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What is a vestibular schwannoma?

Your current symptoms and imaging findings show a small vestibular 
schwannoma. This is a benign tumour, usually slow growing, which 
has most likely been present for a number of years. Such tumours 
normally arise from the vestibular nerve. For most patients with a 
vestibular schwannoma, the cause is unknown. Very rarely, vestibular 
schwannomas occur as part of an hereditary condition known as 
neurofibromatosis. This is usually obvious with either the patient's brain 
scan showing more tumours than just a single vestibular schwannoma 
or other family members having similar problems.

 

What are the treatment options?

You have three choices concerning how your tumour is dealt with. 
These three choices are:

1. Interval imaging

2. Stereotactic radiosurgery

3. Open surgery

Interval imaging

With interval imaging, you would undergo an MRI scan each year to see 
if your tumour had increased in size. Only if there was an increase in size 
demonstrated would you then undergo either stereotactic radiosurgery 
or open surgery. About half of small vestibular schwannoma tumours 
do not increase in size when followed over many years with interval 
imaging.
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Steraotactic radiosurgery

You could instead opt for stereotactic radiosurgery. Stereotactic 
radiosurgery, also known as the gamma knife, involves a focussed form 
of radiation, to damage the tumour to stop further growth. It does not 
result in removal of the tumour. Eighty to ninety per cent of patients 
undergoing stereotactic radiosurgery do not have further tumour 
growth following the procedure. There is a 5-7% risk of complications 
which are usually temporary, with 1-2% being permanent, including 
facial muscle weakness. There is a very small but undetermined risk of 
secondary cancer formation because of the radiation exposure.

The procedure itself involves fitting a metal frame to the skull for the 
duration of the procedure to ensure accurate aiming of the focussed 
radiation. The period of admission is 2 nights. Sheffield is the national 
centre within the NHS for stereotactic radiosurgery.

Open surgery

Alternatively you could have open surgery. The aim of open surgery is 
to remove the tumour. There are significant risks associated with 
surgery, in the order of 5-7%. These include:

• complete functional hearing loss on the operated side (with the 
trans-labyrinthine surgical approach)

• facial weakness
• balance disturbance
• deep vein thrombosis / pulmonary embolism (clot in the leg or 

lung: 1%)
• cerebrospinal fluid related problems (such as fluid leakage through 

wound or down nose, hydrocephalus, meningitis: 1-2%)
• stroke / post-operative haematoma: 1%
• very small risk of death
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Measures are taken to reduce the risk of these problems happening and 
also to minimise their impact when they do occur. A trans-labyrinthine 
approach is most often used, i.e. drilling out the ear bone to arrive 
directly down upon the tumour so as to avoid too much moving of the 
adjacent brain (i.e. cerebellum). The procedure would be done both 
by Mr Carroll and Mr Yardley. The operation itself would take around 8 
hours. You should expect to be in hospital for about 1 week after the 
surgery.

What about the risk to my facial nerve with either 
stereotactic radiosurgery or open surgery?

The risk to the facial nerve is similar with a 1% chance of long-term 
facial muscle weakness with either procedure. Injury to the facial nerve 
is an issue because the vestibular schwannoma, although arising from 
the vestibular nerve, is closely associated with the facial nerve. A device 
for identifying the facial nerve, known as a facial nerve stimulator, is 
routinely used during open surgery to identify the facial nerve and 
reduce the chance of it being injured.

Can my hearing be preserved with either stereotactic 
surgery or open surgery?

Most patients presenting with a vestibular schwannoma already have 
significant hearing loss and therefore preserving functional hearing is 
not an issue. Occasionally, patients presenting with small tumours have 
intact functional hearing on the side of the tumour.

In this situation, if the vestibular schwannoma tumour is treated with 
stereotactic radiosurgery, then hearing is lost on average within 7 years 
of treatment.

The usual surgical approach, i.e., the trans-labyrinthine approach, 
involves drilling out the bone containing the ear structures. Thus, any 
residual hearing is always lost.
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For patients with intact functional hearing on the side of their tumour, 
there is an alternative open surgical approach to the more standard 
trans-labyrinthine approach known as the middle fossa approach. This 
middle fossa approach may be used in selected circumstances as a 
hearing preserving procedure, assuming good hearing to start with. 
Success at preserving sufficient hearing function to use a hearing aid is 
achieved in one third to one half of patients undergoing such surgery, 
albeit with a risk of epilepsy (not present with the trans-labyrinthine 
approach) and increased risk of facial nerve injury (7%).

Will I come to any harm if I choose interval imaging?

In general, half of small vestibular schwannomas do not appear to grow. 
Most of the remainder will grow at a rate of 1-2mm per year. It is correct 
to say that the smaller a vestibular schwannoma is, the more 
successfully it can be treated by either stereotactic radiosurgery or open 
surgery and with fewer risks. However, usually, with annual MRI scans, 
any small growth is likely to be picked up before it has progressed to a 
size to significantly affect the outcome of the treatment or the extent of 
the associated risks.

Members of Sheffield Skull Base Group 

• Mr Thomas Carroll
Consultant Neurosurgeon

• Mr Mark Yardley
Consultant ENT Surgeon
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Is there anything I should look out for when I go 
home?

• Increasing headaches, drowsiness
• Painful, swollen calf
• Red and swollen wound
• Leakage from the wound

Who should I contact if I have any concerns?

If you have any concerns, please contact the ward you were discharged 
from, the consultant’s secretary, or the neurosurgical nurse practitioner.

Ward N2

• 0114 271 2896 

If you develop severe shortness of breath, coughing, and chest 
pain, you may have developed a clot in the lung, and should dial 
999 or go to your nearest Accident and Emergency department. 
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