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hypertension, myocardial isheaemia and infraction. If the patient is
hypotensive, boluses of 5to 10 g of adrenaline are given every 1to
2 min. In the case of cardiovascular collapse, boluses of 100 g are
administered every minute together with closed chest cardiac
compressions. A higher dose of adrendineisneeded during anaesthesia
in comparision to the non-anaesthesia setting, because both general
and regiona anaesthesiaimpair the sympathetic response?. After the
initial therapy, some other drugs, although less important, can be
given, like histamine 1 receptor antagonists (promethazine 1IM).
Histamine antagonists compete with histamine at the receptor sites.
The usefulness of corticosteroids in treating acute reactions is
controversial too. Corticosteroids may require 12-24 h to work; these
inhibit phospholipase A2, thus decreasing the mediators formed out
of arachidonic acid. Other therapies are inhaled broncholilators for
persistent bronchospasm and catecholaminesininfusion for persistent
hypotension. After the reaction the patient can be extubated if there
isnoresidual airway oedema. Facia or scleraoedemaand absence of
an air leak after deflation of the cuff of the endotracheal tube suggest
residud airway oedema’.

117

CONCLUSION

Anaphylaxisduring anaethesiapresentsadiagnostic dilemma. A high
index of suspicion should be kept as early diagnosis and treatment is
vital for surviva of the patient.
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Case Report

Radiological Imagingin Trigeminal Nerve Schwannoma:

A Case Report and Review of Literature.
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Abstract: Trigeminal nerve schwannomas are rare benign dow growing tumors that constitute 1-2% of all cerebellopontine angle masses and 0.7-
0.28 % of all intra cranial tumors. Depending on the site of origin, namely, from the trigeminal root, the gasserion ganglion or the cisternal portion
of the nerve, these tumors may present as posterior fossa, middle cranial fossa or dumb bell shaped masses. Extracranial extension to other
compartments in the head and neck also occur. Imaging has a major role to play in diagnosis of these dow growing tumors. Radiological Imaging
with both CT and MRI not only provides the accurate diagnos's of these tumors based on their ste of origin and the extent  of the nerve involvement;
it also differentiates these tumors from other posterior or middle cranial fossa masses. Imaging has the potential to detect malignant transformation
in these otherwise benign tumors. MR Imaging is decidedly superior to CT imaging in the precise diagnosis of Trigeminal schwannomeas, but the skull
base foramina, through which the V cranial nerve branches exit, are best assessed by computed tomography.

INTRODUCTION

Schwannomeas are tumors arising from the Schwann cdls in the axon
myelin sheaths. Trigemind Schwannomas are rare intracrania tumors
thet account for amere 0.8 - 8% of intracranid Schwannomes'. These
benign tumors are known to have an extracraniad component and can
grow out into the infratempora compartment or into the pterygopaaine
fossa, through theforaminain theskull vault2. They may occur sporadicaly
orinasociaionwith Neurofibromatos stype2. Mdignant transformation
of previous benign masses is known®. The advances in radiological
imaging and the advent of Magnetic Resonance Imaging in particular,
have enabled noninvasive imaging of the craniad nerves and Trigemina
Schwannomeas can be diagnosed  using these modalities before these
dow growing tumors become large enough to cause symptoms®. Two
casesof Trigemind schwannomaare being discussed and presented with
thair radiologicd imagingfindings.

CASE REPORT

Casel

We discuss and present the imaging findings in a 57 year old female who
presented with right sided proptosis and diplopia and ipsilatera facid pain.
The patient was referred for imaging. MR imaging was performed on a 1.5
Teda Siemens Somatom Balance scanner in the axid, sagittal and corona
planes using phased head cail for the brain and subsequently oblique sagitta
and coronal imaging of the orhit was also peformed. TIW images in all
three planes were obtained after an intravenous Gadolinium injection.
MR images demonstrated a large, well marginated mass in the middle
cranial fossa that was isointense to gray matter on T1W images and
hyperintense to it on T2W and FLAIR images. The mass was centred in
the middle cranial fossa at the Meckel’s cave with involvement of right
cavernous sinus and encasement of the right internal carotid artery [Fig
lab]. Anteriorly the mass was seen to extend into the right orbit, displacing
the globe and the optic nerve and causing proptosis, while posteriorly, it was
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abutting the right side of pons, indenting the prepontine cistern, and there
was involvement of right media temporal lobe laterdly [Fig 2]. Computerized
Tomography of the brain was performed subsequently on  Philips 40 dice
spiral scanner and the images obtained were further reconstructed at bone
agorithm. CT images reveded destruction of large part of lesser wing and
body of sphenoid bone on right side with enlargement and erosion of the
ipsilateral superior orhital fissure, foramen ovale and foramen rotundum,
and erosion of apex of petrous bone on the right by the large hypodense well
marginated densely enhancing mass There was marked enhancement of the
mass after intravenous gadolinium administration with non-enhancing tiny
areas interspersed giving a speckled appearance [Fig 3 a ,b]. Inferior
extenson of the mass into the right infratempora fossa through the foramen
rotundum was aso observed [Fig 3 ¢] . On the basis of the MR and CT
features and the location of the mass, a diagnosis of Schwannoma of right
Trigemina nerve involving the Gasserion ganglion and it's postganglionic
ophthamic (V1) and maxillary (V2) divisions, was made. Absence of dura
tail of enhancement and of associated hyperostosis of the vault ruled out the
possibility of meningioma of the planum sphenoidale.

