


t h i rd week after the trauma, when classical
stimulation testing is becoming conclusive. The
surgical indication depends mainly on the electro-
physiological tests. In the present series, 5 patients
could be evaluated within the first 3 weeks and the
decision was based on both ENoG and EMG
findings, which showed 100 % degeneration and
total denervation, respectively, at the time of surgery.
Three patients were referred to our unit 3 weeks
after the trauma from different hospitals after the
their medical and neurological condition was
stabilized. The indication of surgery for these 3
patients was made depending on EMG findings.
Thus, surgery should be indicated when the
diagnostic yields of ENoG and EMG are at their
peak together with TBF on HRCT.

The timing of surgery is still a matter of debate.
Fisch [8] advocates immediate exploration only in
patients with delayed FNP if ENoG shows more
than 90% degeneration while delayed exploration (3
to 4 weeks) should be performed in patients with
acute FNP if they meet the surgical criteria. Patients
with acute FNP after trauma generally have other
system injuries and the surgery should be delayed
until the patient’s neurological condition is in stable.
According to Chang and Cass [5], decompression
s u rgery provides beneficial effects if performed
within 14 days of injury and delayed surgery should
be done if the facial nerve function does not show
any recovery to ascertain acute or delayed FNP in an
unconscious patient. Lieberherr et al. [13] operated
on patients with acute FNP, with more than 90 %
nerve degeneration on ENoG, 1 to 3 months
following the trauma and found that 53-100% of the
facial nerve function returned to normal. McKennan
and Chole [14] found different degrees of recovery of
the facial nerve function according to the HB scale in
patients who were operated either early or late
following the trauma. Quaranta et al. [15] included
13 patients with acute FNI in their series after TBF
found that good recovery is also seen in patients
who underwent decompression surgery even 3
months after trauma. In a recent study that included
acute FNP associated with TBF after head trauma,
Ulug and Ulubil [16] found that the patients who
were operated on relatively late had better facial
recovery. In this series, the mean operation time was
70.1 days, ranging from 21 to 160 days. The delay in
surgery was mainly due to the late first evaluation
and the late referral since we had to wait until the
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patients’ conditions became stable. However, late
d e c o m p ression was not associated with a bad
outcome and all six patients’ facial nerve function
recovered at least 3 HB scale. Overall, we prefer to
decompress the facial nerve as soon as the patient’s
general condition permits and the patients included
in this study were operated on later as they had
multiple associated lesions or were referred to our
unit late.

The choice of the approach in traumatic FNP
g reatly depends on the presence of serviceable
hearing following trauma. According to Fisch [9],
the facial nerve is injured distal to the geniculum in
the majority of the cases with longitudinal fracture. It
has been traditionally suggested that  a MCF
combined with transmastoid approach should be
used for mixed and longitudinal fractures [1, 2, 7, 8]. 

We used the MCF approach and combined it with
transmastoid exploration in 2 such affected patients
and total decompression of the facial nerve was
achieved. A pure MCF approach was performed in
the remaining 6 patients. We believe that the MCF
approach is unique and adequate in that it allows for
direct exposure of the IAM, the cisternal, meatal,
labyrinthine and tympanic segments of the facial
nerve and the perigeniculate area. Thus, we advocate
using the MCF approach as a surgical technique if
the geniculate ganglion region of the facial nerve
requires exploration.

Long-term outcomes were available in 6 patients
in this series and all 6 showed 3 HB scale recovery.
Thus, functional recovery is possible in patients with
acute FNP who were operated even 4 months after
the onset of paralysis. 

CONCLUSION
Surgery should be considered for patients with

acute FNP due to TBF secondary to head trauma if
ENoG shows more than 90% degeneration within
the first 3 weeks of the onset of FNP. If the patients
are admitted more than 3 weeks after the onset of
palsy, surgery should be considered when EMG
shows total denervation potentials. MCF approach
allows the management of most cases of FNP in TBF
involving the geniculate ganglion. Early
decompression of the facial nerve in case of acute
paralysis has beneficial effects, but facial nerve
decompression even 4 months after the onset of FNP
can still have a beneficial effect, depending on the
ENoG or EMG, in patients who could not be
operated on early.
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