
CASE REPORT
HEMIFACIAL WEAKNESS

persistent discharge of cholesteatoma.
Facial palsy is seen in persistent acute
otitis media however it is a rare
complication. 

Facial palsy may also be associated
with systemic disease such as sarcoidosis
or HIV and should be considered within
the spectrum of concurrent symptoms
and medical history. The exception is
that of Lyme neuroborreliosis where
facial palsy is occasionally the sole
presenting symptom.5

REFERRAL
Acute Bell’s palsy can be managed
successfully in primary care. Current
research still demonstrates benefit in the
expeditious use of steroids (e.g. 50 mg
prednisolone once daily within 72 hours
of onset for ten days). However no clear
added benefit from the use of antiviral
therapy has been shown.1

In the assessment of acute facial palsy
examination should include the cranial
nerves, ear, parotid, neck and oral cavity.

thepractitioner.co.uk

30

July/August 2013– 257 (1763): 29-32

cerebellopontine angle e.g. acoustic
neuromas, present with tinnitus and
hearing loss, and parotid tumours 
with a mass.4 

Middle and external ear infections do
not cause facial palsy in isolation.
Significant otitis externa in a patient
with diabetes may predate the
development of facial palsy, as would
progressive hearing loss and the foul

Box 1

Case history 

A fit and well 33-year-old woman presented to her GP with a 12-hour history of right-sided facial weakness and ear pain.
Examination confirmed right-sided facial weakness with nonspecific sensory changes and lagophthalmos. The patient was
systemically well, showed no other neurological signs, and otological examination was normal.

The case history represents a typical presentation of Bell’s palsy. Unfortunately, unlike the majority of patients, her facial palsy
and lagophthalmos persisted; over time she developed distressing synkinesis (involuntary facial twitching/spasms),
depression, anxiety, and headaches. 

Like many sufferers there was a long interval between the onset of facial palsy and referral as it was felt her condition was
primarily cosmetic and the synkinesis was an inevitable (untreatable) sequela of the condition. She was referred to a
specialist service where directed physical therapy and botulinum toxin injections controlled aberrant synkinetic movements
to restore her facial function and improve her quality of life. Figure 1, p29, demonstrates what can be achieved with targeted
facial exercises.

It is essential for both GPs and specialists
to grade the extent of weakness early to
determine prognosis and direct
treatment, see table 2, opposite.

The following patients should be
referred:
•Cases with lagophthalmos require eye
protection (patching and artificial tears);
ophthalmological opinion is required if
the weakness persists beyond a few
days or ocular damage is suspected
• In Ramsay Hunt syndrome, which
typically presents with severe pain and 
a rash on the ipsilateral ear or intraorally,
antivirals both expedite recovery and
improve outcome.3 The usual dose 
is aciclovir 400 mg five times daily for
ten days. Referral to specialist care is
indicated in immunocompromised
patients, those with significant pain, 
and where intraoral vesicles prohibit 
oral intake
•Palsy secondary to trauma or surgery
should be referred immediately as
surgical exploration is often required 

‘In the assessment
of acute facial palsy
examination
should include 
the cranial nerves,
ear, parotid, neck 
and oral cavity’

Table  1

Red flags and diagnoses in facial palsy
Red flag
Forehead sparing with other acute neurology
Parotid mass
Hearing loss, tinnitus, vertigo
Otitis externa in a diabetic patient
Trauma (or recent surgery)
Acute severe or chronic otitis media
Bilateral facial weakness
Systemic upset

Herpetic vesicles/severe pain

Other significant neurology

Tick bite (or exposure)
Erythema chronicum migrans

Potential diagnoses
Cerebrovascular event
Parotid tumour
Cerebellopontine angle tumour
Malignant otitis externa
Trauma
Otitis media +/- cholesteatoma
Sarcoidosis, Guillain-Barré syndrome
Ramsay Hunt syndrome, HIV,
leukaemia, sarcoidosis, Lyme disease
Ramsay Hunt syndrome

CVA, intracranial tumour, 
multiple sclerosis
Lyme disease (neuroborreliosis)

Cause
Upper motor neurone sparing 
-
Associated compression of vestibulocochlear nerve
Erosion of external auditory canal
-
Middle ear or mastoid disease
-
-

Herpes simplex virus in geniculate ganglion

-

-


