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ABSTRACT:

KEYWORDS:

Idiopathic facial nerve palsy, also called Bell's palsy, can pose a challenge for clinicians if a pregnant woman reports
symptoms of facial paresis. The incidence of Bell's paralysis in pregnant women is almost three times higher than in
the non-pregnant women's age group. The problem is lack of guidelines for treatment of idiopathic facial nerve palsy in
this group of patients. Randomized studies, but without participation of pregnant women, showed greater efficacy in
the return of nerve function after early treatment with corticosteroids than with other methods. The dilemma concern-
ing therapy is intensified by the fact that prognosis regarding the return of facial nerve function in pregnant women is
significantly worse than in the remaining population, and the weakness of the facial muscles is diagnosed in a young
woman. This article presents an example of a patient consulted in our department and a review of current literature.
We introduce recommendations for treatment of pregnant women with facial nerve palsy. Benefits, advised medicines,
doses, necessary precautions and potential side effects of corticosteroids, being the only ones that have proven efficacy
in the treatment of Bell's paralysis in pregnant women are discussed.

Bell's palsy, idiopatic facial nerve palsy, pregnancy, puerperium, treatment

STRESZCZENIE:

Idiopatyczne porazenie nerwu twarzowego, zwane réwniez porazeniem Bella, moze stanowié dla klinicystéw duze wyz-
wanie, jezeli z objawami niedowtadu miesni twarzy zgtasza sie pacjentka w cigzy. Czesto$¢ wystepowania porazenia
Bella u kobiet w cigzy jest prawie trzy razy wieksza, niz w odpowiadajgcej wiekowo grupie kobiet nieciezarnych. Prob-
lem stanowi brak wytycznych leczenia samoistnego porazenia nerwu twarzowego w tej grupie chorych. W random-
izowanych badaniach, ale bez udziatu ciezarnych pacjentek, potwierdzono wieksza skuteczno$¢ w powrocie funkgji
nerwu po wcze$nie wtgczonym leczeniu glikokortykosteroidami, w poréwnaniu z innymi metodami. Dylemat dotyczacy
terapii poteguje fakt, iz rokowanie co do powrotu funkcji nerwu twarzowego u ciezarnych sg znamiennie gorsze niz
w pozostatej populagji, a niedowtad miesni twarzy dotyczy przeciez mtodej kobiety. W artykule na przyktadzie chorej
konsultowanej w Klinice oraz na podstawie przeglagdu aktualnego piSmiennictwa, przedstawione zostaty zalecenia
postepowania w samoistnym porazeniu nerwu twarzowego u kobiet w cigzy. Przedstawiono korzysci, zalecane prepara-
ty, dawki, niezbedne $rodki ostroznosci i potencjalne skutki uboczne stosowania kortykosteroiddw, ktére jako jedyne
maja potwierdzong skuteczno$¢ w leczeniu porazenia Bella u kobiet bedacych w cigzy.

SEOWA KLUCZOWE: porazenie Bella, samoistne porazenie nerwu twarzowego, cigza, potdg, leczenie

INTRODUCTION

prognosis, however, in the case of incomplete recovery, facial ne-
rve dysfunction can seriously affect the patient’s quality of life [1].

Facial nerve paralysis is one of many reasons for patients’ visits
in otolaryngologic clinics, most often as part of the emergency =~ The most common form of the disease is idiopathic facial nerve
department. As a rule, the disease is characterized by a favorable ~ palsy, diagnosed through exclusion of other etiologies, also re-
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ferred to as Bell’s palsy. The name of the disease comes from the
surname of author Charles Bell, who was the first to describe the
characteristic symptoms of this disease in 1830 [1].

According to the definition, Bell’s palsy is defined as spontane-
ous, unspecified, unilateral facial nerve paralysis of the lower
motor neuron, which may lead to partial or complete paralysis
of facial muscles [1].

Facial nerve palsy, usually with a self-limiting course, can cause
significant, temporary malfunctions in the oral cavity and ina-
bility of the eyelids to fully close. Considering the long recove-
ry period, this can lead to corneal erosion and it destructively
affects the patient’s psyche.

Treatment aims to improve the facial nerve’s function and the
return of facial mimic muscles activity [2].

