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Acoustic schwannoma, diagrammatic representation. The 
tumour arises from the vestibular nerves, slowly growing (or 

not at all) in the older age groups.    ©  Bruce Black MD                                         

 
          



Unilateral sensori-neural deafness. In the absence of other 
overt aetiology, an MRI scan is strongly recommended to 

exclude retro-cochlear pathology.    ©  Bruce Black MD                                         

 
          



MRI showing a tiny enhancing lesion to the right, in the IAC, 
probably a small schwannoma. 
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Filling defect on the right. Nature uncertain but most likely 
an VIII n. tumour. 
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Axial view revealing a small enhancing focus to the right. 
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Axial MRI. There is a filling defect at the entrance to the IAC 
to the right, suggestive of a small acoustic tumour. 
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Small right acoustic schwannoma, minor intra-canalicular 
extension.  
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Moderate-sized left VIII nerve schwannoma, with extension 
filling much of the IAC. 
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Moderate left side acoustic schwannoma, some extension 
into the IAC. 
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A largely intra-canalicular schwannoma with mild extension 
into the posterior fossa. 
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Small to moderate-sized right side lesion abutting the 
brainstem, suggesting possible removal difficulties.  
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Larger right side schwannoma with overt impaction on the 
adjacent brainstem. 

   ©  Bruce Black MD                                         

 
          



Large aggressive Rt VIII nerve tumour in a young adult. 
Hearing loss, tinnitus and some ataxia. Initial only partial 

tumour removal possible.    ©  Bruce Black MD                                         

 
          



Coronal view of the previous case demonstrating the 
degree of brainstem compression. The lesion showed 

significant vascular supply from the latter.    ©  Bruce Black MD                                         

 
          



A large schwannoma with extension into the brainstem 
itself. Very guarded surgical prognosis. 
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A large schwannoma, abutting the brainstem and with 
minor intra-canalicular extension. 
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A large and calcified cerebello-pontine angle tumour. 
Meningioma. 
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Axial CT, Large right acoustic schwannoma. CT scans fail 
to identify small tumours. MRI is mandatory given a 

suspicion of these lesions.    ©  Bruce Black MD                                         

 
          



Axial CT scan of a large right enhancing tumour, without 
brainstem involvement on this view.  
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Axial gas cisternogram CT, undertaken for suspicious 
deafness and positive ABR findings. Pacemaker patient. A 
filling defect is present, revealing a left VIII nerve tumour.    ©  Bruce Black MD                                         

 
          



Axial CT gas cisternogram showing a fillng defect of the 
IAC due to an eighth nerve lesion.  
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An old A-P tomogram showing a large erosion of the Rt IAC 
secondary to a very large acoustic lesion. 
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Towne’s view, plain film showing the large IAC erosion of 
the previous case. 
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An A-P tomogram showing a “funnelled-out” IAC on the left, 
due to the expansion of a previously intra-canalicular lesion 

into the posterior fossa.    ©  Bruce Black MD                                         

 
          



A café-au-lait spot, sometimes associated with NF1: 
neurofibromatosis, von Recklinghausen’s disease and 

eighth nerve tumours. Beware axillary spots – greater risk.     ©  Bruce Black MD                                         

 
          



A large cafe-au lait spot. These are rarely clinically 
troublesome in themselves but cause concern re NFI. 
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Von Recklinghausen’s disease. Multiple cutaneous 
neurofibromatous lesions. Genetic, associated with multiple 

deeper lesions, especially VIII nerve sites.    ©  Bruce Black MD                                         

 
          



Von Recklinghausen’s disease. Detail of multiple cutaneous 
neurofibromata. 
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NF1 (von Recklinghausen’s disease) Diffuse 
neurofibromata of the face and neck. 
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Detail of the facial lesions of the previous case. 
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Surgical approaches for cerebello-pontine angle tumours. 
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