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Background. Our objective is to present a very rare clinical case of in-
traparotid facial nerve schwannoma that clinically presented as an 
asymptomatic parotid tumor, mimicking pleomorphic adenoma, and was 
diagnosed only intraoperatively. Another purpose is to discuss diagnos-
tic possibilities, appropriate planning for the management and predictive 
outcomes of surgical management.

Materials and methods. A clinical case of a patient with an asymp-
tomatic parotid mass diagnosed as a facial nerve schwannoma intra-
operatively is presented. The patient’s presentation and the diagnostic 
procedures, surgery and the follow up procedures are discussed. A review 
of literature is presented.

Conclusions. Intraparotid facial nerve schwannoma is an extremely 
rare entity and rarely diagnosed preoperatively. Management of intrapa-
rotid facial nerve schwannomas (IFNS) is very challenging because the 
diagnosis is often made intraoperatively and in most cases resection can 
lead to severe facial nerve (FN) paralysis with significant aesthetic con-
sequences. Imaging studies and fine-needle aspiration cytology are not 
always helpful in preoperative diagnosis.
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INTRODUCTION

Schwannoma is an ectodermal benign encapsulat-
ed tumor arising from Schwann cells. Neurogenic 
neoplasmas of the facial nerve are uncommon (2). 
Schwannomas of the acoustic or VIII nerve are 

well described. Very few originate from the facial 
nerve and in majority of these cases the tumor in-
volves the intratemporal part of the facial nerve 
(3). The involvement of the intraparotid part of 
the facial nerve is extremely rare, representing 
approximately 10% of all cases of facial nerve 
schwannomas (8, 15). Its malignant degeneration 
is not freguent (16).

It is very difficult to diagnose intraparotid facial 
nerve schwannoma (FNS) preoperatively because 
its incidence is rare accounting for only 0.2–1.5% 



446 Jolita Gibavičienė, Vytautas Čepulis

of all parotid tumors and rarely produces any signs 
and symptoms (3). The first description of an in-
traparotid facial nerve schwannoma was by Ibraz 
(1) in 1927, since then there have been approxi-
mately 60 reported cases of intraparotid facial nerve 
shwannoma in the medical literature (6).

Moreover, there is no diagnostic modality that 
can diagnose it with certainty. Therefore the diag-
nosis is generally made during operation, when the 
surgeon finds difficulty in locating the facial nerve 
and then is required to make an unexpected deci-
sion.

There is a great potential for misdiagnosis and 
mismanagement of these lesions with a horrible 
consequence of facial paralysis. It is thus critical to 
have a diagnostic and management algorithm when 
a suspected facial nerve tumor is encountered dur-
ing parotidectomy.

The following case is presented because it ap-
peared as a non-symptomatic parotid tumor with 
normal n. facialis function and a solid tumor, in-
volving the facial nerve trunk, was found intraope-
ratively. Ultrasonography and fine needle aspiration 
cytology were performed. Based on investigations, 
a provisional diagnosis of a benign salivary gland 
tumor was made.

CASE REPORT

A 59-year-old lady presented with a four-year his-
tory of a gradually enlarging left parotid mass. She 
denied any facial weakness, twitching or pain. Tu-

mor in the parotid region was asymptomatic for 
3 years. During the last year more active tumor 
growth was noticed.

Examination revealed 3 × 4 cm solid, non-ten-
der, mobile mass in the middle part of the parotid 
gland.

Facial nerve function as the reminder of head 
and neck examination was normal.

Ultrasonogram (USG) showed a hipoechogenic 
solid tumor with small calcinates in the left parotid 
gland. Loco-regional lymph nodes were without 
pathology findings.

Fine needle aspiration cytology showed benign 
findings, some acinic salivary gland structures, 
blood elements. Based on investigations, a provi-
sional diagnosis of a benign salivary gland tumor 
was made.

The case was preoperatively discussed with the 
patient and possible facial nerve complications 
were explained.

