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Bell’s palsy, also known as acute peripheral 
facial palsy of unidentified reason, is 
caused by the acute onset of problems 
with the facial nerve’s lower motor neuron 

(LMN).1 Several etiologies have been proposed to 
explain facial nerve palsy (FNP). Some emphasize 
that this is due to a viral infection that results in 
inflammation. Some studies revealed herpes simplex 
virus (HSV) as the likely cause of most cases of Bell’s 
palsy.2 However, other viruses might be responsible 
for this phenomenon. Furthermore, recent studies 
have shown that COVID-19 or SARS-CoV-2 
infection might also lead to neurological symptoms. 
In the course of the COVID-19 pandemic, several 
neurological manifestations of the disease have been 
reported, and there are still many unknown aspects. 
The possibility of COVID-19 as a cause of Bell’s palsy 
should be considered. The neurologic manifestations 
of COVID-19 most commonly include myalgia, 
headache, altered sensorium, hyposmia or anosmia, 
and hypogeusia or dysgeusia.3 But, COVID-19 
can also present with other central nervous system 
manifestations such as stroke, encephalo-myelitis, or 
peripheral nervous manifestations such as Guillain-
Barré syndrome (GBS) and Bell’s palsy. Here, 

we present a COVID-19 patient who developed  
Bell’s palsy.

C A S E  R E P O RT
A 64-year-old woman with type 2 diabetes presented 
to the neurology department with abrupt onset 
left hemifacial weakness. She did not mention 
any preceding malaise, fever, myalgia, arthralgia, 
respiratory, or gastrointestinal symptoms, but she 
complained of a new-onset headache. Her medical 
history was not significant, but she reported close 
contact with her husband, who was hospitalized 
for COVID-19 pneumonitis. On admission, her 
vital signs were stable, with oxygen saturation 
(SpO2) of 97%. On exam, her left hemifacial 
expression ability was impaired so that her face 
seemed asymmetrical during smiling, and numbness 
around the left nasolabial fold was detected 
[Figure 1]. Her ability to wink was impaired, 
and her eyebrow drooped, but her speech had 
not changed. No lymphadenopathy or rigor was 
found. Other neurological exams were normal. Her 
extremities forces were of full strength with no focal  
neurological deficit.
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A B S T R AC T
The COVID-19 has a wide range of symptoms. This novel infectious disease may also 
trigger a vast range of neurological involvements. The current report describes a case 
of COVID-19 complicated with Bell’s palsy. A 64-year-old woman with diabetes was 
admitted due to abrupt left hemifacial weakness. On examination, her left hemifacial 
expression ability was impaired so that her face seemed asymmetrical during smiling, and 
numbness around the left nasolabial fold was detected. Furthermore, her ability to wink 
was impaired, and her eyebrow drooped. A brain computed tomography (CT) scan did 
not show any abnormalities. A lung CT scan was performed, which demonstrated bilateral 
ground-glass opacity (GGO), along with RT-PCR results indicative of COVID-19. A 
diagnosis of Bell’s palsy in the setting of COVID-19 infection was made. She received 
antiviral agents and corticosteroids. At two week follow-up, her symptoms had improved. 
During the COVID-19 epidemic, any newly occurred neurological involvement raises 
the suspicion of COVID-19 infection.
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Her laboratory tests, including HIV antibody 
and serologic tests of HSV and varicella-zoster 
virus were negative for active disease. Brain 
computed tomography (CT) scans and brain 
magnetic resonance imaging (MRI) did not show 
abnormalities. However, a lung CT scan was 
performed because of the current COVID-19 
pandemic and the patient’s history of close contact 
with a confirmed COVID-19 case. Some patients 
with COVID-19 have a clear and typical involvement 
of the disease in pulmonary CT scan, although they 
have no signs of pulmonary involvement, so in 
some cases, CT is used as a diagnostic tool for the 
disease. Our patient demonstrated bilateral ground-
glass opacity (GGO), indicative of COVID-19 on 
CT. The patient underwent specimen collection 
for real-time reverse-transcriptase polymerase 
chain reaction (RT-PCR) for SARS-CoV-2, 
which confirmed COVID-19 infection. Also, the 
anti-SARS-CoV-2 IgM titer was higher than the 
upper limit of normal (ULN), suggesting recent  
COVID-19 infection.

A diagnosis of FNP in the setting of COVID-19 
infection was made; therefore, the patient was 
advised to take precautionary isolation measures, 
along with antiviral medications lopinavir/ritonavir 
(Kaletra) 400 mg BID and dexamethasone 4 mg 
BID. At two week follow-up, her symptoms had 
improved significantly, with a reduced degree of 
her facial weakness and complete recovery of her 
smell and taste. One month later, her facial palsy 
improved but was not resolved, and her repeated 

nasopharyngeal COVID19 RT-PCR was negative. 
We then lost the patient to follow-up.

