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Abstract
Isolated facial nerve palsy resulting from temporal bone metastasis is rare and has been sparsely reported in
the literature to be the initial presentation of cancer. The most commonly reported sites of origin of such
metastases include the breast, lung, kidney, gastrointestinal tract, larynx, prostate, and thyroid, to name a
few. Here, we discuss a patient initially presenting with isolated lower motor neuron facial nerve palsy. The
diagnosis was revised to that of breast cancer with metastasis to the temporal bone resulting in facial nerve
paralysis following the subsequent clinical presentation.
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Introduction
Isolated facial nerve palsy, clinically represented as Bell’s palsy and commonly highlighted as an acute
peripheral facial palsy of unknown clinical etiology, accounts for 72% of facial palsies [1]. Bell’s palsy is an
acute facial paralysis affecting the 7th cranial nerve and has a reported incidence of about 25 cases per
100,000 population yearly [2]. The clinical manifestation of Bell's palsy encompasses a sudden onset of
unilateral facial paralysis, which lasts for a few hours and typically resolves over a period of six months [3].
However, some people are affected permanently; 5-9% have a recurrence, with the average time span
between episodes being 10 years.

While isolated occurrences are quite common, multiple recurrent episodes of unilateral facial paralysis are
rare. Meanwhile, omission of congenital abnormalities, systemic inflammation or infection, or trauma as a
prime cause of facial palsy should raise a suspicion of metastatic tumors to the temporal bone, as well as
primary malignancies. Temporal bone metastasis is a rare clinical event and imposes a diagnostic challenge
due to its asymptomatic feature in most cases [4]. The mounting clinical report displays the involvement of
temporal bone metastasis as the cause of facial nerve palsy [5-7]. Here, we report an unusual case where the
initial presentation of lower motor neuron facial nerve palsy was presumptively managed as Bell’s palsy and
was diagnosed to have metastatic breast cancer following subsequent clinical manifestation.

Case Presentation
A 54-year-old Malay lady presented to the emergency department with the inability to close her left eye,
with an associated hemifacial droop of one week's duration. Examination findings were keeping in with
idiopathic facial nerve palsy with lower motor neuron lesion. The rest of her general and neurological
examination was unremarkable. A presumptive diagnosis of Bell’s palsy was made and she was discharged
on a course of oral prednisone.

She presented three months later with generalized weakness, bony pain, and unexplained weight loss and
breast mass. She was hemodynamically stable on presentation. Facial examination revealed persistence of
left facial nerve paralysis. Neurological examination was otherwise unremarkable. She was noted to have a 5
cm fungating right breast mass with an ulcerated surface, which was a new finding.

Histopathology of the breast lesion confirmed invasive ductal carcinoma, with positive immunostaining for
estrogen and progesterone receptors, as well as negativity for Cerb-B2. Further workup revealed extensive
systemic metastases including deposits at bilateral temporal petrous apices consistent with bony metastasis
(Figure 1). The patient was started on letrozole, a non-steroidal aromatase inhibitor. Subsequent evaluation
after six weeks of treatment revealed improvement in energy levels and pain scores, along with an interval
improvement of the facial palsy (Figure 2).
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FIGURE 1: CT images acquired in the axial plane demonstrating (A)
temporal bony metastases, (B) a fungating right breast mass, and (C)
lung metastases.

FIGURE 2: Clinical images demonstrating (A) left hemifacial palsy with
associated (B) Bell's phenomenon at diagnosis. (C) Clinical
improvement at six weeks into treatment and (D) at six months into
treatment.

Discussion
The prevalent clinical cause of unilateral facial paralysis is Bell’s palsy, Ramsay Hunt syndrome, Lyme
disease, and complications of chronic otitis [8]. However, isolated facial nerve palsy as the first sign of
temporal bone metastasis is a rare clinical scenario. Metastatic spreads of tumors to the temporal bone are
scarce and generally originate from the breast, lung, or kidney via hematogenous spread [9-11]. Other
pathways of dissemination are possibly meningeal, perineural, and lymphatic. In many cases, the exact
prevalence of temporal bone metastasis is not known, since the histological evaluation of the temporal bone
is not a routine procedure during autopsy examination of patients with primary malignant cancer.

The most common symptoms reported in patients with temporal bone cancer are hearing loss, facial
paralysis, peri-auricular swelling, otorrhea, otalgia, vertigo, aural mass, and tinnitus [12,13]. However, these
conditions are not pathognomonic of metastatic temporal bone cancer but are the most frequent symptoms
of mastoid infection.

In a study conducted by Maddox, the incidence of facial paralysis in the presence of temporal bone
metastases has been reported to be 34%, compared to 50% and 14.9% in the studies of Schuknecht et al. and
Gloria-Cruz et al., respectively [11-13]. Thus, the combination of otalgia, facial palsy, and the appearance of
peri-auricular swelling as a triad may be suggestive of metastasis to the temporal bone.

Furthermore, inflammatory diseases, systemic infections, or some benign tumors should be considered in
the differential diagnoses. A case reported by Suryanarayanan et al. displayed a secondary deposit in the
temporal bone mimicking facial nerve schwannoma and stressed the importance of having a suspicion for
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metastatic tumors in a patient with a previous history of malignancy [14-16].

Conclusions
In conclusion, metastatic tumors to the temporal bone are rare, highlighting the need for the physician to
consider them in the differential diagnoses of patients presenting with facial nerve palsy. The treatment of
metastatic temporal bone lesions may involve systemic chemotherapy with local radiotherapy to the affected
temporal region. In the present case, the patient was treated with letrozole, and reevaluation after six weeks
revealed improvement in energy levels and pain scores, along with an interval improvement of the facial
palsy.
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