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What is a suboccipital acoustic neuroma surgery?  
A suboccipital craniotomy is a surgical procedure performed with an ENT surgeon to remove an acoustic 

neuroma growing from the nerve responsible for balance and hearing (vestibulocochlear). During surgery, a 

section of the skull is removed behind the ear to access the tumor and nerves. Acoustic neuromas cause 

hearing loss, ringing in the ears, dizziness, and a variety of other symptoms. The suboccipital craniotomy (also 

called retrosigmoid) is the most involves removing a portion of the occipital bone behind the ear to remove the 

tumor (Figure 1).  
 

Why was surgery offered to me? 

Based on the size, location, and probable diagnosis of the mass found on your MRI, surgery is offered in 

attempt to achieve the best possible clinical outcome. You may be a candidate for suboccipital acoustic  

neuroma surgery if you have a medium or large acoustic neuroma that is causing symptoms, especially 

balance problems caused by brainstem compression. The goals of surgery are: first, the maintenance of facial 

nerve function; second, the preservation of socially useful hearing in the affected ear; and third, tumor 

removal.  

 

What happens before surgery?  
You will have an office visit with an ENT surgeon before surgery. The ENT surgeon will be working with Dr. 

Yalamanchili during the operation. You will be scheduled for presurgical tests (e.g., a blood test,  

electrocardiogram, chest X-ray, and CT scan or MRI scan) before surgery. Stop smoking and chewing tobacco 1 

week before and 2 weeks after surgery, as these activities can cause bleeding problems. Wash your hair with 

Hibiclens (chlorhexidine) antiseptic soap for 3 consecutive days prior to surgery. No food or drink is permitted 

past midnight the night before surgery.  

 

What happens during surgery?  
There are 6 steps to the procedure. This type of surgery is extensive and involves intricate dissection around 

the cranial nerves, which can generally take up to 12-18 hours depending on the size of the tumor.  
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Step 1  

Prepare the patient: You will lie on your back on the operative table and be given anesthesia. Once you 

are asleep, your head will be placed in a 3-pin skull-fixation device, which attaches to the table and holds 

your head in position during surgery (Figure 2). The hair near the incision area will be shaved and the 

scalp prepped with an antiseptic. The neurophysiologist will attach electrodes to your face and ear to 

monitor the facial nerve, hearing, and brainstem functions during surgery 

 Figure 2 
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Step 2 
Make a skin incision: The lesser and greater occipital nerves innervate the skin on the back of the scalp. 

These nerves can be cut, stretched or trapped in scar tissue from the incision. Chronic headache and 

occipital neuralgia (electric-shock pain) may be related to damage of these nerves. A high-arching skin 

incision crosses the nerves at their end branches and is less likely to cause damage (Figure 3). This incision 

also avoids deep dissection of the neck muscles and is less likely to cause chronic postoperative headache 

compared to a straight incision.  The skin and muscles are lifted off the bone and folded back. 

Step 3 
Perform a craniotomy: A 1.5 inch-wide craniotomy is made in the occipital bone with a drill. The bone 

flap is removed to expose the protective covering of the brain called the dura. The dura is opened and 

folded back to expose the brain. Retractors are used to gently hold back the cerebellum, allowing the 

surgeon to see the acoustic neuroma and the nerves (Figure 4). 
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Step 4:  
Debulk the tumor: Depending on the size, acoustic neuromas can be attached to the facial nerve, 

trigeminal nerve, brainstem, and blood vessels. If the tumor is large, its size must be reduced so that the 

surgeon has enough room to see its attachments to nerves. An incision is made in the tumor capsule and 

the center is hollowed out (debulked). A drill is used to open the bony internal auditory canal to expose 

the origin of the tumor (Figure 5).  

Step 5:  
Remove the tumor: The tumor origin at the vestibular nerve is cut, and attachments to the facial nerve are 

carefully dissected. Damage to the facial nerve may result in facial weakness or paralysis. Every effort is 

made to remove the tumor without damaging hearing, the facial nerve, and vital brainstem functions. 

Throughout tumor removal, an evoked potential monitoring probe is used to stimulate and monitor  

the nerves and brainstem. A decrease in nerve waveform signals the surgeon to stop dissecting. In  

some cases it may be best to leave remnants of tumor capsule attached to critical structures, such as the 

facial nerve (Figure 6). This is called a near-total removal. Because these tumors grow slowly, the risk of 

regrowth is far less than the risk of damaging the nerves.  

