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Persistent peripheral facial nerve palsy

Case description

A 74-year-old man was referred to our department with his MRI (Fig. 1) performed in a context of rapidly progressive facial nerve palsy present for 5 months. Clinical interview revealed a history of worsening left hearing loss over several years. The first audiometry demonstrated features of sensorineural hearing loss. He also had a history of prostate adenocarcinoma. He presented grade VI (House-Brackmann classification) global and complete peripheral left facial nerve palsy. Examination of the skin of the head and neck did not reveal any lesions. Examination of eye movements, face sensation and IX, X, XI and XII cranial nerves was normal, as was palpation of the neck and parotid gland. Vestibulocochlear functional tests revealed left sensorineural hearing loss and compensated vestibular areflexia.

The radiology report concluded on acoustic neuroma. Imaging of the petrous temporal bone was then completed by CT scan (Fig. 2).

Questions

How would you interpret these imaging examinations? What diagnosis would you propose?

What is your diagnosis?

Answers

Gadolinium-enhanced MRI, T1-weighted axial sections (Fig. 1a) showed intense homogeneous tissue contrast enhancement in the left cerebellopontine cistern. The spaceoccupying lesion extended to the internal auditory canal and all three segments of the facial nerve, as contrast enhancement involved the labyrinthine segment and geniculate ganglion (Fig. 1b), the tympanic segment (Fig. 1c) and the mastoid segment (Fig. 1d).

CT scan of the petrous temporal bones, coronal section, bone window setting (Fig. 2a) excluded any osteolytic or osteosclerotic lesion of the petrous bone possibly corresponding to prostate adenocarcinoma metastasis. The internal auditory canal was enlarged with a widened appearance of the porus (Fig. 2b) and regular enlargement of the region of the geniculate ganglion and labyrinthine segment (Fig. 2c).

These images excluded an extrinsic lesion of the facial nerve and were suggestive of a left facial nerve schwannoma arising in the facial canal and cisterna.

Comments

Peripheral facial nerve palsy secondary to a tumour generally presents in the form of a deficit that remains partial for a very long time, especially with a progressive onset over several weeks. This particular clinical context should raise the suspicion of a tumour involving the entire course of the nerve [START_REF] Darrouzet | Paralysies faciales[END_REF].

Schwannoma or neuroma of the facial nerve is a rare benign tumour of the temporal bone, but which nevertheless constitutes the most common tumour of the facial nerve [START_REF] Falcioni | Facial nerve tumors[END_REF]. The usual mode of presentation is facial nerve palsy (50.94%), followed by hearing loss (33.96%) and tinnitus (24.53%) [START_REF] Mcmonagle | Facial schwannoma: results of a large case series and review[END_REF]. The work-up must include gadolinium-enhanced high-resolution MRI with examination of the entire intracisternal course of the nerve as far as the parotid gland. CT scan of the petrous temporal bones with bone window settings may reveal direct or indirect or bone reactions induced by the lesion, tumour extension and invasion of adjacent structures (cochlea and semicircular canals) [START_REF] Kertesz | Intratemporal facial nerve neuroma: Anatomical location and radiological features[END_REF]. This imaging assessment can characterize intrinsic and extrinsic lesions.

Schwannoma can involve all segments of the facial nerve, but the geniculate ganglion is the site of predilection (65.8%) [START_REF] Wilkinson | Evolution and the management of facial nerve schwannoma[END_REF]. The primary objective of treatment is to preserve the best possible facial nerve function for as long as possible. Management is therefore based on imaging surveillance, surgery or radiotherapy. Surgery can be conservative with drainage of any cystic components or may consist of facial nerve decompression or even subtotal resection. Radical surgery comprises resection of the facial nerve tumour with facial rehabilitation by sural or hypoglossal nerve anastomosis. This resection surgery is considered in the presence of impaired facial movements (House-Brackmann score ≥ 4), while surveillance is preferred when the House-Brackmann score is < 3. Stereotactic radiotherapy is now proposed as a treatment option when tumour progression is observed during surveillance 
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Figure 1 a

 1 Figure 1 a, b, c, d 1a: MRI, gadolinium-enhanced T1-weighted axial scan 1b: centred on the geniculate ganglion 1c: centred on the 2nd tympanic segment 1d: centred on 3rd mastoid segment
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