Lower Motor Neuron Facial Palsy in 13 months old due to Acute Otitis Media

and its challenges: a case report
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Introduction

* Lower Motor Neuron Facial Nerve Palsy(FNP) is rare in children.

 Its annual incidence is estimated to be less than 2.7 per
100,000.1

* QOverall, in Children the Idiopathic(Bell's Palsy) is leading cause
of FNP but in toddlers' infection is the leading aetiology*.

* This case report describes a previously healthy toddler who
developed acute FNP three days after upper respiratory
symptoms, with concurrent AOM findings.

History of Presenting Illness and Exam

A 13-month-old girl presented with coryza for 3 days and fever
for 1 day, along with left facial fullness noted by her mother. No
history of trauma, rash, ear discharge, or recent travel. Well
child and up-to-date with vaccinations.

Examination revealed an alert ,non-distressed child with left
eyebrow droop, limited left forehead frowning, incomplete left
eye closure, and loss of left nasolabial fold (grade IV House
Brackmann scale) consistent with left FNP.

Bilateral red bulging tympanic membranes noted on otoscopy.
No mastoid tenderness or other concerns.

Remainder of systemic and neurological examination was
unremarkable.

Course During Hospital Stay

Leucocytosis 14600/mcc, C-reactive 3.5mg/dL(Ref Rang 0-5mg/dL).

Extended Viral Panel +ve Human Metapneumovirus RNA, while
Blood Culture were Negative.

Treatment with IV Cefotaxime and IV metronidazole commenced.
Oral prednisolone also added .Give dose OF STEROID

Tympanometry revealed bilateral middle ear effusion, ENT team
performed myringotomy and tympanostomy tube Insertion, discharge
yielding Staphylococcus aureus, (MSSA).

Ophthalmology team advised eye taping, artificial tears, and
ointments for corneal exposure. 7 days IV antibiotics were followed by
2 weeks of oral cephalexin.

At the 21-day follow-up, facial paresis improved from grade IV to Il on
the House Brackmann scale.
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» FNP is a very rare complication of AOM with an incidence of <0.005%?
due to easy access to antibiotics and healthcare nowadays. The
pathophysiology for FNP is unclear and multifactorial. Gram-positive
coccl, particularly Streptococcus pneumoniae and Staphylococcus
species, are commonly implicateds.

» In our hospital, secondary AOM-related facial nerve palsy is promptly
treated with intravenous antibiotics, steroids, myringotomy, and
grommets placement.

» The use of steroids in AOM leading to FNP in children is debatable. An
RCT by Unuvar et al. “and a large-scale paediatric study by Hanci et al.’
found that children on steroids did better; however, a recent publication
of the BellPIC> study found no significant difference.

» For AOM-related facial palsy®, myringotomy relieves pressure on the
facial nerve by draining middle ear exudate and assists in diagnosis and
antibiotic selection.

» A CT scan wasn't done since the child improved within 72 hours of
therapy. However, we recommend it if there's no clinical improvement
after medication and myringotomy, or if intracranial complications are
suspected.

» As observed in our patient, the prognosis for AOM-related facial nerve
palsy Is typically favourable with appropriate therapy, although a 6%
incidence of residual dysfunction has been reported-.

Conclusion

v In the current era of easy access to healthcare and antibiotics,
facial nerve palsy (FNP) is a rare complication of acute otitis
media (AOM).

v It is important to rule out other causes before making a diagnosis

of Bell’s palsy. Clinicians should remain vigilant about acute
Infections as a potential cause of FNP.

v" Idiopathic or post-viral facial palsy is uncommon in children less
that 2 years.
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