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A Quick-Start Guide to Bell’s Palsy

Bell's palsy is a disorder of rapid onset that is associated with a temporary, and most often,
unilateral facial paralysis occurring when cranial nerve VII (facial nerve) becomes swollen,
inflamed, or compressed from edema as a result of a viral infection (e.g., herpes simplex virus,
varicella-zoster virus, Eptein-Barr virus; Warner & Varacallo, 2018). Onset typically occurs over
the course of several hours. Bell’s palsy is notable in that there is no trauma noted to the facial
nerve (Dulak & Naqvi, 2018).
 
The facial nerve innervates the muscles of face which control the muscles of facial expression
and muscles that close the eye (Baugh et. al 2013).  The facial nerve also provides
parasympathetic innervation to the salivary and lacrimal (tear) glands and transmits taste
sensation from the anterior 2/3 of the tongue (Dulak & Naqvi, 2018).  Additionally, the facial
nerve plays a role in several facial reflexes, including the corneal reflex (closure of both eyelids
in response to cornea stimulation), the orbicularis oculi reflex (bilateral eye blink in response to
supraorbital nerve stimulation, light, or sound), and the orbicularis oris reflex (tapping the
upper lip or nose resulting in the opposite corner of the mouth elevating) (Dulak & Naqvi, 2018).
 
Muscles innervated by the facial nerve include (Dulak & Naqvi, 2018):
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Muscles of facial expression
Stylohyoid – contributes to hyoid elevation and lingual elevation
Posterior Belly of the Digastric – works with the anterior belly of the digastric muscle to
elevate the hyoid; also involved in complex jaw movements
Stapedius muscle in the middle ear – stabilizes the stapes, preventing overreaction to
loud noises

Incidence:
Approximately 40,000 new cases of Bell’s palsy are diagnosed each year, with a 8-12% rate of
recurrence (Warner & Varacallow).  Bell’s palsy most often occurs between the ages of 15 to 45,
and is more highly associated with people who have diabetes or upper respiratory ailments
such as the flu or a cold (National Institute of Neurological Disorders and Stroke [NINDS], 2018).
Additional risk factors may include pregnancy, preeclampsia, obesity and hypertension
(Warner & Varacallo, 2018).
 
Symptoms (Dulak & Naqvi, 2018):
Primary:

Range from unilateral mild weakness to total paralysis. *Rarely bilateral*
Secondary:

Drooping of the eyelid and corner of the mouth
Drooling
Dryness of the eye or mouth
Impairment of taste
Excessive tearing in one eye.

These symptoms begin suddenly and progress over 48-72 hours. A diagnosis is made based on
symptomology and ruling out other possible causes, such as a stroke or tumor. There is
currently no medical test to confirm diagnosis of Bell’s palsy (NINDS, 2018).
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General Assessment and Treatment Considerations:
 
Due to the high rate of spontaneous and complete recovery of the facial nerve, the mere idea
of treatment is controversial. Peitersen (2002) studied Bell’s palsy in 1,701 patients and found
that after just 3 weeks, 85% of patients began to recover (when recovery is defined as “the first
sign of muscular movement in relation to the onset of palsy. (p.9)” The remaining 15%
demonstrated onset of recovery within 3-5 months. Of all of the patients in this study, 71%
returned to normal function. In this study, the trajectory for remission of symptoms was
influenced by the degree of degeneration and the latency at which function began to return.
That is, patients with total degeneration who demonstrate late onset of recovery will have
poorer prognosis.
 
Medical Treatment:
 
Patients with Bell’s palsy will require medical management. If a patient on your caseload begins
to present symptoms associated with Bell’s palsy and immediate referral should be made for
differential diagnosis and a treatment plan.
 
Most often, physicians prescribe corticosteroids within the first seven days. Antivirals are also
being recommended as well as a combination of these medications. Research shows the early
this treatment is initiated the better the outcomes. An important thing to be aware of is that
these patients may no longer be able to close their eye. Special attention needs to be given to
keeping the eye moist (Holland & Weiner 2004) and eye patches may be beneficial to prevent
corneal damage (Dulak & Naqvi, 2018).
 
Dysphagia and Motor Speech Assessment & Treatment:
 
Assessment:
The purpose of a clinical assessment of a patient with Bell’s palsy is to trial and determine the
most appropriate compensatory strategies for both speech and swallowing. A thorough case
history followed by a cranial nerve examination and clinical swallow examination provide
valuable information in this population.
 
Refer to the “Clinical Swallow Evaluation,” “Cranial Nerve Examination,” and “Assessing and
Treating Dysarthria” resources for additional information regarding assessment.
 
Treatment:
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Rehabilitative - “There is no evidence to support the use of electrical stimulation during
the acute phase of recovery after Bell’s palsy and there is low-level evidence for patients
with chronic symptoms.” (Fargher & Coulson, 2017)
Compensatory - The severity of paralysis will have a direct relationship with the
compensatory strategies selected with this population. Some to consider however
include drinking with a small straw on the unaffected side and/or manually achieve labial
closure.
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Voice Assessment:
 
There are not typically voice deficits noted with Bell’s Palsy, however no diagnosis exists in a
vacuum. If there are any concerns with voice it is best practice and necessary to refer the
patient to an ENT.
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