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Excerpts
The most common causes of acute unilateral facial paralysis include Bell's palsy and trauma to the temporal bone.  

The physical as well as emotional liability it produces can be devastating.

Accurate evaluation and proper management can reduce the sequelae  the patient may sustain.

Because most facial palsies are associated with some spontaneous resolution, the evaluation of various treatment modalities has been problematic.
Important prognostic management implications can be determined by means of accurate observation at the time of initial physical examination, with documentation of the degree of facial function that subsequently deteriorates.

The House-Brackman classification grading of facial paralysis has been widely accepted and it is recommended by the American Academy of Otolaryngology - Head and Neck Surgery (AAO - HNS) 

Electrodiagnostic Testing

Electrodiagnosting testing has been advocated as an important element in diagnostic evaluation of facial paralysis.

It is used to determine the extent of facial nerve injury and to provided prognostic information for the use treatment planning.

The electriucal tests that we have found the most helpful include electroneuronography (ENoG),    volitional motor unit potentials on electromyography (EMG),   spontaneous EMG responses, and Hilger nerve stimulation minimal nerve excitability test (NET).

ENoG is used to document the extent of facial nerve degeneration in comparison with the contralateral side. It should not be performed until approximately 3-4 days after the development of  a complete unilateral paralysis.

ENoG provides vakuable information up to 21 days after injury.

Degeneration to less than 10% function compared with the contralateral side, is considered significant, and is considered to be the threshold for possible surgical exploration.

NET test introduces subjectivity in that it relies on visual detection of response.

EMG responses reflect postsynaptic membrane potentials that may be either initiated at the neuromuscular junction voluntarily or spontaneously across the membrane potential.
The presence of  voluntary EMG facial motoring unit potentials early on after an acute facial paralysis was  noted by Granger to be associated with ultimate recovery from a facial paralysis.

Motor unit potentials in four or five muscle groups during the first 3 days after onset of an acute facial paralysis was associated with satisfacrry outcomes in moe than 90% of the patients

Thus, the presence of EMG voluntary facial muscle potentials despite clinically absent motion has important prognostic implications.

Spontaneous EMG activity has prognostic implications at 6 months after a major intratemporal facial nerve injury.

Fibrillation potentials in the muscle are considered evidence of continuing complete denervation.

Polyphasic potentials are considered evidence of regeneration, as well as a good prognostic finding.

Reevaluation with EMG at the 6-momth point has been selected beause this provides adequate time for an intratemporal facial nerve injury to regenerate at the expected 1-mm/day growth rate to the facial periphery.   
Iatrogenic Trauma

The patient who has iatrogenic facial paralysis, is usually noted to have the paralysis in the recovery room immediately after surgery.

The temporal (time) relationship between the surgery and the onset of paralysis obviously suggests that the surgical procedure is the cause of the paralysis.

The first step in the management of these patients is to consider each step of the procedure, and the possible involvement of the facial nerve.

Reasonable time should be given for the effect of local anaesthesia to dissipate.

In addition, if the ear or mastoid cavity was packed with firm material, this should be loosened to provide an opportunity for any direct pressure on the nerve to dissipate as well.

.

After a few hours, to allow these maneuvers to take effect, if the paralysis persists, consideration should be given for exploration of the facial nerve.
Volitional EMG potentials may be helpful at this time. Evidence of volitional motor unit potentials corroborates an intact nerve that will recover with time.

Immediate postoperative paralysis is an emotionally charged situation for the patient as well as the surgeon.

The surgeon should readily seek consultation in this situation, and should preferably perform the facial nerve exploration in conjunction with another surgeon who has particular expertise in facial nerve surgery. This produces the additional objectivity of another observer, as well as a surgeon who is less emotionally involved in the decision making process.

Th presence of another surgeon acting as a co-observer to record findings and decision making in a more objective fashion also has potential medicolegal ramifications  In addition, although prompt exploration is indicated, waiting until the next morning for a complete fresh surgical team is preferable to subjecting thpatient to a  same-day operation with a tean that is  either tired or incomplete.
If an injury to the sheath is identified with herniation of nerve fibers through the damaged sheath, a segment of the nerve on either side of the injurt is decompressed, and the sheath is opened to prevent strangulation of the nerve.

Conclusion:  

The case of an anatomically intact facial nerve, but with evidence of electrical degeneration, presents a therapeutic dilemma, regardless of whether trauma or Bell's palsy is the cause.

Some degree of spontaneous recovery without any therapy whould be expected in this setting, and so arises the controversy in treatment.

Although treatment with steroids or antiviral agents, or both, depending on etiology, may  improve  outcomes, in high-risk patients, the literature is still incomplete.

In our opinion, the possible benefits of treatment despite potential side-effects, are worth the risk.
Until further research is complete, however, we remain cautious in our recommendations of the possible benefits of facial nerve decompression.

Anatomical disruption of the facial nerve is an absolute indication for exploration and possible grafting.

Determining the extent of injury preoperatively with CT scans and electrical testing can be difficult.

 Even under direct inspection during surgery, an accurate determination can be difficult because of disease, a traumatic anatomical  distortion, and surgeon bias.
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