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Introduction
The facial nerve is frequent. The lesions may be nuclear (Pontic) or 

sit on everything along its path. It is agonizing to etiological diagnosis 
often difficult unlike the positive diagnosis. While the contribution of 
the rehabilitation is more to show in peripheral facial paralysis but in 
a country of developing with little present rehabilitation structures and 
financial means allowing a sustainable rehabilitation often absent, we 
wanted to determine functional status, and the satisfaction of patients 
with peripheral facial paralysis in rehabilitation.

Objective

The main objective of our study was to determine the clinical 
status of facial mimicry and the existence of a potential problem in 
patients followed for rehabilitation of peripheral facial paralysis at 
Fann national teaching hospital in Dakar, Senegal (West Africa). 

Methodology 

We conducted a retrospective study from February 15th 2017 
to March 15th 2017 at the Department of Physical Medicine and 
Rehabilitation, teaching Hospital, Fann, Dakar. All patients consulted 
in the Department of Physical Medicine and Rehabilitation, Fann 
National Teaching Hospital, Dakar, Senegal from July 2015 to 
January 2017 are registered in digital database by the only Doctor of 
this department.

Inclusion criteria 

From this digital database, patients with Peripheral Facial palsy 
who beneficed to rehabilitation were included and studied parameters 
noted. The diagnosis of Peripheral Facial Palsy was clinical. Protocol 
was established by a therapist and included a relaxant massage and 
muscle strain of the face, strengthening the constrictor muscles 
especially the orbicular of the mouth and eyes and finally a work 
of mimicry in front of a mirror. The initial session number was ten, 
renewable after evaluation at the end of the first round by the same 
therapist. Sessions were conducted by a trained physiotherapist 
only help for the management of peripheral facial paralysis. The 
electromyostimulation was reserved to complete forms. The chungum 
chewing was outlawed. In Finish, Selected patients were called to a 
brief telephone interview conducted enjoying the satisfaction on the 
current facial mimicry after rehabilitation and to clarify a possible 
residual functional gene. Then an appointment is set with the therapist 
for a new assessment of the severity of the deficit.

Non-inclusion criteria 

Patients with an antecedent of Peripheral Facial palsy or others 
neurological signs were excluded. 

Studied parameters

Demographics, severity, and the seat of the motor deficit, the 
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Abstract

Introduction: Peripheral facial palsy is relatively frequent in Department of Physical 
Medicine and Rehabilitation. Many studies show a benefice of rehabilitation in 
patients with Peripheral facial palsy. In Senegal, which a developing country with little 
materials and human means, our aim of study was to determine in those conditions, the 
contribution of the rehabilitation in the management of peripheral facial palsy. 

Methodology: A through a retrospective study on 1 year, 5 months, all patients 
followed for classical rehabilitation of peripheral facial paralysis in the Department 
of Physical Medicine, Fann National Teaching Hospital in Dakar, Senegal have been 
listed and the socio-demographic characteristics, the severity of the deficit according 
to the classification of Brack man and House, headquarters of the deficit and the 
etiology was noted. Patients, whose records have been enlisted, were summoned in 
February 2017 for an appreciation of the evolution of the facial paralysis and the felt 
functional gene.

Results: Fifty-four(54) records of patients were enrolled. The sex ratio (H/F) was 
1.25 and the average age of 40,8. Bell’s palsy(68,51.%), otitis(16,66%) was the most 
frequent etiologia. The motor deficit was grade II in 18.51%, III(37.2%), IV(23.25%), 
V(11.62%), VI(9.3%). After rehabilitation, facial paralysis was grade I in 6% of cases, 
II(63.6%), III(15%), IV(9%), V(6%). The most expressed functional gene was about 
food. The leak of the drinks and the food bowl out of the mouth has been reported in 
37.20% of cases.

Discussion and conclusion: The Classical Rehabilitation of Peripheral Facial Palsy in 
developing country, improve the functional prognosis of mimicry. According to Brack 
man and House Classification, mimicry of those patients, at the end of rehabilitation, 
corresponded largely grade I and II. Functional disability is noted in patients with 
peripheral facial palsy at the end of rehabilitation and interested difficult at food. 
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installation of the signs and symptoms, etiologies associated signs 
time have been noted. The associated General signs (fever, skin task, 
Lymphadenopathy, vesicular eruptions of the language or ear), and 
Otolaryngological (otorragie, otorrhoea, earache, the pressure of the 
external ear canal pain) have been identified. 

Assessment

The severity of the motor deficit assessment was assessed by the 
classification of Brack man and House that has grade VI.1 The diagnosis 
of peripheral facial paralysis with Bell’s palsy was established on 
an installation of disorders in 24-48 hours without other associated 
other signs (General, neurological and otolaryngological), outside 
of any pathological land known. The otolaryngology examination 
was carried out by a specialist in all patients with otolaryngological 
signs. Any peripheral facial paralysis occurred on unbalanced without 
other associated causes diabetic ground was attached to diabetes. 
A biological assessment of Free view was done systematically. It 
included a blood count, a speed of sedimentation, a C Reactive 
protein, a fasting blood sugar and retroviral to HIV serology.

