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ABSTRACT

Vagal nerve schwannomas are rare parapharyngeal tumours which was first described by Figi in 1933. Hoarseness is
the most common symptom. Occasionally, a paroxysmal cough may be produced on palpating the mass. This is a
clinical sign, unigue to vagal schwannoma. Presence of this sign, along with a mass located on the medial border of the
sternocleidomastoid muscle, should make clinicians suspicious of vagal nerve sheath tumours. However, in our case,
the patient presented to us with a swelling in the neck and no other symptoms. MRI in the pre-operative work-up is
helpful in defining diagnosis and in evaluating the extent and the relationship. A careful intracapsular enucleation with
nerve-sparing technique remains the treatment of choice in order to avoid nerve injury which can lead to vocal cord
paralysis. Horner’s syndrome following cervical surgeries is a rare phenomenon. Its occurrence following excision of
a vagal schwannoma can occur due to direct injury to cervical sympathetic chain during excision or indirect injury due
to traction on the sympathetic chain. Here is a case report of a patient diagnosed with left vagal scwanomma who

developed horner’s syndrome post operatively.
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INTRODUCTION

In the year 1935, Stout introduced the term schwanomma,
which identifies a benign tumour with sporadic malignant
degeneration arising from cranial, peripheral and
autonomic nerve sheath cells.! It may arise from any nerve
which is lined with schwann cell sheath, which includes
the cranial nerves (except for optic and olfactory), the
spinal nerves, and autonomic nervous system.?
Schwannomas constitute 25-45% of tumors of the head
and neck. About 4% of head and neck schwannomas
present as a sinonasal schwannoma.®® Cervical vagal
schwannomas constitute about 2-5% of neurogenic
tumors.t According to other reports these tumors affect
mainly adults between the third and sixth decades of life,
with no gender preponderance.®” Usually benign,
Schwannomas are asymptomatic tumors with minimal risk

of malignant transformation, slow growth with an increase
ratio of 2.5 to 3 mm per year, tending to be diagnosed late
as large, encapsulated and with poorly mobile solid
masses. Despite radiological characteristics  well
described, the diagnosis can only be made affirmatively
only after complete resection of the tumour and its
histopathological evaluation.* Postoperative
complications are few and among them Horner’s
syndrome seldom occurs. Here is a case report of a patient
diagnosed with left vagal scwanomma who developed
horner’s syndrome post operatively.’

CASE REPORT

A 15 year old male presented to the ENT OPD with a
swelling in upper cervical region on the right side, which
was present since last 6 months gradually increasing in the
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size. Patient did not complaint of hoarseness of voice or USG of the swelling showed a 2.8%4.3x3.0 cm oval shaped
difficulty in swallowing. On examination a solitary, firm hypoechoic lesion in the left upper jugular lesion
ovoid swelling in the left carotid triangle of size 3x3 cm indicating a possibility of vagal schwanomma.

was found which was mobile only in the vertical plane.
(Figure 1)

Figure 4: 4x3 cm ovoid shaped mass excised in toto
with intact capsule.

Figure 1: Solitary swelling in the left upper aspect of
the neck.

Figure 5: Cut section of the mass showing typical
whorled pattern.

Figure 2: MDCT showing a solid soft tissue density
mass with patchy post contrast enhancement
measuring 5x4x3 cm in left upper cervical region,
displacing the internal jugular vein anterolaterally.

Figure 6: Histopathology showing a well encapsulated
benign neoplasm with spindle shaped cells in fascicles
arranged in palisading pattern forming verocay
bodies suggestive of vagal nerve schwannoma.

Figure 3: Well encapsulated tumourdissected out Further FNAC demonstrated myxoid stromal substance
from left vagal nerve sheath. with spindle cells having wavy nucleus with a palisading
pattern. MDCT demonstrated a solid soft tissue density
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mass showing patchy post contast enhancement measuring
5%x4x3 c¢m in left upper cervical region, displacing the
internal jugular vein anterolaterlly (Figure 2). It was thus
most likely a vagal nerve schwanomma.

Patient was posted for excision of the mass. A vertical
incision was placed over the mass and dissection was
carried out in layers. A well encapsulated tumour on the
vagus nerve was found which was displacing the internal
jugular vein laterally. The tumour was delivered in toto
from the neural sheath, without causing any damage to the
nerve underneath and sent for HPE (Figure 3-5).

Histopathology revealed a well encapsulated benign
neoplasm with spindle shaped cells in fascicles arranged in
palisading pattern forming verocay bodies suggestive of
vagal nerve schwannoma. Post operatively patient
developed Horner’s syndrome  which  resolved
subsequently (Figure 6).

DISCUSSION

Vagal nerve schwannomas are rare parapharyngeal
tumours which was first described by Figi in 1933.%°
Making a diagnosis of schwannoma pre operatively is
difficult, given the several differential diagnoses for
tumour of the neck that may be considered, including
paraganglioma, branchial cleft cyst, malignant lymphoma,
cervical lymphadenopathy also most vagal schwannomas
seldom present with neurological deficits.?

Hoarseness is the most common symptom. Occasionally,
a paroxysmal cough may be produced on palpating the
mass.” This is a clinical sign, unique to vagal schwannoma.
Presence of this sign, along with a mass located on the
medial border of the sternocleidomastoid muscle, should
make clinicians suspicious of vagal nerve sheath tumours.
However, in our case, as mentioned the patient presented
to us with a swelling in the neck and no other symptoms.

FNAC is routinely not recommended. On the other hand
MRI in the pre-operative work-up is helpful in defining
diagnosis and in evaluating the extent and the relationship
of the tumour with the jugular vein and the carotid artery.
A cervical vagal neurinoma frequently appears as a well-
circumscribed mass lying between the internal jugular vein
and the carotid artery.'? Furukawa et al reported that MRI
findings are useful in providing a pre-operative estimation
of the nerve of origin of the schwannomas. Pre-operatively
schwannoma of the vagus nerve can be differentiated from
the schwannoma of the cervical sympathetic chain based
on the observation that vagal schwannomas displace the
internal jugular vein laterally and the carotid artery
medially, whereas schwannomas from the cervical
sympathetic chain displace both the carotid artery and
jugular vein without separating them.'® In our case, the
criteria of Furukawa et al. were present.

A careful intracapsular enucleation with nerve-sparing
technique remains the treatment of choice in order to avoid
nerve injury which can lead to vocal cord paralysis.**

Horner’s syndrome following cervical surgeries is a rare
phenomenon. Its occurrence following excision of a vagal
schwannoma can occur due to direct injury to cervical
sympathetic chain during excision or indirect injury due to
traction on the sympathetic chain. A possibility of carotid
sheath injury can be considered which could have lead to
the injury of sympathetic chain. In most circumstances
they recover spontaneously over time, as in our case.

CONCLUSION

A schwannoma though rare should be considered as a
differential diagnosis of a unilateral slow growing mass in
the head and neck region particularly in an adult.
Diagnosis relies on clinical suspicion, and confirmation is
often obtained by means of surgical pathology. Thorough
preoperative counselling of patients to inform them of the
potential occurrence of neurological deficit is important.
Long-term surveillance is not recommended. Recurrence
is rare.
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