The Journal of
International

Advanced

Otology

J Int Adv Otol 2023; 19(3): 191-198 e DOI: 10.5152/ia0.2023.22892

Review

Is Facial Nerve Decompression Justified in Malighant
External Otitis? Literature Review and Own Experience

Joanna Marszal"'®, Malgorzata Wierzbicka'2®, Anna Bartochowska™'

'Department of Otolaryngology, Head and Neck Surgery, Poznan University of Medical Sciences, Poznan, Poland
2Institute of Human Genetics, Polish Academy of Sciences, Poznan, Poland

ORCID iDs of the authors: M.J. 0000-0001-9946-2851, W.M. 0000-0003-0006-6352, B.A. 0000-0001-7862-1411.

Cite this article as: Marszat J, Wierzbicka M, Bartochowska A. Is facial nerve decompression justified in malignant external otitis? Literature
review and own experience. J Int Adv Otol. 2023;19(3):191-198.

OBJECTIVE: The aim of the study was to present the indications for facial nerve decompression in malignant external otitis, to analyze the results
of such treatment, and to describe own experience in that field.

METHODS: A search in the PubMed and Google Scholar databases for English language articles published between 1968 and May 2022
was performed. We focused on papers describing patients with malignant external otitis and facial nerve palsy treated by decompression.
Moreover, retrospective analysis of 24 consecutive patients with malignant external otitis hospitalized in our department in the past 10 years
was performed.

RESULTS: In the literature, 48 cases with malignant external otitis and facial nerve paresis treated by decompression were identified. In total,
41 patients recovered (85.42%), 4 died (1 due to exacerbation of the disease, 2 for pneumonia, and 1 for heart failure), and in 3 cases the final
outcome was not presented. In most cases (24; 50%), facial nerve function did not improve after decompression, in 8 patients (16.67%) partial
recovery was observed, in 11 cases (22.92%) full improvement was observed, and data were not given for 5 patients. In only one case, the spread
of infection and deterioration of local and general patient states were noted. In our material, we identified 13 patients with malignant external
otitis and facial nerve palsy. Two of them were treated surgically, of which only one had facial nerve decompression. Partial improvement of facial
nerve function was observed after 6 months of rehabilitation.

CONCLUSION: The management of malignant external otitis is still difficult and not well defined. Facial nerve decompression seems justified in
selected cases of malignant external otitis not responding to conservative treatment.
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INTRODUCTION

Malignant external otitis (MEO) is a life-threatening, progressive infection of the temporal bone. It predominantly affects elderly,
diabetic, or immunocompromised patients.” It was termed “malignant” by Chandler in 1968 due to the high mortality rate.? Some
clinicians have adopted the name “necrotizing” to more properly describe the pathological process that can spread across the
skull base resulting in bony erosion and cranial nerve deficits.>®> Malignant external otitis is relatively rare; however, the reported
incidence is growing compared to previous years.* It is related to the aging, diabetic populations but also patients’ awareness and
development of diagnostic tools.* Clinical manifestations usually include severe otalgia, otorrhea, hearing loss, and involvement of
cranial nerves, especially the VIIth.2® A reported incidence of facial nerve (FN) palsy in the course of MEO ranges from 10% to 70%."®
The FN paresis may be detected at presentation and may develop despite the treatment. The question arises of how to treat these
patients. Most clinicians recommend at least 6-week culture-directed combined intravenous antibiotic therapy.” Some authors
expand it to an antifungal treatment’'® or hyperbaric oxygen" if no improvement is observed. Few authors still advocate various
surgical approaches to improve clinical outcomes.”'*'>™ Although extensive otosurgery is contraindicated in most recommenda-
tions due to the risk of the skull base infection spread,'>'¢ there is no paper in the literature confirming that sequel. The question
arises if FN decompression should be forbidden or rather advocated in selected cases of MEO with the VlIth nerve palsy. The issue
prompted us to review the literature and to analyze own material in that field.
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The aims of the study were (1) to present the indications for FN
decompression in MEO in different clinical centers, (2) to analyze the
results of such an approach, (3) to describe own experience in that
field, and (4) to answer the question if FN decompression is justified
in MEO.

CLINICAL AND RESEARCH CONSEQUENCES
Methods

Literature Review

A search in the PubMed and Google Scholar databases for English
language articles published between 1968 and June 2022 was per-
formed. Terms included were MEO, necrotizing otitis externa, skull
base osteomyelitis, and FN decompression. All types of publications
were analyzed and reviewed. The authors focused on papers describ-
ing patients with MEO and FN palsy treated surgically by means of
decompression. Twenty-three articles with 48 cases were found
(Table 1)2,10-14,17-33

OWN MATERIAL

Retrospective analysis of 24 consecutive patients with MEO hospital-
ized in the department in the past 10 years was performed. Patients
treated surgically were evaluated in detail. The study was approved
by the Bioethics Committee at Poznari University of Medical Sciences
(KB 175/20). Written informed consent was obtained from the
patients who agreed to take partin the study.