A separate subject, which constitutes a challenge for clinicians,
is Bell’s paralysis in pregnant patients due to lack of unambigu-
ous guidelines on therapeutic management.

The article aims to discuss, based on the available sources and
clinical case, treatment methods recommended in pregnant wo-
men and women in the postpartum period.

CASE REPORT

AA 30-year-old patient, previously healthy until the 36th week
of pregnancy, reported to the doctor due to symptoms of incre-
asing right-sided facial asymmetry. Symptoms appeared on the
previous day and were not accompanied by any other ailments
such as dizziness, hearing loss, pain or otorrhea. The woman
has not had any recent infections as well. The course of pre-
gnancy has been normal until now except for impaired fasting
glucose. The patient did not use any medications.

Physical examination demonstrated normal tympanic mem-
branes on both sides, and the tuning-fork test (256-4096 Hz)
gave a central result for the Weber test and positive Rinne’s test
bilaterally. Palpation revealed no pathology of salivary glands,
which was confirmed in ultrasound examination. The patien-
t’s face was symmetrical at rest, while asymmetry of the facial
muscles on the right side was visible during movement, espe-
cially when the patient closed her eyes. Activity of the facial
nerve on the right side was rated using the House-Brackmann
scale at grade 2 and on the left side at grade 1.

Laboratory blood tests, both morphology and biochemical pa-
rameters were correct.
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The patient was prescribed Encorton at a dose of 60 mg in the
morning, at a constant time for 5 days, then a gradual reduc-
tion of the dose (5 mg less every second day to withdrawal of
medication). The patient was recommended to consult her ob-
stetrician for acceptance of treatment and monitoring of blo-
od glucose, the patient’s blood pressure and fetal size during
steroids treatment. The instructions for rehabilitation training
of the facial muscles were presented to the patient and she was
recommended to continue exercises few times a day..

The patient gave birth to a healthy child at 38 Hbd by spontane-
ous labor. Facial nerve palsy withdrew completely after 4 weeks
from onset of symptoms. The patient performed audiological
tests after another 4 weeks and they showed no abnormalities.

DISCUSSION

Bell's palsy in pregnant patients

The first one to observe more frequent occurrence of Bell’s
palsy in pregnant and puerperium patients was Charles Bells
in 1840 [1]. Pathology occurs from 2 to 4 times more often in
pregnant women than in non-pregnant women [3]. It is esti-
mated that annually out of 100,000 pregnant women 45 will
experience Bell’s palsy, compared to 17.4 cases of paralysis per
100,000 in non-pregnant women in the same age group [1, 4].

Differences in the incidence of Bell’s palsy depending on the
period of pregnancy were also confirmed. The vast majority of
cases concern the third trimester of pregnancy (71%) and the
early stage of puerperium (21%) [5]. Pathophysiological back-
ground for such a distribution of diseases have not been es-
tablished so far, but taking into account a number of different
physiological changes taking place in the female body during
pregnancy, the most important factors may be: an increase
in total body water content and edema tendency, immuno-
suppression and increased susceptibility to viral infections,
in particular, reactivation of herpes virus (HSV), significantly
elevated levels of estrogens and progesterone in the blood, in-
creased blood clotting, and in some women, pregnancy-indu-
ced hypertension or impaired glucose tolerance [1].

It is recognized that pregnancy with its duration is a condi-
tion of an increasing immune tolerance, which is the result of
elevated blood cortisol. However, the state of tolerance to fe-
tal antigens affects the general immunity of women, especially
in the third trimester [3, 6]. This may trigger activation of the
herpes virus, which is found in its latent form in the nucleus of
facial nerveor asde novo infection. The inflammatory reaction
that takes place following primary or reactivated infection may
directly damage the nerve in the demyelination process [3].
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Another pathomechanism leading to paralysis in pregnant wo-
men may be related to fluid retention in the body during this pe-
riod. In this situation, increasing volume of extracellular space
and perineural edema, may contribute to nerve compression
and affect the impairment of its function. Nerve compression
in a place where it is limited by closed space, i.e., in the bony
canal, causes neuropathy [1, 3, 6]. Some authors indicate ab-
normal carbohydrate metabolism and gestational diabetes as
arisk factor for spontaneous facial nerve palsy, especially with
bilateral symptoms [7].

