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Introduction

« The human face is one of the most important surfaces in nature
« 9 minutes after birth: babies prefer face patterns to non-face shapes
* 48 hours after birth: newborns can recognize their mother’s face

« monkKkeys raised in isolation identify photos of their own kind.




Introduction
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It takes only 100 milliseconds to make judgements on a
persons’ trustworthiness, competency, capability, and
friendliness when viewing the face alone.



it takes 400 milliseconds to blink.
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Acute Facial Nerve Paralysis

« sudden onset peripheral CN VII weakness
« Involves all branches of facial nerve
« Incidence: 1 in 60-70 lifetime risk
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Acute Facial Nerve Paralysis
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Acute Facial Nerve Paralysis

* reduced quality of life

* negative affect

* decreased attractiveness

* inability to communicate

* inability to integrate socially
 greater rate of depression

* Joss of employment

* |lower compensation
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Acute Facial Nerve Paralysis

* brow weakness/ptosis
* Incomplete eye closure
* lower lid ptosis

* scleral show

* smoothening of NLF

* ptosis of commissure

e oral incompetence




Acute Facial Nerve Paralysis

* Traumatic

* |latrogenic

e Otologic

* Autoimmune
* Metabolic

* Infectious




Acute Facial Nerve Paralysis

e Traumatic

emporal bone

Cross-section : Coronal view




Acute Facial Nerve Paralysis

*latrogenic
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Acute Facial Nerve Paralysis

*latrogenic

Hadlock, 2014:
- 40% OMEFES
- 25% HNS
- 17% otologic
- 11% cosmetic

Hadlock et al. 2014. Etiology, diagnosis, and management of facial palsy: 2000 patients at a facial nerve center.
Laryngoscope. 2014 Jul;124(7):E283-93. doi: 10.1002/lary.24542.



Acute Facial Nerve Paralysis

* Otologic
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Acute Facial Nerve Paralysis

* Immunologic: autoimmune de-myelinization & axonal degeneration

- GBS
- SLE

- Sarcoidosis
- HIV

NORMAL WALLERIAN SEGMENTAL AXONAL
DEGENERATION DEMYELINATION DEGENERATION




Acute Facial Nerve Paralysis

e COVID-19 Infection

AMERICAN ACADEMY OF

(IZ.ED\L OTOLARYNGOLOGY-

Nag® HEAD AND NECK SURGERY®

- Increased rates in COVID-19 + patients

- mimicry of host molecules by the vaccine antigen

- bystander activation of dormant autoreactive T-cells
- higher risk of recurrence in those with prior AFP

- unvaccinated COVID-19+: increased RR of 6.8



Acute Facial Nerve Paralysis

* COVID-19 Vaccination

UPDATE: AAO-HNS Statement on Bell’s Palsy

Related to Approved COVID-19 Vaccines

- 40,000 participants (Pfizer and Moderna)

- 7 in vaccinated vs. 1 in placebo arm

- COVID vaccine may be associated with higher risk

- recommend vaccination without preference for type



Acute Facial Nerve Paralysis

* Metabolic: Pregnancy Associated Facial Palsy (PAFP)
- women have 2-4 times risk of same aged men
- pregnant women 3.3 times risk of non-pregnant
- high ECF content and immunosuppression

- Phillips, 2017: 51 PAFP versus 58 non-PAFP

- PAFP had worse outcomes regardless of treatment
- significantly worse facial function scores
- pregnant state is independent risk and prognostic factor



Acute Facial Nerve Paralysis

*Infectious: Bell’s Palsy

- idiopathic diagnosis of exclusion

- viral infection/reactivation with HSV1

- accounts for 57% of AFNP

- rapid development of flaccid facial paralysis

- prodrome: post-auricular pain, headache, tingling, dysgeusia



Acute Facial Nerve Paralysis

*Infectious: Bell’s Palsy

- gradual recovery over 6-8 weeks

- full recovery in 70%

- 30% with post-paralysis facial palsy

- varying degrees of residual weakness, hyperactivity, synkinesis



Acute Facial Nerve Paralysis

*Infectious: Ramsay-Hunt Syndrome |

- varicella zoster viral infection
- accounts for 15% of AFNP
- similar presentation to BP

- painful eruption of vesicular rash

Zoster Sine Herepete (ZSH):

- Herpes Zoster reactivation without the hallmark rash.

- pain and weakness In dermatomal distribution.




