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ABSTRACT 

Bell’s palsy, a condition characterized by the sudden onset of unilateral facial paralysis, is 

predominantly idiopathic but often associated with viral infections, particularly Herpes Simplex 

Virus (HSV). The use of antiviral therapy in conjunction with corticosteroids has been a subject of 

ongoing debate in the medical community. This paper explores the role of antiviral agents, 

specifically acyclovir and valacyclovir, in the recovery of Bell’s palsy. It synthesizes findings from 

randomized controlled trials, meta-analyses, and clinical guidelines to evaluate the efficacy of 

antiviral therapy in improving functional outcomes and recovery rates. While corticosteroids 

remain the cornerstone of treatment due to their proven effectiveness in reducing inflammation and 

promoting nerve recovery, the addition of antiviral therapy appears to offer marginal benefits in 

select patient populations, particularly those presenting with severe paralysis or evidence of viral 

reactivation. The analysis suggests that early intervention with a combined therapeutic approach 

may enhance recovery prospects, although the extent of benefit remains modest. Further research 

is warranted to identify biomarkers that predict response to antiviral therapy and to refine 

treatment protocols for optimal patient outcomes.  
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              INTRODUCTION 

Bell's palsy is an acute peripheral facial nerve palsy of unknown etiology, characterized by the 

sudden onset of unilateral facial paralysis. It accounts for approximately 60-70% of all cases of 

unilateral facial paralysis and has an annual incidence of 20-30 cases per 100,000 individuals 

worldwide (1). The condition often leads to significant functional impairment and psychological 

distress due to its impact on facial expression, speech, and eye closure (2). 

The precise pathogenesis of Bell's palsy remains unclear, but viral infections, particularly reactivation 

of Herpes Simplex Virus (HSV), are strongly implicated. HSV reactivation leads to inflammation and 

subsequent compression of the facial nerve within the narrow bony canal of the temporal bone (3). 

This viral hypothesis forms the basis for considering antiviral therapy as part of the treatment regimen 

for Bell's palsy. 

Corticosteroids, such as prednisone, are the cornerstone of Bell's palsy treatment, owing to their 

potent anti-inflammatory effects that reduce nerve swelling and enhance recovery rates (4). Despite 

the established benefits of corticosteroids, the addition of antiviral agents, such as acyclovir or 

valacyclovir, has been proposed to further improve outcomes by directly targeting the underlying 

viral infection. 

However, the efficacy of antiviral therapy in Bell's palsy remains a contentious issue. Several 

randomized controlled trials and meta-analyses have produced mixed results regarding the benefit of 

adding antiviral agents to corticosteroid treatment (5). While some studies suggest a modest 

improvement in recovery rates with combined therapy, others report no significant advantage over 

corticosteroids alone (6). 

Given the ongoing debate and the potential impact on clinical practice, this paper aims to 

comprehensively review the role of antiviral therapy in Bell's palsy recovery. By synthesizing current 

evidence and clinical guidelines, we seek to elucidate the potential benefits and limitations of 

antiviral agents in the management of this condition. 

 

DEFINITION 

Bell's palsy is an acute peripheral facial nerve palsy of unknown etiology, characterized by the 

sudden onset of unilateral facial paralysis. 

It is considered the most common cause of facial paralysis, representing approximately 60-70% of all 

cases of unilateral facial paralysis and having an annual incidence of 20-30 cases per 100,000 

individuals worldwide (1). The condition manifests through sudden weakness or complete paralysis 

of the muscles on one side of the face, which can affect facial expressions, speech, and the ability to 

close the eye on the affected side (2). 
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Incidence 

Bell's palsy is a prevalent condition with an annual incidence ranging from 20 to 30 cases per 100,000 

individuals globally. It accounts for about 60-70% of all cases of unilateral facial paralysis (1). The 

incidence of Bell's palsy is similar across different geographical regions, ethnic groups, and both 

genders, although it appears to peak in the age range of 15 to 45 years (1,2). 

 

CLASSIFICATION 

Bell's palsy is classified as an idiopathic peripheral facial nerve palsy. It is typically distinguished 

from other causes of facial nerve palsy, such as trauma, tumors, and systemic diseases, by its sudden 

onset and unilateral presentation without an identifiable underlying cause (1). Bell's palsy is further 

classified based on the severity of the nerve dysfunction, which can range from mild weakness to 

complete paralysis of the facial muscles on the affected side (7). The House-Brackmann grading 

system is commonly used to assess the severity of facial nerve dysfunction in Bell's palsy patients, 

with grades ranging from I (normal function) to VI (complete paralysis) (3). 

