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Abstract

Objective: To illustrate, that a peripheral paralysis of the facial nerve can
be caused by metastatic lesions of the temporal bone and to underline the
importance of a profound diagnostic procedure.
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2016: Published: December 12, 2016 Results: Report of a 75-year-old patient with a new onset peripheral

paralysis of the facial nerve on the right side and a history of ear operation
and prostate cancer years before. Due to an opacification of the mastoid in
the computed tomography a mastoidectomy was performed. The histological
examination evaluated a metastasis of the prostate cancer.

Conclusion: Peripheral paralysis of the facial nerve is often idiopathic or
caused by inflammation. Our reported case highlights the meaning of further
differential diagnosis, especially in cases with a particular history of malignancy.
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Introduction

In Germany, prostate cancer is the most common cancer in men
and overall the third most common cancer leading to death [1]. The
prevalence of this malignant disease has increased steadily in recent
decades [1]. This fact can be primarily attributed to the improved
methods of early detection [2]. Distant metastases are found in
most cases in the skeletal system, which is why a thorough staging
of the skeleton is fundamental. We report the case of metachronous
multiple bone metastases, which initially manifested as peripheral
facial paralysis.

Case Presentation

A 75-year-old patient was referred to our hospital from the
neurological clinic with new onset right-sided peripheral facial
paralysis. With Computed Tomography (CT) including thin layering
of the temporal bone an intracranial hemorrhage was ruled out.
However there was a complete opacification of the right mastoid
and middle ear, which led to a suspected diagnosis of right-sided
acute mastoiditis. There was some bone thinning with simultaneous
sclerotic parts. A destruction of the ossicles was not identifiable
(Figure 1). The clinical findings at admission showed an externally
normal temporal region without pain or redness at the mastoid.
The otoscopy showed a perforation of the tympanic membrane, the
remaining eardrum was thickened but not flushed. Furthermore,
there was intratympanic granulation tissue and glue-like secretions
misleading primarily to chronic otitis media. The patient reported
to have had ear surgery decades before. Pure tone audiometry
revealed a mixed hearing loss on the right ear with symmetrical bone
conduction, tuning fork testing was typical for a conductive hearing
loss on the right side. An ultrasound examination excluded an
intraparotid mass on both sides. Due to the history and the complete

opacification of the right mastoid we performed a mastoidectomy of
the right side immediately. Intraoperative the “opacification” proved
to be a rubbery, semi-solid, reddish mass which partially destructed
the ossicular chain in the middle ear. It was not primarily resected
in total due to their infiltrative growth and intraoperative extensive
hemorrhage. There were no signs of an acute mastoiditis. Several
samples were taken for histopathological examination, we also
performed a tympanoplasty using cartilage and perichondrium.

The histological diagnosis - supplemented by a (later) testing of
specimens for expression of Prostate-Specific Antigen (PSA) - was an
intratympanic metastasis of prostate cancer, most likely starting from
the temporal bone. Ten years earlier a radical prostatectomy with
regional lymphadenectomy due to an adenocarcinoma of the prostate
was performed. After an unclear rise of the PSA the patient had a
chemotherapy a few years later, whereupon the values normalized.
In regular urological controls over the years again slowly rising PSA
levels were detected. The measurement of PSA after mastoidectomy
showed a value of 1126ng/ml (normal value up to 4.4ng/ml). A
bone scintigraphy revealed disseminated metastasis and a palliative
chemotherapy was initiated.

Discussion

Bell’s palsy is the most frequent reason for peripheral facial
paralysis, but also inflammatory diseases are seen as an important
etiology [3]. Besides these reasons also tumors of the head and neck
region are often directly or indirectly responsible for disorders of
the facial nerve. Objects of special attention are the major salivary
glands, especially the parotid gland [4]. Metastases which can lead
to an affection of the facial nerve in the nerve course are much rarer
but should also be included in the differential diagnosis. Yildiz et
al. reported a metastasis of a small cell lung cancer, Yang et al. the
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Figure 1: Computed tomography (axial plane) after patients’ admission to our
hospital. Status post mastoidectomy on the right side years before. Complete
opacification of the right mastoid and middle ear. The course of the facial
nerve is not definable.

metastasis of a hepatocellular carcinoma as a cause of facial paralysis
[5,6]. In the first case beside the short-term facial nerve paralysis the
patient suffered also from a dysphonia, unilateral vocal cord palsy
and weight loss, which quickly led to the (main) diagnosis of an
intrathoracic malignancy. Yang et al. reported additional unilateral
facial pain, which led to further diagnostics. In our case such
additional symptoms were not identifiable.

Weiss et al. presented two cases of facial nerve paralysis
due to adenocarcinoma metastasis originating from breast and
gastroesophageal junction cancer, respectively [7]. They also pointed
out that a progressive, unilateral, peripheral facial nerve paresis over
weeks is strongly suggestive of neoplasm [7].

Various carcinoma tend to develop bone metastases, for
example lung, breast, prostate and thyroid cancer [8]. Especially in
facial paralysis patients with a history of this carcinoma a thorough
examination including magnetic resonance imaging is essential.

Conclusion

Our reported case lines up with the other cases of unexpected

primary tumors with distant metastases. It becomes clear that tumors
which tend to primary bone metastasis need a special diagnostic
consideration. Neuroimaging is essential in patients with history of
cancer, especially with cancer that potentially causes bone metastasis.
However it may - as in our case - come to a vague coincidence of
clinically definite symptoms, medical history and inconclusive
diagnostic imaging. In this situation a prompt biopsy is obligatory to
ensure an accurate diagnosis.
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