RESULTS

Literature Review

Atotal of 48 cases with MEO and FN paresis treated by means of surgi-
cal decompression were identified. There were 4 women and 31 men,
and in 13 cases, data were not given. Mean age of patients was 65
(range: 34-91). Of the 40 patients with data available, 33 had diabe-
tes or were immunocompromised (82.5%). In 3 patients, infection
was bilateral. In most patients (26; 54.17%), canal wall down (CWD)
mastoidectomy with FN decompression was performed, in 4 patients
canal wall up (CWP) technique was used, in other 4 petrosectomy
was used, while in 14 cases, the type of surgical approach was not
presented. Intraoperative findings included granulation tissue, pus,
fluid, polyps, and necrotic mass, and some surgeons described atro-
phy of the FN or erosion of its bony canal. Among causative patho-
gens, Pseudomonas aeruginosa dominated (30 cases), followed by
Aspergillus (3 cases), in single swabs Zygomycetes spp, Malassezia and
co-infection with Staphylococcus epidermidis and Corynebacterium
or unspecified fungi were found, in 11 patients data were not given.
Different antibiotic schemes were used. In pre-ciprofloxacin era,
gentamycin + carbenicillin were mostly used, and from 1996, cip-
rofloxacin + aminoglycosides or ciprofloxacin with third generation
of cephalosporines or piperacillin-tazobactam were used. In fungal
infection, amphotericin B or itraconazole was introduced. In most
patients, aural toilet and local debridement were additionally per-
formed. In the whole group, 41 patients recovered (85.42%), while
4 died (1 due to exacerbation of the disease, 2 for pneumonia, 1 for
heart failure), in 3 cases, the final outcome was not presented. In
most cases (24; 50%), FN function did not improve after decompres-
sion, in 8 patients (16.67%) partial recovery, in 11 cases (22.92%)
full improvement was noted, and in 5 patients data were not given.

In only one case, the spread of infection and deterioration of local
and general patient state were noted. It was a 68-year-old diabetic
woman with bilateral disease who died in the picture of meningitis,
cerebritis, and multiple thrombosis in 1958. She was probably not
treated with antibiotics but only surgically.

Own Material

In the past 10 years in our department, there were 24 hospital-
ized patients with MEO altogether. Thirteen manifested FN palsy
(Table 2). Two of them were treated surgically, of which only one had
FN decompression. It was a 70-year-old man with diabetes and heart
insufficiency transferred to our department from another hospital
due to the iatrogenic postoperative FN palsy. Canal wall up proce-
dure was primarily performed due to the suspicion of acute mas-
toiditis. He was reoperated, granulation and necrotic tissue found
out in the mastoid cavity were partially removed, and Vlith nerve
was exposed and decompressed in the tympanic and mastoid parts.
Further diagnostics (high resolution computed tomography [HRCT]
and scintigraphy) confirmed MEO. Six-week therapy with ciprofloxa-
cin and ceftriaxone was sufficient to reach normal levels of inflamma-
tory markers, and partial improvement of FN function was observed
after 6 months of rehabilitation.

The rest of the patients were treated conservatively. Six-week antibi-
otic therapy with ciprofloxacin together with ceftriaxone was mostly
used. In 2 patients, hyperbaric oxygen was additionally applied. All
patients recovered. FN function improved in 53.84% of cases.

DISCUSSION

The Vlith nerve is often involved in MEO due to its integration with
the temporal bone and proximity of the stylomastoid foramen to
the ear canal.® Typically, the infection spreads via vascular and facial
planes within temporal bone, finally affecting petrous apex.? The
inflammation could lead to cellulitis, chondritis, osteitis, and eventu-
ally osteomyelitis.>* Facial palsy is probably caused by the secretion
of neurotoxins or the compressive effect of the bone destructive pro-
cess. Nerve conduction becomes disturbed by inflammatory process,
and in advanced cases, nerve integrity may be impaired and replaced
by granulation tissue.®* Involvement of FN is determined by the fal-
lopian canal erosion which could be visualized on computed tomog-
raphy (CT) scans.’” Mani et al* suggest that in diabetic patients blood
supply to the nerve may be compromised by preexisting microvascu-
lar disease leading to neuropathy.