 

ETIOLOGICAL FACTORS 

The etiology of Bell's palsy remains largely idiopathic, though viral infections, particularly 

reactivation of Herpes Simplex Virus (HSV), are strongly implicated as potential causative factors. 

HSV reactivation leads to inflammation and subsequent compression of the facial nerve within the 

narrow bony canal of the temporal bone, causing nerve damage and paralysis (2). Other viruses such 

as Varicella-Zoster Virus (VZV), Epstein-Barr Virus (EBV), and Cytomegalovirus (CMV) have also 

been considered in the etiology of Bell's palsy . Additionally, genetic predisposition, ischemic factors, 

and immune-mediated mechanisms have been proposed, although their roles are not as well-

established as that of viral reactivation (8). 

 

RISK FACTORS 

Several risk factors have been identified for Bell's palsy, though the exact mechanisms remain 

uncertain. The following are some of the primary risk factors: 

1. Viral Infections: Reactivation of viruses, particularly Herpes Simplex Virus (HSV) and Varicella-

Zoster Virus (VZV), is a significant risk factor for developing Bell's palsy (3). 

2. Pregnancy: Pregnant women, especially during the third trimester or in the immediate postpartum 

period, have a higher risk of developing Bell's palsy. This increased risk is thought to be related to 

hormonal changes, fluid retention, and immune suppression during pregnancy (9). 

3. Diabetes Mellitus: Individuals with diabetes are more prone to Bell's palsy, possibly due to the 
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microvascular complications associated with the disease that affect the facial nerve. 

4. Hypertension: High blood pressure has also been linked to an increased risk of Bell's palsy, likely 

due to its impact on the microcirculation of the facial nerve (10). 

5. Upper Respiratory Infections: Recent upper respiratory tract infections can precipitate Bell's palsy, 

potentially due to the associated viral etiology and immune response (8). 

6. Family History: A genetic predisposition may exist, as individuals with a family history of Bell's 

palsy have a higher likelihood of experiencing the condition themselves (2).  

 

PATHOPHYSIOLOGY 

The pathophysiology of Bell's palsy involves inflammation and subsequent compression of the facial 

nerve (cranial nerve VII) within the narrow bony canal of the temporal bone. This inflammation is 

most commonly attributed to the reactivation of latent Herpes Simplex Virus (HSV) residing in the 

geniculate ganglion (3).The reactivation of HSV leads to viral replication, which triggers an immune 

response, causing edema and inflammation of the facial nerve (8). 

As the facial nerve becomes swollen, it undergoes compression within the fallopian canal, a bony 

structure it traverses. This compression can lead to ischemia and demyelination of the nerve fibers, 

resulting in the sudden onset of unilateral facial paralysis (11). The severity of nerve damage varies, 

contributing to the wide range of clinical presentations from mild weakness to complete paralysis (2). 

In addition to HSV, other viruses such as Varicella-Zoster Virus (VZV), Epstein-Barr Virus (EBV), 

and Cytomegalovirus (CMV) have also been implicated in the pathogenesis of Bell's palsy, though 

less frequently (12). The exact mechanisms by which these viruses cause facial nerve inflammation 

and damage are similar to those of HSV, involving viral replication and immune-mediated nerve 

injury (3). 

Furthermore, genetic predisposition, microvascular ischemia, and autoimmune mechanisms may also 

play a role in the pathophysiology of Bell's palsy, although these factors are not as well- established 

as viral reactivation (13). 

 

CLINICAL MANIFESTATION 

Bell's palsy is characterized by the sudden onset of unilateral facial paralysis. The clinical 

manifestations can vary in severity, ranging from mild weakness to complete paralysis of the facial 

muscles on the affected side (1). The following are key clinical features: 

1. Facial Weakness/Paralysis: Patients typically present with an inability to move the muscles on one 

side of the face, which can affect facial expression, eye closure, and mouth movement (3). 

2. Drooping of the Mouth: The corner of the mouth on the affected side may droop, leading to 
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difficulty with speech, eating, and drinking (2). 

3. Loss of Nasolabial Fold: The nasolabial fold on the affected side may become flattened (14). 

4. Inability to Close the Eye: Patients often cannot fully close the eyelid on the affected side, which 

can lead to dryness and irritation of the eye (15). 

5. Altered Taste Sensation: Some patients may experience a loss or alteration of taste sensation on the 

anterior two-thirds of the tongue (8). 

