
SYMPOSIUM NEUROLOGY
BELL’S PALSY

thepractitioner.co.uk

18

September 2021;265(1851):17-20

recovery rates.22 Recurrence of
symptoms within weeks or months
should prompt further investigation.

Severity
• Is there incomplete eye closure? 
All patients with eye closure weakness
require an eye care regimen consisting
of lubricating daytime eye drops with
optional patching to protect against
injury and eye ointment with taped
closure at night. Inability to close the eye
completely leaves the patient at risk of
corneal ulceration and advice from an
ophthalmologist may be required.19

Eating, communication and aesthetics
Patients may experience difficulty
eating, drinking, or speaking. 
The psychopathology associated with
facial disfigurement, even temporary,
should not be underestimated and
reassuring patients that a good
prognosis is likely is important.

Additional associated symptoms
Accompanying symptoms include:
postauricular pain in around half of
patients, altered taste due to chorda
tympani involvement in around a third,
eye dryness in around a third and dry
mouth in around a fifth. 

Additional symptoms may include:
facial pain, hyperlacrimation, aural
fullness and loud noise intolerance
(hyperacusis).21

Table 1

Alternative causes of acute unilateral lower motor neurone facial palsy1,17-19

Infective

Ramsay-Hunt syndrome

Zoster sine herpete

Lyme neuroborreliosis

HIV, EBV, Zika

TB, polio, syphilis

Otitis media/
malignant otitis externa/
mastoiditis

Basal meningitis

*Rarely a focal pontine lesion can result in isolated lower motor neurone facial weakness, the spontaneous onset would differentiate this from other causes18

Lyme neuroborreliosis should always
be considered for patients in an
endemic area or who have characteristic
features, so it is important to ask about
recent travel, tick bites, rashes etc. 

Multiple cranial palsies are suggestive
of sinister causes such as compressive or
infiltrative neoplastic lesions. 

Systemic features may suggest basal
meningitis caused by infective,
malignant or inflammatory diseases.17,18

PRESENTATION 
Bell’s palsy is a clinical diagnosis.
Patients typically present with an acute
onset (ranging from a few hours to 
72 hours) unilateral lower motor facial
weakness (see box 1, below). The degree
of weakness varies significantly and 
may be preceded or accompanied by:
postauricular pain, altered taste, dry
eye and hyperlacrimation.21 These
associated non-motor symptoms
reflect the involvement of sensory and
parasympathetic facial nerve pathways.4
In some cases, onset may be so acute as

to mimic stroke. Patients often complain
of sensory symptoms affecting the face,
although the facial nerve is purely motor
as regards the face.

A clinical diagnosis in primary care is
acceptable if the above features are
confirmed but it is important to identify
any unusual features, including red flags
which require referral for further
investigation (see table 2, p19).

FOCUSED HISTORY 
The following key areas should be
addressed when taking the history:

Timing 
•Was the onset more than three days
ago? Bell’s palsy never presents
insidiously.
•How has the weakness evolved over
this time? Maximal weakness in Bell’s
palsy occurs within 3 days, deviation
from this course is atypical.1 

The frequency of recurrence ranges
from 6.5 to 19.4% and recurrent
episodes are associated with lower

Neoplastic

Facial nerve
schwannoma

Head/neck
cancer and
facial nerve
infiltration
e.g. parotid
carcinoma

Cerebello-
pontine angle
tumours 
e.g. acoustic
neuroma

Cerebral or
leptomeningeal
metastatic
spread

Inflammatory

Sarcoidosis

Vasculitis

Basal
meningitis 

Autoimmune

Guillain–Barré
syndrome

Multiple
sclerosis

Miller Fisher
syndrome

Metabolic

Diabetic
mononeuritis 

Trauma

Temporal bone
fracture

Post-operative

Other*

Melkersson-
Rosenthal
syndrome

Cholesteatoma

Box 1

The clinical features of Bell’s palsy: diagnostic criteria18,20

•Acute progressive (not spontaneous) onset over hours and up to 3 days 
•Unilateral lower motor facial weakness affecting upper, mid and lower facial zones
•Maximal facial paralysis at 72 hours before improvement within 4 weeks
•The absence of any symptoms and signs to suggest an alternative cause