Improvement of FN function in MEO is so far unpredictable. Patients
require hospitalization for management of decompensated diabe-
tes (if needed), parenteral antibiotic therapy, and daily aural toilet.
P. aeruginosa is the most common causative pathogen,® although
infections caused by Staphylococci, Streptococci, and gram-negative
bacilli (e.g., Klebsiella, Escherichia) have also been described.®® Recent
reports have stressed the occurrence of fungal pathogens that
account for 5%-20% with Aspergillus species being the most com-
mon.”3¢ Six weeks or longer of culture-directed antibiotic therapy is
the current standard of treatment.*” Such a fixed time is based on the
finding that bone needs 3-4 weeks to revascularize." Kamalden and
Misron3® recommend a treatment duration according to phase of the
disease according to CT scan findings (phase I: up to 3 months, phases
I, 11, and IV: up to 6 months, phase V: 12 months). Nondiabetic, non-
immunocompromised patients have better response to antibiotic



Marszat et al. Facial Nerve Decompression in Malignant External Otitis

(panupuod)
auojouinb
/3pisodA|bourwe
+ unodsojeydad psoubniap AU Y1||A 343 Jo 1ed Jamo| ayy uoIssa1dWodap SAIBU [eIDB) YUM
K1anoday Juswanoidw| 19]10) [eany  uonesauab-paly | SDUOWIOPNASY JO BWIISPS ‘BUOQ 11043 ‘Shg Awo1d9plo1sew [edIpes PalIpoN oN wa 09 9B . eldJexeyl 9661 6
upAweiqoy
pue uyjpesadid
SYIM 1usqJed psoulbniap uolssaidwodap ole 3
K1anoday K1anoday auosnuan  pue upAweiqol SDUOWOPNASY dN  dAJdujedE) pue Uonelojdxa plolsely anN oN wa 8/ 9 WeyuIdp 8861 8
ain|iey
ueay Jo uidweyu wniia1o0qaukiod
paip ‘Adesayy ‘q upuoydwy ‘sipiwapida
Jayuny ‘upAwelusb $n22020/Aydpis Jiydone uoissaidwodap anIu LRE]
pasnyay juswanoidwi oN an ‘ulpIudd  ‘saidads snyjibiadsy SAIBU [eIDR) ‘UONRINURID  [BIDR) Y)M AWI0IDSPIOISeW [eDIpkY anN oN ou S8 9w weybuuund 8861 L
uofn|os
auIpeIaq yum (s129m 9) (uoissaidwodap
punom ay} ulf|1dIuSgIed aAJIBU [eldey Buipnpul) PRETTV[VRIN
K1anoday K1anoday  jo uonebuu) ‘upAwejusn SeUOWOPN3Sy aU0Q d1j0ID3U ‘SNd  UO[}23531 duo(q [elodwa) [e10IgNS anN oN wa 0L an pue saurey 0861 9
uond3sal
auoq [esodwal [e303gNS 13| Bul
J1uedwiAy Jouajul pue diy pioisew
ejuownaud O [eAOWIAI Y1M (Uoissaidwiodap
wouy yieap sbuissaip SAJIBU [e1DR) BUIpNDUI) UOIID3SAI g 43]puUIYdS
/K19n0d3Y anN |e20 upAwejusn Seuowopnasd 3u0q d10123U ‘sny auoq |eiodwal [e303gns 1ybry an SIA wa €9 9Jewa4  puesauley 0861 S
uonn|os
auIpe1aqg yum (sy}99m 9) Awoydapnoied pue (uoissaidwodsp
punom ayy 1|1P1uagued psoulbniap aAJBU [eidey Buipnppu) 2 43]puUIYydS
K1anoday Kianodal jeiued  Jo uonebiu| ‘upAweusn SDUOWOP3Sd 2U0Q d1101D3U ‘Uole|NURID  UOND3SAI dUOq [elodwial [e10IgNS an oN wa L/ ©9ewa4  puesauley 0861 ¥
(1quoiyy
a|dnnw
‘sIIgR19D EINENY]
‘spibuiusw) snododoydang |e1de) 33 Jo uoissaidwodap Yy
yieap/aie1s ‘snainp °s BSODNW DIY) PUe pINj) YUM  AW0)D3PIOISEW [eDIpEl PRIJIPOW 13| |esa1e]iq
|esauab jo snaupf>ofd P31y Ajjennied—pioisew 1a| pue (pasodxa Jou sem aAIU [eR)  —313|dWOd LiSpleydly
uofjelonaldq juawanoidwi oN anN an spuowopnasd pinj—ploisew 1ybly  ay1) Awoldaplolsew [ed110d Y6y 1sowly S9A wa 89 9Jewsad pue sueng €61 €
EINEN]
10B1UI 9SIMISYI0 31 papunolins
YdIym anssiy uoiejnuesd
Ym pa||iy pue [eued ueidojje4
Buipuadsap ay3 jo uonod
|e1sip pabiejua ‘aniau [eide) ay) SAIBU [eIDR)
upiweluab psoulbniap  jo uoiniod duedwAieu syl Jo 9y JO uoIssaidwodap [e10) pue
K1an0day K19n0231 |ellieg an 1uaqued SDUOWIOPNasS4  dUIISIYSP ‘@NSsi) uole|nueln AWo1dapiolsew [edipel papualxa uy  siskjesed 9,08 OoN wa €8 9w A3|pueyd L6l z
juswiuio
upenideq pue
‘upAwoau
‘g uixAwAjod
yum EINEN]
pareubaidwi (s29m 9) |e1de) 31 Jo uoissaidwodap anssiy
azneb 1uaqied psoulbniap 1jos pue dluedwAienur [e10) pue
K1anoday juawanoidwi ON  JuaIBypeuoN ‘upjwelusn SDUOWOPNaSy AN Awo1dapIoIsew [edipel papUaIXd Uy anN OoN wa 16 9w A3|pueyd L6l L
@ress (2185 gH)
sinsey gH) 3usuneal) Jayy sunesIL sano1qnuy (s)usboyeq sbuipul4 aanesadoesu| poyIsN—iuswieal] [ed1bing Ausbuns 21059 uon3ju| uoissaiddnsounwuw| 86y  x3s Joyiny ueneMand
dn-mojjo4 |e>07 J1waishs uonduny |esaiepig Jo Jed)