However, no association was observed with the occurrence of
spontaneous facial nerve paralysis in pregnancy and adverse
perinatal outcomes and fetal condition [8, 9].

It is estimated that a specific etiology of facial nerve paralysis
in pregnant women, such as: injuries, otitis media, myasthe-
nia, parotid gland inflammation or vascular malformations, is
responsible for paralysis in 14 to 21 out of every 100 pregnant
patients affected by pathology [3, 10].

Symotoms and course

Symptoms of facial nerve paralysis in pregnant women are the
same as in the general population [3]. Initially, the patient may
experience prodromal symptoms, such as sound sensitivity, ear
pain, and impaired taste [1]. Further developments in this case
typically include: smoothing of wrinkles on the occupied side,
smoothed nasolabial fold, drooping mouth corner, inability to
wrinkle the forehead, lift the eyelid, tighten the lips, show te-
eth, whistle [3]. The course of illness may also include the so-
-called Bell's symptom, which is the exposure of upperpart of
the sclera when closing the eyelid [1].

This also includes dry eyes, changes in taste sensation on an-
terior 2/3 of tongue and noise sensitivity.

Typical symptoms of acute facial nerve palsy develop within
24-48 hours and can progress to complete paralysis within
a few days, usually up to one week [6]. Gilman et al. suggest
that progression to complete paralysis is more frequent in
pregnant women [10].

Prognosis

The prognosis for return of normal nerve function in pregnant
women with Bell’s palsy is worse than in the general popula-
tion. Gillman et al. report that only 52% of pregnant women
regained facial muscle function compared to 77-88% of non-
-pregnant women of similar age [10]. This is mainly due to the
differences in therapy, due to the fact that pregnant women al-

POLSKI PRZEGLAD OTORYNOLARYNGOLOGICZNY, TOM 7,NR 3 (2018), 5. 37-41

ways have concerns about the adverse effects of drugs on the
course of pregnancy and hence their avoidance or postpone-
ment of treatment. The prognosis for patients with incomple-
te facial nerve paralysis is very good - almost complete reco-
very, with minimal impairment of facial muscle function [5].
Prognoses are significantly worse in the case of progression to
complete paralysis, where functional deficits remain in even as
much as approximately 50% of patients [1, 10].

Treatment

The therapeutic strategy for facial nerve palsy in pregnancy
primarily consists of conservative methods, but surgical pro-
cedures are also reported.

Therapy should begin with protection of the cornea exposed
to drying and damage. To reduce troublesome symptoms such
as: dry eye, sandy, gritty sensation in the eyes, burning sensa-
tion, redness of the eye, it is recommended to apply moisturi-
zing,sterileeyedrops several times a day, as well as ointments
at night, used together with a moisture chamber that can be
used during the day as well [1]. It is advisable to refer the pa-
tient to the ophthalmologist for assessment of the anterior
segment of the eye [1].

In the past various medications were used in the therapy of
Bell’s palsy in pregnant women, such as: diuretics, antivirals,
pentoxifylline and corticosteroids [1, 11]. Current recommen-
dations do not include routine use of other drugs than corti-
costeroids due to lack of knowledge regarding their level of
safety and efficacy [1]. The most commonly used corticoste-
roids during pregnancy are prednisolone, dexamethasone and
betamethasone [2].

During pregnancy, the choice of medicineshould take into ac-
count the drug’s potential risk for the mother and the fetus.
Dexamethasone and betamethasone (but not prednisolone and
methylprednisone) pass through the placental barrier much
more easily and reach higher concentrations in the fetus, and
should therefore be used in fetal treatment. However, predni-
sone and prednisolone have a limited effect on the fetus, due
to the fact that they are transformed into inactive forms in
the placenta which is why it is recommended to choose these
preparations if they are necessary in mother treatment [1, 12].

It should be emphasized that the risk associated with using
corticosteroids depends on many factors. These include ge-
stational age, maternal and fetal comorbidity, drug type, dose

size and duration of therapy [1, 13].

Possible complications on the mother’s side include stomach

39



CASE REPORT

ulcer, psychosis, fluid retention, development of diabetes and
osteoporosis [1, 14]. Risk to the fetus includes adrenal sup-
pression, low birth weight and risk of developing congenital
malformations - most often cleft lip, especially during the first
trimester of pregnancy [1, 6, 15].

