 248–253, 1991.

[14] J. C. Harkin, “Pathology of nerve sheath tumors,” Annals of the
New York Academy of Sciences, vol. 486, pp. 147–154, 1986.

[15] B. Bilgic, L. E. Ates, M. Demiryont, H. Ozger, and Y. Dizdar,
“Malignant peripheral nerve sheath tumors associated with
neurofibromatosis type 1: report of 4 cases,” Pathology and
Oncology Research, vol. 9, no. 3, pp. 201–205, 2003.

[16] B. R. Korf, “Malignancy in neurofibromatosis type 1,” Oncolo-
gist, vol. 5, no. 6, pp. 477–485, 2000.

[17] M. R.Wick, P. E. Swanson, B.W. Scheithauer, and J. C. Manivel,
“Malignant peripheral nerve sheath tumor. An immunohisto-
chemical study of 62 cases,” The American Journal of Clinical
Pathology, vol. 87, no. 4, pp. 425–433, 1987.

[18] J. M. Woodruff, “Pathology of tumors of the peripheral nerve
sheath in type 1 neurofibromatosis,” The American Journal of
Medical Genetics, vol. 89, pp. 23–30, 1999.

[19] V. M. Riccardi and P. P. Powell, “Neurofibrosarcoma as a
complication of von Recklinghausen neurofibromatosis,” Neu-
rofibromatosis, vol. 2, no. 3, pp. 152–165, 1989.

[20] A. N. D’Agostina, E. H. Soule, and R. H. Miller, “Sarcomas of
the peripheral nerves and soft tissues associated with multiple
neurofibromatosis (Von Recklinghausen’s Disease),” Cancer,
vol. 16, pp. 1015–1027, 1963.

[21] A. A. King, M. R. DeBaun, V. M. Riccardi et al., “Malignant
peripheral nerve sheath tumors in neurofibromatosis 1,” Amer-
ican Journal of Medical Genetics, vol. 93, pp. 388–392, 2000.

[22] J.-N. Vauthey, J. M. Woodruff, and M. F. Brennan, “Extremity
malignant peripheral nerve sheath tumors (neurogenic sarco-
mas): a 10-year experience,” Annals of Surgical Oncology, vol. 2,
supplement 2, pp. 126–131, 1995.

[23] J. J. Lewis and M. F. Brennan, “Soft tissue sarcomas,” Current
Problems in Surgery, vol. 33, pp. 817–880, 1996.

[24] C. Miracco, M. C. Montesco, R. Santopietro et al., “Prolifer-
ative activity, angiogenesis, and necrosis in peripheral nerve
sheath tumors: a quantitative evaluation for prognosis,”Modern
Pathology, vol. 9, supplement 12, pp. 1108–1117, 1996.

[25] D. J. Waggoner, J. Towbin, G. Gottesman et al., “A clinic based
study of plexiform neurofibromas in neurofibromatosis 1,” The
American Journal of Medical Genetics, vol. 92, pp. 132–135, 2000.

[26] R. E. Ferner, J. D. Lucas, M. J. O’Doherty et al., “Evalua-
tion of 18fluorodeoxyglucose positron emission tomography
(18FDG PET) in the detection of malignant peripheral nerve
sheath tumours arising from within plexiform neurofibromas
in neurofibromatosis 1,” Journal of Neurology Neurosurgery &
Psychiatry, vol. 68, no. 3, pp. 353–357, 2000.

[27] F. M. Enziger and S. W. Weiss, “Benign tumors of peripheral
nerves,” in Soft Tissue Tumors, W. Sharon, S. W. Weiss, and J.
R. Goldblum, Eds., vol. 4, pp. 1111–1208, Mosby, St. Louis, Mo,
USA, 2001.

[28] B. T.-Y. Lin, L. M. Weiss, and L. Jeffrey Medeiros, “Neurofi-
broma and cellular neurofibroma with atypia: a report of 14
tumors,”TheAmerican Journal of Surgical Pathology, vol. 21, no.
12, pp. 1443–1449, 1997.

[29] C. M. Coffin and L. P. Dehner, “Cellular peripheral neu-
ral tumors (neurofibromas) in children and adolescents: a
clinicopathological and immunohistochemical study,” Pediatric
Pathology, vol. 10, no. 3, pp. 351–361, 1990.

[30] A. Santoro, T. Tursz, H. Mouridsen et al., “Doxorubicin versus
CYVADIC versus doxorubicin plus ifosfamide in first-line
treatment of advanced soft tissue sarcomas: a randomized study
of the European Organization for Research and Treatment
of Cancer Soft Tissue and Bone Sarcoma Group,” Journal of
Clinical Oncology, vol. 13, no. 7, pp. 1537–1545, 1995.

[31] N. Misago, Y. Ishii, and H. Kohda, “Malignant peripheral nerve
sheath tumor of the skin: a superficial form of this tumor,”
Journal of Cutaneous Pathology, vol. 23, no. 2, pp. 182–188, 1996.

[32] F. K. Storm, F. R. Eilber, J. Mirra, and D. L. Morton, “Neurofi-
brosarcoma,” Cancer, vol. 45, no. 1, pp. 126–129, 1980.

[33] J. M. Bruner, “Peripheral nerve sheath tumors of the head and
neck,” Seminars in Diagnostic Pathology, vol. 4, supplement 2,
pp. 136–149, 1987.

[34] B. C. Ghosh, L. Ghosh, A. G. Huvos, and J. G. Fortner,
“Malignant schwannoma. A clinicopathologic study.,” Cancer,
vol. 31, no. 1, pp. 184–190, 1973.



6 Case Reports in Oncological Medicine

[35] B. Raney, L. Schnaufer, M. Ziegler, J. Chatten, P. Littman, and
P. Jarrett, “Treatment of children with neurogenic sarcoma:
experience at the Children's Hospital of Philadelphia, 1958–
1984,” Cancer, vol. 59, no. 1, pp. 1–5, 1987.

[36] P. P. Sordillo, L. Helson, and S. I. Hajdu, “Malignant
schwannoma-clinical characteristics, survival, and response to
therapy,” Cancer, vol. 47, pp. 2503–2509, 1981.

[37] B. J. Nicklas, A. D. Smith, R. D. Wolff, and F. A. Johnson,
“Malignant peripheral nerve sheath tumor arising in association
with the sural nerve,” The Journal of Foot & Ankle Surgery, vol.
45, no. 1, pp. 38–41, 2006.


