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Addenbrooke’s consultant surgeon Mr David
Moffat has just completed his 1,000th
operation to remove an acoustic neuroma – a
rare tumour that grows on one of the nerves
connecting the ear to the brain.

“This is a benign tumour, not a malignant cancer –
but that doesn’t mean it’s not dangerous,” says Mr
Moffat. “They tend to be picked up when hearing
is affected on one side. Usually patients have
tinnitus – that’s ringing or buzzing in the ear – and
they can be unsteady on their feet. But if the
tumour is left in place then it can grow until it
damages the facial nerve. Eventually it can start
pressing on the brainstem – and if that’s not treated,
it will be fatal.”

At Addenbrooke’s, about 100 patients are treated for
the condition each year. “These tumours are rare,”
Mr Moffat explains.“You have to have two specific
genetic mutations – one on each of a pair of
chromosomes within the nucleus of a single cell in
the balance nerve sheath - and we don’t know what

makes that happen.As far as we know, it isn’t caused
by anything the patient can control.”

Patient number 1,000 is Peter Moss, 57, from
Suffolk. “I began to lose my hearing, but I just put
it down to age,” he says.“Then I developed tinnitus
in my left ear. It got to the point where any external
noise made it very difficult to hear at all: the buzz
seemed to affect my good ear as well as the bad one.
I remember going to a party and thinking that I
couldn’t be bothered to talk, just because it was so
hard to listen. It was very isolating.”

Peter’s GP realised that something was wrong and
sent him for a scan, which identified a tumour just
over two centimetres across.

Squashing the brain
“You can see Peter’s tumour clearly on his MRI
scan,” says Mr Moffat. “There’s a white blob that’s
shaped a bit like a letter P on its side.The narrower
section is where the tumour started growing in a
bony canal where the nerves run inside the head –

Forthcoming Meeting
The next meeting will be held on Saturday 5th April 2008 in the Boardroom at Addenbrookes
Hospital, Cambridge. Our speaker will be Dr Sarah Jeffries, Consultant Clinical Oncologist,
Addenbrookes Hospital. Doors open at 13.00hrs.

Acoustic neuromas: Touching a nerve

Mr David Moffat, consultant surgeon with Peter Moss the 1000th
acoustic neuroma patient.
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and as the growth presses on the nerve of hearing, it can
cause tinnitus as well as hearing loss.

“As it gets bigger, the only way for the tumour to grow is
inwards: it expands in the canal and then into the inside of
the skull, eventually beginning to compress the brainstem.
If Peter’s tumour had grown to four centimetres in size, he
would have been in trouble: as it is, at two centimetres, you
can see on the scan that it’s almost touching the brainstem.”

And that’s when these neuromas become more dangerous,
because the brainstem contains the body’s control centres
for breathing and heart rate. “You can squash the brain
quite a lot, providing it happens slowly enough,” says Mr
Moffat.“But then suddenly it can’t take any more pressure.
The patient becomes dizzy, they may have terrible
headaches, and they can end up going blind and unable to
walk. At this point they begin to deteriorate very
quickly.”

A few decades ago, more acoustic neuromas reached this
stage before they were spotted.These days, surgeons rarely
see tumours that big: modern scanners and special
enhancing techniques mean that it’s possible to detect a
growth as small as two millimetres across.

Complex surgery
Once an acoustic neuroma has been diagnosed, removing
it is a delicate and complex procedure.The surgery calls for
tiny, precise movements and a great deal of manual
dexterity to ease the tumour away from the nerves and
brainstem – but the results are very good. Less than a
hundred years ago, four out of five patients died. In the
hands of Mr Moffat’s team, more than 99 per cent of
patients survive. None have died in the last 400 cases.

The operation takes about four hours. Surgeons start just
behind the patient’s ear, carefully making their way past the
important structures in the temporal bone.They dissect the
facial nerve away from the neuroma, divide the balance
and hearing nerves at the brainstem, then remove the
tumour.

Peter admits that he was apprehensive about the possible
side effects of surgery: “I knew that it would leave me
completely deaf in my left ear, and if the operation
damaged the facial nerve I could lose control of one side
of my face. I knew there was a chance that I could lose my
ability to balance properly. But thanks to Mr Moffat’s skill
and the knowledge he has built up over the years, I was
fine.”