6. Hyperacusis: Increased sensitivity to sound in one ear (hyperacusis) can occur if the nerve to the 

stapedius muscle is affected (7). 

7. Pain: Pain or discomfort around the jaw or behind the ear on the affected side may be reported 

(16). 

8. Tearing: Increased or decreased tearing from the eye on the affected side may also be noted (17). 

These symptoms typically develop rapidly, reaching their peak within 48 hours. While the majority of 

patients begin to recover within three weeks, the duration and completeness of recovery can vary, 

with some individuals experiencing residual weakness or other complications (2). 

 

DIAGNOSTIC EVALUATION 

1. Clinical Examination 

- Comprehensive patient history to identify the sudden onset and progression of symptoms. 

- Physical examination focusing on facial asymmetry, muscle weakness, and the inability to close the 

eye on the affected side. 

2. Neurological Examination 

- Assess other cranial nerves to rule out broader neurological conditions. 

- Evaluate sensory and motor function of the facial nerve. 

3. Laboratory Tests 

- Blood Tests: To detect systemic infections or other underlying conditions. 

- Serologic Testing: For antibodies against HSV, varicella-zoster virus (VZV), and other viral agents. 

4. Imaging Studies 

- Magnetic Resonance Imaging (MRI): To visualize the facial nerve and surrounding structures, 

especially if atypical features or slow recovery is noted. 

- Computed Tomography (CT) Scan: Used less frequently but can help rule out structural causes like 

tumors or fractures. 

5. Electrophysiological Testing 

- Electromyography (EMG): To assess the electrical activity of the facial muscles, indicating the 

extent of nerve damage and potential for recovery. 
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- Nerve Conduction Studies: To measure the speed and strength of signals travelling along the facial 

nerve. 

 

ROLE OF ANTIVIRAL THERAPY 

Antiviral therapy, primarily targeting HSV, is often considered alongside corticosteroids. The 

rationale is that if HSV is implicated, antiviral drugs like acyclovir or valacyclovir might reduce viral 

replication, inflammation, and nerve damage, potentially improving outcomes. 

Evidence from Clinical Studies 

1. Randomized Controlled Trials (RCTs) 

- Several RCTs have investigated the efficacy of antiviral therapy combined with corticosteroids 

versus corticosteroids alone. 

- Meta-analyses of these RCTs generally suggest a marginal benefit of adding antivirals to 

corticosteroids, particularly in severe cases. 

2. Cohort and Observational Studies 

- Some studies report faster recovery rates and better overall outcomes with combined therapy. 

- Other studies show no significant difference in recovery between antiviral therapy and placebo. 

 

MEDICAL MANAGEMENT 

The primary goal of medical management in Bell's palsy is to reduce inflammation, limit nerve 

damage, and enhance recovery. 

1. Corticosteroids: Prednisolone or prednisone is the mainstay of treatment due to their potent anti-

inflammatory effects. Early administration, preferably within 72 hours of symptom onset, 

significantly improves the likelihood of complete recovery. A typical regimen involves prednisolone 

50-60 mg daily for 5-10 days, followed by a tapering dose over the subsequent days. 

2. Antiviral Therapy: Given the association of Bell's palsy with Herpes Simplex Virus (HSV) 

reactivation, antiviral agents such as acyclovir or valacyclovir are often added to corticosteroid 

therapy. While the benefits of antivirals alone are uncertain, combined treatment with corticosteroids 

may offer additional advantages in some patients. A common regimen includes acyclovir 400 mg five 

times daily or valacyclovir 1,000 mg three times daily for 7-10 days. 

3. Eye Protection: In patients with incomplete eye closure, protecting the cornea from drying and 

injury is critical. Lubricating eye drops, ointments, and protective eye patches are recommended to 

prevent exposure keratitis. 

4. Analgesics: Over-the-counter pain relievers such as acetaminophen or ibuprofen can be used to 

manage pain and discomfort associated with Bell's palsy. 
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5. Physical Therapy: While the evidence is mixed, some patients may benefit from facial exercises 

and physical therapy to maintain muscle tone and prevent contractures during recovery. Techniques 

include facial massage, muscle stimulation, and specific exercises to improve facial symmetry and 

strength. 

6. Surgical Intervention: In rare cases where medical management fails and significant facial nerve 

dysfunction persists, surgical decompression of the facial nerve may be considered. However, this 

approach is controversial and typically reserved for severe cases with documented nerve 

compression. 

