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Abstract

Schwannomas are benign neural tumours which arise from the nerve sheath and consist of Schwann cells in a collagenous
matrix. Schwannomas of the accessory nerve are rare lesions. A case of Schwannoma originating from the spinal accessory
nerve in the posterior triangle of the neck is described.

Accessory nerve Schwannoma usually presents with nerve palsy. Unusually, our patient presented with a lump in the neck.
Location of such neoplasms in this region is exceptional.

This report describes the clinical features of a rare extracranial accessory nerve Schwannoma. The authors emphasize the
importance of accurately enucleating the mass; when it is impossible to preserve the continuity of the neural pathway, nerve
repair should be considered.

INTRODUCTION

Schwannomas arise from the nerve sheath and consist of
Schwann cells in a collagenous matrix. Schwannomas
account for 6-8% of intracranial neoplasms. A Study of
patients undergoing MRI for indications other than the
evaluation of Schwannoma revealed an estimated prevalence
of 0.07%. (1)

Vestibular Schwannomas or so called “Acoustic Neuromas”
are the most common Cranial Nerve Schwannomas,
followed by trigeminal and facial Schwannomas and then
glossopharyngeal, vagus (2), and spinal accessory nerve

Schwannomas. Schwannomas involving the oculomotor,
trochlear, abducens and hypoglossal nerves are the most
rare. The clinical presentation of cranial nerve XI
Schwannomas relates to their location and extent:
intracranial, jugular foramen, upper neck, or cervical spine.
Schwannomas in the jugular foramen that arise from the
glossopharyngeal, vagus, or accessory nerves, can present
with variable cerebellar and acoustic symptoms, depending
on the extent of the intracranial growth of the mass. They
also can cause glossopharyngeal dysfunction (e.g., difficulty
swallowing) and/or spinal accessory symptoms (e.g.,
trapezius atrophy). Morbidity resulting from Schwannomas
includes nerve dysfunction and brainstem compression.
Mortality can result from mass effect with brainstem
compression. No racial or sexual predilection has been

described in Schwannomas. (1) MRI with the use of

gadolinium-based contrast medium is the technique of
choice for imaging the Cranial Nerves. MRI provides the
highest degree of soft tissue resolution, it can provide images
in multiple planes, and it is not encumbered by bone artefact
from the skull base. CT is ideal for evaluating the secondary
effects on the neural foramina. (3,4,5,6)

CASE REPORT

A 40 year old lady was referred by her GP with a lump in the
right side of her neck for a year. She had not noticed any
change in the size of the lump during that time. She was also
complaining of frequent sore throats, though these usually
lasted only for about a day. There were no other associated
ENT symptoms. She had a history of hypothyroidism for
which she was on Thyroxin 125 mcgs once daily.
Examination confirmed a 1.5/1.5 cm firm, mobile, non
tender lump at the anterior border of the Sternocleidomastoid
muscle.

Flexible nasendoscopy revealed no abnormality. Fine Needle
Aspiration (FNA) for cytology was inconclusive. Chest X
Ray was normal. Head and Neck CT scan was reported as
showing evidence of right deep cervical lymphadenopathy
with no other abnormality. (Fig 1)
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Figure 1

Figure 1: Neck CT Scan showing Right deep cervical
lymphadenopathy

Figure 2

At operation, she was found to have a tumour arising from
the Accessory Nerve which was shelled out maintaining
continuity of the nerve. Histological analysis showed this to
be schwannoma with no evidence of malignancy. She made
an uneventful recovery apart from some stiffness of her
shoulder and numbness of the cervical skin. The movement
of her shoulder recovered completely following
physiotherapy and numbness over the skin became
unnoticeable by 5 months following surgery.
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PATHOLOGY

Schwannomas characteristically arise focally from the sheath
of a nerve fascicle forming a well-demarcated, eccentric
mass that deflects the parent nerve. The neoplasms are
encapsulated with a smooth, sometimes lobulated, external
surface. Secondary degenerative changes commonly are
present in large lesions and include yellow fatty areas and
cysts of varying sizes. Red or maroon discoloration may be
present, signifying recent or remote haemorrhage.

DISCUSSION

Schwannomas of cranial nerve XI represent a rare form of
all cranial nerve Schwannomas. These tumours are defined
as arising specifically from or encasing cranial nerve XI. The
extent of cranial nerve involvement may include the
cisternal, foraminal, and extracranial (Spinal or intra
Sternocleidomastoid) segments of the spinal accessory nerve
(Which the extracranial form is the least common ones been
reported).(7,8) (Table1)

Figure 3

Table 1: Accessory nerve Schwannoma

The characteristic physical examination finding is
denervation atrophy of the trapezius and Sternoclidomastoid
muscles (9). Of the remaining lower cranial nerves, cranial

nerve VIII is most often compromised, and cranial nerve XII
is infrequently affected (10). Hypoglossal nerve dysfunction

tends to occur with large intraforaminal masses. When a
prominent intracranial component of tumour is present, signs
and symptoms referable to brain stem and cerebellar

dysfunction may be identified (10).

MRI with the use of gadolinium-based contrast medium is
the technique of choice for imaging the cranial nerves which
has not been done in our case because is was not suspected
.The CT and MR appearance of cranial nerve XI
Schwannomas parallels that of cranial nerve VIII
Schwannomas. On CT, these tumours are hypointense or
isodense relative to brain parenchyma. They may contain
cystic or necrotic foci but do not manifest a calcified
component. On conventional spin-echo MR, Schwannomas
are hypointense or isointense to brain on T1- weighted
images and variably intense on proton- density and T2-
weighted images (6). Areas of necrosis or cyst formation

appear hypodense on CT, hypointense on T1-weighted spin-
echo MR, and hyperintense on T2-weighted sequences.
After intravenous contrast administration, these
Schwannomas will demonstrate moderate enhancement of
solid components on both CT and MR. Early scans reveal
slightly heterogeneous enhancement, whereas delayed
scanning shows a more homogeneous pattern. (11,12,13)

The purpose of this manuscript is to take into consideration
the slim possibility of cranial nerve tumor presenting as a
lump in the neck.
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