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Abstract Particular care to facial nerve function preservation should be the ultimate goal in
surgery for large vestibular schwannomas. We present a 60-year-old patient who
presented with an enlarging right vestibular schwannoma and nonserviceable hearing.
The patient was operated in the semisitting position after a patent foramen ovale was
ruled out. During the positioning, the feet were positioned at the level of the heart.
Precordial Doppler was used to monitor for air embolism. Straight skin incision and
retrosigmoid craniotomy was performed. Specific attention to venous bleeding was
made during the approach. Meticulous arachnoid dissection of the capsule preserving
the arachnoid plane at the surface of the brain stem and the facial nerve can be
achieved more efficiently with the patient in the semisiting position and with bimanual
microdissection technique. After drilling of the internal auditory canal (IAC), we were
able to achieve near total removal of the tumor, leaving a tiny tumor carpet due to
extreme adherence to the nerve.Water-tight dura closure and replacement of the bone
flap was performed. The patient woke up with a House–Brackmann grade III facial
weakness which improved to grade I at 6 weeks postoperatively. Postoperative
magnetic resonance imaging (MRI) showed a tiny residual at the surface of the facial
nerve at the entrance of the IAC. Near total (> 98%) resection of large vestibular
schwannomas is an acceptable surgical strategy with excellent facial nerve outcome.
With appropriate patient positioning in semisitting and proper anesthesiological and
surgical management, the risk of air embolism is negligible.
The link to video can be found at: https://youtu.be/ErG9VexbiGw.
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Fig. 2 (A) Coronal MRI þ gad. (B) Sagittal MRI þ gad. MRI, magnetic resonance imaging.

Fig. 1 Axial MRI þ gad showing vestibular schwannoma.MRI, magnetic
resonance imaging. gad, gadolinium.
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