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Introduction

Schwannoma is a benign neoplasm of nerve sheath origin 
except olfactory and optic nerves. The incidence of the head 
and neck lesion is 20-45%, and it may also arise in the vagus, 
hypoglossal, lingual, cervical sympathetic chain and brachial 
plexus in the order of frequency.1) In earlier reports, five vari-
ants of schwannomas have been described; common, plexi-
form, cellular, epithelioid, and ancient type.2) The ancient sch-
wannoma (AS) is characterized with degenerative changes, 
hyperchromatism and marked nuclear atypia, which differen-
tiates itself from the typical type.

In cervical sympathetic chain schwannoma (CSCS), the 
most common post-operative complication is the Horner’s 
syndrome. However, preoperative Horner’s syndrome in CS-
CS is extremely rare. The following is a clinical report about 
a giant AS from cervical sympathetic chain (CSC), accompa-

nied with preoperative Horner’s syndrome. To the best of our 
knowledge, such case has not been reported earlier.

Case

A 58-year-old woman visited our clinic, presenting with a 
huge left lateral neck mass that had been present for thirteen 
years. She complained of pressure sensation on the left neck 
and slight dysphagia. On physical examination, the character-
istics of mass were 8×7 cm sized, rubbery hard, slightly mov-
able and non-tender. In ophthalmic examination, intra-ocular 
pressure on the left eye was 15 mm Hg, with the left eye show-
ing enophthalmos of 2 mm in Hertel exophthalomometry. The 
patient showed miosis, ptosis and enophthalmos on the left eye 
and left double-eyelid seemed to be swollen compared to the 
right eye (Fig. 1). There was no another neurologic deficit. 

Contrast-enhanced axial CT scans revealed a well-margin-
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While ancient schwannoma (AS) from the cervical sympathetic chain is very rare. Preoperative 
Horner’s syndrome resulting from cervical sympathetic chain schwannoma (CSCS) is extreme-
ly rare. A 58-year-old woman visited our clinic with a huge lateral neck mass that had been pres-
ent for thirteen years. Ptosis and enophthalmos were observed on the left eye. After radiologic 
evaluation, we assessed the CSCS by performing surgical excision. Finally, pathologic exami-
nation revealed it to be AS. There has been no recurrence for 15 months after discharge, how-
ever Horner’s syndrome has become more prominent. We report this unique case of ancient sch-
wannoma with literature review.	 Korean J Otorhinolaryngol-Head Neck Surg 2012;55:728-31
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ed heterogeneously enhanced huge mass in the left carotid 
space. The common, internal and external carotid arteries 
were displaced to the anterior while the internal jugular vein 
was collapsed (Fig. 2A). Findings of MRI were equal to those 
of CT scan (Fig. 2B and C). There was no feeding artery in 
four vessels trans-femoral carotid angiography. Fine needle 
aspiration cytology showed no specific findings. We initially 
diagnosed with schwannoma from the CSC or vagus nerve, 
malignant peripheral nerve sheath tumor and sarcoma (least 
likely).

Under general anesthesia, we performed the surgical exci-
sion. The carotid sheath was exposed. The vagus nerve ran 
over the mass and was carefully dissected. Since the mass ori-
ginated from the CSC, it was impossible to dissect the mass 
without nerve sacrification (Fig. 3).

The Horner’s syndrome was more prominent in the postop-
erative period. There has been no recurrence for 15 months. 
The patient still shows similar preoperative ocular findings 
without complaining of symptoms. The surgical specimen was 
an encapsulated ovoid, pinkish gray to pale yellow and slight-
ly firm, measuring 8.0×5.5×5.0 cm (Fig. 4A). The cut surface 
was myxoid, partly yellow, hemorrhagic and cystic structures 
(Fig. 4B). The microscopic findings were compatible with an-
cient schwannoma (Fig. 5). 

Discussion

Ackerman and Taylor3) suggested the terminology ‘‘ancient’’ 
schwannoma to connote the long duration and degenerative 
changes to the appearance of these lesions. This lesion is cha-
racterized with diffuse hypocellularity, focal infiltration of 
hyaline and fatty degenerations. Due to poor cellularity espe-
cially in the cystic degenerated lesions, AS may be difficult to 
diagnose from cytology.4) The nuclear atypia and hyperchro-
matism are not a sign of malignancy but a regressive pheno-
menon. According to the size and duration of tumor, degen-
eration and atypia becomes more severe. AS are distinguished 
from malignant schwannoma by the absence of mitosis and the 
invasive pattern. Because the S-100 protein is rich in the sup-
porting cell in the peripheral nerve, the Antoni A areas show 
strong positive reaction in this stain. 