D I S C U S S I O N
Bell’s palsy presents with abrupt onset of unilateral 
weakness of the face. FNP can be partial or complete. 
Facial paralysis is either due to a central pathology 
in the upper motor nerves above the pons or a 
peripheral lesion of the seventh cranial nerve below 
the pons.4 The hallmark to distinguish between these 
two conditions is the involvement of the upper face 
in the peripheral type and sparing of this anatomic 
region in the central type. Our patient seemed to be 
involved with the peripheral type.

Peripheral FNP can be either idiopathic (Bell’s 
palsy) or secondary to underlying reasons. The most 
common underlying causes of secondary FNP include 
infections, surgery, trauma, autoimmune disorders, 
cancer, or medications.5 Our patient’s precipitating 
factor appeared to be COVID-19 infection. 
However, due to the absence of any symptoms 
attributable to this infection, CT scan findings and 
serology test results might have been mere incidental 
findings of asymptomatic COVID-19 infection, 
with no association with her Bell’s palsy.

Infections are among the most prevalent 
causes of FNP. The most well-known cause has 
been reactivation of latent HSV from the seventh 
cranial nerve ganglion leading to inflammation. 
SARS-CoV-2 in the current pandemic has been 
manifested by a broad range of symptoms such as 
various neurological complications. Some of these 
complications include cerebrovascular accidents, 
GBS, encephalopathies, and encephalitis.6 Up to 
now, COVID-19 as an underlying reason for Bell’s 
palsy has been reported rarely. A broad differential 
diagnosis exists for peripheral FNP. Not considering 
her lung CT scan and serology test results, the most 
common underlying condition might have been HSV 
and HZ infections, which are usually accompanied 
by severe pain and sometimes cutaneous eruptions.7 
Our patient did not demonstrate any listed above 
symptoms. However, cerebrovascular events, either 
primary or in the context of COVID-19 must be 
considered in these conditions. Our patient had no 
risk factors of cerebral ischemia or hemorrhage, and 
her consciousness, extremity motor, and sensory 
exams were intact. Furthermore, malignancies of 
the head and neck region should be considered, 

Figure 1: Face of 64-year-old patient who presented 
to the neurology department with abrupt onset left 
hemifacial weakness. Her face was asymmetrical 
during smiling, and she had numbness around the 
left nasolabial fold.
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which may manifest as inflammation and resulting 
compression of cranial nerves. But neither was 
presented in our patient.

Brain MRI may demonstrate facial nerve 
enhancement in Bell’s palsy, although we saw no 
abnormality in our patient.8 MRI and cerebrospinal 
fluid (CSF) analysis might be beneficial in 
investigating the presence and causes of FNP. 
Nevertheless, FNP is mainly diagnosed on a clinical 
basis, similar to our patient who had inconclusive 
imaging results and did not consent to lumbar 
puncture. Only history and physical exam helped 
us make a diagnosis. electrodiagnostic testing is 
beneficial in differentiating the severity of nerve 
fibers involvement and conduction impairment. The 
electromyography (eMG) and nerve conduction 
velocity (NCV) testing of the facial nerve in our 
patient revealed abnormality of the left facial nerve.9

The treatment with corticosteroids is the most 
widely accepted medication for Bell’s palsy.10 Steroids 
exert their maximum benefit when administered 
as soon as possible, preferably within three days of 
FNP onset. However, their benefit in the settings of 
COVID-19 is somehow controversial. In the recent 
case, we agreed to try a short course of prednisolone 
treatment, along with being aware of the potential 
adverse effects of COVID-19 infection. Our patient 
received 60 mg of oral prednisone per day, started 
on the second day of admission. With tight blood 
glucose control, we tapered the prednisolone dose 
after the sixth day of treatment, up to the total ten 
days of therapy.

It is not yet agreed upon to add antiviral agents 
to corticosteroids for FNP treatment in the setting of 
HSV infection; however, many believe the additional 
efficacy of antivirals in FNP treatment.10 In our 
patient, our primary purpose for starting on Kaletra 
was preventing further SARS CoV-2 replication.

C O N C LU S I O N
During the current COVID-19 epidemic, any newly 
occurred neurological symptom or sign should raise 
the suspicion of COVID-19. Therefore, being aware 
of these complications is vital to prevent any delay in 
the diagnosis and treatment.
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