Glucocorticosteroids are used in pregnant women for maternal
treatment, also in treatment of asthma and autoimmune dise-
ases such as: Cohn’s disease, systemic lupus and rheumatoid
arthritis [6]. They are administered in fetal treatment to acce-
lerate fetal lung maturation, in cases of premature birth risk.

Long-term observation of patients treated chronically with
glucocorticosteroids during pregnancy for various reasons, did
not provide certain evidence or a specific risk of delivering a
child with defects [1, 16, 17]. It should be emphasized that the
most critical period of defect formation is the first trimester
of pregnancy, which is why the described risks rarely affect
women with Bell’s palsy, in whom the disease usually occurs
in the third trimester, and the period of taking glucocortico-
ids is relatively short.

Independent randomized trials by Ramsey et al. (2000), Sulli-
van et al. (2007) and Enstrom et al. (2007) confirm that early
(from 48 to 72 hours) use of steroids in treatment of Bell’s pa-
ralysis is associated with improvement in total recovery results
by 17-20% [18, 19, 20]. Unfortunately, there are no results from
randomized trials for pregnant women. The available results of
treatment of Bell’s palsy in pregnancy come from retrospective
works, in which the authors confirm the legitimacy of therapy
with steroids also in pregnant women, especially in complete
paralysis [6, 10, 11]. Initial treatment of total facial nerve pal-
sy should include oral prednisolone 1 mg/kg body weight for
5 days with subsequent dose reduction.

Alternative dosing regimens include:

» prednisolone 25 mg, 2 times a day for 10 days
» prednisolone 60 mg for 5 days, followed by a dose
reduction to 10 mg for 5 consecutive days

Also in the postpartum period, steroid therapy does not re-
quire weaning due to a small part of the dose penetrating into
milk and a short duration of therapy [11, 21].

The use of steroids in pregnant women should always be consul-

ted with the obstetrician in charge and requires monitoring of
blood glucose and maternal pressure, maternal and fetal body
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weight as well as parameters of fetal well-being. The pregnant
woman must also be aware of the need to report gastrointesti-
nal symptoms, infections, as well as mood and sleep disorders.

Pregnant women with concomitant diseases, such as poorly
controlled diabetes or hypertension will require special veri-
fication and balanced decisions.

There is some controversy regarding the use of antiviral drugs
in facial nerve palsy during pregnancy. Some studies indica-
te that these drugs, used as adjunctive therapy together with
corticosteroids, give better results than when using only cor-
ticosteroids [6, 7, 22]. Their goal is to prevent activation of the
latent form of HSV in late pregnancy. In the absence or slight
improvement in patients taking only glucocorticoids, inclusion
of antiviral drugs may be considered after careful assessment
of individual risk. Antiviral treatment includes nucleoside ana-
logues: valacyclovir and famciclovir, which are classified as ha-
ving B pregnancy category and are associated with low risk for
the mother and the fetus.

The use of physical therapy methods, such as exercises or elec-
trostimulation, as well as alternative methods, such as acupunc-
ture or hyperbaric oxygen therapy, have no proven efficacy in
the treatment of spontaneous facial nerve palsy [22].

Reports on treatment of Bell’s palsy in pregnant patients using
facial nerve decompression are extremely rare. This is a small
but additional risk for the fetus. Surgical treatment can be con-
sidered in case of severe impairment of nerve function and lack
of improvement after inclusion of glucocorticosteroids, after
consultation with the gynecologist in charge. Further conside-
ration should then be given to the risks and benefits of plan-
ned induction of labor with consequent decompression of the
facial nerve and the patient’s consent to a worse prognosis of
the return of facial muscles.

CONCLUSIONS

Pregnant women diagnosed with Bell’s palsy and having no
absolute contraindications should be included in early corti-
costeroid therapy. Postponing the decision to treat with stero-
ids due to concerns regarding risk for the fetus and pregnant
woman may result in the passage of an early, critical period
for the effectiveness of therapy, and thus contribute to poorer
prognosis in this group of patients. Optimal therapy requires
cooperation with the obstetrician in charge.
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