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Dumbbell-Shaped Hypoglossal Neurinoma
— Case Report and One-stage Operation —

Sang Yul Kim, MD,, Eun Ik Son, M.D,, Jang Chull Lee, MD,, -
Dong Won Kim, MD,, Man Bin Yim, M.D.,, In Hong Kim, M.D.

Depariment of Neurosurgery, Keimyung University, School of Medicine, Taegw, Korea

A case of dumbbell-shaped hypoglossal neurinoma is reported. Neurinomas of the hypoglos-
sal nerve are very rare, only 35 cases reported. Of these cases, most are intracranial and only
7 were dumbbell-shaped with both intracranial and extracranial components.

The clinical feature of the patient was marked ipsilateral atrophy of the tongue. Magnetic
resonance imaging should be included in the examination of tumors, and great aids in planning
the radical removal of the tumor.

In this one-stage operation which was modified lateral inferior suboccipital craniectomy,
the most important aspect was removal of the posterior wall of anterior condylar canal and
lateral mass of C1. This approach requires a thorough understanding of microsurgical anatomy
of the region of foramen magnum. Patient’s postoperative course was uneventful. The literatures
concerning this lesion were reviewed.

KEY WORDS : Dumbbell-shaped hypoglossal neurinoma * Magnetic resonance imaging * La-
teral inferior suboccipital approach.
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Fig. 1. Impressive ipsilateral deviation and atrophy of
right side of tongue.
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Fig. 2. Axial T1(a) and T2(b)-weighted MRI scans demonstrate the tumor(t), extending extracranially through
hypoglossal canal ; compressed medulla(m) ; dumbbell-shaped tumor(arrowheads).
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Fig. 3. Basal view of the skull which demonstrate the
extent of craniectomy(dashed line) and relation-
ship of occipital condyle(OC), jugular(j) and
hypoglossal(h) foramen.
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Fig. 4. Postoperative MRI scans show complete removal of the tumor : arrow indicates metalic artifact.



Fig. 5. Microscopic findings of mmor tissue show high and low cellular areas of spindle cells with palisading

patterns.
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