Step 6:  
Close the craniotomy: After the tumor is removed, the internal auditory canal is sealed with bone wax, 

and a small piece of muscle is glued over the opening. This prevents cerebrospinal fluid (CSF) from 

leaking into the middle ear. The dura is closed in watertight fashion and biologic glue is applied to 

prevent CSF leakage. The bone flap is replaced and secured with titanium plates and screws. The muscles 

and skin incisions are then rejoined and sutured together.  
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What happens after surgery?  
You will wake up in the recovery area called the post-anesthesia care unit (PACU). You may have a  sore 

throat from the tube used during surgery to assist your breathing. After you awaken, you'll be moved to the 

ICU for overnight monitoring. Your blood pressure, heart rate, and respiration will be monitored. You may 

experience nausea, unsteadiness, and headache after surgery. Medication can control these symptoms. When 

your condition stabilizes, you will be transferred to a regular room, where you will continue to be monitored 

and will begin to increase your activity level. The length of the hospital stay varies but is usually 3 to 4 days. 

When you are released from the hospital, you will be given discharge instructions.  
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What can I expect after surgery? 

o Facial Weakness: Loss of muscle control on one side of the face caused by nerve swelling or damage; it 

may be temporary or permanent. Temporary facial paralysis or weakness is common after surgery and 

may persist for 6 to 12 months. Those with facial weakness will need to take extra care of their eye with 

artificial tears and lubricant until facial nerve function improves. 

o Hearing Loss: This is common after surgery and may be permanent in the affected ear because the tumor 

is wrapped around the cochlear nerve. Usually patients with larger tumors already have some hearing 

loss before the surgery. 

o Balance problems: This is also common and generally improves after surgery with head and balance 

exercises. 

o Headache: A dull headache is common. Headaches usually settle after a couple of weeks following 

surgery, but it is not uncommon to last a few months. Pain medication will be ordered for this. The 

headaches are usually present daily to some degree and will change in their location, character and 

severity as the bone heals and the scalp nerves regenerate. 

o Nausea and vomiting: This is usually a side effect of the anesthesia and will be treated with medications.  

o Pain and Numbness: Pain near the incision site and muscle tightness is common. It is normal to feel 

numbness around the incision because the skin nerves are cut. These sensations typically resolve over 

several months as the wound heals and the nerves regenerate but occasionally does not completely 

disappear. It is not unusual for the numbness to take 6 to 12 months to improve. 

o Difficulty Concentrating: It is common to find difficulty focusing on certain tasks; you may need to re-

read information in order to retain it. These symptoms tend to get better with time. 

o Tiredness and fatigue: It is common to feel tired and you should rest frequently. Once you commence a 

regular walking program, you will start to feel more energy. It is common for it to take up to 3 months 

before you feel “well” again. Have plenty of rest during the day and eat healthy foods. You may require 

physical therapy if you have a hard time doing certain physical activities. Therapy can work with you to 

help improve balance, strength, speech, and daily living skills.  

 

What activities can I do after surgery? 
You are encouraged to set a flexible plan for your recovery, and should work slowly and steadily to increase 

your physical and mental tolerance. You will need to take it easy for 6-8 weeks. During the first week at home, 

you should relax and just move around at will. You may feel that you do not have your normal energy level 

for several weeks after surgery. You should try to do around an hour of gentle exercise, such as walking. You 

can resume sexual activity when you feel comfortable, but this should not be too vigorous for the first month 

or so after surgery. You should not drive a motor vehicle, operate heavy machinery, or return to work until 

you’re cleared. You are advised to avoid flying for around one month after your operation, due to the 

possibility that changes in cabin pressure may cause problems. Avoid sitting for long periods of time.  

 

Can I wash my hair? 

You may shower and get your incision wet. Use mild baby shampoo with no harsh fragrances. Be careful not 

to let the water directly hit your incision. Gently clean any old dried blood from the incision area. Do not 

submerge your head in a bath.  

 

What are the risks?  

General complications of any surgery include bleeding, infection, blood clots, and reactions to anesthesia. 

Specific complications related to a craniotomy include stroke, seizures, venous sinus occlusion, and swelling of 

the brain. Risks related to acoustic neuroma surgery include: Facial weakness or paralysis, visual problems, 

hearing loss, balance problems, CSF leakage, etc                           
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