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An unusual tumour of the cerebellopontine angle
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Abstract. An unusual tumour of the cerebellopontine angle. Objective: To report an extremely rare case of lipoma of the

cerebellopontine angle (CPA).

Case report: A 33-year-old woman presented with vertigo and tinnitus in the left ear. Her physical examination was
unremarkable. Audiometric evaluation was normal in both ears. T1-weighted magnetic resonance imaging (MRI)
without fat signal suppression revealed a hyperintense lesion of the left CPA. Based on the neuroimaging findings, the
diagnosis was left CPA lipoma. The patient was managed conservatively. After 48 months, follow-up MRI revealed no
further growth of the lesion and the patient was symptom free.
Conclusion: Lipomas of the CPA should be considered in the differential diagnosis of vertigo and tinnitus. Accurate

diagnosis by MRI is critical.

Introduction

Intracranial lipomas are uncom-
mon, accounting for only 0.1-
0.5% of all intracranial tumours.'
Approximately one-half of these
tumours are located in the corpus
callosum; less common locations
include the quadrigeminal,
infundibular, and chiasmatic cis-
terns, interpeduncular fossa, and
Sylvian fissure.”

Lipomas of the cerebellopon-
tine angle (CPA) are extremely
rare and constitute only 0.1% of
tumours in the CPA.* CPA lipomas
cause symptoms due to the
involvement of neighboring nerve
structures, such as cochleovestibu-
lar, facial, and trigeminal nerves.
Accurate diagnosis is crucial
because most CPA lipomas can be
managed conservatively. Herein,
we report an unusual case of a
women presenting with vertigo
and tinnitus.

Case report

A 33-year-old woman presented
with a history of episodic vertigo

and tinnitus in the left ear for
the previous six months. She
described the vertigo as unsteadi-
ness for a few seconds without
nausea or vomiting. The tinnitus
was characterized as subjective
and nonpulsatile, occurring
particularly at night. Her physical
examination was unremarkable.
Neurological and eye movement
examinations (electronystagmo-
graphy and caloric testing) were
normal. Dix-Hallpike maneuver
was negative. Pure tone audiome-
try, speech discrimination scores,
and brainstem evoked response
auditometry (BERA) were normal
in both ears. Acoustic reflexes
were positive and reflex decay
tests were negative in the both
ears.

Magnetic resonance imaging
(MRI) revealed a 1.0 x 1.2-cm
lesion in the left CPA cistern. The
lesion was hyperintense on T1-
weighted images without fat signal
suppression and hypointense on
T2-weighted images (Figures 1-3).
Based on the neuroimaging
findings, the diagnosis was left

CPA lipoma. The patient was
managed conservatively: betahisti-
dine therapy relieved her symp-
toms and was continued for six
months. Because her symptoms
were not severe, we opted to
postpone any surgery and perform
otologic and vestibular test-
controls and MRI scans every
6 months. Four years after the diag-
nosis, otofunctional findings were
unchanged and repeat MRIs had
not demonstrated important varia-
tions relative to the initial MRI.
Because the patient’s symptoms
had not progressed and the tumour
remained small (Figure 4), we
recommended that BERA testing
and MRI be performed annually.

Discussion

Intracranial lipomas are develop-
mental malformations and that
originate from persistence and
maldifferentiation of the primitive
meninx in the subarachnoid cis-
terns.* Lipomas of the CPA are
extremely rare and constitute only
0.1% of all CPA tumours.’



Figure 1
Axial T1-weighted MR image shows a
hyper-intense lesion in the left CPA cis-
tern (arrow).

Figure 2
Axial T2-weighted MR image shows a
hypo-intense lesion in the left CPA cistern
(arrow).

Figure 4
Axial T1-weighted MR image revealed no growth of the lesion
48 months later (arrow).

CPA lipomas may manifest as
slowly progressive focal signs,
similarly to the other CPA
tumours. The symptoms are related
to compression of the neighboring
nerve and vascular structures and
include hearing loss, tinnitus,
vertigo, dizziness, unsteadiness,
hemifacial spasm, facial motor
impairment, trigeminal neuralgia,
periauricular pain or fullness, nys-
tagmus, and ataxia.’” Our patient

presented with left cochleo-
vestibular dysfunction without
hearing disturbance. Her com-
plaints were limited to vertigo and
tinnitus.

MRI of the CPA, posterior
fossa, and petrous bones allows
visualization of abnormalities of
the vestibulocochlear nerve and
the inner ear. Additional T2-
weighted fat suppression images
of the whole brain make it possi-
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Figure 3
Axial T1-weighted fat suppression MR
image shows a hypo-intense lesion in the
left CPA cistern (arrow).

ble to evaluate the occurrence of
early central lesions. This imaging
protocol allows diagnosis of
essential lesions relating directly
to the complaint in 4.9% of
patients with hearing loss, subjec-
tive tinnitus, or vertigo.® Until the
advent of MRI, the diagnosis of
CPA lipomas was made on surgi-
cal histopathology.’ CPA lipoma
presents as a hyperintense signal
in non-enhanced TI1-weighted
images and as a hypointense sig-
nal in fat suppression sequences.
The signal intensity on T2-
weighted images is variable, but
generally ranges from iso- to
hypointense.*>’® Qur patient’s
lesion was hyperintense in the T1-
weighted images without fat sig-
nal suppression and hypointense
in the T2-weighted images.
Homogenous hyperintensity on
T1-weighted images is a diagnos-
tic feature common to lipomas in
this region. However, some lipo-
mas with a lower fat content
appear isointense to hypointense
on T1 images, and the T2-weighted
appearance of lipomas can vary.*’
Dermoid and epidermoid cysts
contain significant amounts of
fat that can be confused with a
lipoma. To obtain a definitive
diagnosis of lipoma, the use of fat
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suppression of an unenhanced T1-
weighted scan is necessary.’
Disappearance of a CPA mass in
T1-weighted images with fat sup-
pression is specific to lipomas.*'
Therefore, MRI with fat suppres-
sion is the radiologic examination
of choice for distinguishing
lipomas among CPA tumours.
Knowledge of the MRI charac-
teristics of CPA lipoma permits
correct diagnosis.

Treatment of CPA lipoma
rarely requires a direct surgical
approach. Because lipomas adhere
strongly to cranial nerves, vessels,
and brain tissue, treatment of CPA
lipomas tends to be conservative.**
Surgical resection is recommended
only when clinical symptoms are
intractable.” Radical surgery for
CPA lipomas is not recommended
because of a risk of subsequent
deficits." Surgery should consist
of the minimal resection necessary
to achieve adequate decompres-
sion and to preserve the cranial
nerves involved by tumour.

In conclusion, accurate diagno-
sis of CPA lipomas by MRI is
critical. A correct diagnosis has

important therapeutic implica-
tions, because conservative treat-
ment is recommended in most
cases. Despite its rarity, CPA
lipoma must be considered in the
differential diagnosis of vertigo
and tinnitus.
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