Results 
Fifty-four dossiers of 1283 patients (4,2%) were enrolled. Sex 

(M/F) ratio was 1.25 and the average age of 40.8 years with extremes 
of 10 years and 88 years... Age groups [21-30 years] [31-40 years] 
are the most represented with respective percentages of 27,77 and 24, 
07 (Figure 1). All patients were consulted before the end of the first 
month following the ictus. The deficit was left in38.88%, right59.25%, 
bilateral in 1 case. Peripheral facial paralysis was grade IIin 18.51%, 
III(37.03%), IV(24.07%), V(11.11%), VI(9.25%). Bell’s palsy 
at(68.51%), otitis(16.66%), the paratidectomia(7.40%), traumatic 
fracture of rock(3.7%) were the main causes. Otitis is complicated of 
cholesteatoma in 2 cases. In both cases, the peripheral facial paralysis 
was due to diabetes. A corticosteroid therapy was initiated 15 days in 
60.46% of cases, a mastoidectomia in 2 cases. After rehabilitation, 
62% of patients were satisfied with the results and expressed no 
disability (Figure 2). The most expressed functional gene was about 
food. The leak of the drinks and the food bowl out of the mouth was 
reported in 37.20% of cases.

Figure 1 Frequency by age.

Figure 2 Mimicry of patients before and after rehabilitation.
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Discussion
The peripheral facial paralysis is a relatively common condition. 

In the United States, specifically in Rochester, the incidence of 
idiopathic peripheral facial paralysis is of 20-30 cases by 100.000 
habitants2 and 60-70% of peripheral facial paralysis.3 The frequency 
of peripheral facial paralysis is little determined in Africa. In the 
Physical Medicine Department of Youpougon University Hospital, 
it’s 3.90%4 against 4.2 % in our study. Peripheral facial paralysis 
more frequently affects adults in their thirties.3, 4,7–9 The etiological 
diagnosis of facial paralysis peripheral is not easy and requires a 
rigorous and methodical approach, which consists in finding clinical 
signs (General, neurological and otolaryngological) in disfavor of the 
Bell’s palsy that remains of far the commonest.4,10,11 Thus, peripheral 
Bell’s palsy is far the most frequent.4,9,12 In Africa, ear infections are 
the second cause of peripheral facial paralysis.4,12 This is one effect 
from our data. It is mentioned that HIV infection is often revealed by a 
peripheral facial paralysis.5–7 Therefore, a retroviral serology must be 
requested before any peripheral facial paralysis in sub-Saharan Africa. 
We has no HIV infection in our study.

Taking account of the quality of the studies in rehabilitation 
management Bell’s palsy, the benefit remains mixed. There is evidence 
of low quality on the improvement of the facial function with targeted 
exercises muscles of the face. This benefit is particularly described 
in people with moderate and chronic paralysis. Rehabilitation can 
also reduce the consequences in cases acute.13 In Our study 81,55% 
of patients have a grade of less than or equal III after rehabilitation 
against 55,54% before rehabilitation for the same grade. This means 
that, consequences of peripheral facial palsy can be reduced in high 
grade of Brachman and House classification (IV, V, VI) with classical 
rehabilitation. In Senegal, it’s uncommon to got full recovery after 
peripheral facial palsy but more than 50% of patients can obtain 
grade II. Bombo and al4 in Abidjan, noted that the rehabilitation of 
peripheral facial paralysis, allowed a total recovery in 42, 42% of the 
cases, partial but satisfactory in 34, 85%, partial type 2 in 22,73% 
of cases.4 Their results are better than ours. Whatever the type of 
facial rehabilitation established (classic or mirror), only the age and 
the free range,14,9 have been identified as factors that may influence 
the recovery after peripheral facial paralysis. A free range is defined 
by the time between the installation of peripheral facial paralysis at 
the consultation in a service of physical medicine and rehabilitation.9 
According to those data, for explain the differences we noted that, 
the population was younger in Abidjan study than ours, their free 
range, unknown, and their evaluation at the end of the rehabilitation 
less accurate. Knowing the role of facial muscles in the diet, and the 
speech, our study tried to highlight the existence of disruption on 
these functions. Our results confirm a satisfactory facial function in 
patients in rehabilitation.

Conclusion
Peripheral Facial palsy is relatively common in the department of 

Physical Medicine, in sub-Saharan Africa and affected young people. 
Etiologic are largely dominated by Bell Palsy. Despite of a limited 
equipment and humans’ resources in developing country, Classical 
Rehabilitation, introduced in the first month, improve functional 

prognosis of mimicry. Full recovery is noted in few patients. The most 
frequent grade presented after rehabilitation is II according to Brack 
man and House Classification. The only functional disorder noted is 
the leak of the drinks and the food bowl out of the mouth
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