Following the operation, most patients stay in hospital for
about five days, then take about two months to get back to
normal. Because the neuroma is so closely linked to the
nerve of hearing, patients almost always lose their hearing
in the ear on the side of the tumour – but, as Mr Moffat
points out, hearing in that ear was already poor before the
operation because the tumour was pressing on the nerve.

First operation
Mr Moffat still remembers his first acoustic neuroma
operation, three months after he was appointed as a
consultant at Addenbrooke’s back in 1981. “Things have
changed a lot since then.Not only do we spot the tumours
much earlier, we’ve got much better equipment to remove
them. We’ve got better lights and better operating
microscopes. We can monitor the facial nerve during
surgery to make sure we don’t damage it by accident.And
we’ve got a device called the ultrasonic Cavitron, which
shakes up the tumour and liquefies the centre so we can
suck it out without disturbing the surrounding tissues.

“When I arrived, there was no surgery of this kind at
Addenbrooke’s.My colleague David Hardy and I set up the
department and I am now working with my Neurosurgical
colleague Robert Macfarlane. Patients are now referred to
our hospital not just from the East of England, but from all
over the country and increasingly from abroad.We’re very
proud to have reached this milestone.”

Peter’s surgery went as planned, and he is recovering well
at home.“I feel very emotional,” he says.“I’m elated.Above
all, I’m very grateful. I’d be dead if it wasn’t for Mr Moffat
and his team.”

This article and photographs are reproduced from the
Issue 1 2008 edition of Addenbrookes Matters with the
kind permission of James Woodman Press and Media
Manager at Addenbrookes Hospital.

MRI scan showing a clear picture of Peter’s tumour before it was
removed.

Factfile about acoustic neuroma

• Slow-growing tumour that does not spread
within the body.

• Affects one person in 100,000 each year.

• Accounts for about 8% of primary brain
tumours.

• More common in women than men.

• Most likely to be found in middle age.

• Most common symptoms: loss of hearing in the
affected ear, usually accompanied by tinnitus –
ringing or buzzing.

• Diagnosis is usually obvious from an MRI scan.
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postbag
I’m sure you will all be pleased to hear from Stephen West again on his progress since having radiotherapy for his acoustic
neuroma last year.

I thought it might be helpful to give people a brief update on how I am doing since my Radiotherapy for
acoustic neuroma in May 2006.

It is over a year since I chose to have radiotherapy treatment at Addenbrookes Hospital for myAcoustic Neuroma
and I have been back to have both my hearing tests and MRI scans repeated.

The most encouraging and positive news is that I have been told that the scan shows all the signs say that the
treatment has worked and that there are positive indications of the nucleus of the Tumour has been treated
successfully.

The consultants at Addenbrookes are continuing to monitor my progress and a further scan is planned for next
summer.Although I do not fully understand all the technical details of how the MRI scan works, as I understand
it, the next time I have an MRI scan, a different process will be used for the scan which should enable a real time
image of how the tumour is behaving to be seen, opposed to the current ‘snapshot’ view. It is hoped that this will
provide more information on how the tumour responds to the treatment as time progresses.

I have had no re occurrence of the eyesight problems which were causing me problems this time last year.As far
as I am aware this was caused by returning to the pressures of work at the same time as changing prescribed
medication for hypertension.

Again the ophthalmology team at Addenbrookes looked after me and I have been discharged from their clinic
now.

Things at work have settled down now and I seem to be progressing well.

The only ongoing problems are coping withTinnitus and difficulty focusing on what one person is saying when
there is a lot of background noise.

I had my hearing checked recently as part of my post treatment follow up by the team at Addenbrookes.
Although my hearing levels are very much unchanged from what they were at the time of my treatment last year,
I have been offered the chance to try out a hearing aid early 2008 and I will give it a try and see if it helps.

Although everyone dealing with Acoustic Neuroma has different circumstances, I hope that this update of my
experiences may help someone about to embark on a similar treatment.

Yours Faithfully,

Mr StephenWest

Editorial
Dear All

I hope you had a good Christmas and are looking forward
to spring – if it isn’t already here.

I am quite excited about the newsletter this time so I hope
you will enjoy it. We have the article about the 1000th
Acoustic Neuroma operation at Addenbrookes with
permission from Addenbrookes Matters.Alongside this we
have the report on Mr Moffat’s talk to our Christmas
meeting.Another exciting new project at Addenbrookes is
a study into the ‘Watch,Wait and Rescan’ patients being
carried out by Dr Simon Lloyd and his colleagues. He has
written a short piece about the study for us and those of

you in this group of patients will probably be hearing from
him in the near future.

