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CASE REPORT
A 31-year-old male patient presented with complaints of swelling 
in the neck for the past 7 months which was insidious in onset 
gradually progressive in nature associated with dysphagia and 
otalgia. Patient had no other known history of co-morbid illness. He 
was a smoker and alcoholic for 20 years. On examination patient 
had a firm mobile 9 x 7 cm ellipsoidal swelling situated in the left 
side of neck extending from lower border of mandible to 3cm above 
clavicle with the lower border made out [Table/Fig-1a-c]. Medially the 
swelling extended 2cm from midline into the posterior triangle deep 
to sternocleidomastoid with the carotid pulsations felt superficially 
over the swelling. Examination of the eyes showed ptosis of eyelid.

Initial workup of blood and radiological investigations were carried 
out. Magnetic Resonance Imaging (MRI) neck revealed a large lobular 
mixed intense space occupying lesion in left upper neck extending 
from retropharyngeal space to thyroid level indenting over posterior 
left submandibular gland and displacing the sternocleidomastoid 
laterally as shown in [Table/Fig-2a]. Magnetic Resonance Angiogram 
(MRA) revealed anterolateral displacement and splaying of internal 
and external carotid arteries involving mild compression with a 
discernible feeder from superior thyroid artery as shown in [Table/

Fig-2b]. Fine needle aspiration cytology (FNAC) and the core cut 
results were inconclusive. Video directed laryngoscopy was normal 
except for a small soft buldge in the lateral pharyngeal wall on the 
left side.

After explaining the risks of surgery patient was taken up for 
excision of the mass. Under general anaesthesia sjogren's cervical 
neck incision was made and subplatysmal flaps raised. After 
preserving the marginal mandibular nerve carotid sheath on the 
left side was identified. The contents of the carotid sheath were 
splayed by the swelling. After careful meticulous dissection these 
structures were preserved and the swelling was excised completely 
[Table/Fig-3]. Swelling was found to be densely adherent to the 
left pyriform sinus and pharynx which was overcome with careful 
dissection. Then the wound was closed in layers after keeping a 
suction drainage. Postoperative period was uneventful. Ptosis of 
eyelid in the postoperative period is shown in [Table/Fig-4] and 
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ABSTRACT
Schwanommas arising from cervical sympathetic chain are tumours that are rare in occurrence. These lesions are usually difficult to 
differentiate from a vagal schwanomma and a carotid body tumour during the initial workup. In this report, a rarely seen huge cervical 
sympathetic chain schwanomma case with partial Horner’s syndrome is being presented in detail, which to our known knowledge, is 
one of the few cases reported in literature.     

[Table/Fig-1a-c]: (a) posterior extent of the swelling; (b) anterior extent of the 
swelling; (c) lateral view of the swelling

[Table/Fig-2a,b]: MRI and MRA picture of the patient: a) 5.2x6.4 cm heterogeneously 
enhancing soft tissue density lesion with central non-enhancing areas noted in the left 
carotid space extending into the parapharyngeal space, b) swelling in the left carotid 
space pushing the carotids anterolaterally

[Table/Fig-3]: Gross specimen showing the schwanomma excised completely with 
the capsule

[Table/Fig-4]: Patient with ptosis of eyelid in the postoperative period

[Table/Fig-5]: Histopathology showing features of schwanomma
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the histopathology suggested a benign schwanomma with cystic 
degeneration as shown in [Table/Fig-5].   

DISCUSSION
Schwanommas are painless, benign and slow growing tumours. It 
was first described by Verocay in the year 1908 followed by Antoni 
in the year 1920 who gave classical histopathological description of 
these tumours. Schwanommas are uncommon tumours that arise 
from any peripheral, cranial or autonomic nerves.  Though they have 
a wide distribution, approximately 45% are located in the head and 
neck region. Cervical schwanommas being an uncommon lesion, 
those arising from cervical sympathetic chain are very rare, only 60 
cases being reported in literature until now. Similar complaints were 
noted in a 42-year-old Italian male in 2005 who developed ptosis 
only postoperatively. Schwanommas of cervical sympathetic chain 
occur in the age group of 5-77 years with no sex predilection. No 
predisposing factors have been identified till date. Though they are 
asymptomatic about 10 cases have been reported with Horner’s 
syndrome before excision [1-6]. Here in this case the patient 
presented with partial Horner’s syndrome i.e. ptosis of eyelid. 

It is very important and difficult to differentiate various swellings 
arising from the parapharyngeal space from a schwanomma 
arising from the cervical sympathetic chain. These swellings are 
classified depending on the site of origin from pre-styloid and post-
styloid compartments. Differential diagnosis of masses arising in 
the pre- styloid compartment includes lipomas, parotid tumours, 
lymphadenopathy and certain neurogenic tumours. Post-styloid 
compartment pathologies include carotid artery aneurysms, 
neurogenic tumours involving cranial nerves IX through XII, as well 
as the sympathetic chain and paragangliomas arising from the 
vagus nerve or carotid body [4,7,8]. Fine needle aspiration, while 
conclusive in many cases of neck masses, is much less valuable for 
the compact neural tumours [9,10].

Imaging studies play a major role in differentiating these tumours. 
Computed Tomography (CT) which was initially the gold standard 
is now replaced by MRI. It is essential to differentiate carotid 
body tumour, cervical sympathetic chain ganglion schwanomma 
and a vagal schwanomma. Splaying of carotid bifurcation with 
hypervascularity usually denotes a carotid body tumour. Cervical 
sympathetic chain ganglion splays carotid bifurcation without 
hypervascularity. On the other hand a vagal schwanomma doesn’t 
cause any splaying and do not splay the internal and external carotid 
arteries like a cervical sympathetic chain ganglion schwanomma 
[2,3,11-13].

Surgical resection is recommended for cervical sympathetic chain 
ganglion. It gives excellent result with no local recurrence. It is well 
tolerated but the patient is forced to develop partial or complete 
Horner’s syndrome [14,15]. There has been no conclusive evidence 
to show that neural grafting is an efficacious procedure [16].

conclusion
To sum up cervical sympathetic ganglion schwanommas are rarely 
encountered in clinical practice and such lesions may present as an 
asymptomatic neck mass or with Horner’s syndrome as in our case. 
These schwanommas require surgical excision with the patient 
developing partial or complete Horner’s syndrome which must be 
explained before surgery.
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