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Abstract. – Schwannoma or neurilemmoma
are benign tumours originating from Schwann
cells of the nerve sheath. They can arise from any
peripheral, cranial, or autonomic nerve The treat-
ment of extracranial head and neck schwanno-
mas is surgical and the approach depends on the
location and extent of the tumor and the nerve in-
volved. The Authors report the case load of surgi-
cal managements of three different extracranial
nerve schwannomas involved facial and trigemi-
nal nerves, and a review of the literature.
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Introduction

Schwannoma or neurilemmoma are benign tu-
mours originating from Schwann cells of the
nerve sheath. Approximately 25-40% of all
schwannomas are seen in the soft tissues of the
head and neck, often originate from the acoustic
nerve1,2. They can arise from any peripheral, cra-
nial, or autonomic nerve.These tumors can simu-
late any primary and metastatic disease in the
head and neck. The treatment of extracranial
head and neck schwannomas is surgical and the
approach depends on the location and extent of
the tumor and the nerve involved3.
We report one case of intraparotid facial nerve

schwannoma and two cases of extracranial
trigeminal schwannoma involving the first and
the second branch of V th cranial nerve.

Case I: Intraparotid Facial
Nerve Schwannoma
A 48-year-old male presented with a 5-year

history of pain in his right parotid region without
any sign of swelling of the parotid gland, or
weakness of the facial nerve. The patient had
been previously visited by a ENT clinician who
made an Ecography which did not report any
pathological sign. A magnetic resonance imaging
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(MRI) was then performed. The imaging re-
vealed the presence of a mass suggesting an in-
traparotid neoplasm (Figure 1). Preoperative
fine-needle aspiration biopsy was performed, but
did not allow a clear diagnosis. The patient was
taken to the operating theatre for parotidectomy
with facial nerve preservation. After the skin flap
was elevated, the mass itself was detected. It ap-
peared closely related to the main trunk of the fa-
cial nerve (Figure 2). A biopsy of nonstimulating
portion of the nerve, by the use of a nerve stimu-
lator, was performed. Istological diagnosis of
schwannoma was confirmed. Since the patient
had normal facial nerve function, conservative
management was followed, and the deep portion
of the mass was mantained. Postoperatively the
patient developed a low grade facial nerve dis-
function (House-Brackmann grade II) which de-
creased three months later and the lack of pain of
the parotid region. The immunohistochemical ex-
am of the mass confirmed the diagnosis of
schwannoma. A MRI was performed one month
later and one year later. Both the exams showed
the presence of a mass along the deep portion of
the parotid gland, smaller than previous, with no
vascularization (Figure 3). Clinical and radiolog-
ical follow up is still performing.

Case II: Intraorbital Trigeminal
Nerve Schwannoma
A 28-year-old female presented with a 1-year

history of a right diplopia with a retrobulbar pain.
Sonographycally a retrobulbar mass was detect-
ed. The ophthalmologist confirmed the presence
of diplopia and pain most associated with the up-
per side movements. The MRI showed an intra-
conal retrobulbar mass which dislocated the rec-
tus inferior and rectus medialis muscles (Figure
4). The patient was taken to the operating theatre
for the enucleation of the mass. A trans-conjunc-
tival incision of the right lower eyelid followed
by a lateral osteotomy of the orbit was per-
formed. The mass was then detected and re-
moved preserving the optic nerve, which had
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Figure 1. Case 1: MRI reveal the presence of an intraparotid mass.

showed a mass arising from the infratemporal
and pterigoid space, involving the mandible from
the Spix foramen to the entire left body in its in-
ner part (Figure 9).
The patient was taken to the operating room

and operated with a combined maxillofacial-neu-
rosurgical approach. A preauricolar incision ex-
tended to the submandibular area was performed.
A split osteotomy of the angle of the mandible
was made, following the preplating of the angle.

been dislocated by the neoplasm (Figure 5). The
histopathological pattern confirmed the diagnosis
of schwannoma.
The patient reported the regression of both

diplopia and pain with an acceptable aesthetic
outcome. The post-operative MRI showed no
anomalies (Figure 6).

Case III: Mandibular Schwannoma
A 34-year-old female presented with a radio-

logically diagnosis of mandibular cyst. The X ray
showed an osteolytic area involving the left body
and part of the left ramus of the mandible (Figure
7). An open biopsy was then performed and the
histological features suggested the presence of a
schwannoma. The CT scan confirmed the pres-
ence of an intrabony lesion of the left body of the
mandible and the ramus (Figure 8). The MRI

Figure 2. Case 1: the schwannoma is noticeable near the
main trunk of the facial nerve.

Figure 3. Case 1: post-operative MRI show the complete
asportation of the tumor.
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A temporo-zygomatic door was then performed
in order to detect the mass. This approach widely
exposed the anterior wall of the tumor (Figure
10). The neoplasm was then excided with the
principal root of the third branch of the trigemi-
nal nerve (V3) from the oval foramen to the in-
ternal mandibular bone.
The post-operative MRI did not show any evi-

dence of disease (Figure 11). The MRI 2 years
later was negative and the patient showed a good
aesthetic and functional outcome.

