JPMA ( Journal Of Pakistan Medical Association) Vol 53 ,No.5,May 2003
Case Reports
Peripheral Nerve Sheath Tumor (Schwannoma), arising from an unidentifiable nerve in
the neck, with Horner's Syndrome
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Departments of Surgery and Biological and Biomedical Sciences*, Dow Medical College and
Civil Hospital, Karachi.
Introduction
Schwannomas are relatively rare tumors arising from Schwann cells that sheath the peripheral
nerves. Histologically classified as cellular Antoni
type A and hypocellular Antoni type B areas, these
are encapsulated and highly vascular tumors. They
may be found anywhere in the body but 25 to 45 per
cent of extracranial schwannomas occur in the head
and neck region.1 We describe a case of a 50-yearold woman who presented with a swelling on the
right side of neck along with Horner's syndrome.
The tumor was excised without any further neurological deficit but the nerve of origin could not be
identified.

Case Report
A 50-year-old woman with a long history of
hypertension as a co-morbid, presented with a
swelling on the right side of neck for seven years
which had gradually increased in size. She also
complained of dyspnoea on lying down flat without
a pillow. There was no history of pain or dysphagia.
General physical examination was unremarkable.
Significant findings included a BP of 160/100 mmHg
and Horner's syndrome on the right side which
comprised of partial ptosis and miosis of the right
eye, and hemianhydrosis.
On local examination, the swelling was 8x10
cms. in size, extending from posterior triangle and
encroaching into the anterior triangle. Superiorly it
was approximately at the level of hyoid bone and
did not extend beyond the clavicle, inferiorly. The
consistency was solid with well-defined edges. It
was mobile in both quadrants and did not move on
deglutition or tongue protrusion. The carotid pulse
was pushed anterio-medially but there was no sign
of venous engorgement.

Ultrasonograph showed a complex, well encapsulated, predominantly solid mass, suggestive of a
benign growth of the right lobe of thyroid. Further
workup by thyroid scan and fine needle aspiration
cytology (FNAC) was advised. Thyroid Scintograph
showed normal thyroid status with hormonal assay
in normal range. FNAC revealed spindle like cells
arranged in cellular and loose areas which were suggestive of a Nerve Sheath Tumor (Schwannoma).
Magnetic resonance imaging (MRI) showed a
well defined, heterogeneous mass in the
neck,appearing completely encapsulated. The mass
returned heterogenous high T2 signals from its substance. It also displaced the vascular and other soft
tissue structures without any evidence of invasion.
This was most likely a nerve sheath tumor arising
from cervical sympathetic chain.
It was decided to excise the tumor with all
possible efforts to save the nerve of origin to avoid
any neurological deficit. Cardiac fitness for general
anesthesia was obtained after a month of antihypertensive therapy. On operation the tumor was found
to be encapsulated and highly vascular. Although
the nerve of origin was unidentifiable, it was definitely not arising from cervical sympathetic trunk or
vagus nerve. It was 9 x 6.5 x 7.5 cms. in dimensions,
oval in shape and had pushed the neuro-vascular
bundle anterio-medially. Histopathological examination of the excised mass revealed features consistent
with schwannoma. A small nerve was also seen compressed on one side of the lesion but there was no
evidence of malignancy.
The initial post operative period was unremarkable but the patient developed severe hypertension on the second post operative day in which she
was treated appropriately and was discharged on the
eighth post operative day. The Horner's syndrome
did not improve but no further neurological deficits
were observed.

Figure 1. Clinical Photograph showing the neck mass
and ptosis of the right eye.

Figure 3. Magnetic resonance imaging showing heterogeneous high
T2 signals from the substance of the mass. The carotid sheath and trachea are also seen displaced.

growing benign tumors, and must be suspected whenever
examining the neck for a solitary swelling of long standing.5
Preoperative diagnosis can be difficult, even with the aid of computed tomography, magnetic resonance imaging, ultrasound, and
angiography.6

Figure 2. Photomicrograph of the excised tumor showing cellular Antoni A and hypocellular Antoni B areas
with the formation of verocay bodies. A nerve is seen
compressed at the periphery.

Discussion
Schwannomas
presenting
with
Horner's syndrome are an extremely rare clinical entity. They have been previously
described as arising from cervical sympathetic chain and vagus nerve.2,3 These tumors are
usually solitary, asymptomatic cervical masses occurring within the upper carotid sheath
or parapharyngeal space.4 They are slow

Although the MRI in this case, showed the mass displacing
both the common carotid artery and the internal jugular vein anteriorly and medially, suggesting it's origin from the cervical sympathetic chain7, further supported by a preoperative diagnosis of
Horner's syndrome but we were surprised to find it arising from
one of the small branches of some unidentifiable peripheral
nerve.8 Horner's syndrome in this patient was likely to be caused
by the pressure effect on the cervical sympathetic chain proximal
to the superior cervical ganglion.9 As operative excision remains
the treatment of choice, every attempt to spare the involved nerve
must be made even at the expense of leaving a part of the benign
tumor behind. These tumors have practically no tendency for
malignant change.5
Hence the presence of Horner's syndrome does not guarantee the origin of the lesion from cervical sympathetic chain since
Schwannomas arising from vagus nerve in the neck also present
with Horner's syndrome.3 Malignant Schwannomas are best treated with wide excision where possible.
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