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Abstract:

Introduction: Prostate cancer metastasis to clivus and occipital condyle are extremely rare. We present a
case with metastasis of prostate cancer to skull base causing occipital condyle syndrome (OCS).

Case Presentation: A-56-year-old man was referred to our clinic with complaints of dysphagia for two
months and headache on his right occipital region for five months. There was deviation of the tongue to the
right side in his physical examination. He underwent a surgery for prostate adenocarcinoma for two years
ago. Magnetic resonance imaging and computed tomography showed a mass destructing to the clivus and
right occipital condyle. Biopsy confirmed the prostate adenocarcinoma metastasis. The patient died after two
months from diagnosis of skull base metastasis.

Conclusion: Otolaryngologists, urologists and neurologists should be aware for early diagnosis of OCS in a
patient with prostate cancer. Early physical and radiological examination of the patients may improve the
prognosis.
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Interoduction:

The course of hypoglossal nerve (CN XII)
predisposes many different etiologies for palsy.
Carotid endarterectomy, direct laryngoscopy,
intubation are main operative causes of CN XIlI

only a few cases have been reported [7]. We
present a case with late metastasis of prostate
cancer to skull base causing OCS.

Case presentation:
A-56-year-old man was referred to our clinic with

palsy [1]. Trauma, radiation and primary or
metastatic tumors of skull base are nonoperative
causes of CN XII palsy and metastatic
malignancies are account for 13% for all CN XIlI
palsies [2].

Prostate cancer is the most common cancer in
males but skull base metastasis is rare [3, 4]. Many
different clinical forms has been described before
such as occipital condyle syndrome (OCS),
Villaret’s syndrome, Collet-Sicard syndrome [5,
6]. OCS consists of unilateral occipital pain that
may radiate to mastoid, ear and vertex with
ipsilateral CN XII palsy and mainly caused by
metastatic cancer [5]. Prostate cancer metastasis to
clivus and occipital condyle are extremely rare and

complaints of dysphagia for two months and
headache on his right occipital region that radiated
to mastoid and ear without any tenderness for five
months. There was deviation of the tongue to the
right side and hypotonia of anterior two thirds of
tongue in his physical examination (Figure 1) and
other cranial nerves’ functions were normal. His
medical history included a surgery for prostate
adenocarcinoma 2 years ago and received
hormonal therapy for multiple bone and lung
metastasis. The bone scintigraphy performed 7
months before diagnosis of skull base metastasis
showed that all metastatic lesions disappeared with
hormonal therapy except for L1 vertebra. A
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magnetic resonance imaging (MRI) revealed a
mass located in the clivus and right occipital
condyle and destructed them, showing diffusion
restriction, hypointense in T1-weighted images,
hyperintense in STIR sequences and enhancing in
post-contrast series (Figure 2). The destruction of
clivus and occipital condyle was confirmed with
paranasal sinus computed tomography (CT)
(Figure 3). The prostate specific antigen (PSA)
value was 6.58 ng/ml.

The preliminary diagnosis was prostate cancer
metastasis to skull base, occipital condyle
syndrome, and endoscopic transnasal
transsphenoidal biopsy was performed. The
pathological examination confirmed the prostate
adenocarcinoma metastasis. The patient was not a
candidate for a skull base surgery. The patient’s
performance got worse after second dose of
chemotherapy and radiotherapy, and the treatment
had to be stopped. Narcotic drugs for severe
headache were administered. He died after two
months from diagnosis of skull base metastasis.

Figurel: The deviation to the right side and atrophy of right
two anterior thirds of tongue.

Figure2: Axial T1-weighted MRI image shows a mass
located in the clivus and right occipital condyle (Red arrow:
metastasis).

Discussion:

The course of CN XII is divided into five parts: the
first is medullar, second cisternal, third skull base,
fourth nasopharyngeal or carotid and fifth
sublingual part [8]. There are many etiologies for
CN XII palsy and the symptoms are depend on

where the lesion is. Prostate cancer metastasis to
skull base is approximately responsible for 2,5% of
all CN XII palsy [2]. Greenberg described first
OCS in 1981 in a skull base metastasis series [9].
In this series, he also described Villaret’s
syndrome and Collet-Sicard syndrome. The lower
four cranial nerve palsy is called for Collet-Sicard
syndrome and when it is associated with Horner
syndrome, this is known as Villaret’s syndrome.
Finally, occipital headache with CN XII palsy, as
in our case, has been called OCS.

OCS is twice as frequent in men and metastasis to
skull base is late process of the disease as in our
case [7]. However, OCS may be the initial
symptom of the metastatic cancer as described
“visible part of the iceberg” by Raggabi et al [10].
In a series of 11 patients, the CN XII palsy in OCS
may occur after headache by several to 10 weeks
[5]. In our case, CN XII palsy occured after 3
months severe headache. In this series, there was
tenderness of the occipital region in all patients in
contrast to our case.

The diagnosis of skull base metastasis is mainly
with CT and MRI. MRI is superior to CT for
demonstrating soft tissue masses with 82%
sensivity and enhanced sagittal and axial T1-
weighted images with normal hyperintense fat by
hypointense soft tissue are the most useful
sequance for detecting tumor [7]. Additional tests
such as PSA is also recommended. The biopsy
from the metastasis may be difficult to perform in
contrast to our case and in a recent study, a new
method has been described for biopsy called
“minimally invasive tubular approach” [11].

The outcome of the prostate cancer with OCS is
very poor and the survival was 2 months in our
case. The treatment mainly consists of
radiotherapy  and/or chemotherapy. The
conventional analgesics are not enough for OCS
pain [7]. Narcotic analgesics are usually needed as
in our case.

Figure3: Axial CT image shows the destruction of clivus and
right occipital condyle (Red arrow: metastasis).
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Conclusion:

Otolaryngologists, urologists and neurologists
should be aware for early diagnosis of OCS in a
patient with prostate cancer. Early physical and
radiological examination of the patients may
improve the prognosis.
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