The other thing you will have noticed is that we have
included a copy of the new AMNET leaflet with your
copy of the newsletter. We have had a large number of
these printed and we are hoping they will be available in
Clinic 10 and other parts of Addenbrookes as well as other
hospitals around the region. If you think you could make
some leaflets available in your local GP surgery and maybe
local library please let me know and we will send you some
more leaflets.

So enjoy this edition and don’t forget I always like to hear
from you too!

Best wishes
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We were very happy to welcome Mr Moffat to our
extremely well attended meeting on November 24th. He
opened his talk by saying how pleased he was to see so
many people and to be able to congratulate AMNET on
being in existence for over 10 years. He said it had also
been a momentous week for him and his team as they had
carried out their 1000th Acoustic Neuroma operation at
Addenbrookes and this represented 27 years of work. He is
very proud of what the department has achieved since his
arrival in January 1981 when there was no department of
skull base surgery.The department was set up with David
Hardy with whom he worked with at the London
Hospital. They started working on skull base surgery and
over 27 years, this has progressed to be one of the largest
series in the world with over 1700 skull base operations.
David Hardy retired three years ago but has been replaced
by another excellent neurosurgeon in Robert MacFarlane.
The research in the department has increased in the last 5
years. The team also comprises Mr Patrick Axon and
possibly soon a second neurosurgeon. It is very much a
team effort.

Management of Acoustic Neuroma
Mr Moffat introduced his topic by saying he had talked
about the surgery for acoustic neuroma in his last talk to us
and this time he would concentrate on changes in the way
the condition was now being managed.This has changed
with the advent of radiotherapy alongside surgery and also
the development of MRI.With modern computerisation
doctors are able to pull up x-rays on their desk computers
in the consulting room and measure the size of the tumour.

This is done through calculation of the volume which is
the most significant measure. The danger associated with
acoustic neuroma is if it becomes so large that it
compromises neurological structures nearby. The most
sensitive of these is the brain stem which is the part of the
brain that controls basic functions such as heartrate and
breathing. Increasing pressure from a growing tumour can
eventually lead to loss of these functions.

Acoustic neuromas are initially slow growing causing some
loss of function, such as balance, which is initially
compensated for by the brain. In terms of hearing loss the
tumour will at first cause high frequency loss that is often
not detected as the frequencies associated with speech are
the low and mid frequencies and early loss of these is less
common. 3% of patients diagnosed with an acoustic
neuroma will still have normal hearing. Balance symptoms
are usually mild as there is central compensation and only
2% of patients are affected by spinning dizziness so this is
why the tumour may be missed when it is small. As the
tumour grows into the cerebro-pontelline angle where
there is a space filled with about 30-40ccs of fluid so
growth into this space will not compress any other
structures causing no further symptoms. Over time,
possibly years, it may reach the trigeminal nerve causing
some facial palsy and then it may start to compress the
brain stem. Although these days most acoustic neuromas
are diagnosed at an early stage the team still see patients
with 4-5cm tumours that are compressing the brain stem
causing it to de-compensate.

In the past, when there was no imaging, tumours were
often picked up very late.Tests to identify the tumour were

Management of Acoustic Neuroma

A talk by Mr David Moffat Consultant in Otoneurological and
Skull Base Surgery at Addenbrooke’s Hospital, Cambridge

Reported by Chris Richards

Mr Moffat displaying a skull showing where an acoustic
nueuroma grows.
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more invasive. Diagnosis was by air encephalogram where
air was injected into the brain via a lumbar puncture to try
to identify the tumour. If the air did not fill the auditory
canal there was suspicion that a tumour was present. X-
rays and CT scans in the 1970s and 80s produced a positive
signal for bone so that small tumours in the bony canal
housing the nerves of hearing and balance could not be
seen, however more recently MRI scans shows bone as a
negative signal allowing soft tissue to be seen and tumours
as small as 1.5mm can be picked up.