Discussion

A schwannoma or neurilemmoma is a benign,
slow growing, tumour originating from Schwann
cells. Approximately 25-40% of all schwannomas
are seen in the soft tissues of the head and neck, of-

Figure 4. Case 2: MRI showing an intraconal retrobulbar
mass.

Figure 5. Case 2: The infraorbital mass asported. Histopatho-
logical pattern confirmed the diagnosis of schwannoma.

Figure 6. Case 2: Post-operative MRI showing the com-
plete removal of the neoplasm.

Figure 7. Case 3:RX-OPT scan revealing an osteolytic area in-
volving the left body and part of the left ramus of the mandible.

Figure 8. Case 3: Ct scan confirming the presence of an in-
trabony lesion of the left body of the mandible and the ramus.
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ten originate from the acoustic nerve2. They can
arise from any peripheral, cranial, or autonomic
nerve. Of the 12 cranial nerves, only the olfactory
and optic nerves do not develop schwannomas
since they lack Schwann cells in their sheaths4,5.
The treatment of extracranial head and neck

schwannomas is surgical and the approach de-
pends on the location and extent of the tumor and
the nerve involved (art head e neck).
Facial nerve schwannoma (FNS) is a rare event.

It can occur at any point along its course from the
cerebello-pontine angle to its peripherial branches
in the face6,7. Schwannoma most commonly affect

the intracranial course of the facial nerve8,9. Primary
intraparotid facial nerve tumours are a rare entity
(Qin craniomaxillo). Its typical presentation is a
slow growing, painless mass mimicking a pleomor-
phic adenoma. It may present with pain or facial
palsy. The rate of facial nerve palsy in intraparotid
FNS is about 20-27%10,11.
Preoperative diagnosis of FNS is important but

rarely achieved. Sonography, computed tomogra-
phy (CT) and Magnetic Resonance (MRI) are not
sufficient to make the diagnosis. Fine needle as-
piration (FNA) is not able as well in making the
pre-operative diagnosis. The definitive diagnosis
of FNS in the parotid is made by histological ex-
amination of the resected specimen or an intraop-
erative biopsy. If a malignant schwannoma is di-
agnosed, a radical excision should be made8.
Once the diagnosis of intraparotid FNS has

been made, definitive management depends on
several factors. Many Authors focus their atten-
tion on the several factors, like extent and biolog-
ical behavior of the tumor, preoperative facial
nerve function according to the House-Brack-
mann grade, and location in relation to the intra-
parotid facial nerve main trunk6,8,12.

Figure 9. Case 3:MRI showing the mass arising from the in-
fratemporal and pterigoid space, involving the mandible from
the Spix foramen to the entire left body in its inner part.

Figure 10. Case 3: The neoplasm was excided with the
principal root of the third branch of the trigeminal nerve
from the oval foramen to the internal mandibular bone.

Figure 11. Case 3: Post-operative MRI showing no more
evidence of disease.
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This clinical case has been conservatively
managed according to the literature. Good preop-
erative facial nerve function and close relation-
ship between the mass and the nerve, suggested
us to perform only a superficial enucleation of
the mass and a clinically and radiographically
follow up. The radical excision of the tumor, in
fact, could have been impaired facial function.
The patient is still following, as suggested by lit-

erature, clinically as well as radiographically with
MRI and does not present any sign of facial im-
pairment.
Extracranial fifth cranial nerve schwannomas

are a rare entity as well. They may arise from the
trigeminal nerve root, Gasserian ganglion, or one
of the three peripheral branches of the trigeminal
nerve13,14. While the treatment of facial schwanno-
ma depends on several factors mainly related to the
extension and the impairment of mimic function,
treatment of the trigeminal tumor is surgical. The
approach depends mainly on the extension of the
mass according to the needs of exposure and com-
plete enucleation of the mass. A combined max-
illofacial-neurosurgical approach is often needed.
Preoperative diagnosis of schwannoma is al-

ways difficult. That’s why, for facial tumor, the sur-
geons have often to convert intraoperativelly the in-
tervention. One of the major characteristic of intra-
parotid facial nerve schwannoma is the difficulty,
during a normal procedure of dissection of the
parotid gland, to detect the facial nerve and its
main trunk which is often dislocated by the mass.
As a consequence, when the mass is so closely re-
lated to the facial nerve main trunk, and its
anatomical relationship is not clear, a diagnosis of
intraparotid facial nerve (IFN) schwannoma has to
be suspected. In this case, an intraoperative biopsy
must be done and the decision of how to manage
the mass with the gland itself depend on the pres-
ence of the nature of the lesion, preoperative pres-
ence of pain and eventually FN palsy. Since the
preoperative exams are not enough in such cases to
determine the correct diagnosis, patients should be
informed before the operation about the possibility
of converting the treatment and enucleate only the
superficial mass, leaving the deep portion inside, in
order to preserve the facial nerve function.
Any decision must to be kept according to the

needs of resolution of pain, and swelling but,
above all of preservation of facial nerve function.
Conversely, the needs of functional preserva-

tion of trigeminal nerve are less important in
such surgery, and patients are always informed
about this event.

For these reason, we think that the superficial
parotidectomy has to be preferred in these cases.
With this procedures, in fact, the detection of fa-
cial nerve is the first step in order to avoid neural
lesions. Other techniques, such as partial resec-
tion, should be avoided because of the possibility
of cause neural damages.
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