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SUMMARY

Introduction: The ethiologic diferencial diagnostic for facial nerve paralisis is still a challenge and the literature has

shown conflictive results concerning its epidemiology.

Objective: To outline the incidence of the different ethiologies and the profile of peripheral facial nerve paralysis

patients in the otolaryngology ambulatory of the Faculdade de Ciencias Medicas e Biologicas da PUC-

SP - campus Sorocaba.

Method: The records of 54 patients with facial nerve paralysis seen during the years of 2007 and 2008 were

analysed retrospectively.

Results: From the 54 patients analysed, 55,5% were male, median age of 40,6 years and had the right side of

the face acomitted in 66,6%. Parestesia of the accomited side in 51,85% and increased tears in 66,6%

of the patients were observed as associated symptoms. Bell´s palsy was the most frequent ethiology

(53,7%), follwed by: traumatic (24%), Ramsay Hunt syndrome (9,2%), Cholesteatoma (5,5%), malignant

otitis media (3,7% and acute otits media (3,7%). Three cases of Bell´s palsy during pregancy was also

seen in this series.

Conclusion: The data found are similiar of the most of the literature, showing that Bell´s palsy is still the most

frequent, followed by traumatic causes and others. There is an equilibrium concerning to the gender,

with a slight prevalence for males and for the right side of the face.
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INTRODUCTION

The peripheral facial paralysis (PFP), resulting from

affection of the seventh nerve is the most common

pathology of the cranial pairs. Its incidence ranges from 20

to 30 cases per 100.000 people. The appointed causes are:

Viral infections such as simple herpes and herpes zoster,

trauma, inflammatory affections of the middle ear, metabolic

diseases and tumors.

The etiologic diagnosis of PFP is many times a

challenge in the management of this pathology and in 60%

to 75% the cause is idiopathic paralysis or Bell’s palsy, that

is thus the most frequent cause. Several studies have been

presenting conflicting results as for its epidemiology. Most

of which appoint the similarity as for the incidence in both

sexes (1). Some state that the pathology is more frequent

in young adults (2), but others find an incidence increase

with the aging (1) Findings related to the season, geography

and ethny have not been consistent. In the last years there

has been a growing range of studies proposing that the

Bell’s palsy origin is the reactivation of Type 1 Simple

Herpes Virus, which is latent in the geniculate ganglion.

Trauma is the second most frequent cause. The

clinical or surgical treatment depends on the lesion extension.

In these cases image exams are essential, in addition to

electrophysiological exams to research the degree and

evolution of the neuronal lesion.

The herpes zoster is latent in the geniculate ganglion

and its reactivation generally originates the Ramsay Hunt

Syndrome, in which the patient presents with acute facial

paralysis followed by severe pain and vesicular eruptions

of the external auditory meatus; only 50% of these patients

recover completely (3).

The acute otitis media may be present with the

facial paralysis as a complication. The incidence is higher

among children, the prognosis is fortunately very favorable

and there is  full recovery in most cases. In the chronic otitis

media, a PFP may indicate there is a cholesteatoma in the

middle ear.

The Schwanomas of the 7th and 8th cranial pairs are

less common causes of facial paralysis, but they must be

recalled due to clinical implications they may cause.

Approximately 4% of the patients with Schwanoma of the

8th cranial pair, the most frequent one, will have facial

paralysis as the first signal. Therefore, the schwannoma of

the 7th pair will only affect its function when in highly

advanced stage (4)

The paralysis graduation is important for the clinical

and postoperative follow-up. Various methods of graduation

have been proposed along the years, and lately the scores

of House Braxkmann and Yanagihara have been widely

used. Both scores have good clinical applicability and offer

few differences in the characters evaluated (3).

Based on the afference and efference functions of

the facial nerves tests like: Schirmer, Stapedial Reflex,

Electrogustometry and Salivary Flow are important to set

up the topodiagnosis or the probable lesion place in

addition to contribute for the prognosis evaluation.

However, image exams such as: Computed Tomography

and Magnetic Resonance are also used to compose the

diagnosis.

Faced with a case of facial paralysis the

electrophysiological exams are generally very important for

the prognosis and the indication of some more aggressive

treatments. Tests such as Hilger, Electroneurography and

Electromyography are largely used everyday. Such evidences

help the professional make the decision 48 hs after the

beginning of the symptoms when the ischemia time has

already set up the actual percentage of injured fibers (5-12).

The treatment of paralysis focuses on the basic

cause therapy. In cases of Bell’s palsy, the form of treatment

is not fully established yet. Some studies have sought to use

Antiviral Agents, Corticoids and even surgical decompression

of the nerve in search of some significant result. The

literature so far has been presenting very contradictory

results (13-19). The emphasis is the ocular protection to

prevent lesions of the cornea and conjunctiva, which are

very frequent in these cases.

