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o Acute facial paralysis is a common neurologic condition 
that may be associated with significant morbidity and 
mortality.

o Bell’s palsy is the most reported cause of acute facial 
paralysis, accounting for 60-80% of cases.1-4

o While Bell’s palsy is benign and associated with recovery in 
85% of patients, its prevalence may contribute to 
physicians’ failure to recognize more insidious underlying 
causes.5
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Discussion

Methods

1. Authors identified several common factors contributing to 
a misdiagnosis of Bell’s palsy:
o Presence of a rare disease or presentation 
o False negative or misinterpreted neuroimaging studies  
o Failure to recognize physical exam findings

2. Physicians should execute caution when referrals for 
presumed Bell’s palsy is not accompanied by a 
documented complete exam. 
o For example, Bell’s palsy patients may present with 

hyperacusis, whereas deafness suggests involvement of 
CNVIII and incompatibility with a simple Bell’s palsy.6

3. According to our review (Table 1) and Shikino et al. 
(2018), the most common finding in patients misdiagnosed 
with Bell’s palsy was tumor.7
o If suspected, a gadolinium-enhanced MRI is indicated, 

as contrast-enhanced CT is less sensitive and may miss 
the diagnosis in a third of the cases (Figure 3).6 

4. The term Bell’s palsy must be used with care as it implies 
a thorough and negative examination to exclude other 
diagnoses.

Literature Review

o An extensive review of the literature published before 
October 2019 was conducted by searching the PubMed 
database for reports of patients initially diagnosed with 
Bell’s palsy that went on to have an underlying identifiable 
cause for their facial palsy.

o The search terms “bell’s palsy”, “bell’s palsy misdiagnosis”, 
“bell’s palsy mimic”, “facial palsy misdiagnosis” were used 
to identify potentially relevant reports. 

Table 1. Etiologic distribution by diagnosis.

Etiology Cases Percentage
Idiopathic 1 4%
Viral 2 8%
Compressive/Infiltrative 15 60%
Ischemic/Hemorrhagic 3 12%
Lyme 1 4%
Demyelinating 3 12%
Total 25 100%

Reported cases of 
misdiagnosed 
Bell's palsy

(n = 25)

Relevant papers 
reviewed in full 

(n = 87)

Papers identifed 
by search terms

and screened
(n = 3015)

Figure 2. Cases documenting misdiagnosed Bell’s palsy.
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Figure 1. A. 
Drooping at the 
corner of the mouth. 
B. Loss of forehead 
wrinkle.

Figure 3. A. 
CT showed a 
low-density 
lesion. B. T2-
weighted 
MRI revealed 
a high-
intensity 
lesion.
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