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ABSTRACT 

Facial nerve palsy occurs in paediatric population with the incidence of 4.2-15.3/100 000. In most cases 
etiology remains unknown (Bell’s palsy – idiopathic facial nerve palsy). Infectious agents account for around 
25% of cases. This paper describes 2 cases of facial nerve palsy due to herpes zoster infection: a 9-year-old 
girl with vesicular lesions on the right side of the neck and face with concomitant right sided facial nerve 
palsy, and a 16-year-old boy* with lesions located in the left external auditory meatus who developed Ram-
say-Hunt syndrome. The course of the disease and response to treatment in both patients was significantly 
different.
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INTRODUCTION

Herpes zoster is a rare and usually mild disease in 
the paediatric population. Incidence in children < 10 
years old is around 0.74 cases/1000 persons per year [1]. 
Rarely it is complicated by facial nerve paralysis, partic-
ularly in the form of Ramsay-Hunt syndrome (RHS). 
Ramsay-Hunt syndrome is the manifestation of Herpes 
zoster oticus which is defined by the triad of symptoms 
including ipsilateral ear pain, vesicles in the external au-
ditory canal, and facial nerve palsy [2]. It has a reported 
incidence of 2.7/100 000 in children and is associated 
with acute facial nerve paralysis [3]. It is the second 
most common cause of atraumatic facial palsy. Typi-
cally facial palsy appears between the second and fif-
teenth day after first vesicular lesions, and only in 7.4% 
of patients nerve VII palsy was the first symptom to be 
observed [4].

CASE 1

On the 16th of January, 2021, a 15-year-old boy pre-
sented to the Emergency Room (ER) of Children’s Hospi-
tal in Dziekanów Leśny with pain in the left ear and pto-
sis of the left eyelid. He was diagnosed with facial nerve 
palsy, but his parents refused diagnostic hospitalisation 
in the paediatric neurological ward. Upon discharge he 
was ordered methylprednisolone 0.3 mg/ kg body weight 
(morning dose) + 0,15 mg/kg body weight (afternoon 
dose), acyclovir 10 mg/kg body weight 5 ×/day for 5 days 
(Herpes simplex virus dosing), artificial tears and physical 
therapy. In the outpatient setting he was tested for Lyme 
Disease, which was ruled out (antibodies class M and G 
negative). On the 20th of January he presented to the ER 
of the Bogdanowicz Memorial Hospital in Warsaw. He 
was examined by consulting neurologist who diagnosed 
him with facial nerve palsy, House-Brackmann grade 4. 
Head CT (computed tomography) showed no abnormal-
ities. Consulting ENT (ear nose and throat) specialist  
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reported no further findings. He was prescribed predni-
sone 1mg/kg body weight, artificial tears, topical dexa-
panthenolum, multivitamin supplements and rehabil-
itation. On the 26th of January he presented to the ER 
of the latter hospital because of mixed purulent-hem-
orrhagic effusion from the left ear. He was consulted by 
dermatologist and ENT specialist who reported bloody 
crusts in the left ear lobe and suggested repeating acyclo-
vir therapy due to the suspicion of Herpes simplex virus 
(HSV) or Varicella-zoster virus (VZV) aetiology. The pa-
tient was diagnosed with Ramsay-Hunt Syndrome. Ad-
ditionally to the latter treatment he was prescribed oral 
Acyclovir 8 mg/kg body weight 3x/day for 7 days. On 2nd 

of February (18th day since the onset of symptoms) due 
to no improvement in the facial nerve function, he was 
referred to our Paediatric Department. He had no history 
of varicella or varicella immunisation, no history of pre-
vious hospitalisations or infections in the past few weeks 
and did not suffer from any chronic conditions. Parents 
reported allergy to amoxicillin.

On admission he was in good general condition. He 
had no nausea, vertigo, balance disorders, nor hearing 
loss. Physical examination revealed acne, follicular ker-
atosis and melanocytic naevus on the left lower limb, 
in otoscopy left tympanic membrane was reddish and 
bloody crusts were to be find on the border of ear canal 
and auricle, behind the right tympanic membrane there 
was small amount of transparent fluid. In neurological 
examination, facial nerve palsy grade IV/V House-Brack-
mann scale was found. In laboratory testing leukocytosis 
(24.9 × 1000/mm3) with majority of neutrophils (21.92 × 
1000/mm3) was found. Serological testing revealed posi-
tive antibodies class G for VZV.