uonduNng SAISN [eldey

NI |eney

uolssaidwodaq Jo sues|y Aq Ajjed1bing paleai] Asjed aAISN [BID4 pue OFN YIM SIUS11Rd—MIIARY 2JNn1edll] *| d|qel

‘ 193



19(3): 191-198

J Int Adv Otol 2023

(panupuoD)

anN an anN an an anN uolssaiduwiodap aAIaU [eley an anN an an an 239997 800¢ 114
an an anN an an anN uolssaiduwiodap AU [e1ey an anN an an an 52219997 800C 24
upexoyjoidid uolssaidwodap SAIU
Kianoday an AN +unodsojeydad an AN [eey pue AWo1d3ploIsew (310D S9H ON an an an ve|@ 39 IUBW £00¢ €T
K1an0031 aH AIBU [e12R) JO UOISsIdWOod3p LRt
|ened 01 A19A0231 [elnied an an an AN Pue uoi123s31 auoq [eiodwa) [elale] SaH oN pspuadap-joyodly 8y  SeW weyayep 9007 [44
uoissaidwodap
psoubniap SAJIBU [B1DR) YIM AWO]D3pIolSeW MLRE]
K1anoday juawanoidwi oN an upexopoidiy SDUOWOpPNasy 3U0( 2110103U ‘UOIR|NURID |edIpel payipow UMop ||em [eue) 99H oN oN 59 3w lesapies 2002 1z
uoissaidwodap
3|0zZepluonaw psoulbniap BAIBU [eI2R) Y1IM AWO1D3pIolSeW e
K1anoday juswanoidwi oN anN + upexopjoidiy SDUOWIOPNASY 2U0(q d110103U ‘Uone|NURID |edIpel PaLYIPOW UMOP |[eMm [eue) 9gH ON (@) 449> oy 9w lesapues 00T 14
uoissaidwodap
sapIsodA|boulwe psoulbniap SAIBU [e1DR) Y)IM AWO]D3pIolsew FICRE]
K1anoday juawanoidwi oN an + upexoyjoidin SDUOWIOPN3SY 3U0( 2110103U ‘Uole|NURID |eJIpel PayIpoW UMOP ||em [eue) 9gH ou wa SE e lesapies 00T 6l
uoissaidwodap
sapIsodA|boulwe psouibniap SAIBU [e12R) Y1IM AW01D3pIolSeW MLRE]
Kianoday juswanoidwi oN anN + uexopjoidiy spuowopnasq 2U0(q 110103 ‘Uofe|NURID |edIpeI PALJIPOW UMOP |[eM [eURD 99H oN wa 0L 9w lesapues 00T 8l
uolssaidwodsp
sapIsodA|boulwe psouibniap AJDU [12B) Y1IM AW01I9pPIoISeW ale1
K1anoday Juswanoidwi ou an + upexoyjoidiy puowopnasd 3U0( 211003U ‘UoIIR|NUEID |edipel palipow UMop |[em [eue) 9gH ON wa v9  9leW lesapues 00T /L
uoissaidwodap
sapIsodk|boulwe psouibniap SAJIBU [e12R) Y3IM AWO1D9pIolSeW MLRE]
Kianoday juswanoidwi oN anN + upexopoids spuowopnasq 2U0( 2110129U ‘Uole[NURID |edIpeI PILJIPOW UMOP [[eM [eURD 99H oN wa 7L 9w lesapues 00T 9l
ajozeuodn|y
‘g upualoydwe
‘uppexopyoudd wia1sAs
