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A Case of Relapsed Acoustic Neuroma Removed by

Enlarged Translabyrinthine Approach

Jang Moog Kim, MD, Jae Wook Kim, MD, Byung Joon Baek, MD and Cheon Hwan Oh, MD

Department of Otolaryngology-Head and Neck Surgery, Soonchunhyang University College of Medicine,
Cheonan, Korea

—ABSTRACT —

Several approaches to the cerebellopontine angle and internal auditory canal have been described for the re-
moval of acoustic neuroma. The standard translabyrinthine approach has been modified into the enlarged
translabyrinthine approach by extending the area of bone removal. This has significantly increased the surgery
field thus making it advantageous for the removal of acoustic neuromas all size. We removed a large acoustic
neuroma by the enlarged translabyrinthine approach. (J Clinical Otolaryngol 2002513:204-207)
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Fig. 1. MRI of brain (Sagittal T1 image) after gadolinium
showing a large tumor consistent with an acoustic neu-
roma.

Fig. 2. CT scan showing left recurrent large cerebellopo-
ntine angle tumor consistent with an acoustic neuroma.
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Fig. 3. Infraoperative enlarged franslabyrinthine exposure
of sigmoid siuns (black arrow), middle cranial fossa dura
(arrow head), posterior cranial fossa dura (white arrow).

Fig. 4. Infraoperative enlarged translabyrinthine exposure
of a left acoustic tumor (arrow head), Inferior vestibular
nerve (black arrow), Facial nerve (white arrow).
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Fig. 5. Acoustic neuroma reveals two morphologic patt-
ernsdd Anfoni A-densely packed cells with small, spindle
shaped, densely staining nuclei (black arow) and An-
toni B-looser cellular aggregation of vacuolated, pleo-
morphic cells (white arrow) (H&E, x 200).
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