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Peripheral facial paralysis as the first manifestation 
of temporal bone metastasis
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Introduction

Peripheral Facial Paralysis (PFP) is commonly diagnosed in 
the emergency room. Its incidence ranges from 20 to 30 cases 
per 100.000 individuals/year) [1] and, despite being a benign 
condition in most cases (up to 70% are labeled as idiopathic [2], 
it could be the first manifestation of a distant carcinoma, such 
as breast cancer [3].

The patient with idiopathic PFP manifests suddenly pain-
less facial muscle weakness, with lower motor neuron distribu-
tion, and an innocent otorhinolaryngological and neurological 
examination. If the clinical history and physical examination 
are consistent, there is no need for radiological or laboratory 
tests. However, PFP can occur as a result of trauma, infection 
(e.g. Ramsay Hunt Syndrome or neuroborreliosis), autoimmune 

disease (e.g. Guillain-Barré syndrome or multiple sclerosis), or 
neoplasm [4,5]. Some types of neoplasms can metastasize to 
the temporal bone, being the most common primary tumor lo-
cations, breast cancer (19.6%), lung cancer (16.1%), and pros-
tatic cancer (8.6%) [6]. These etiologies should be considered, 
even if they are uncommon, particularly in cases where the 
course of PFP is atypical and/or the patient’s personal history 
is relevant [4].

Case report

A 55-year-old female patient was admitted to the emergency 
room for left PFP (House-Brackmann scale, grade IV), with one 
day of evolution and no other symptoms. The patient denied 
any history suggestive of viral infection in the past months and 
had a personal history of breast cancer in 2007. She was treated 
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with neoadjuvant chemotherapy followed by left modified radi-
cal mastectomy. Subsequently, the patient had been treated 
with hormone therapy with tamoxifen, having been discharged 
and considered disease free. The physical examination was un-
remarkable, except for a left PFP. She was treated with 60 mg 
daily of oral steroids (1 mg/day/Kg) for 10 days and eye pro-
tection with an improvement of PFP (House-Brackmann scale, 
grade III). After six weeks of treatment, the patient went to the 
emergency room again and a physical examination revealed 
worsening PFP (House-Brackmann scale, grade V). 

A cranio-encephalic computed tomography scan and mag-
netic resonance imaging were performed, revealing multiple 
bone lesions in the left mastoid, right parietal bone, frontal 
bone, and clivus region (Figure 1). This was suggestive of meta-
static lesions of occult primary neoplasia. The positron emission 
computed tomography scan (Figure 2) demonstrated extensive 
bilateral lung, lymph node, hepatic, and bone metastases of a 
lytic nature. It also presented hypermetabolic nodular forma-
tions in the thyroid lobes and a lesion adjacent to the sigmoid 
colon with suspicious imaging features. A large hypermetabolic 
mass centered in the hilar region of the left lung, associated 
with pleural effusion, was suggestive of the primary lesion. A 
supraclavicular lymph node and liver biopsy were performed. 
Histopathological and immunohistochemical analysis revealed 
a HER2-negative, estrogen receptor, and progesterone-positive 
breast carcinoma (Figure 3).

The patient was referred to the Gynecology/Oncology de-
partment and underwent systemic palliative chemotherapy 
with paclitaxel. After 9 months since the diagnosis and under 
palliative treatment, there was no improvement in PFP, and a 
continuous degradation of the patient’s general state was ob-
served.

Discussion

PFP has an equal incidence in both sexes and affects both 
sides of the face [7]. The majority (up to 70%) of the PFP is con-
sidered idiopathic [2]. Nonetheless, PFP can result from infec-
tious diseases [8], such as neuroborreliosis or Ramsay-Hunt syn-
drome, trauma, autoimmune diseases (such as Guillain-Barré 
syndrome and multiple sclerosis), and neoplasms [4,5]. 

Metastatic tumors to the temporal bone as the first mani-
festation of an occult primary neoplasm are rare and the most 
common sites of origin are the breasts, lungs, kidneys, stom-
ach, and prostate [3,4]. This is no surprise, since these types of 
neoplasms are some of the most common cancers, as stated 
by Jones et al [6]. The main symptoms are PFP, hearing loss, 
otalgia, tinnitus, and vertigo, which may occur isolated or in 
association [3,4]. Patients can be asymptomatic in 32% of the 
cases according to Jones et al [6] and in a review of metastatic 
lesions of the temporal bone, a male predominance was ob-
served (54.9%) [6].

The complete evaluation of a patient presenting PFP should 
include a detailed medical history, neurological examination, 
ear inspection, and otoscopy.

Metastatic lesions may occur through hematogenous dis-
semination, leukemic or lymphomatous spread, direct exten-
sion, or meningeal carcinomatosis from a primary intracranial 

lesion [9]. Hematogenous spread is the most common form of 
dissemination [9]. As found in the study carried out by Gloria-
Cruz et al [10], our patient had other sites of metastasis beyond 
the temporal bone, however, the PFP was the only clinical mani-
festation.

In our patient’s case, considering the sudden onset of PFP 
and an innocent physical examination, the patient was initially 
diagnosed with idiopathic unilateral PFP, therefore, no labora-
tory or imaging testing was requested. Due to the absence of 
response to treatment, her medical history, and theworsening 
of the PFP, an additional investigation was performed.

Patients with PFP secondary to neoplastic etiology have 
a poor prognosis, with no evidence of improvement with the 
established therapy [11], as was our case. Most patients have 
a delay in etiological diagnosis which unfortunately worsens 
the prognosis [3,5,11]. Although idiopathic etiology is the most 
common cause of PFP, the metastatic disease should be consid-
ered in patients with PFP and a personal history of neopl. 

Figure 1: Cranio-encephalic CT scan and Magnetic Resonance Im-
aging.

Figure 2: Positron emission computed tomography scan showing 
the multiple metastatic lesions.

Figure 3: Histopathological and immunohistochemical analysis 
- HER2-negative, estrogen receptor and progesterone-positive 
breast carcinoma in liver biopsy.
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Take home messages

A metastatic tumor should be considered a differential di-
agnosis in patients with peripheral facial paralysis or otologic 
symptoms, even if the personal history of the tumor dates back 
several years.
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