Intraoperatively after superficial parotidectomy 
the tumor was exposed. The tumor was well encap-
sulated 4 × 3.7 × 2.4 cm arising from the facial nerve 
trunk. (Figs. 1, 2). The tumor was dissected from 
the nerve. It seemed that the tumor enucleating 
with complete nerve preservation will be fea sible. 
However, unsuccessfully, the facial nerve split. The 
tumor was removed, but the facial nerve was sacri-
ficed. During the operation decision of immediate 
repair of the transected nerve was made. The prob-
lem was the loss of the nerve tissue and damage of 
the nerve. The facial nerve was “repaired” using 

Fig. 1. Tumor in the facial nerve Fig. 2. Facial nerve after reconstruction
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end-to-end suture and tubulisation with autolo-
gous vein. Postoperatively the patient developed 
facial nerve palsy.

In 4 months after operation the miography test 
was made and showed some nerve response that 
means a very slow but hopeful improvement.

The histological examination revealed a benign 
scwannoma (Fig. 3).

DISCUSSION

N. facialis schwannomas can occur at any point of 
the facial nerve along its complicated anatomical 
course from the cerebellopontine angle to its mul-
tiple peripheral branches in the face. These benign 
tumors arise from Schwann cells, which envelop 
the facial nerve. These lesions have a predilection 
for the intratemporal course of the facial nerve, in 
particular, labyrinthine and tympanic segments 
(2). Neurogenic tumors of the extratemporal part 
of the facial nerve are less common. Extratempo-
rally, they typically present as an asymptomatic pa-
rotid mass (3–7).

The differential diagnosis for a neurogenic tu-
mour of the extratemporal facial nerve includes 
schwannoma and, less commonly, neurofibroma. 
Schwannomas are typically solitary and encapsu-
lated. They tend to push axons of the nerve of the 
origin away and thus can potentially be resected 
with nerve preservation (8).

Neurofibromas, however, are typically non-
encapsulated and are classified as diffuse or plexi-
form. Unlike schwannomas, usually they are inti-
mately associated with the nerve, making resection 

with nerve preservation difficult. Malignant dege-
neration has been reported in neurofibromas but is 
exceedingly rare with schwannomas (4).

The critical step in the management of neuro-
genic tumors of the extratemporal facial nerve is 
the diagnosis. Most of these lesions present as an 
asymptomatic parotid mass with or without facial 
weakness. Bretlau et al. (9–11) reviewed 53 cases 
of intraparotid facial nerve schwannomas (FNS) in 
the literature and found facial nerve dysfunction in 
20% of patients.

Although facial nerve paralysis associated with 
parotid tumor suggests malignancy, the neural 
dysfunction due to schwannoma is attributed to a 
gradual compressive effect of the tumor (12).

The parotid mass is always painless and slow-
ly increases in size, although painful lesions have 
been reported (8). The course could be due to dis-
tention of the parotid fascia or obstruction of the 
parotid duct.

It appears, therefore, that the clinical presenta-
tion is helpful only if there is a history of a slow 
gradual facial paresis associated with a slow-grow-
ing parotid mass.

Magnetic resonance imaging with gadolinium is 
the study of choice for imaging the parotid bed for 
suspected facial nerve lesions.

Fine-needle aspiration cytology has been widely 
used and accepted as a useful diagnostic procedure 
in head and neck lesions. The accuracy of distinc-
tion between benign and malignant tumors in sali-
vary glands is good and exceeds 90% in most se-
ries (12). But there has been reluctance to use it for 
parotid gland lesions due to lack of characteristic 
cytological findings and exact cell type, and the fact 
that it is unlikely to change or facilitate treatment 
(13). So we can conclude that preoperative fine-
needle aspiration is not always informative and di-
agnostic as in our case.

The diagnosis is thus typically made at the time 
of surgery. Given the potential for injury of the fa-
cial nerve, the surgeon must have a clear manage-
ment algorithm if the facial nerve is encountered.