‘pIoe diuRINAR|D siipipodwiAs ploisew pue Ya|> Jea 3|ppIw 3y} uolssaidwodap
K1anoday juswanoidwi oN 19|10} Je3 Jujjpaedt DIzassp[pyy Ul anssi uonenuelb sAIsUIX] 3AJIBU [elDRy plolsewsuel] an ON wa €5 W IR 19 1eyD 000Z SL
auojouinb
/3p1sodA|Bouiwe ANJIBU YIA
+ unodsojeydad psoulbniap 33 Jo 1ied Jamo| 3y Jo ewAPa uolissaidwodap anIdu
K1anoday Juawanoidwi ou 19]101 [eany  uonessuab-paly L spuowopnasq  ‘suoq dioidau ‘snd ‘uonejnuesn  |eide) yum Awoldsplolsew [edjpey ON wa 0L 9B  Je3¥dJeyeyl 9661 L
auojouinb
/3p1sodA|Bouiwe ANJIBU YIA
ejuownaud + unodsojeydad psoulbniap 33 Jo 1ied Jamo| 3y Jo ewAPa uolissaidwodap anIdu
Jjopaig juswanoidwi oN 19101 [eany  uonessuab-paiyL spuowopnasq  ‘suoq dio1dau ‘snd ‘uoiejnuesn  |eide) yum Awoldsplolsew [edjpey ON wa 7L SN e3ieyeyl 9661 €l
auojouinb
/3p1sodA|Bouiwe
+ unodsojeydad psouibniap  3AIBU Y1||A 3Y) Jo 1ied Jamoj ayy uoIssaIdWOdap AU [BIDR) Y
K1anoday juswanoidwi oN 19]101 [eany  uonessuab-paly L SDUOWIOPNASY 4O eWSPS ‘BUOQ 11013 ‘SNd Awo1daploisew [esipel palipoin oN wa €9 d_BN  eIdJeyeyl 9661 zL
auojouinb
/3p1sodA|Bouiwe ANJIBU YIA
+ unodsojeydad psoubniap 3y Jo 1ied Jamo| 3y Jo ewAPa uolissaidwodap anIdu
K1anoday juswanoidwi oN 19]101 [eany  uonessuab-paly L spuowopnasq  ‘suoq dioidau ‘snd ‘uoiejnuesn  |eide) yum Awoldsplolsew [edjpey ON wa 0L 9B e3¥dJeyeyl 9661 1L
auojouinb
/3p1sodA|Bouiwe
+ unodsojeydad psouibniap  3AIBU Y1||A 3Y) Jo 1ied Jamoj ayy uoIssaIdWOdap AU [BIDR) Y
K1anoday juswanoidwi oN 19]101 [eany  uonessuab-paly L SDUOWIOPNASY 4O eWSPS ‘BUOQ 13013 ‘SNd Awoidaploisew [esipel palipoin oN wa G9  d_BN  leldieyeyl 9661 oL
@ress (2185 gH)
s)nsay Jusweal) sanoiqiuy K19bing alojog uondvyu| uonesigng
usweal) 4o s)uaboye sbuipul4 aanesadoesu; 013\ —Iuswiesal) |edibin uoissaiddnsounwwy 36 X3! Joyin
dn-mojjoy aH) ¥ 1eal] Pyy 207 Siwayshs (s) yied Iputd aAn | PoYyIBN—H jeai] |ed1bing uopouny jessieng ! | v S yiny Jo1eap
uonduNy aAISN [eey
NI |eney

(panunuo)) uoissaidwoda( Jo suealy Aq A|jed1bing pajeal] Asjed 9AI9N [e1deq pue OJ|A YUM S1US11ed—MBIASY iN1eIdilT *L djgel