Acute Facial Nerve Paralysis

*Infectious: Lyme Disease-Associated Facial Palsy

- 300,000 cases of LD per year in US

- infection with Borrelia burgdorferi bacteria from deer tick
- 7-10% incidence of AFP in LD

- previously thought no role for corticosteroid treatment

- two retrospective studies: no difference in facial outcomes

Clark, 1985: 101 patients
Kalish, 2001: 31 patients



Acute Facial Nerve Paralysis

*Infectious: Lyme Disease-Associated Facial Palsy

Jowett and Hadlock, 2016:
- 51 patients followed 15 months
- significantly worse outcomes in TT and DT versus MT
- corticosteroid treatment for LDFP should be used cautiously
- LDFP is a distinct entity and is not Bell’s palsy

* humoral autoimmunity not compressive neuropathy
e steroids impair isotype switching; inhibit clearance of spirochetes



Acute Facial Nerve Paralysis

—  Bell's Palsy
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Management Goals

* timely and correct diagnosis

 prompt treatment

e avoid unnecessary interventions

* protect the eye

* improve function during symptomatic period
e utilize adjuvant therapies

* planin advance



AAO-HNS Clinical Practice Guideline

Guideline
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Work-up

e History and physical examination: strong recommendation
- exclude identifiable causes
- establish time since onset
- assess the deficit

e Laboratory testing: recommended against
- exception may be LDAFP

 Imaging: recommended against

- consider CT or MRI if recurrent or slow developing

e Electrodiagnostic testing: against in partial, option in complete
- serial ENoG and EMG to detect >90% degeneration
- was used to select patients for decompression



Treatment

e Corticosteroids: strong recommendation

- high-quality evidence from several RCTs support CS therapy
- faster recovery, less synkinesis, fewer long-term sequelae

- weight-based dosing in pediatric patients

- 10-day course with at least 5 days of high dose

- start within 72 hours

- evidence from sudden SNHL literature to suggest 3-week course

60 mg prednisolone daily x 5 days, followed by 5d taper

Gronseth et al. Evidence-based guideline update: steroids and antivirals for Bell palsy: reportof the Development Subcommittee of the American Academy of Neurology. Otolaryngol Head Neck Surg. 2014 MGuidelineay;150(5):709-11.



Treatment

* Antivirals: recommendation against as monotherapy
- RCTs: antiviral treatment alone no better than placebo
- Engstrom, 2008: valacyclovir failed in 207 patients

* option for use as dual therapy with CS
- de Almeida 2009: 25% reduction of incomplete recovery in DT
- NNT = 26 to achieve one better outcome
- relatively low risk, BUN/Cr at start and end of treatment
- evidence re: superiority of famciclovir > valacyclovir > acyclovir

- famciclovir 250 mg BID x 3 months

Gronseth et al. Evidence-based guideline update: steroids and antivirals for Bell palsy: reportof the Guideline Development Subcommittee of the American Academy of Neurology. Otolaryngol Head
Neck Surg. 2014 May;150(5):709-11.



Treatment
* Nimodipine: no recommendation

- calcium channel blocker
- 2019 meta-analysis: effect on recovery of FN & RLN stretch injury

- risk of orthostatic hypotension, dizziness
- 60 mg QID for 12 weeks has been proposed

* Physical therapy: no recommendation

- observed improvement in QOL and function in some studies

- maintains pliability and elasticity of facial musculature

* Acupuncture: no recommendation



Outcome Measures
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« Patient Reported Outcome Measures (PROMSs)

 NOSE scale
 Facial Clinimetric Evaluation (FaCE) Scale
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Exposure keratopathy

e aggressive eye care: strong recommendation

- corneal dryness
- scarring and vision loss

lubrication
- lower lid laxity ointment
- loss of lacrimal pump humidification chamber
taping

- lagophthalmos

Paradox of epiphora + dry eye



Exposure keratopathy

Upper eyelid weight placement
- platinum or gold weight
- low profile

Canthoplasty
- lower eyelid tightening/repositioning

Lateral tarsorrhaphy
- poor aesthetic result
- lateral visual field deficit



Exposure keratopathy




Botulinum-Toxin Injection (BoTN
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Injectable Dermal Filler

* useful for oral incompetence
- improves apposition of the lips
- better consonant pronunciation
- improves drooling while drinking liquids



Masseteric nerve transfer (V-to-Vll)
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Masseteric nerve transfer (V-to-VII)



Team approach

Facial Nerve Disorders and
Rehabilitation Program

—

Acute facial paralysis patients are seen within 72

hours of initial contact.

(312) 947-BELL (2355)

RUSH Acute Facial
Paralysis Program
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