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Neurilemmoma is a benign tumor of Schwann to 40% of all neurilemmomas occur in the head
cell origin and may occur on any nerve covered and neck region, the lesions originating from the
by Schwann cells!’2). Although approximately 25 cervical vagus nerve are extremely rare®). To our
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knowledge. until 1988, only 88 neurilemmomas
of the vagus nerve had been reported in the litera-
ture®,

Clinically. the most common presenting sym-
potom is a painless lateral neck mass, making
it difficult to differentiate from other solid masscs
of the neck. Sinc these tumors are benign. the
preferred treatment is a complete surgical extirpa-
tion with conservation of the neural pathway if
at all possible.

The objectives of this paper are to present 4
case reports of cervical vagus neurilemmomas
over a S-year period and to review the clinical,

pathologic. and surgical aspects of the lesions.

Case Reports

Case 1
A 50-year-old woman was initially scen with

an 18-month history of a slowly growing mass

in the left retromandibular space. Phygical exa-
mination revealed a round, smooth-surfaced., non-
tender mass measuring 3X 3cm located in the lo-
wer part of the left retromandibular space. On
palpating the mass, a paroxysmal cough was elici-
ted, but no signs of nerve paralysis were found.

She underwent exploration of the left side of
the neck through a transverse skin incision over
the mass. A non-pulsatile, well-encapsulated mass
arising in the vagus nerve was found between the
internal jugular vein and the carotid bifurcation.
An intracapsular cnucleation of the tumor with
a carcful disscction of the splayed nerve trunk
off the tumor by use of an operating microscope
was accomplished, and the main trunk of the va-
gus and its branches were preserved. Frozen-sec-
tion examination of the specimen was suggestive
of a ncurilemmoma.

Postoperatively, she had a left vocal cord palsy
that gradually disappeared in 12 months. Histolo-

Fig. 1. Case 1 : Histologic section showing a mixture of Antoni type A and B tissues. Note the compact

Schwann cells with nuclear palisading in the center of the field(Antoni A) and the loosely arranged
reticulum network in the periphery of the field{Antoni B). Hematoxvlin and ecosin, X150,
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gic examination confirmed a typical neurilem-
moma of Antoni type A and B mixed architecture
(Fig. 1). The patient has remained free of the
disease for 80 months following surgery.

Case 2.

A 25-year-old woman was initially seen with
a 12-month history of a growing mass in the high
upper left lateral neck. The mass measured 8X4cm
and was mobile horizontally but not vertically.
The clinical diagnosis was a possible salivary
gland tumor originating from the submaxillary
gland.

At operation, a smooth-surfaced and shiny gray
fusiform mass was found arising in the vagus ne-
rve just below the posterior belly of the digastric
muscle. Complete enucleation of the tumor was
accomplished with preservation of the main trunk
of the vagus nerve(Fig. 2).

Postoperatively, the patient demonstrated no
vocal cord palsy and remained well without evi-
dence of recurrence for 64 months after surgery.
Histologic examination of the specimen confir-
med a neurilemmoma with a mixed architrcture
of both Antoni type A and B tissues.

Case 3:

A 29-year-old mam was initially seen with a

Fig. 2. Case 2 . Intraoperative view of the neurilem-

moma enucleated from the cervical vagus ne-
rve.

Fig. 3. Case 3 : Ultrasonography showing a mixed
echogenic mass(M) between the carotid artery
(A) and the internal jugular vein(V).

mass in the left lateral neck for 24 months. On
palpating the mass, a paroxysmal cough was pro-
duced but demonstrated no neurologic deficits.
Ultrasonography of the neck revealed a mixed
echogenic mass located just beneath the left ster-
nocleidomastoid muscle(SCM) and between the
common carotid artery and the internal jugular
vein(Fig. 3).

At operation, a 5X3cm well-encapsulated glo-
bular mass was found arising in the vagus nerve
around the intersection of the superior belly of
the omohyoid muscle and the SCM. By careful
intracapsular dissection, the tumor was comple-
tely enucleated while preserving the main trunk
of the vagus.

Postoperatively, he demonstrated a left vocal
cord palsy that was gradually improved in 6 mon-
ths. Histological apperance of the specimen was
compatible with a neurilemmoma of Antoni type
A and B mixed tissues. The patient has remained
free of the disease for 25 months following sur-

gery.

Case 4.