Case-ll

Our second case was a 45 year maewho had diplopiaand hemianopsawith
right Sded facid pain dong the trigemina nerve digtribution since 8 months.
MRI of the brain was performed and alarge dumb-bell shaped extra-axia mass
was detected at the right cerebelo-pontine angle, extending anteriorly from the
posterior cranid fossato the middle cranid fossa, causing partia obliteration of
theleft perimesencephdic cistern [Fig4 a]. The masshad gray matter isointense
signd on T1W, T2W and FLAIR Images, with few tiny necratic foci within [Fig
4h]. Avid homogenous contrast uptake and enhancement by themasswasseenin
the post-gadolinium scans [ Fig 4 ¢ ]. This mass was aso seen involving the
Meckd”s cave and the posterior right cavernous sinus with displacement of the
right interna carotid artery and widening of the right foramen Ovale. The
dumb-bell shape, the location of the mass along the preganglionic and
ganglionic segment of the trigeminal nerve, and it's enhancement pattern
enabled a diagnosis of Trigemina Schwannoma

JIMSA April - June 2013 Vol. 26 No. 2

DISCUSSION

Thetrigemind nerve (cranid nerve V) isthe largest cranid nerveand is
responsible for tactile, proprioceptive and nosioceptive sensory supply
of the face dong with motor supply to the muscles of mestication. The
principa sensory nucleus and the motor nucleus of the nerve lie in the
laterd agpect of pons while the mesencephaic nucleus extends from the
upper ponsto the midbrain. The nerve exits the brainstem a the ventral
aspect of mid pons and proceeds across the prepontine cistern anteriorly
towards the Meckd cave, where the sensory  Gasserion ganglion of the
Trigemind nerveislocated. The three divisons namdy the ophthamic
(CNV1), maxillary (CNV2) and mandibular (CNV3), branchout fromthe
ganglion. TheMeckd’scaveisadurd invaginationaongthemedia aspect
of the middle crania fossa, continuous with the prepontine cistern.
Trigemind schwannomas present with dysesthesia, mild facid pain,
frontotempora headaches; or with symptoms caused by mass effect and
compression of adjacent structures namely conductive hearing lossfrom
Eustachian tube blockage, diplopiaor hemianopsiafrom cavernoussinus
involvement, or facid Soft tissue asymmetry®. The patients present in
middle age, typicdly in the third and fourth decades and adight femae
predilection exists. Painful schwannomeas are unusud and when marked
painor neurologic deficit exist, malignancy must beexcluded.

IMAGING CLASSIFICATION OF
TRIGEMINAL SCHWANNOMAS

Trigemind schwannomas can arise and localize dong the neurolemmal-
glid junction, thesensory Gasserion ganglion or dong thedista branches
of thenerve. Theseare dassified into three main types depending on their
location®. The unique and extensive intra.and extracranid course of the
nerve however alows them to extend into multiple compartments.

(a) Preganglionic schwannmomas - These are confined anterior to the
pons and locaized predominantly in the posterior compartment where
they need to be differentiated from cerebellopontine angle masses such
as acoudtic schwannoma, epidermoid and meningioma.

(b) Ganglionic schwannomas — These arise from the Gasserion ganglion
and are thus centred a the Mecke’s cave which houses the crescentic
trigemina ganglion and lies pogterolaterd to the cavernous sinus adjacent
to the gpex of the petrous tempora bone. Extension from this location
to the cavernous sinus may be seen. These present as middle cranial
fossa masses and must be differentiated from Pituitary tumors, which
are midline in location and Chordomas, which involve both the petrous
goex as well as the clivus with sgnificant osteolysis.

c) Postganglionic schwannomas —These involve one or more divisons
of the Trigemina nerve and therefore are seen extending into the orbit
anteriorly (V1) or into the infratempord (V2) or pterygopalatine fossa
(V3). The postganglionic Schwannomas sometimes need to be
differentiated from retrograde intracranial extension of primary
nasopharyngea tumors and should be suspected when the associated
extracranial and infratemporal component of the mass is substantial.
Two other categories of Trigemina schwannomas have been described”
and these are-

(d) Schwannomas of the lateral skull base- The origin of this variety of
Trigemina schwannomeas is from the pre-foramino fissura segment of
the V cranial nerve. The mass is localized at the lateral skull base
primarily with only a small middle crania fossa component.

