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ABSTRACT
Schwannomas of the vagus nerve are extremely rare neoplasms
of difficult diagnosis and with a challenging surgical excision.
We report a patient with a parapharyngeal mass radiologically
indistinguishable from a schwannoma that was finally diagnosed
as metastatic nasopharyngeal carcinoma.
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INTRODUCTION
Tumors of the parapharyngeal space are uncommon,
comprising less than 1% of all head and neck neoplasms.
Differential diagnosis includes salivary gland neoplasms,
nerve sheath tumors and other miscellaneous lesions. Most
tumors in this space are metastatic lesions or direct
extensions from adjacent spaces. Nerve sheath tumors may
arise from any of the cranial nerves in the region (cranial
nerves IX, X, XII), as well as from the cervical sympathetic
chain.
We describe an exceptional case of metastatic nerve
sheath tumor arising from the vagus nerve and

A

corresponding to a nondiagnosed undifferentiated nasopharyngeal carcinoma (NPC) that radiologically simulated
a vagal schwannoma.
CASE REPORT
A 63-year-old Caucasian male with personal history of
transient ischemic attack and ex-smoker was referred for
an enlarging, painless left neck mass that occasionally
provoked sensory disturbance around it. No neurological
disorder was observed after neurological examination.
Magnetic resonance imaging (MRI) of the neck showed
a well-circumscribed solid lesion, 2.5 × 2 × 2 cm in size
and located in the left carotid space. The mass was isointense
in T1-weighted sequences and hypointense in T2-weighted
sequences. It also presented slightly isointense cystic areas
on the upper pole and showed uniform enhancement after
contrast administration, suggesting schwannoma of the
vagus nerve. Carotid body tumor was ruled out by cervical
angiography (Figs 1A and B). A left transcervical approach
was performed demonstrating a solid tumor adhered to the
vagus nerve. Gross total resection of the lesion was
accomplished (Figs 2A to C). Despite the absence of MRI
findings for that specific zone, histological study revealed
that the lesion was a lymph node infiltrated by an
undifferentiated NPC (Figs 3A and B). In the postoperative
course, the patient received radiotherapy and chemotherapy
and after 4 years follow-up, remains asymptomatic.
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Figs 1A and B: (A) Sagittal T1-weighted MRI showing a 2.5 × 2 × 2 cm lesion in the left carotid space, (B) cervical angiography
ruled out a vascular lesion
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Figs 2A to C: (A) Intraoperative images of the lesion. A well-circumscribed solid lesion is identified adhered to the vagus nerve between
the common carotid artery and the internal jugular vein, (B) gross total resection of the tumor, (C) anatomic piece 2.5 × 2 × 2 cm in size
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Figs 3A and B: (A) Histopathology showing partial replacement of lymph node by epithelial neoplastic cell nests
(H&E staining, ×200), (B) immunohistochemistry showing positivity to cytokeratins AE1/AE3 (×200)

DISCUSSION
Nasopharyngeal carcinoma incidence varies according to
geographic location. Incidence is approximately 0.5 to
1/100,000 people annually in Europe, which accounts for
2 to 3% of all head and neck tumors.1 Patients are usually
diagnosed in advanced states, and although rhinological
symptoms are more frequent, cervical adenopathies are the
main reason for consultation.2
Carcinomas account for 85% of nasopharyngeal
malignant lesions and constitute the most frequent
histological subtype of NPCs. The undifferentiated type is
the most frequent one and has a more favorable outcome
than differentiated types.3
MRI is now the preferred imaging modality in the
assessment and staging of NPC, in relation with its superior
soft tissue contrast, the ability to demonstrate perineural
tumor spread and bone narrow involvement as well as its
ability to show the involvement of adjacent structures.
Differential diagnosis of parapharyngeal-space neoplasm’s
includes salivary gland neoplasms, nerve sheath tumors and

other lesions including carotid body tumor, abscess,
branchial cleft cyst, malignant lymphoma or metastatic
cervical lymphadenopathy.4,5
Radiotherapy constitutes the treatment of choice whereas
surgery is usually limited to biopsy. However, in cases of
advanced states, adjuvant chemotherapy may also be
considered after radiotherapy.6 Distant metastases constitute
the main impact factor on survival, reported to be 30 to
65% in 5 years.1
Up to 20 to 27% of all the tumors that can be found at
the parapharyngeal space are benign, being among them
the schwannoma the most common one.7 Besides that,
schwannomas of the vagus nerve and the cervical
sympathetic chain are the most commonly reported.
Diagnosis is achieved by means of MRI studies, where
the schwannomas are shown generally as solitary wellcircumscribed solid lesions, isointense in T1-weighted
sequences, that show uniform enhancement after contrast
administration. An accurate differential diagnosis of other
kind of lesions also present in the parapharyngeal space is
essential in order to predict the different complications that
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may arise from the tumor itself, as well as to determine if
intraoperative nerve monitoring is required.
Surgery is the treatment of choice for parapharyngeal
space tumors. Surgical approaches are dictated by the size
of the lesion, the location, the anatomical relationship with
the great vessels and the suspicion of malignancy.8,9
CONCLUSION
We describe an exceptional case of metastatic nerve sheath
tumor arising from the vagus nerve. It is estimated that
approximately 3 to 5% of the primary tumor that origins this
type of lesions is never identified, as occurred in our case.10
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