194‘



Marszat et al. Facial Nerve Decompression in Malignant External Otitis

(panupuod)
ang|i0} psoubniap (nuab puodas) uoisoid [eued UoIssa1dwodap SAIDU (1D} YIIM
K1anoday Ki1anodal |ensed |eane Ajleg  dnoIqIUe Yd-nuy spuowopnasq  [e1dey ssolb ‘anssiy Jos d130109N AWO0123pI0)SBW UMOP ||eM [eURD) an oN anN an an 11213 p3jRd 0202 or
(11ed proisew)
a)9|101 psouibniap UoISOJD [eURD [eIDk) SS0ID uoIssa1dW0d3p SAIBU [BIDR) YUM
K1an0day K1an0da1 [enJed |eane Ajleg  dn0IqRUE Yd-Nuy SDUOWOpPNasy  ‘PlOISBW Ul dNSSI) Uoe[NUERID Awo0109pIoISEW UMOP [[eM [euRD an oN an an an 11213 pajad 0202 6€
essoy aunejedoblimnd
pue ‘sasnuis plouayds ‘plowiyla
9AISU  |BJD1E|IC DY) JO JUSWAPLIGIp papinb
7aH ajozeuodesod |eIdey 3Y) PUNOJE pUE SASNUIS -21dodsopus pue ‘uoissaidwodap
JSEVYeREY] 0} A19n0031 |eiyied an ‘g upuoydwy  sa1ads sa1adAwobAz  PIAJOAUL DY) UI BNSSIY DINOIBN  DAISU [BIDE) ‘AW0)D3PIoISeW [edIpey anN oN ou vE 9B (|21 Appay 61L0C 8¢
uoIssa1dWod3p SAIBU [BIDR) YUM
an an an an an an Awoydaplolsew uMop ||em [eued an ON an aNn QN wleloehey  gloT LE
K1an0031 upAweiuab psouybniap PR AT)
|enJed Juawanoidwi ou 19|10} |[eany ‘uexopyoidin spuowopnasd anN uoIssaidwodap anIaU [e1dey an ON wWa 89 e ma|en 10T 9¢
(sa1ey|ns
upAwosu pue uoneindwe dp pioysew
g uixAwKjod) Y1IM ‘(Usweloy plolsewolAls
SPIM 31 01 NUH 1511} BY) WOL))
JusW3UIo JO snoiqgnue uoIssa1dWod3p SAIBU [BIDR) YUM alede
JSEVREN] juswanosdwi oN  uornasul Kleg uo buipuadaq an uolne|nueln AW0129pI0ISeW UMOP |[eM [eURD anN ON wa an an Joquie] €102 1o
(s318yINS
upAwosu pue uoneindwe di pioysew
g uixAwA|od) YlIM ‘(Usweloy plolsewolAls
S2IM Ayaisuas 9y1 01 NUH 1511} BY) W)
JU3W1UIO JO Jnoiqnue UoIssa1dwodap SAIDU 1D} YIIM
JSEVREN] juswanoidwi oN  uonJasul Ajleq uo Buipuadaq an uole|nuel AWO0123pI0)SEW UMOP ||eM [eURD anN ON wa an an Joquie €102 vE
(soreyd|ns
upAwoau pue uoneindwe di pioysew
g uixAwA|od) YIM ‘(Usweloy plo1sewolAls
SYIIM ay1 03 nuab 15114 Y3 Woly)
JuawWIUIo Jo  AIAISUSS dRoIgIIue UoIssaIdWodap SAISU [1DB) YIIM ale1d
K1anoday uo Buipuadag an uopenuesn AW0129pI0ISBW UMOP ||eM [eUBD anN oN wa anN an Joquie €102 €€
upexojjoidid
JSEVYeREY] Z9H + Wwedeqoz psouibniap
|enJed 0) K19A0D31 [enied anN esadid spuowopnasq anN uolssa1dwodap aAaU [e1dey 9gH oN wa 79 9w 12 19 eyES €10T 143
9AJRU [e12B) JO UOIssaIdwodap
K1an0d31 psoubniap aNJAU [eIdEy pue ‘ssadsqe di pioisew Jo
|enued Juswanosdwi oN anN umexopoidid SDUOWIOPN3SH paiydoaie ‘snd ‘uonejnuely  abeuresp ‘AwordsploisewouedwA] 9gH OoN Wa 174 e\ ,]e 19 semeN €10z X
1US1XD 3I1US S} Ul SAISU
|e1de) ay1 Jo 1ied [ednuan bumnage
€aH ‘auod Juadefpe Huipois ‘|lem uoissaidwodap
K1anoday 01 K19n0D31 [elied anN a|ozeuodel)| 'snapy snjjibiadsy  |eued Jouaisod woly buisue ssepy AAIBU |eIdR) Y)IM Uonelojdxg SaH S9A wa 59 9w z10¢ o€
auojouinboionyy psouibniap
JSEVVREN] JSEVVREN] anN Desadid spuowopnasd uonenueIH  UOoISSaIAWOdIP dAIBU [e1DR) + QMD Z9H ON (@) 4D +Wa €8 e ueweley z1oz 6C
auojouinboionyy psoulbniap e 13
JSEVREN] K1an029Yy anN + awipizeya) spuowopnasd uonenueIH  uoIssaIAWOdIP dAIBU [e1DR) + QMDD 79H ON wa 9 e ueweley z10z 8T
auojouinboionyy psouibniap MERE]
Kianoday juswanoidwi oN an + wauadiw| spuowopnasq uone|nuelb + dAjo4  uoissaidwodap aAIaU [edR) + AMD S9H OoN (@ 49>+ Wa 9/  SeN ueweley| 710z [T
Z9H auojouinboionyy psouibniap e19
K1anoday 03 K19A0D31 [eniey ‘aN + weydeqoze| SDUOWIOPNASY uofe|nuesn  uojssaiduwiodap AU [e1de) + MD vaH oN (@) 49>+ Wa 78 3w ueweJey| 710z 9T
@ress (2185 gH)
synsay juswieal] sonoiqiuy K196ns a10jog uondayu| uonedijqnd
usweal) 49 s)uaboye sbuipul4 aanesadoesu; 013\ —Iuswieal) |edibin uoissaiddnsounwwy 36 X3! Joyn
dn-moyjod gH) Juswieal JBYY 207 Swoss (s) Yied 1pul AN ju| PoyloW—uawIERL [eIBaNS —— | 9by S WY sean
uoiduNng dAIBN [edeq
BAJDN |edey