(e) Extracranid Trigeminal schwannomas- These are purely extracranial
in location, arising from the post foramino-fissural segment of the
Trigemina nerve and have no intracranial component at all.
Trigeminal schwannomas thus can have a multi-compartment



JIMSA April - June 2013 Vol. 26 No. 2

presentation. Those that involve two compartments, namely both
middle and posterior crania fossa, have a bilobed appearance and are
typicaly seen draddling the prepontine cistern, with a dumb-bell shape.
This is because both Preganglionic and Ganglionic segments of the V
nerve are involved.

Trigeminal Schwannomas: CT features

Thesemiddlecranid fossamassesgppear typicaly isodenseon noncontrast
CT imagingand areseento enhancesubgtantialy withintravenouscontragt.
CT with bone window settings is best to detect associated expansion,
erosonand remodd ling of theskull baseforaming, withforamen Ovaeor
Rotundum respectively, showing erosion and enlargement as the
Mandibular and the Maxillary divisonsof the cranid nerveV exite.

Trigeminal Schwannomas. MR imaging

MR imaging with gadolinium based contrast mediumistheinvestigation
of choicefor diagnosing thesetumorsdueto thegreater contrast resolution
and the ahbility of MR to provide precise anatomic locdization of lesons.
MRimaging hastheadvantage of being freefrom the posterior fossabone
artefacts. On T1 weighted images, Trigemind schwannomeas are seento
be smoothly marginated, isointenseto thegray matter; whileon T2W and
FLAIR images they appear typicaly hyper intense to the gray métter.
Prominent and homogenous enhancement is characteridticaly seen on
gadaliniumadminigrationadthough 70% of larger Schwannomascanshow
tiny cysticdegenerationfod and heterogeneousenhancement®. Themassss
demondirateabil obed appearance and seenstraddling acrossthe prepontine
cigern when they involve both the middle aswell asthe posterior crania
fossal®. The absence of any subjacent edema points to their origin from
thenerveand not fromthe cerebrd parenchyma. They tendtobesomewhat
moreinhomogenousin gppearancecompared to Vestibular schwannomas
and aremoreanteriorly located comparedto thelatter. The Schwannomas
that extend fromthe Gasserion ganglion dong oneor moredivisonsof the
Trigemind nervearecdled Giant Schwannomas™.

CISS MR imaging has the cgpacity to visudize the individud crania
nerves and display the exact anatomica location of the mass aong the
nerve. Diffuson MR demongrates T2 shinethrough effect intheform of
bright signal on both DW and ADC images.
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Diagnosing maignant transformation in these benign tumorsis possible
by imaging done. Theimaging features that point to maignancy are-
irregular margins of thetumor, extensve nerveinvolvement, erosion and
destruction of the basilar foraminaout of proportionin comparisontothe
size of the tumor, and rapid tumor growth appreciated on serid scans.

CONCLUSION

MRand CT imeaging both areimportant to accurately diagnose Trigemina
Schwannomas. MR provides better visudization of the cranid nerves
while CT best visudizesthe foramina involvement a the skull base. As
these tumors are dow growing and can assume greet dimensions before
they produce symptoms, MR imaging isof importancein early detection
of these tumors. A diagnosis of primary Schwannoma of V nerve must
bestrongly consideredin patientspresenting with symptomsof Trigemind
neurdgiaor diplopia

Our first case was a giant Ganglionic and Postganglionic Trigemind
Schwannoma with involvement of both ophthalmic and maxillary
divisonsof V nervewhilethe second case wasthe hilobed Preganglionic
and Ganglionic variety of Trigemind Schwannoma.
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Case Report

Transverse Testicular Ectopia-A Case Report and A Review of Literature.
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Abstract: Transverse testicular ectopia (TTE) in which both testis lie in the same sde of the scrotal sac is a extremely rare anomaly. Per operatively,
we made a diagnosis of TTE during inguinal exploration in a patient with right inguinal hernia and left side cryptorchidism. After right inguinal
hernioplasty , orchidectomy of the ectopic left testis was done due to its high location in the inguinal canal and inability to mobilize the ectopic testis
without jeopardizing its blood supply.Post operatively a search for uro-gential anomalies and karyotyping has done. A review of the literature details:
investigative approaches, controversies regarding orchidectomy with orchidopexy, management of persistant Mullerian Duct Anomalies.

INTRODUCTION

Transverse Testicular Ectopia (TTE), also known as Testicular
Pseudo — Duplication, Unilateral double testis, Transverse aberrant

testicular mal descent, isan extremely rare congenital anomaly inwhich
both testes descend through the sameinguinal cana/ hemiscrotum. It
was first reported by von Lenhorsek in 1886'. The patients often
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