Management
It is important to talk to the patient and it is the patient
who must decide on management.However in order to do
this they must have information so they know what an
acoustic neuroma is, how it presents and can then form a
balanced clinical opinion about treatment. Mr Moffat
voiced his concerns about patients obtaining information
from the internet, particularly in relation to medicine.
While acknowledging there may be good information
there is also much information that is ‘beating the drum’ or
likened to a grocer professing that ‘their apples are the
reddest’ which will give patients an unbalanced view of the
options. He advises patients that he can provide them with
a balanced view of the options and show them where to
look in the literature if necessary. He feels that the internet
may give patients ‘the wrong end of the stick’ and frighten
them.

Mr Moffat then began to outline the development of
acoustic neuroma treatment from the early days of Charles
Bell who first identified acoustic neuromas. The first
successful removal is thought to have been by Charles
Annandale in 1884 in an operation on a 24 yr old lady.
However over the next thirty years the mortality rate from
these operations was very high until Harvey Cushing
started operating and reduced mortality to 20% by gutting
the centre of the tumour and stitching the edges together
rather than trying to remove the whole tumour. Patients
would have a high degree of cranial nerve palsies but a
fairly good quality of life and the tumour rarely grew any
more.

Walter Dandy was a colleague of Cushing and he
developed skills that enabled him to remove the whole
tumour and techniques have improved over the years.

The aims of surgery are:
Preservation of life – although mortality rates are now
very low this can still be an issue with very large tumours
where the brain stem may be very compressed. While
mortality was 20-40% of patients in the 1920s it is now
down to 0.3%.

Preservation of the facial nerve – in the 1940s and 50s
every patient operated on for an acoustic neuroma was
likely to have a facial palsy postoperatively. The surgical
approach was sub-occipital (at the back of the skull) and
this meant it was very difficult to get exposure of the
internal canal.The tumour was ‘hooked out’ and this would
usually include the facial nerve resulting in a facial nerve
palsy. In the 1950’s surgeons started looking at ways of
preserving the facial nerve and this has involved the retro-

sigmoid approach and techniques which enable
visualisation of the nerve, monitoring the nerve during
surgery and minimising stretching the nerve. Another
technique used is the ultrasonic cavitron which uses
ultrasound to break up the centre of the tumour so it can
be sucked away, reducing the volume so that dissection of
the tumour around the facial nerve is easier making it is
possible to focus on a small part of the capsule of the
tumour and visualise the nerve clearly.They also monitor
any changes in pressure or temperature that might cause
trauma to the nerve. Facial nerve results have improved
greatly. In very large tumours it is not always possible to
preserve the nerve but in tumours of less than 1.5 cm there
is a 95% satisfactory result (House Brackman 1-3), and 85%
have normal nerve function. In larger tumours there are
still good results in 80% of cases.

Preservation of hearing
With the retro-sigmoid approach (behind the ear) to
surgery there is good preservation of the facial nerve but
there may be a total hearing loss. In some cases surgeons
may try to save hearing but there is debate as to whether
this is always helpful for the patient. In order to save
hearing it is necessary to leave some tumour cells as they
are interspersed between hearing nerve fibrils. If 96-98% of
the tumour is removed then it is unlikely the residue will
grow again.

Patients often have distorted hearing and saving a small
island of distorted hearing with tinnitus, which is often
present, may be worse than having no hearing at all.
Although some patients may have quite good hearing for
pure tones they often have lost the facility to hear speech
clearly. Loss of high frequency sound can make it difficult
to hear and understand some parts of speech. If there is too
much loss or distortion of sound this affects quality of life
and will also make a hearing aid unhelpful. The question
for surgeons is whether a preservation rate of 20% makes it
justifiable to leave some of the tumour behind. Overall 4
per 1000 of patients have some residual tumour and three
out of four of these are following hearing preservation
operations. Hearing preservation also involves the retro-
sigmoid approach which may make facial nerve
preservation more difficult. The middle fossa approach
(from above the tumour) which also may save hearing
involves a small risk of seizures due to EEG changes
resulting from the retraction of the brain to get to the
tumour.With the translabrynthine approach (through the
ear), although it is not possible to preserve hearing, it is
possible to see the facial nerve throughout it’s length.

The only means of eradicating the tumour is by surgery
but these tumours can also be treated with radiotherapy.
Studies have shown that quality of life is reduced in surgical
patients with a significant reduction in 8 areas of health
with social function most affected. There is a greater
reduction in quality of life if the tumour is larger than 2cm
and also if the retro-sigmoid approach is used rather than
the trans-labrynthine. The social impact of hearing loss
should not be underestimated it can have impact on family
and social life and also other factors such as road safety.