(panunuo)) uoissaidwoda( Jo suealy Aq A|jed1bing pajeal] Asjed 9AI9N [e1deq pue OJ|A YUM S1US11ed—MBIASY iN1eIdilT *L djgel

‘ 195



J Int Adv Otol 2023; 19(3): 191-198

—Own Material
h MEO and Facial Nerve Palsy—Ow
i itl
2. Patients wi
Table -
atients
5 Number of p S
: : ] ; ears]
o g |8 |E |8 |E|F |B Mean age (range) [y: = :
=] & [ = o 8 S S g . . 900
% % % | § é g &) g m S Diabetes (84.62%), CRF (7.6 :
= 0 1 & o i : ients) . -
se |& z |, Comorbidities (% of pat e aemgmosz?
inos
é | E | % % Pethogens Pseudomonas aerugino e
E | | | t g éi B Enterobacter cloacae (7.
5 2 s 2 s > | E <
E g % | E % m g E § % E g 6 (84.62%), 5 (15.38%)
g g §8z/58¢ S : | | .
S ik U U w l ion before the
E E’ % g % é g § E 2 & & = Facial nerve functlon(% of patients) | —
gL e i Ciprofloxacin + ceftriaxo
B temic treatment (% of patients) Cioroflosacin 695
u g ste
E &l T ’ Ceftriaxone (7.69%)
) | | N | Meronem (7.69%)
S e =z
ioti 4-10)
time (range) of antibiotic 6 (
Mean ti
: i i 100%)
£ % 2 |2 |2 |2 |2 |2 therapy (weeks) o TR -
| g | | . (% . nulation
) | | | : o % of patients) Biopsy of the gra
“ 2 Surgical treatment (% of p. e | o
§ § § g % Antromast0|dectomy .ion (7'69%)
| g § g : é Facial nerve decompress
I £ : m
5 § g | % S i n (15.38%)
| | . ric oxyge
E D D % E EL & ( S’ atment (% of Hyperba
E Z Z £ Other methods of tre -
S i nt (53. :
:a : T ial nerve improveme
m : - i fter the Faci A,
g g Facial nerve function ats) i (7.69%)l)paHrB iz
| m : e 69%), §
c 2 S ent (% of pa s s
: : 5 treatm G
B E § (7.69%), HB 4 (7.69%)
C
| % : ) Recovery (100%) |
| | | : | otitis.
g ;‘ D D % % % % Eﬁ oeone e e Brackmann; MEO, malignant external o
: i ; e-Br. ;
g % % % Z Z é CRF, chronic renal failure; HB, Hous ) key -
U _ - | . . . 39 T e
ation.
a 5 |5 |5 | & d need shorter hospitaliz ly diagnesis and adequate
5 o c & 15 |8 (& |8 5 |2 therapy an feed shortr hospia oy i e
2 2 5 s 5 1% |8 |8 & |5 |¢& ce morbidity a oy ot cony g o :
m | | | i L : - 40 Combined antibiotic t e e
[ = § a o £ £ S S S et o therapy. o
E | g | S § g i § _é o o mo'no igh doses) and ceftazidim
& g $ g HEHE AR outcomes w A 5 i ctuime
z u | w g E E E E C : . Itures reve
| | g E i HE g i . o dards for further
9 = 5 g < = = K] 2 o o el ey e |
o = c = s = G ] ® &£ T Unfortuna ’ well-esta dard I e
| | E U % e | ~ | e he individua
: % E u BN : ial resistance. There established st
2 g 2 g :
% | LL il te”aagement e emF:-:‘nt after 2 weeks of target: ;
H > | E e ' ol 710 hyperbaric oxy-
| e §_ m 2 e T T tients wit . erapy,”'® hyp . i
= 55 $% |y 8 g |2 |2 |8 g ence. FO.F pa wih o antlfungal.th dpmo’n-M b o
a12852 |8 8 antibiotic therapy, T nge etk el
PlS2sz 8 " or surgery ¢ d surgical inte
- | C : et is a growing trend towar
o 2 £ ' I
2 ] O o Pl z notice that there . ing trend to
% ; 2 Z Z 2 rehensive ME
| | 2 e ent of choice for
| 1 % : ression is the treatm Seecraon
£ s 5 ° % In some centers, FN decompo ™ Some authors Strong|y age
e} @ ° = o 2 > N f ME . te the Sp
C | FEE E in the course o . o o
© a =) g s |8 £ FN palsy in derlying that e e presd
| | | | h ; oty b the indica
| | | O : i g t are then .
m suc o i o
: g % : o ko ficiencies in
: . . 7 0 the defic
_C : . : fection to t hat are :
2 E I 15 © © = mpression? | easy. Interes oy, :
& m D % 5 i : et cFI)etermining them is not so th)g o adVOd
c = =z o @ o e . ture, h s . . .
| < N | | : o e ailed to resp
E x S 2 s = = w % that exist have not C . Sgrgery 0n|y i cases that TB ed 0 respond
é g L C g N aggreSSI\'zment Raines and Schindler o
o © = © = ) rea ' | ues '
% | ; S g 5 é He £ eolormtion and ¢ inage of subtemporal tiss " he progres
& . 3 : E R E3IEE|EE T exploration and drain gf o subremporal tssves o
E g ﬁ : UL : i he disease manife / cvelopment of |
3 | 8 D : S eneral signs o © despite Zwcex
& E 88 8 (8 |y s athies and local/g d FN decompression tog
m g o il L : theram, etal' performe
- w O 3
: . g § L & therapy. Karaman
: & é N ? ? S 2 v}
: ) o :l‘r < <
2 < g <
c <
=

