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department is appropriate as exclusion
of a space-occupying lesion is important.

Recovery in Ramsay Hunt syndrome
is less complete with only 60% returning
to House-Brackmann grade I or II.
Incomplete palsy resulting from trauma
or surgery usually resolves completely.
However, recovery following complete
traumatic palsy has a more variable
outcome. 

Preoperative weakness associated
with tumours is often irreversible
because compromised nerve is
sacrificed where resection is necessary.

•A parotid mass with facial palsy
implies malignant change and must be
referred within the two-week wait
pathway
•A history of progressive hearing loss
and tinnitus with palsy also requires
urgent referral to neuro-otology for
assessment of cerebellopontine angle
tumours
•All cases of facial palsy associated
with infective otological symptoms
should be discussed with ENT

MANAGEMENT
If an organic cause is excluded, reassurance
and advice are critical when managing
facial weakness. Prognosis is dependent
upon causation. 

Bell’s palsy results in full recovery in
around 70% of patients,1 partial paralysis
is prognostically favourable. Recovery is
usually rapid (within three weeks) but
can take up to 12 months. There is
recurrence in around 10% of cases.2 The
longer the duration of paralysis in Bell’s
palsy the poorer the recovery. Episodes
occurring during pregnancy have a
slightly worse outcome. 

If no recovery is observed after six
weeks, a referral to an ENT or neurology
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However, postoperative impairment
frequently recovers after resolution of
transient oedema.

More complex than acute
management is the long-term therapy
of patients with facial nerve palsy.
Weakness is not the only symptom
requiring therapeutic intervention.
Varying degrees of palsy also affect
salivation, dental care, speech, eating,
eye closure, and responsive facial
animation. 

Facial palsy is commonly associated
with symptoms of anxiety and/or
depression, often poorly correlated with
the degree of weakness, and frequently
overlooked.6 Thus, a multidisciplinary
assessment to rehabilitate and manage
the functional and aesthetic as well as
the psychological aspects is essential
(see table 3, above). Facial therapists
formulate strategies to aid symptom
optimisation, including neuromuscular
training and physiotherapy that may aid
those patients with chronic symptoms.7

Selected patients may also then
benefit from a range of reconstructive
surgical treatments.

Table  2

House-Brackmann grading of facial palsy
Grade
I
II
III

IV

V
VI

Table  3

Management of persistent facial palsy
Problem
All aspects of facial weakness and psychological support/advice

Synkinesis/twitching (facial hyperactivity)

Dry eyes, recurrent abrasion, infections
Speech problems
Poor dental hygiene and dry mouth
Psychological problems
Asymmetrical smile/incomplete eye closure/facial asymmetry
Advocacy and support

Characteristics
Normal facial function in all areas
Slight weakness noticeable on close inspection; may have very slight synkinesis
Obvious, but not disfiguring, difference between two sides; noticeable, but not severe,
synkinesis (involuntary facial twitching/spasms), contracture, or hemifacial spasm;
complete eye closure with effort
Obvious weakness or disfiguring asymmetry; normal symmetry and tone at rest;
incomplete eye closure
Only barely perceptible motion; asymmetry at rest
No movement

Therapy/specialist
Facial rehabilitation
Specialist physiotherapy
Speech and language therapy
Specialist physiotherapy
Plastic surgery —botulinum toxin
Acupuncture
Eye care, ophthalmology
Speech and language therapy
Dentist
Psychology/psychiatry
Plastic surgery
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‘It is essential for
both GPs and
specialists to grade
the extent of
weakness early 
to determine
prognosis and
direct treatment’

Description
Normal
Mild dysfunction
Moderate dysfunction

Moderately severe dysfunction

Severe dysfunction 
Total paralysis


