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                    Hamersma        Peitersen           Devriese          Croxon
                       Florida           Copenhagen      Amsterdam)        Sydney 

                           25 yrs                     25yrs                  43 yrs                     16 yrs

Bell                863  (72%)         1701 (66%)           50%                46%      

Zoster              63  (5%}            116 (5%)               6%                 12%

Trauma         174  (15%)            95 (4%)              17%                 30%

Miscell          101 (8%)              570 (25%)            27%                12%

Recurrences        12%                     7%                   8%                1%

                    __________        _____________       ________     __________

                   Total = 1201         Peitersen 2570               8697               1000

Recurrent palsies: 

Recurrences on the same side, new paralyses and recurrences on the contralateral side  (also called alternating paralyses) are grouped together as “recurrent”. Kedar Adour (USA) reported recurrences in 9 % of Bells’ palsies. 

     Partial and Total Paralysis in Bell’s Palsy:

According to Peitersen, 30% of Bell’s palsies present as a partial paralysis (paresis) which do not progress to a total paralysis. 70% Present as a total paraysis, some of them starting as a partial paralysis and then progressing to a total paralysis after a few days, usually within 4 days.

Surgical decompressions for Bell’s palsy done by H.H.:

Surgical decompressions of the labyrinthine portion of the nerve and the geniculate ganglion via the middle fossa approach were performed in 65 cases in 30 years (2 per year).  The surgery was done when total degeneration was threatening, or when it had occurred only a few days before. The latest operaton was done by day 14, because even then the recovery of facial movement resulted in less synkinesia and contractures than occurred when these type of patients were not operated at all.

Presented at the Annual Congress of the South African Society of Otolaryngology, Head and Neck Surgery in Bloemfontein, November 2005. 

Marble Bone Disease:

55 Cases of sclerosing bone dysplasias (sclerosteosis and osteopetrosis – nickname  

= marble bone disease) can be added to the 101 miscellaneous cases of the Florida list, but they are excluded in order to make comparison with international data possible. In these rare conditions, the facial palsies present as acute, recurrent palsies, similar to Bell’s palsy, in early childhood already but the nerve always degenerates totally and recovers partially after 3 – 5 months. Total facial nerve decompressions (in two stages) were performed in 26 children from ages 2 – 12 (many done on both sides).

Assessing the nerve and determining a Prognosis

The peripheral facial palsies should be managed by otologists, because neurologists and internist do not pay enough attention to pathological anatomy, e.g. the possibilty of a benign tumour of the nerve itself (schwannoma) or a tumour in the vicinity of the nerve (adenocystic tumour of the parotid gland), etc..

To assess the condition of the nerve electrodiagnosis is essential. This will determine whether the impaired movement is due to 
· Neuropraxia =   a temporary block of nerve conduction, - movement will return
·                                                                                                      within 2 – 3 weeks),
·  or 

·  A
· Axonotmesis  =  degeneration,- movement will return after 3 – 4-6 months only),
·  or

· Neurotmesis,  = . no anatomical continuity  (no return of function without grafting).

The elctrodiagnosis will assist to set the prognosis. 

The electrodiagnosis should be done by the doctor himself.

The time course of degeneration of the facial nerve must be kept in mind.

· An acute total  facial palsy, presumed to be Bell’s palsy, MUST have return of some movement by 4 – 6 months. If no movements return, the diagnosis is wrong, and can be a life threatening disease, e.g. adenocysic carcinoma of the parotid.  

· A partial facial palsy, presumed to be Bell’s plasy, must have normal function within 4 weeks, otherwise the diagnosis is wrong, e.g. a tumour of the nerve, or a cholesteatoma,  etc.

[image: image2.png]TABLE 72-1. Classification of Nerve Injuries

Classification

Pathology Sunderland?® Seddon*®
Conduction block 1st degree Neuropraxia
Transection of the axon

with intact endometrium 2nd degree Axonotmesis

Transection of nerve fiber

(axon and sheath) inside

intact perineurium 3rd degree Neurotmesis
Transection of funicili,

nerve trunk continuity

being maintained by ;

epineural tissue 4th degree Neurotmesis
Transection of entire nerve

trunk 5th degree Neurotmesis
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TABLE 73-3. Minor and Major Sequelae of

Facial Paralysis

Minor Major
Ageusia Paresis
Dysacusis Tension
Epiphora Contracture
Gustatory lacrimation Tics

Nasal obstruction Spasm

Synkinesis
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Fig. 1. Time course of neural degeneration (after Fisch).




[image: image5.png]Q
S 20
w
)
= 40
[x]
1
Q
: s
g 60— Prognosis RN
A Uncertain 1
2 80 |- Daily ENoG :
90
100

4 14 21
Days After Onset of Complete Paralysis

Fig. 3. Electroneurography (ENOG) evaluation protocol.




The longer the total paralysis lasts, the bigger the chance of a poor recovery.

[image: image6.png]TABLE 73-4. House Brackmann System of Grading Facial Nerve Recovery

GRADE I:

GRADE Ii:

GRADE Ili:

GRADE IV:

GRADE V:

GRADE VI:

NORMAL

Normal facial function in all areas.

MILD DYSFUNCTION

Gross: Slight weakness noticeable on close inspection. May have slight synkinesis.

At rest, normal symmetry and tone.

Motion: Forehead, moderate-to-good function. Eye, complete closure with minimal effort. Mouth, slight asymr

MODERATE DYSFUNCTION

Gross: Obvious but not disfiguring difference between two sides. Noticeable but not severe synkinesis, contra
hemifacial spasm, or both. At rest, normal symmetry and tone.

Motion: Forehead, slight-to-moderate movement. Eye, complete closure with effort. Mouth, slightly weak with
maximum effort.

MODERATELY SEVERE DYSFUNCTION

Gross: Obvious weakness or disfiguring asymmetry, or both. At rest, normal symmetry and tone.

Motion: Forehead, none. Eye, incomplete closure. Mouth, asymmetric with maximum effort.

SEVERE DYSFUNCTION

Gross: Only barely perceptible motion. At rest, asymmetry.

Motion: Forehead, none. Eye, incomplete closure. Mouth, slight movement.

TOTAL PARALYSIS

No movement.

From House JW and Brackmann DE: Facial nerve gradingsystem, Otolaryngol Head Neck Surg 93:146-147, 1985.
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