196



hyperbaric oxygen therapy in cases of MEO with FN palsy which did
not benefit from conservative treatment. Lambor et al"® recommend
surgical intervention in patients with persistent otalgia for more than
10 days (visual analogue scale [VAS] score of more than 50%), and
those with persistent granulations. They conclude that most stage
| patients respond well to medical therapy, whereas stage Il and llI
patients are likely to require surgical intervention to improve their
outcomes. Dabiri et al'® point out that the decompression of the FN
might be useful in patients with the erosion of the mastoid part of
the FN canal on CT imaging. Furthermore, the study indicates that
the stylomastoid area involvement should not predict the risk of
paralysis of the seventh nerve. Peled et al™ and Hasibi et al” suggest
the surgery if improvement is not seen after 2 weeks of conserva-
tive therapy, other authors'®* consider the patient as nonresponsive
after 3-4 weeks. Freeman et al** conclude that mastoidectomy and
debridement with or without FN decompression may improve FN
outcomes when compared to isolated medical management, espe-
cially when performed within 14 days of the onset of paralysis. The
next question concerns the technique (CWU or CWD) which should
be used during decompression. Peled et al** recommend surgical
extent tailored to the sites of involvement: Canal wall up mastoidec-
tomy is the minimal surgical procedure that should be converted to
CWD mastoidectomy in cases of severe bone erosion of the posterior
canal wall and when better exposure of the middle ear is required.
Such a recommendation sounds reasonable. Other clinicians mostly
use CWD technique?' 417193031 or petrosectomy,'®? which, in our
opinion, should not be approaches of choice. In many articles, surgi-
cal technique is not specified.'022252932:33

Our paper has strong points and some limitations. It is the first lit-
erature review focusing on FN decompression in MEO. It presents
all cases published in the past 50 years with an emphasis on treat-
ment outcomes. It shows that nowadays, in the era of appropriate
antibiotic therapy, even extensive surgery does not exacerbate
or deteriorate local and general patient status and does not bring
the risk of infection spread along the skull base. Unfortunately, our
experience with such an approach is limited. National standards do
not recommend surgical treatment, including FN decompression, in
MEO. Therefore, we do not perform it routinely, except for histopath-
ological sampling of the granulation tissue to exclude malignancy.
However, some authors reported improvement of FN function after
its decompression. Thus, based on the literature, it seems justified in
selected unresponsive cases.

CONCLUSION

The management of MEO is still difficult and not well defined. Long-
term combined culture-directed antibiotic therapy together with
minimally invasive debridement and intensive treatment of hyper-
glycemia, if indicated, remains the mainstay of the treatment strat-
egy. The FN decompression seems justified in selected cases of MEO.
It can be considered as a therapeutic option in patients with Vlith
nerve palsy not responding to conservative treatment.
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