Intravenous acyclovir in the dose of 10 mg/kg body 
weight 3 ×/day for 5 days was administered. Additionally, 
physical rehabilitation, massages, kinesiotaping and biop-
tron lamp irradiation were implemented.

During hospitalisation, transient asymmetry in 
the vesicular breath sounds was found. Chest X-ray re-
vealed no abnormalities. Small progress in the recovery 
of facial nerve function was noted, including improve-
ment upon eye closing, House-Brackmann grade III. Re-
peated complete blood count was in normal range.

After 5 days of hospitalisation he was discharged 
home to continue treatment with vitamin supplements 
and rehabilitation scheduled in the outpatient setting.

At 3 month telephone call follow-up patient reported 
return of full eye closure but minimal movement ability 
in the area of the mouth and forehead. He remains in re-
habilitation in the outpatient setting.

CASE 2

On the 6th of February 2021, a 9-year-old girl pre-
sented to the hospital with right-sided facial nerve pal-
sy. On the 31st of January she noticed vesicular rash on 

the right side of her face and neck with accompanying 
ear pain. She also complained of sporadic cough and loss 
of appetite. On the 3rd of February general practitioner 
prescribed her amoxicillin due to suspected bacterial in-
fection. Around 24 hours before admission the patient 
noticed change of taste and numbness of the face followed 
by palsy. She had a history of varicella at the age of four 
years. In the early childhood she was being diagnosed 
for urolithiasis and remained under the supervision 
of the nephrologist. She had a history of allergy to axetil 
cefuroxime and recurrent ear infections – with the last 
episode about one year ago.

On admission she was in good general condition, 
without nausea and vertigo. Physical examination re-
vealed peripheral facial nerve palsy House-Brackmann 
grade III/IV and Herpes zoster lesions on the right side 
of the neck and under the right eye.

Laboratory tests results were within normal reference 
range. Due to the epidemiological situation she was tested 
for SARS-CoV-2: antigen test result was negative, antibod-
ies class IgG were positive. Serological testing for Lyme 
Disease was performed and the diagnosis was ruled out.

Treatment with amoxicillin was continued, addition-
ally she was administered acyclovir 500 mg/m2 intra-
venously (i.v.) 3 times a day for 7 days, dexamethasone  
0,5 mg/kg body weight/day i.v., B1 and B6 vitamin sup-
plements and intravenous fluids.

Due to reported abdominal pain, proton-pump inhib-
itors (PPIs) were introduced. Physical rehabilitation and 
phototherapy were started.

During hospitalisation patient experienced one epi-
sode of anxiety attack with heart palpitations, accelerated 
heart rate and elevated blood pressure which resolved 
without additional medication. Echocardiogram showed 
no abnormalities. The dose of steroids was gradually ta-
pered down.

Improvement in the motor function of the face was 
observed – upon discharge facial palsy was assessed as 
House-Brackmann grade II. After 7 days of hospital-
isation she was discharged home with gradual tapering 
down the steroid dose, vitamin supplements and rehabil-
itation in outpatient setting.

At 3 month telephone call follow up patient reported 
full return of facial nerve function. Due to persisting ear 
pain, she remains under ENT’s care.

DISCUSSION

Facial nerve palsy is defined as a rapid loss of move-
ment ability affecting usually one side of the face. It is 
a relatively rare symptom in children. The vast majority 
of the cases is of unknown aetiology (idiopathic facial 
nerve palsy – Bell’s palsy). Herpes simplex virus is im-
plicated as the most frequent infectious causative agent 
of this symptom, others are for example Epstein-Barr 
virus, Borrelia burgdorferi and Varicella-Zoster virus.[1]
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TABLE 1. House Brackmann scale (personal materials)

Grade I
Normal function.

Grade II
Forehead: moderate to good function
Eye: Complete closure without/with minimal effort
Mouth: Slight asymmetry of the mouth

Grade III
Forehead: slight to moderate movement
Eye: closure with effort
Mouth: obvious weakness
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Grade IV
Forehead: no motion
Eye: incomplete closure
Mouth: assymetry even with maximal effort

Grade V
Forehead: none
Eye: incomplete closure
Mouth: slight movement

Grade VI
No movement

TABLE 1. Cont.
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In the first reported case, the aetiology of the palsy 
was not obvious, clinical manifestation of VZV reacti-
vation at first was not prominent, suggested only by ear 
pain, with no abnormalities in otoscopy. In the second 
case, vesicular lesions were prominent, restricted to two 
dermatomes and left no clinical uncertainty.