For those patients going for surgery, surgeon 
has to counsel adequately the patients and prepare 
them for the possibility of facial nerve sacrifice, 
and to discuss other rehabilitation options, such as 
a nerve graft. Having a preoperative diagnosis is 
useful in case of schwannoma because some pa-
tients, having known that it is a benign tumor, may 

Fig. 3. Tumor – facial nerve schwannoma
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want to avoid surgery and its accompanying risk 
of facial nerve palsy. In reviewed literature almost 
all reported cases, including ours, had the diagno-
sis of scwannoma made intraoperatively. There are 
some recommendations concerning this contro-
versial situation: fine needle aspiration biopsy dur-
ing the operation in conjunction with pathology 
service or judicious biopsy during the operation 
(1). Retrograde dissection of facial nerve branches 
can be helpful if the tumor involves the main trunk 
of the facial nerve. Almost half of extratemporal 
facial nerve tumors involve the main trunk of the 
nerve (5).

It is interesting to note that several authors have 
reported the occurrence of facial paralysis when an 
intraparotid facial nerve tumor was simply biopsied 
or carefully resected with apparent preservation of 
the facial nerve (3, 5).

Preoperative facial nerve function is thus cen-
tral to the management of these tumors.

In summary, we want to emphasize that a surgi-
cal approach of these tumors is full of controver-
sies. There are some authors who believe that sur-
gical resection with nerve grafting provides better 
results with normal preoperative facial function (5, 
10). However, other authors agree that exchanging 
an asymptomatic parotid mass for facial paralysis 
is not in the patient’s best interest (4, 6, 11). When 
conservative management is undertaken, patients 
with benign extratemporal FNS or neurofibromas 
should be followed clinically as well as radiographi-
cally with MRI.

CONCLUSIONS

Intraparotid facial nerve tumours are rarely diag-
nosed preoperatively. The experience of Guzzo 
et al. shows that 75% of the intraparotid FNS re-
main undiagnosed preoperatively (14).

The best plan of management is still a matter of 
debate but the decision should be based on the pa-
tient preference and the best facial nerve functional 
outcome.

A minority of the intraparotid scwannomas 
can be removed by resection while preserving the 
facial nerve. But indolent behavior and moderate 
results in facial nerve reconstruction (especially 
in elderly patients) justify a wait-and-see policy 
in the presence of a benign parotid facial nerve 
schwannoma.

Conservative management with preservation of 
facial nerve function should be undertaken in an 
asymptomic patient with normal facial nerve func-
tion.
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INTRAPAROTIDINĖ VEIDINIO NERVO 
ŠVANOMA: KLINIKINIS ATVEJIS

Santrauka
Darbo tikslas yra pristatyti retą klinikinį atvejį – intra-
parotidinę veidinio nervo švanomą. Navikas paausio 
seilių liaukoje priminė banalų pleomorfinės adenomos 
atvejį, tačiau operacijos metu buvo aptiktas ir iš dalies 
sėkmingai pašalintas veidinio nervo kamieno navikas. 
Straipsnyje apžvelgta literatūra, aptartos ir įvertintos 
šio reto naviko priešoperacinės diagnostikos galimybės, 
operacijos rizika ir numatyta operacijos baigtis.

Mūsų klinikoje buvo operuota 59 metų pacientė 
dėl sparčiai didėjančio paausio seilių liaukos naviko. 
Operacijos metu paaiškėjo, kad navikas išaugo iš vei-
dinio nervo kamieno. Ikioperaciniai tyrimai buvo ne-
informatyvūs. Kadangi buvo pažeistas veidinio nervo 
kamienas, operacijos metu, panaudojant autoveną, buvo 
atlikta nervo plastika.

Literatūros duomenimis, veidinio nervo kamieno šva-
noma labai retai diagnozuojama iki operacijos, nes diag-
nostikai naudojami tyrimai nėra specifiniai. Dėl galimo 
negrįžtamo veidinio nervo pažeidimo šio naviko šalini-
mo operacija yra iššūkis chirurgui.

Raktažodžiai: paausio liaukos navikas, veidinio ner-
vo kamieno švanoma, veidinio nervo parezė


