
 

 

Unilateral Sixth Nerve Palsy Unveiling a Giant Nasopharyngeal Tumor: A 
Rare Neuro-Ophthalmic Presentation – Case Report 

 

Abstract :   

Nasopharyngeal tumor is an intrusive tumor arising from the epithelium of the 
nasopharynx,presenting as different symptoms depending on the area of the development 
of the tumor. It is an endemic carcinoma in North Africa. The location of the tumor,  its 
difficult access to the physical examination and the symptomatology often misleading 
associated with invasion of adjacent structures explain the often delayed diagnosis. 

The purpose is to report a rare neuro-ophthalmic presentation of nasopharyngeal 
carcinoma . 

We report the case of a 60 years old woman who first presented with a sixth nerve palsy 
leading to the diagnosis of a giant nasopharyngeal tumor extending to the cavernous sinus. 
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Introduction :   

Nasopharyngeal carcinoma is one of the most frequent cancers in North Africa. The most 
common histological type is non-keratinising squamous cell carcinoma.   

The intracranial extension may be revealed by cranial nerve paralysis  or orbital apex 
syndrome . Cranial nerve involvment isn’t rare but the isolated sixth nerve paralysis as first 
presentation of the tumor is uncommon. 

 

Case report :   

We report the case of a 70 years old female , with no history of diabetes or cardiovascular 
disease who presented with a 4-week history of limited eye movement plus diplopia .  

 The ophtalmological examination found limitation in abduction of the left eye and an 
horizontal binocular diplopia worsened with left gaze . (Fig1)  

The best-corrected visual acuity (BCVA) was 20/25 in both eyes, pupil was reactive and 
equal . Exam of the  anterior and  posterior segment were unremarquable .    

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 1 : Patient examination showed significant abduction deficit of the left eye  

 

Orbitocerebral magnestic resonnance imaging ( coronal and axial slices ) was performed and showed 
a giant left nasopharyngeal tumor starting to extend to the left cavernous sinus. (Fig2) 

 



 

 

Fig 2 : Giant nasopharyngeal tumor : Isosignal on T1 sequences , hypersignal on diffusion 
sequences with low ADC with significant enhacment after gadolinium injection . 

 

 The patient was referred to an otolaryngologist who performed a rhinoscopy that showed a mass at 
the left nasopharynx .Tumor biopsy was done and revealed a non keratinizing squamous cell 

carcinoma .( Fig 3) 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3 :  Histopatholoogical exmination revealing a non keratinizing squamous cell carcinoma 

 

 The patient was then adressed to the oncology department and started the radiotherapy  
followed by chemotherapy . 

 Discussion :   

Nasopharyngeal tumors are frequent tumors in North Africa with an incidence rate of 8-
12/10000. The tumor occurs in the epithelial lining of the nasopharynx .On a pathological 
basis , there are 3 histological types and the undifferentiated nonkeratinizing NPC is the 
most common type [1] . 
Almost half of the clinical presentations of the nasopharyngeal tumor are nasal symptoms 
although other symptoms may be present depending on the extension . (Table1 ) 

 

Structures Clinical presentation 

Nasal Nasal obstruction/Epistaxis  

Aural -Hearing loss  

-Tinnitus  

Neurological -Diplopia ( Sixth nerve)  

-Ophtalmoplegia ( Cranial nerves )  

-Horner’s syndrome  

-Xerophtalmia [15] 

Metastasis -Cervical lymph node  

- Paraneoplasic syndrome  

Table 1 : Different clinical symptoms of nasopharyngeal carcinoma[2]. 

 

 



 

 

 Cranial nerve palsy reprensents 9,4%  of NPC symptoms[2] .Cranial neuropathy is usually 

associated with a  more invasive stage T4  which explains the poor prognosis in cranial nerve 
involvment [3].The cranial nerves that are the most involved are nerve V (particularly the 
maxillary division) and VI [4].A study conducted by Richards  and Al found  that NPC was 
responsible for abducens palsy in (5.6%) out of 193 patients presenting with ocular motor 
nerve palsy caused by intracranial neoplasms. 

In most cases in literature , abducens palsy associated with diplopia is only present as a sign 
of  the recurrence of the tumor  or post-radiotherapy.Kau and al  analysed a series of 
patients presenting diplopia secondary to the tumor .They found that the new onset of 
diplopia in these patients was secondary to tumor recurrence in (52%) of the patients , 
radiation neuropathy in  (35%), and  skull base osteoradionecrosis in (13%)[5].  

Wong and Al  analysed data  of  354  patients diagnosed with or treated for NPC a.7.6% of 
the patients presented an ophthalmic involvement due to NPC or its treatment.Symptomatic 
orbital invasion  occurred in 48.1% . Ocular signs, but no orbital invasion, was present29.6%. 
[6] . However cavernous sinus infiltration was not statistically significant as a factor of poor 
prognosis in patients treated for NPC, even in advanced lesions [7] . 

CT scan supplemented with MRI is currently being used for accurate tumor mapping and 
detection of possible tumor extension [7]. 

  

  In a series of 166 patients , Ilhan and al tried to analyse the outcome of abducens nerve 
paralysis in patients with nasopharyngeal carcinoma.The third nerve palsy was associated 
with poor outcome compared to the sixth nerve palsy, which is more amenable to treatment 
[8].The duration of neuropathy and the involvment of the optic nerve were independent 
negative predictors for neurological recovery because of the irreversible damage to the 
neural tissue, even if the underlying cause is addressed [9]. 

 Nasopharyngeal tumors are not abordable for surgery  because of the anatomical specifity 
of the region, but it is a highly radiosensitive tumor.Radiotherapy or chemoradiotherapy is 
considered the first choice treatment for NPC[10]. 

According to several studies, NPC misdiagnosis can be attributed to two causes: patient 
delay and health system issues (professional delay)[11]. Improper diagnosis and a lack of 
suspicion of NPC by healthcare professionals, particularly in low-incidence areas, contribute 
to late diagnosis[12].The anatomical specifity of the tumor is also related to a late 
diagnosis. .James and Al reported   a median time of 2 months between apparition of 
symptoms and diagnosis of NPC in a serie of 504 patients  [15]. 

 

Conclusion : 

Nasopharyngeal carcinoma is among the most frequently misdiagnosed tumors since it does 
not initially prensent with nasal symptoms. While early optic nerve involvement is extremely 
rare, symptoms are associated with cranial involvment.To improve patient survival, NPC 
should be diagnosed early and any isolated nerve palsy should lead to neuroimaging. 
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