The surgery is major intracranial surgery which carries the
risks of post-operative morbidity (continued illness or loss
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of function), a convalescent period and financial
considerations, both for the individual and society, and a
very small mortality. The implications for the health
service, the costs of the operation and specialist care are
very high. Exploring the financial aspects of major intra-
cranial surgery and the convalescent period there is
significant financial loss.

The tumour has few early symptoms and is slow growing,
however in time it could compress the brain stem. It is a
big operation and individuals will often not be as good
post-operatively as they were before.The patient needs to
be guided through the management giving them all the
information. Expectations are important so these should be
realistic and it is important that the surgeon explains all the
possibilities so they can then have confidence in making a
balanced decision.

Stereotactic Radiotherapy (Gamma Knife
or Radiosurgery)
Mr Moffat introduced stereotactic surgery as another
approach to treatment but does feel that the terms Gamma
Knife and radio surgery are misleading terms as this is not
surgery and a knife is not used.

Radiosurgery dates back to the 1940s and 1950s.Radiation
treatment delivers a cytotoxic dose of ionising radiation at
a given time to a precisely defined target. The aim is to
deliver the maximum dose to the tumour while delivering
the minimum dose to the surrounding tissues. In relation
to Gamma Knife which is available in a few places in this
country (Sheffield, London, The Marsden and the
Cromwell Hospitals and may be available in Addenbrookes
soon) a dose of 12-14Gy is given in one dose.

The LINAC (Linear Accelerator) delivers multiple
fractions of radiotherapy – 50Gy in 30 doses over 6 weeks.

There are some difficulties about finding evidence for
which treatment is best as follow up is often carried out in
different centres from the treatment so there is a lack of
continuity.

The issues about radiosurgery and acoustic neuroma centre
around the fact that benign tumours such as acoustic
neuromas are radio resistant.This means the growth can be
controlled and they may shrink with radiotherapy but they
will not be eradicated as some tumours in other parts of
the body might.Another concern is that when a tumour is
subjected to x-rays it initially will swell. Initially
radiosurgery was only undertaken in tumours less than 2
cm now tumours up to 3 cm may be irradiated.There is
concern that if these larger tumours swell after
radiotherapy they may compress the brain stem and
precipitate de-compensation. The initial swelling is short
term and usually subsides within 6 months

Decisions about Treatments
Radiotherapy is non-invasive but acoustic neuromas are
radio-resistant and patients need to be followed up with
interval scanning.

There are differences between patients and their needs in
this situation. Some patients want the tumour removed so
they can get on with their lives while others are frightened

of surgery and do not want invasive treatment and may be
willing to be followed up regularly.

There are risks and benefits to both treatments.

The disadvantages of radiotherapy:

• The reported results may be spurious.Research suggests
there is 90% tumour control following radiotherapy, but
there is a question that in the light of ‘watch and wait’
patients a significant number of these tumours (60-80%)
do not grow so they may be radiating non-growing
tumours and therefore the figures will only be accurate
if only growing tumours are irradiated.

• The tumour swells following treatment.

• Size of series of patients treated is important in
considering the results.

• Hearing preservation is good in the first year but has
been shown to deteriorate after a few years.

• In some patients it may cause hydrocephalus (water on
the brain) needing aV-P shunt (2-6% of patients).

• There may be malignant changes – there is a risk of
malignant changes of about 1% for each 10 years after
treatment. This risk is much higher for patients who
have a genetic condition called NF2 which causes
tumours in other parts of the body.There are however
only 15 cases in world literature.

• Facial nerve results after surgery following failed gamma
Knife (when the tumour grows again) are much poorer
than in those who have only surgery.

Watch,Wait and Rescan
For some patients it may not be necessary to have
treatment immediately after diagnosis.Young patients with
a tumour of 15mm or less or elderly patients who may not
be fit for surgery due to other conditions, with a tumour
less than 2cm or sometimes larger will be considered for
watch, wait and rescan. An MRI scan will be carried out
yearly for three years, then 2 yearly for six years and then
every three years thereafter.

An analysis of a group of 129 patients in this management
protocol was carried out between 1988 and 2000. This
aimed to evaluate the natural history of acoustic neuroma,
the risk to hearing and predictors of acoustic neuroma
growth.The results of the analysis showed:

• At diagnosis hearing loss and type of hearing was
evaluated. Speech audiometry showed that 41% were
within the normal range and this reduced over the
years.

