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Accessory nerve schwannomas are extremely rare. To our

knowledge there are only 19 reported cases in the literature.[1–

5] Only in two cases intrasternomastoid part was involved.[3,4]

The preoperative consideration of this lesion will lead to ap-

propriate surgical management with preservation of motor

nerve function.[3,4]

Case report

Thirty-seven-year-old lady presented with gradually increas-

ing swelling in the upper part of neck on left side, not associ-

ated with pain or fever. On examination there was a 6 x 7 cm

size, firm, nontender, nonpulsatile, noncompressible, freely

mobile swelling with smooth surface in left carotid triangle

region. After contraction of sternomastoid muscle on the same

side it was becoming more prominent and mobility was re-

stricted in all directions more in side-to-side direction. There

were no other swellings or lymphadenopathy. There were no

focal neurological deficits. Her blood investigations were nor-

mal. Initial fine needle aspiration cytology (FNAC) of the le-

sion was suggestive of schwannoma. MRI of cervical region

revealed a well-defined heterogeneously hypointense fusiform

lesion on T1W becoming uniformly hyperintense on T2W

images in the upper part of neck on left side with suggestion

of funicular structure. The lesion was pushing the sternomas-

toid posteriorly and laterally and carotid sheath medially with
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its contents [Figure 1]. On exploration through a skin crease

incision a firm yellowish mass with lobulated surface, with

well-defined plane of cleavage was identified and dissected free

from surrounding structures. It was originating from the left

accessory nerve and pushing the sternomastoid muscle

posteriory. Medially carotid sheath was identified and care-

fully preserved. The nerve was adhered to the tumor capsule

proximally, and it was impossible to distinguish the bundle of

the nerve fibers from the capsule distally. Tumor was excised

totally and proximal part of the nerve was preserved.

Postoperatively she developed mild weakness of left trapezius

and sternomastoid muscle. Histopathological examination

revealed a typical schwannoma, containing both Antoni types-

A and B areas.

Discussion

The majority of intracranial schwannomas arise from the

acoustic nerve. Schwannoma arising from spinal accessory

nerve are uncommon. Accessory nerve schwannomas may in-

volve the cisternal, foraminal, and extracranial (spinal or

intrasternomastoid) segments of the spinal accessory nerve.

Schwannomas of extracranial segment of the spinal accessory

nerve represent rarer form of tumor.[1]

Figure 1: MRI T1-weighted coronal and axial image showing a hetero-
geneously hypointense mass below the skull base with clear periphery

and a funicular structure (carotid sheath is pushed medially)
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Previously, 19 cases of accessory nerve schwannoma have

been reported in the literature.[1–5] [Table 1] shows a sum-

mary of origin and location of these cases. Twelve of the nine-

teen tumors were originated from the spinal root of the acces-

sory nerve, five tumors originated from the cranial root and

in two cases origin was not reported. Only in two cases

Table 1: Summary of the 19 cases with accessory nerve
schwannoma

Author (year) Origin of tumor Location of tumor
Gerhardt (1878) Unknown Jugular foramen
Ruberti (1961) Spinal root Jugular foramen
Pluchlno (1975) Unknown Jugular foramen
Pou-Serradell (1978) Spinal root Jugular foramen
Christoferson (1982) Spinal root Cisterna magna
Tsuchiya (1982) Cranial root Cisterna magna
Julow (1983) Spinal root Cisterna magna
Julow (1983) Spinal root Cisterna magna
Nishiura (1984) Spinal root Cisterna magna to

spinal canal
Matsushima (1985) Cranial root Cisterna magna
McShane (1986) Spinal root Intrasternomastoid
Kawaguchi (1987) Spinal root Spinal canal
Nakashima (1988) Cranial root Cisterna magna to

spinal canal
Chang (1990) Spinal root Spinal canal to

foramen magnum
Iwasaki (1991) Cranial root Jugular foramen
Sawada (1992) Cranial root Jugular foramen
Noyek (1992) Spinal root Intrasternomastoid
Kubota (1998) Spinal root Cisterna magna
Tatebayashi (2003) Spinal root Cisterna magna
Present case Spinal root Intrasternomastoid

intrasternomastoid portion of the nerve was involved.[3,4] In

our case also the location of tumor was intrasternomastoid

with no deficits. On CT, these tumors are hypodense or isodense

relative to surrounding parenchyma and hypodensity suggests

areas of necrosis or cyst formation.[3] MRI is superior to evalu-

ate these lesions and these lesions are hypointense or isointense

on T1-weighted sequences and hyperintense on T2-weighted

sequences. With intravenous contrast there is moderate en-

hancement of solid components on both CT and MR and early

scans may reveal slightly heterogeneous enhancement, whereas

delayed scanning will show a more homogeneous pattern.[4]

Preoperative evaluation with imaging can correctly demon-

strate the lesion. This will help in appropriate surgical ap-

proach and safe removal of tumor as in present case.[3,4]
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