A 49-year-old woman was initially seen with
a 15-month history of a growing mass in the left
neck and a 1-month history of mild swallowing
difficulty. A neck computed tomographic(CT)
scan with contrast showed a large oval mass occu-



Fig. 4. Case 4 : Axial CT scan showing a low density
mass occupying the left parapharyngeal space.
Note a pronounced bulging into the orophar-
yngeal area.

pying the left parapharyngeal space with a pro-
nounced bulge in the oropharyngeal wall(Fig. 4).

At operation, an encapsulated ovoid mass mea-
suring 10X 5X Scm was found arising in the vagus
nerve in the parapharyngeal space, and its consis-
tency was that of a soft lemon. After longitudinal
splitting of the nerve sheath splayed over the tu-
mor surface, the tumor was enucleated by a care-
ful intracapsular dissection. A small portion of
the adherent fascicles, however, was included with
the main specimen, because the adequate dissec-
ting plane was not distinct in spite of the use
of an operating microscope.

There was no paralysis of vocal cord postopera-
tively, and the patient remained well with no evi-
dence of recurrence for 20 months after surgery.
Histologic examination of the specimen confir-
med a neurilemmoma of Antonitype A tissue pre-
dominant architecture, a so-called celluar neurile-
mmoma.

Discussion

The most common location for vagal neurilem-
momas is near the nodosa ganglion, but they may
be found at any level along the course of the cer-
vical vagus nerve®), These tumors usually appear
as a lateral neck mass of insidious origin, and

may be frequently confused with paraganglioma,
neurofibroma, malignant lymphoma, lipoma,
branchial cleft cyst, metastatic cervical lymphade-
nopathy, submaxillary gland tumor, tumor of the
retromandibular portion of the parotid gland. and
tuberculous cervical lymphadenopathy>®),

These tumors occur at any age, but the majority
of patients have been in the third to fifth decades
of life. There is no preponderance in sex incidence
7). The mass is usually fusiform, ovoid, or spheri-
cal in contour, firm to rubbery hard in consiste-
ncy, and can usually be moved horizontally but
not vertically. On occasion, a coughing spell may
be produced with pressure on the mass®”%), La-
rge tumors may cause pressure symptoms within
the confined anatomic regions and other symp-
toms such as dysphonia, dysphagia, and dyspnea.
If the tumor is not removed, it can become enor-
mously large and may undergo hemotthage and
cystic degeneration®7®),

Preoperative evaluation using ultrasound or CT
scans of the neck may be helpful in determining
the extent of the tumors and assist in the differen-
tial diagnosis of lateral neck masses. Recenily,
magnetic resonance imaging has been shown to
be superior to CT scans for evaluating nerve ori-
gin tumorsY$19, In our opinion, however, surgi-
cal excision and frozen-section examination ap-
pear to offer a better chance for correct diagnosis
and effective treatment.

Histologically, the components of tumor cells
have been classified into two discrete ones, Antoni
type A and B tissues!D. Antoni type A’tissues
are characterized by compact Schwann cells with
nuclear palisading, whereas Antoni B tissues
exhibit a considerable degree of cell pleomor-
phism in loosely arranged reticulum network.
However, both of these tissues are usually found
in most neurilemmomas, and there is probably
no relation to frequency of local recurrence or
malignant change!?.

The advocated treatment of these tumors is sur-
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gical extirpation. Since these tumors are clinically
and histologically beign, preservation of the con-
tinuity of the neural pathway is emphasized while
the tumor is being extirpated. Several methods
have been described for preserving the neural pa-
thway? 713, With adequate surgical exposure
via a transcervical approach, most of these tumors
can be usually enucleated, and the trunk of the
cercvical vagus nerve may be preserved because
individual fibers of the vagus nerve are splayed
over the surface of the tumor within a discrete
capsule but not in the mass itself?¥713. If an
adequate plane cannot be found even under mic-
rosurgical technique, a portion of the adherent
fascicles of the nerve splayed over the tumor may
be excised with the main specimen without sacri-

ficing the nerve trunk. If it is technically difficult

to preserve the nerve trunk intact, and if the lesion
is less than 2cm in length, it may be possible
to resect the involved segement and do microsur-
gical reanastomosis of the cut ends??”. When a
situation requires the sacrifice of more than 2cm
in lengh, an interposition with a free nerve graf-
ting using a sensory nerve such as the greater
auricular can also be considered?!¥,

Following adequate surgical extirpation, these
tumors rarely recur”’®). In our 4 patients, the resu-
Its of intracapsular enucleation were quite satisfa-
ctory to cure the patients, although we observed
2 cases of transient postoperative vocal cord palsy.
Therefore, we do think that this kind of surgery
should be considered, whenever possible, before
a decision is made to sacrifice the nerve.
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