• The average size of the tumour ranged between 5mm
and greater than 15mm.

• Average follow up was 4 years.

• There was no measurable growth in 60% of patients.

• There was growth of more than 2mm in 40% and of the
series. 60% of the tumours did not grow.

Hearing deteriorates in the no growth group faster than
the ageing process which can lead to loss of eligibility for
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Research Study at Addenbrookes
The Skullbase team at Addenbrokes Hospital are conducting a research study looking at patients with a vestibular
schwannoma who have decided to undertake the watch, wait and re-scan pathway. The research study will be lead
by Simon Lloyd, Skullbase Fellow. We will examine the implications of a watch, wait and rescan policy from the
perspective of symptom changes, audiometric changes and quality of life changes. We aim to identify how changes
in these factors relate to tumour growth and characteristics. Over the next year we will be contacting
approximately 500 of Mr Moffat’s patients by post. They will be invited to attend Addenbrookes for clinical
assessment. We hope the data collected will provide invaluable information regarding the natural history of the
disease. If you wish to discuss the study, or would like further information please contact Melanie Jackson,Otology
and Skullbase Nurse Practitioner on 01223 348672.

Would you like to join AMNET?
We provide
• Telephone contact with past patients, who understand what you are going through, and have time to listen.
• A regular newsletter for members,with information about developments in treatment and living with acoustic neuroma.
• Regular meetings, providing the opportunity to listen to expert speakers and meet other members
• A library of resources, which can be hired by members.
• A detailed website, at www.amnet-charity.org.uk

If you would like to join AMNET and support our work please complete the form below and send a £15 annual
subscription to:

AMNET
The Old School House,The Green, Old Buckenham, Norfolk NR17 1RR

Name .............................................................................................................

Address ..........................................................................................................

.......................................................................................................................

.......................................................................................................................

Postcode ................................... *Tel ..........................................................

*Email ...........................................................................................................
(* optional)

I enclose a Cheque/Postal Order for £15 for my yearly subscription to AMNET.

hearing preservation surgery. 10% will lose hearing
suddenly and 33% will lose eligibility for hearing
preservation in 4 years.

Mr Moffat concluded his talk by emphasising that the
outcome of surgery has improved dramatically over the last
three decades and there have been many improvements in
techniques developed over this time, non -invasive
management options are now also available for patients
who do not require surgery or wish to have surgery.

Questions
Mr Moffat answered questions about:

• the availability of BAHA hearing aids on the NHS.They
cost £8000 and are available in some areas if the PCT
will fund them but not in others.

• the distant possibility of medication to treat acoustic
neuroma.This would be related to genetic research into
the mutation that causes acoustic neuroma but
medication is still a distant possibility.

• he highlighted ‘good websites’ such as the
Addenbrooke’s website http://www.addenbrookes.
org.uk/serv/clin/surg/neurotol_skullbase/acoustic_faqs
1.html

• and

• Clinical effectiveness for Acoustic Neuroma (2002) on
http://www.entuk.org/members/publications/ceg_aco
usticneuroma.pdf

• both as good sources of information for patients.

We would like to thank Mr Moffat for a very interesting
and entertaining talk and for giving up his time to visit us.
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Chairman

Alison
Frank

01953 860692

Newsletter Editor

Christine
Richards

01954 211300

FORTHCOMING MEETINGS
The next meeting will be held on Saturday 5th April 2008 in the
Boardroom at Addenbrookes Hospital, Cambridge. Our speaker will be Dr
Sarah Jeffries, Consultant Clinical Oncologist, Addenbrookes Hospital.
Doors open at 13.00hrs.

The following meeting will be held on Saturday July 5th and the speaker will
be Simon Lloyd, Skullbase Fellow at Addenbrookes Hospital.

Treasurer

Joanne
See

01487 814380

New Patients
Officer

Neil
Bray

01223 561234

AMNET
Advisory Panel at
Addenbrooke’s Hospital,
Cambridge

Mr David Baguley MSc MBA
Principal Audiological Scientist

Kate Burton
Advanced Practitioner in Neuro-
Oncology

Jean Hatchell
Clinical Nurse Practitioner

Mr Robert Macfarlane MD FRCS
Consultant Neurosugeon

Mr David Moffat BSc MA FRCS
Consultant in Otoneurological and Skull
Base Surgery

Mr N J C Sarkies MRCP FRCS
FRCOphth Consultant Ophthalmic
Surgeon

Contributions
Please consider writing for your
newsletter. It can be anything
you feel will be of interest to
members from a few lines to a
couple of pages. It all helps to
make the newsletter more
interesting.

