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A Case of Acoustic Neuroma Presenting as an External Auditory Canal Tumor
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ABSTRACT

Acoustic neuromas arise frequently within the internal auditory canal and cerebellopontine angle. Rarely, a schwannoma may
occur primarily within the labyrinth or may extend secondarily into the labyrinth from the internal auditory canal. The authors
experienced a very rare case of acoustic neuroma presenting as a tumor of the external auditory canal in a 43 year-old woman.
Tumor was removed by a transotic approach and found to be present in the external auditory canal, middle ear, labyrinth,
internal auditory canal and cerebellopotine angle. Subtotal resection of the tumor was performed due to severe adhesions to the
facial nerve in the proximal internal auditory canal. Serial magnetic resonance imaging is planned to follow up the residual
tumor. (Korean J Otorhinolaryngol-Head Neck Surg 2009:;52:362-5)
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Fig. 1. Otoscopic finding shows tumor extending into external
auditory canal.
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Fig. 2. Temporal bone CT shows widening of right internal auditory canal (A), destruction of cochlea (B) and dehiscence of carotid
canal (C) (arrows).
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Fig. 3. Magnetic resonance imaging. A : T2-weighted image shows a large hypointense mass in the cerebellopontine angle and
internal auditory canal (arrow). B : Gd-enhanced, T1-weighted image shows a large enhancing mass in the cerebellopontine angle
and intemal auditory canal, with extension into the cochlea and vestibule (arrows). C : Coronal, contrast-enhanced, T1-weighted
view shows a enhancing mass occupying cochlea and extending to middle ear and external auditory canal (arrow).

Fig. 4. Hlstopathologlc flndlngs of the tumor removed from the mass of extemnal auditory canal (A and B) and cerebellopontine
angle (C and D). A and C : The tumor shows a mixture of cellular (Antoni type A) and loose (Antoni type B) areas. Elongated tumor
cells are arranged in interlacing fascicles with occasional nuclear palisading (H & E stain, X 100) B and D : The stain for S-100 protein
reveals the positive reaction, which is consistent with a tumor of Schwann’s cell origin (X100).

Fig. 5. Intraoperatlve photograph after dissection of middle ear
mass and opening of internal auditory canal shows destruction
of cochlea (arrowheads), dehiscence of carotid canal (arow)
and the intrameatal portion of a schwannoma (small arrows).

FC : fallopian canal, CA:
cranial fossa.

internal carotid artery, MCF : middle
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Fig. 6. MR imaging at postoperative
1 year reveals the residual tumor in
the proximal portion of internal au-
ditory canal. Axial (A) and coronal
(B), contrast-enhanced, T1-weight-
ed view shows a enhancing mass
(arrows).
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