The objective of this work is to outline the incidence

of several etiologies and the profile of patients attended

with peripheral facial paralysis in the Otorhinolaryngology

Service of the Medical and Biological Sciences College of

the Pontifical Catholic University of São Paulo - Sorocaba

Campus in 2007 and 2008. The study was approved by the

Ethics Committee in Research of the Hospital Group of

Sorocaba, where the patients were attended (Protocol:

FR181515).

METHOD

We analyzed retrospectively the records of the

patients with peripheral facial paralysis attended in the

otorhinolaryngology service in 2007 and 2008.

The data were obtained from the protocol of the

service where they were registered: signals and symptoms,

time of evolution of the disease, sex, age, side affected and

etiology.
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The patients were submitted to audiometric exams,

Hilger, and routine Schirmer’s test. The image exams,

mostly in computed tomography and electroneu-

romyography, were carried out as necessary.

RESULTS

In the period of 2007 and 2008, 54 patients were

attended, of whom the distribution of the frequencies were

presented as to etiology, described in Table 1.

Table 2 emphasizes the results related to the

patients’ profile.

We also found symptoms associated in the following

proportions: Paresthesia of the affected hemiface: 28

(51.85%); lacrimation increase: 36 (66,6%); otalgia: 22

(40.7%); gustative alteration: 10 (18,5%).

DISCUSSION

The data related to the etiology draw attention

because of the profile of the Otorhinolaryngology service

of a tertiary hospital.

It is almost a universal consensus that the Bell’s

palsy, formerly considered to be idiopathic, results

from a reactivation of type I herpes virus (HSV-1) (20)

and, taking into account the worldwide statistics, it

represents the main cause for peripheral facial paralysis.

In these cases, inflammation, edema and compression

of the nerve has as consequence the paralysis of their

motor, secretory and sensitivity functions, depending

on the area of the lesion. Fortunately it is a benign

affection, since its spontaneous or assisted recovery

occurs in over 96% of the cases as shown in the work

by YEO SW et all, but even so the literature reports that

more than 8000 people keep motor sequels yearly in

the United States of America (21). CAMPBELL K show that

the arid and cold climate may be risk conditions for the

Bell’s palsy (20).

Then, as shown in most part of the literature, in this

series the Bell’s palsy also occupies the first place as an

etiology, and appears with a frequency of 53.7%. In a study

with 3454 patients, SCHIATKIN B & MAY M presented results

similar to ours with prevalence of Bell’s palsy cases (48.3%)

(22). SANTOS-LASAOSA et al. described a frequency much

larger of idiopathic cases between 62% and 93%, probably

due to the fact the study was carried out with patients

attended in basic health units (23). Likewise, STEINER I et al.

present a frequency of Bell’s palsy between 60% and 75%

of the cases of facial paralysis (24) and in a study of 38 cases

RODRIGUES R et al. found 73.6% of idiopathic cases (25).

Another viral etiology responsible for the PFP, resulting

from Oticus Herpes Zoster, also known as Ramsay Hunt’s

Syndrome, is a varicella-zoster virus manifestation, which is

dormant but reactivated in the extramedular ganglion

(geniculate ganglion), probably during an immunity fall of

the patient. It also has as aggravating factors the age,

diabetes and hypertension. Opposite from Bell’s palsy, the

recovery prognosis is very poor and leaves permanent

sequels. In a study with 2570 patients, in a period of 25 years,

PEITERSEN shows that these patients present a more severe

facial paralysis and only 21% achieve a complete recovery

(26).  In his 31-year series, SCHIATKIN B & MAY M found 7% of

Ramsay-Hunt cases (22). In their study with 38 cases,

RODRIGUES R et al. Found 2 cases of Ramsay-Hunt (25).

Our study presented very similar data, with 9.2% (5

cases) with diagnosis of Ramsay-Hunt’s Syndrome, taking

the third frequency position.

As for other infectious causes, we find the acute

otitis media, the cholesteatomatous chronic otitis media

and the malignant external otitis appearing as not much

frequent etiologies. In this study, we observed that out of

the total of 54 cases, 12.9% involve these diagnosis

distributed as 3 cases (5.5%) of CCOM, 2 cases (3.7%) of

AOM and 2 cases (3.7) of malignant external otitis. In their

study, RODRIGUES R et al. Appoint 13.1% of infectious causes

from which this study classifies as such: acute otitis media,

chronic otitis media and Ramsay-Hunt’s Syndrome (25),

while SCHIATKIN B & MAY M indicate only 4% (22).