The head and neck, thorax, retroperitoneum, pelvis and ex-
tremities are the predilection sites of AS.5) AS mainly occurs 
in the middle and elderly age, with no sexual difference. The 
asymptomatic mass is the most common clinical sign. Accord-
ing to the growing of mass, various symptoms such as cough, 
dyspnea, hoarseness, dysphagia, numbness, pain and pares-
thesia may be presented.

Preoperative knowledge of tumor origin is useful for sur-
gical planning, prediction of postoperative complications and 
surgical outcomes. Before surgery, the CSCS must be differ-
entially diagnosed with carotid body tumor (CBT) and para-
ganglioma. Usually CBT requires embolization, whereas not 
in CSCS. Generally, the MR image of CSCS shows high sig-
nal intensity on T2 weighted images, with relatively low sig-
nal intensity on T1 weighted images.5) As the CSCS grow and 
expand, it has a tendency to displace the common, internal and 
external carotid arteries, anteriorly. The internal jugular vein 

Fig. 1. The external gross photo shows huge bulging contour in the 
right lateral neck (black arrowheads)(A). The ptosis and enopthal-
mos is observed in the left eye (B).

A B

Fig. 2. Contrast-enhanced axial CT scan shows the well-margined heterogeneously enhanced mass with anterior displacement of inter-
nal carotid and external carotid arteries (A). T2 weighted MR image shows heterogenous high signal intensity mass with the same vas-
cular findings of CT (B and C).
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CSCS since it is possible that the effects may arise due to com-
pression from mass of other origin. Patients with Horner’s syn-
drome show miosis, ptosis, enophthalmos and facial anhydro-
sis. Ptosis results from paralysis of Müller’s muscle, but usual-
ly the patient does not complain of any symptoms. Since the 
CSC runs in a relatively loose fascial compartment, the preop-
erative Horner’s syndrome in CSCS has only been reported 
in six cases,7) and AS from CSC has not been reported earlier. 
Horner’s syndrome has been known to usually occur in the pos-
toperative period. 

The treatment of choice in CSCS is complete excision of the 
mass while trying to keep the nerve intact. Generally, the nerve 
was excised with a superior and inferior cuff, because of its 
dense attachment to the mass.7) Also, nerve graft is not usual-
ly performed. The vagus nerve runs superior to the mass, where 
meticulous and careful dissection is essential. Especially in lar-
ge tumors, the nerve is located more superficial and also un-
usually displaced. Therefore, the surgeon must be very care-
ful, so the vagus nerve is preserved which may be mistaken 
for ansa cervicalis. The recurrence and malignant change of 
AS are very rare, but some case have been reported.8)

We have described the unique case of giant ancient schwan-
noma of the lateral neck presenting with preoperative Horner’s 
syndrome with literature review. To the best of our knowled-
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is therefore displaced anterolaterally. The separation between 
the internal jugular vein laterally and carotid arteries medially 
are not observed. The Lyre sign, which is spreading between 
internal carotid artery and external carotid artery in angiog-
raphy, is observed in both CBT and CSCS.6) The differential 
diagnosis with AS from CSC include paraganglioma, chemo-
dectoma, parotid gland neoplasm, branchial cyst, ICA aneu-
rysm, lipoma, meningioma, rhabdomyoma and thyroid carci-
noma.6)

The preoperative Horner’s syndrome is not diagnostic as 

A B

Fig. 3. Intraoperative findings. The mass is nearly extracted from the 
cervical sympathetic nerve. The vagus nerve is located over the mass. 
The internal jugular vein is not seen due to severe collapse. M: mass, 
CCA: common carotid artery, arrow: vagus nerve, arrowhead: cer-
vical sympathetic nerve.

Fig. 4. The gross findings show an 
encapsulated ovoid, pinkish gray to 
pale yellow and slightly firm mass, 
measuring 8.0×5.5×5.0 cm. It is al-
so observed the resected nerve (ar-
row)(A). The cut surface shows a my-
xoid, partly yellow, hemorrhagic and 
cystic structures (B).

Fig. 5. The microscopic findings. It shows the hypercellular area with pallisading nuclei (A). Ancient schwannoma displays degenerative 
changes such as hyperchromatism and marked nuclear atypia. This shows hyalinization and cellular atypia with hyperchromatic bizarre 
nuclei, but no mitotic figure (B). The immunohistochemical stain shows strong and diffuse positivity for S-100 protein (Hematoxylin and 
Eosin stain, original magnification: A; ×100, B; ×400, immunohistochemical stain: C; ×200)(C).
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ge, such disease entity has not been reported earlier. 
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