Email:
chris@richards2113.fsnet.co.uk

If you would like to make a
contribution please telephone
or email me.

Necessary Note
AMNET News is very appreciative of the opportunity to publish items relevant to the interests of
acoustic neuroma and meningioma patients. This includes instances where members of AMNET
have experienced relief, improvement, difficulties or otherwise and write to us of their experiences
in order to pass on information for the interest and possible benefit of other members. However,
AMNET cannot endorse proprietary products or be held responsible for any errors, omissions or
consequences resulting from the contents of this Newsletter.

BANA Booklets
BANA has produced some booklets
which may be of interest:-

A Basic Overview of Diagnosis
and Treatment of Acoustic
Neuroma

The Facial Nerve and Acoustic
Neuroma

Headache after Acoustic Neuroma
Surgery

Eye care after Acoustic Neuroma
Surgery

Balance following Acoustic
Neuroma

Effects an acoustic neuroma can
have on your memory,
emotions, behaviour, executive
functioning and energy

All these booklets are available from
Alison.There is a charge of £2.00 for all
except for the first title.

Facial Stimulators
AMNET has some Facial Trophic
Stimulators which are available to
members for short term loan.
There is a charge of £30 at present
which includes maintenance and
postage. If you would like to know
more please contact: Margaret
Allcock on 01493 700256.

AMNET
Web site address:
http://amnet-charity.org.uk/index.html

Email: contact.amnet@btinternet.com
Telephone: 01953 860692
Address: The Old School House.The Green Old
Buckenham, Norfolk NR17 1RR

British Acoustic Neuroma Association
(BANA):

Web site: http://www.bana-uk.com
Email: admin@bana-uk.com
Telephone: 01623 632143 Fax: 01623 635313
Freephone: 0800 652 3143
Address: Oak House B, Ransomwood Park,
Southwell RoadWest, Mansfield, Notts
NG21 0HJ

Meningioma UK:
Web site: http://www.meningiomauk.org
Email: support-enquiries@meningiomauk.org
(patient information & support)
meningiomauk@ellapybus.greenbee.net
(Meningioma UK)

Telephone: 01787 374084
Address: 53 Pine Grove, Brookman’s Park, Herts,
AL9 7BL

Brain Tumour UK:
Web site: http://www.braintumouruk.org.uk/
Telephone Helpline: 0845 4500 386 (10am -
1pm, Monday to Friday).

Address: PO Box 27108, EDINBURGH,
EH10 7WS

Royal National Institute for the Deaf
(RNID):

Web Site: http://www.rnid.org.uk
Email: informationline@rnid.org.uk
Information Line (including
Tinitus)(Freephone)

Telephone: 0808 808 0123
Textphone: 0808 808 9000
Address: 19-23 Featherstone Street, London
EC1Y 8SL

Cambridge Campaign for Tackling
Acquired Deafness (CAMTAD):

Web site: http://www.copag.members.beeb.net/
copmoc/camtad.htm

Telephone/Textphone/Fax: 01223 416141
(Mon – Fri 09.30 – 12.30)

Address: 8A Romsey Terrace, Cambridge
CB1 3NH
Also contact point for Cambridge Hard of
Hearing Club and Cambridgeshire Tinnitus
Support Group

Changing Faces:
Charity offering support for people with
temporary or long-term facial disfigurement
problems

Web site: http://www.changingfaces.org.uk
Email: info@changingfaces.org.uk
Telephone: 0845 4500 275

British Tinnitus Association:
Web site: http://www.tinnitus.org.uk
Email: info@tinnitus.org.uk
Telephone: 0800 018 0527
Minicom: 0114 258 5694
Address: Ground Floor, Unit 5,Acorn Business
Park,Woodseats Close, Sheffield, S8 0TB

Entific Medical Systems:
Information about bone conducted hearing aids,
particularly for single sided deafness.

Web site: http://www.entific.com

Addenbrookes Hospital: Neurotology and
Skull Base Surgery Unit

Web page:
http://www.addenbrookes.org.uk/serv/
clin/surg/neurotol_skullbase1.html
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