Table 2. Profile of the patients who presented with peripheral

facial paralysis as for sex, age and side affected.

Sex Male: 55,5 %

Female: 44,5%

Mean Age 40.6 years (2 months to 77 years)

Side Affected Right Side: 66,6

Left Side: 33,4

Table 1. Distribution as for the etiology of the number and

percentage of the total of cases (N=54) of peripheral facial

paralysis attended between 2007 and 2008.

Etiology Number of Cases (N=54)

Idiopathic (Bell) 29 (53,7%)

Traumatic 13 (24,0%)

Ramsay-Hunt 5 (09,2%)

Cholesteatoma  3 (05,5%)

Malignant External Otitis  2 (03,7%)

Acute Otitis Media 2 (03,7%)
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In addition, the traumatic facial paralysis has a

fundamental importance due to its high incidence in our

environment. Because it has a long intracranial way, the

facial nerve favors lesions that affect its function partly or

totally.  The traumas may be caused by: fracture in the

temporal bone, facial bones fracture, fire arm injury, facial

contuse injury, birth canal and iatrogenic traumas. The

lesions for trauma of the temporal bone are the most

frequent cause of traumatic facial paralysis with 50% of

the cases (35); they rarely section the nerve totally and

the nerve mostly suffers compression of the nervous

sheath. Out of these fractures, the longitudinal affection

of the temporal bone has a very larger incidence and a

better prognosis compared to the transverse or cominutive

fractures. The lesions originated from fire arm injury more

frequently reach the nerves entirely; such cause has been

highly increasing the statistics mainly due to cases of

aggression or attempts of suicide. SCHIATKIN B & MAY M

present 23% of traumatic causes (32), RODRIGUES R et al

mention 7.8% of the cases of his analysis. In a study with

82 patients, PINNA BR et al describe 2 cases of iatrogenic

origin (27).

Our study presents 24% of traumatic cause, and 02

cases were proven to be iatrogenic.

As for the mean age (40.6 years), the frequency on

the sexes, 55.5% masculine and 44.5% feminine, this

study presents results similar to those found by AYALA

MEJÍAS et al., who, in a study of 63 cases, presented the

mean age of 41 years with 60% of the cases in men (28).

RODRIGUES R et al. also showed an incidence without

statistical difference between the sexes and a stronger in

the 4th decade of life (25).

AYALA MEJÍAS et al confirmed prevalence on the left

side of the face with 60% of the cases, differently from the

results in which we found a predominance on the right

side, with 66.6% of the cases. However, the same study

emphasizes the frequency of 62% of the patients with

hemiface paresthesia with a symptom associated to the

case (28), similar to our data that evidenced 51.85% of the

cases reporting hemiface paresthesia affected in the case

acute phase. We also emphasize that our study showed

an increase of lacrimation (66.6%), otalgia (40.7%) and

gustative changes (18.5%) with symptoms commonly

associated to the acute phase.

In our study, we witnessed one case of gradual

evolution paralysis due to an occurrence of

Cholesteatomatous Chronic Otitis Media. In spite it is not

very common as a cause of facial paralysis, such event has

already been described in other studies. In a retrospective

study involving 206 surgeries of the facial nerve

decompression, TESTA J et al found 4.85% of the patients

with cholesteatoma arising out from the facial paralysis

(29).

In our work, 3 patients appeared in the service

with more than 30 days of evolution of the disease, but

the others appeared between 05 and 15 from the

beginning of the clinical result. The late cases were not

forwarded to the service in the acute phase and represent

findings of exam in consultation of patients due to other

complaints.

In a study between 1983 and 1992, RAMOS et al.

reported 12 cases of idiopathic facial paralysis in pregnant

women predominantly in the 3rd pregnancy quarter (5

cases) and puerperium (4 cases) (30). In studies with

180 patients, MORAES et al. confirmed 8 cases of idiopathic

facial paralysis in pregnant women, and 5 cases in the 3rd

quarter of pregnancy and 3 cases on puerperium (31).

Our study found 3 cases of idiopathic facial paralysis in

pregnant women and 1 case in the 2nd pregnancy

quarter, 1 case in the 3rd quarter and 1 case in the

puerperium.

CONCLUSION

Our work presented findings similar to most part of

the literature so far. The mean age of the affected was of

40.6 years with a slight prevalence of 55.5% in the male

sex, a stronger incidence of affection of the right hemiface

with 66.6% and with predominance of cases of Bell’s palsy

with 53.7% of the cases followed by the traumatic causes

totalizing 24% of the patients.
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