VZV reactivation in children is not as common as 
in adults and the symptoms are usually mild. Children 
who has acquired infection prenatally or in the first  
12 months of life are at increased risk of reactivation. Pain 
or pruritus in the affected dermatome, fever and malaise 
can appear prior to or simultaneously with appearance 
of vesicles. New lesions usually stop building up within 
3 to 7 days (earlier if antiviral treatment is administered) 
and are followed by crusting [1]. Skin eruptions are gen-
erally unilateral and may be accompanied by regional 
lymphadenopathy. Vesicles can form also on mucous 
membranes, so meticulous examination of the eyes and 
mouth is indicated. Zoster sine herpete is VZV reactiva-
tion without skin lesions and has been associated with 
idiopathic facial palsy [1]. Children rarely experience 
post-herpetic neuralgia (pain persisting longer than 1 
month) [5]. Typically, diagnosis is based on clinical pre-
sentation and requires no additional testing. Antibody 
testing (IgG and IgM) can be used to determine the sero-
logical status if patient’s history of varicella/varicella im-
munisation is unknown [1]. Polymerase chain reaction 
(PCR) of vesicular fluid is useful to distinguish between 
vaccine and wild-type strains [5].

Most commonly used clinical tool for assessment 
of the facial nerve function is House Brackmann scale. 
This grading system can be used irrespectively of the eti-
ology. The visual description of this classification is pre-
sented in the Table 1.

In the study of Boemo et al., among adult patients 
with Ramsay-Hunt syndrome, grade IV + grade V paral-
ysis constituted 77% of all cases. Moreover, at 6-month 
follow-up examination, all patients with level II-III palsy 
recovered to level I, whereas only 14% of level V patients 
recovered to level I [4]. Yeo et al. assessed that recovery 
rates in Bell’s palsy were better than in Ramsay-Hunt 
Syndrome (for grades II or better in House Brackmann 
scale it was 96.3% to 84.6%). According to this study, in 
the Ramsay-Hunt syndrome, young age and lower initial 
level of palsy were good prognostic factors [6]. Presum-
ably House-Brackmann scale is not only a descriptive 
tool, but one of a prognostic value.

Observed tendencies correlate with our series of cases. 
Our second case, who initially had lower level of facial 
palsy, has recovered more quickly.

Basic treatment consists of acyclovir and glucocor-
ticosteroids. In the case of neurological symptoms in 
the course of herpes zoster, acyclovir should be adminis-
tered intravenously in the dose of 10 mg/kg body weight 
3 ×/day for 7-10 days [7, 8].

Anti-inflammatory properties of steroids are well 
known and used in day-to-day medical practice. As 
inflammation and oedema of the nerve are the most 
probable cause of facial palsy, corticosteroids seem to be 
the drugs of choice in order to prevent irreversible nerve 
damage. Madhok et al. evaluated 7 studies (895 partici-
pants) that brought evidence of moderate to high quality 
in favour of treating facial palsy with corticosteroids [9].

According to De Rue and van Benthem, combination 
of antiviral drugs and corticosteroids improves the results 
of treatment [10]. In the study of da Costa Monsanto, 
51.4% of patients graded initially as House Brackmann 
V to VI who received combined therapy (antivirals and 
steroids) has improved to grade I or II [11].

Various methods are applied additionally to 
the standard therapy in order to stimulate the recovery 
of the nerve and improvement of its function. Most pop-
ular are physical therapy, laser therapy, phototherapy, 
massages, thermotherapy, acupuncture and electrother-
apy. According to the review of 12 studies, there is only 
low quality evidence that facial exercises can be of benefit 
and no evidence behind other types of therapy exists [12].

Ramsay-Hunt syndrome is a rare disease in chil-
dren and the number of studies assessing progression 
of the disease, treatment and prognosis is limited. Results 
of the studies about treatment of RHS are ambiguous, but 
taking into consideration the risk of lifelong facial paraly-
sis and hearing loss as an alternative, combination of anti-
viral and corticosteroid therapy should be recommended. 
No universal paediatric guidelines and regimens are avail-
able at the time of writing this article. Further research is 
warranted in order to standardise the treatment.
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