 

SURGICAL MANAGEMENT 

Surgical management of Bell's palsy is generally reserved for cases where medical therapy fails and 

there is significant, persistent facial nerve dysfunction. The following surgical interventions are 

considered: 

1. Facial Nerve Decompression: This procedure involves surgically relieving pressure on the facial 

nerve by removing bone around the nerve's passage through the temporal bone. It is most effective 

when performed within two weeks of symptom onset in patients with severe nerve compression, as 

indicated by electroneurography (ENoG) or electromyography (EMG). However, the efficacy and 

safety of this procedure remain controversial, with potential risks including hearing loss and facial 

nerve injury. 

2. Tarsorrhaphy: For patients with incomplete eye closure (lagophthalmos) and resulting exposure 

keratitis, a tarsorrhaphy may be performed. This procedure involves partially sewing the eyelids 

together to protect the cornea. It is typically considered when conservative measures, such as 

lubricating eye drops and protective eyewear, are insufficient. 

3. Gold Weight Implantation: In cases of significant lagophthalmos, a small gold weight can be 

surgically implanted into the upper eyelid to aid in eye closure. This procedure is less invasive than 

tarsorrhaphy and can significantly improve eye protection. 

4. Facial Reanimation Surgery: For patients with long-term or permanent facial paralysis, various 

facial reanimation techniques can be employed to restore facial symmetry and function. These include 

nerve grafting (e.g., hypoglossal-facial nerve anastomosis), muscle transfers (e.g., gracilis-free 

muscle transfer), and static procedures such as brow lifts or midface lifts. 

5. Selective Neurectomy: Selective neurectomy involves cutting specific branches of the facial nerve 

to reduce unwanted muscle movements, such as synkinesis (involuntary muscle movements). This 

procedure is used in cases where abnormal nerve regeneration leads to disfiguring facial movements. 

6. Botulinum Toxin Injections: Although not a surgical procedure, botulinum toxin injections can be 
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used adjunctively to manage synkinesis and improve facial symmetry by selectively weakening 

overactive muscles. This can be an effective option for patients with residual facial nerve dysfunction 

following Bell's palsy. 

 

NURSING MANAGEMENT 

Nursing management of Bell's palsy focuses on providing supportive care, promoting recovery, and 

preventing complications. The following are key aspects of nursing care: 

1. Patient Education: Educating patients about the condition, treatment options, and expected 

recovery course is essential. This includes explaining the importance of medication adherence, 

potential side effects of treatments, and the typical timeline for recovery. 

2. Eye Care: Ensuring proper eye care is critical for patients with incomplete eye closure 

(lagophthalmos). Nurses should instruct patients on using lubricating eye drops or ointments to 

prevent dryness and protect the cornea. An eye patch or protective eyewear may be recommended, 

especially during sleep. 

3. Medication Administration: Nurses play a key role in administering prescribed medications, such 

as corticosteroids and antivirals, and monitoring for adverse effects. They should ensure that patients 

take their medications as directed and report any side effects or lack of improvement to the healthcare 

provider. 

4. Pain Management: Pain or discomfort around the jaw or behind the ear is common in Bell's palsy. 

Nurses should assess the patient's pain level and administer analgesics as prescribed. Non- 

pharmacological pain relief methods, such as warm compresses, can also be beneficial. 

5. Emotional Support: The sudden onset of facial paralysis can be distressing for patients. Providing 

emotional support and counseling can help alleviate anxiety and depression. Encouraging patients to 

express their feelings and connecting them with support groups or mental health resources may be 

helpful. 

6. Facial Exercises: Nurses can teach patients facial exercises to help maintain muscle tone and 

improve facial symmetry. These exercises should be performed several times a day and may include 

actions such as raising the eyebrows, closing the eyes tightly, smiling, and puffing out the cheeks. 

7. Nutritional Support: Patients with Bell's palsy may have difficulty chewing and swallowing. 

Nurses should assess nutritional intake and provide dietary modifications, such as soft or pureed 

foods, to ensure adequate nutrition. Monitoring for weight loss and dehydration is also important. 

8. Preventing Complications: Regular assessment for potential complications, such as corneal ulcers 

due to inadequate eye closure or muscle contractures from prolonged paralysis, is crucial. Prompt 

intervention and referral to appropriate specialists, such as ophthalmologists or physiotherapists, 
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should be arranged if needed. 

9. Follow-Up Care: Ensuring that patients attend follow-up appointments with their healthcare 

provider is important for monitoring progress and adjusting treatment plans as necessary. Nurses 

should provide clear instructions on when to seek medical attention for worsening symptoms or new 

complications. 
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