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Quality of Life in Bell’s Palsy: Correlation with Sunnybrook
and House-Brackmann Over Time

Nina Bylund, MD ; Malou Hultcrantz, MD, PhD; Lars Jonsson, MD, PhD; Elin Marsk, MD, PhD

Objectives: To compare patient-graded facial and social/well-being function with physician-graded facial function in
Bell’s palsy over time.

Study Design: A prospective follow-up study at two tertiary otorhinolaryngological centers.
Methods: A total of 96 patients, 36 women and 60 men, aged 18–77 years, were included. Facial Clinimetric Evaluation

(FaCE) scale and Facial Disability Index (FDI) scores were compared with Sunnybrook and House-Brackmann scores.
Results: Inclusion was on mean day 7 (96 patients) and follow-up on days 53 (81 patients) and 137 (32 patients). Initially,

correlations between FaCE total score, FaCE domains, FDI physical function, FDI social/well-being function and Sunnybrook and
House-Brackmann scores were low to fair, except for FaCE facial movement (r = 0.55). Correlations between FaCE total score
and Sunnybrook score were very good to excellent at visits 2 (r = 0.83) and 3 (r = 0.81). Women scored FaCE social and FDI
social/well-being function lower than men, despite similar Sunnybrook scores.

Conclusion: In early stages of Bell’s palsy, there were low to fair correlations between FaCE/FDI (except for facial move-
ment) and Sunnybrook score. This implies that the design of the quality of life (QoL) instruments is less suited for the acute
phase. The high correlations at follow-ups suggest that the questionnaires can be used for evaluation of QoL over time. Our
results indicate that women experience more facial palsy-related psychosocial dysfunction.

Key Words: Facial palsy, patient-reported outcome measure, Facial Clinimetric Evaluation scale, Facial Disability Index,
questionnaire.
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INTRODUCTION
Bell’s palsy is the most common form of peripheral

facial palsy. About 70% of Bell’s palsy patients recover
completely,1 but 30% will suffer sequelae that can nega-
tively affect their quality of life (QoL), both functionally
and psychosocially. Sequelae include incomplete eye clo-
sure, crocodile tears, oral incompetence when eating and
drinking, articulation difficulties, muscle contracture,
synkinesis, and facial pain. Inability to express emotions2

and facial esthetic impairments can lead to social
deprivation.

Most physicians use the objective Sunnybrook3 and/or
House-Brackmann4 grading scales to evaluate the degree
of facial dysfunction. Less attention is paid to the patient’s
perception of the severity of their palsy or its psychosocial
consequences.5 There are, however, patient-reported
outcome questionnaires that measure both physical and
psychosocial function in facial palsy. A systematic review
by Ho et al. identified three QoL instruments that have
been developed and validated for use in facial paralysis
patients.6 Of these, the most widely used are the Facial
Clinimetric Evaluation (FaCE) scale and the Facial
Disability Index (FDI).5,7,8 Both scales have been trans-
lated from English and validated in several languages,
including Swedish.9–12 This makes it possible to compare
treatment and recovery results and paves the way for inter-
national multicenter clinical trials.9

In the study by Kahn and coworkers, including
86 patients with chronic facial paralysis, mainly Bell’s
palsy and vestibular schwannoma, the development and
validation of the FaCE scale was described. It was
reported that the mean scores for the FaCE scale facial
movement domain were lower than the mean scores for
the other domains. The authors speculated that this
might indicate a natural increase in scores as patients
adjusted to and accommodated for their facial dysfunc-
tion. It was stated that more insight into the natural pro-
gression of and compensation for facial disabilities would
be gained with prospective serial administration of the
FaCE scale.8
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The primary aim of the present prospective two-
center study was to measure patient-graded facial and
psychosocial function in early and follow-up stages in a
larger group of Bell’s palsy patients. Both the FaCE scale
and FDI, validated in Swedish by Marsk et al.,11 were
used as patient-reported outcome measures. Another aim
was to compare patient-graded FaCE and FDI scores with
physician-graded facial function evaluated with Sun-
nybrook and House-Brackmann grading. A third aim was
to examine if gender affected patient-reported psychosocial
function in Bell’s palsy.

MATERIALS AND METHODS

Study Design, Setting, Subjects, and Ethics
This prospective follow-up study was conducted at two

tertiary otorhinolaryngological centers in Sweden. In total,
103 patients aged 18 or older with acute peripheral facial palsy
diagnosed as Bell’s palsy, who were able to independently fill out
the questionnaires, were included. The diagnosis of Bell’s palsy
was based on patient history and physical examination according
to the guidelines of American Academy of Otolaryngology–Head
and Neck Surgery Foundation.13 Medical imaging was not per-
formed but most patients were serologically tested for Borrelia.
Data regarding medical treatment were not included in the pre-
sent study protocol, but under Swedish national guidelines the
recommended treatment for eligible patients is corticosteroids for
10 days. Inclusion started in April 2014 and the last follow-up was
in August 2017. Follow-ups were scheduled in accordance with
regional guidelines at the two otorhinolaryngological centers. At
inclusion and at follow-up visits, facial function was graded by a
physician using the Sunnybrook and House-Brackmann facial
grading systems3,4 and each patient was asked to fill out the
Swedish versions of the FaCE scale and FDI questionnaires.7,8,11

The study was approved by the Regional Ethical Review Board in
Uppsala (Dnr 2013–477).

Quality of Life Questionnaires
The FaCE scale is a 15-item (questions), five-point Likert

scale that consists of six domains. The domains are facial move-
ment, facial comfort, oral function, eye comfort, lacrimal control,
and social function. Transformed total and domain scores are cal-
culated using specific formulas and the scores obtained range
from 0 to 100 (worst to best).8 The FDI contains two domains,
physical function and social/well-being function, each with
10 questions with responses on a Likert-type scale. The obtained
physical function score ranges from −25 (worst) to 100 (best) and
that for the social/well-being function from 0 (worst) to
100 (best).7

Facial Grading scales
The Sunnybrook Facial Grading System is regionally

weighted and measures resting symmetry, symmetry of volun-
tary movements and synkinesis. The composite score ranges
from 0 (complete facial paralysis) to 100 (normal function).3 The
House-Brackmann system is a gross facial grading system rang-
ing from I (normal) to VI (total paralysis).4

Statistics
Descriptive statistics are given with mean values, standard

deviations (SD), and range. Spearman’s rank correlation was

used to test cross-sectional validity by comparing FaCE and FDI
scores with Sunnybrook and House-Brackmann scores, respec-
tively. Correlation was considered fair if the correlation coeffi-
cient was 0.25–0.5, moderate to good if 0.51–0.75, and very good
to excellent if >0.75. Wilcoxon signed-rank test was used to com-
pare FaCE total score, Sunnybrook score, FaCE social function,
and FDI social/well-being function between women and men.
Statistical calculations were performed in the SAS statistical
program (version 9.4; SAS Institute, Cary, NC, USA). A P value
<.05 was regarded as statistically significant. For Figures,
R (version 3.5.0, R Foundation for Statistical Computing, Vienna,
Austria) was used, and mean values with standard errors of the
mean (SEM) are shown.

RESULTS
A total of 103 patients were included in the study.

Seven of these patients were later excluded: three because
they developed other neurological deficits, two developed
bilateral palsy, one was diagnosed with Borrelia infection,
and one with herpes zoster infection.

Patient characteristics (n = 96) are summarized in
Table I. Thirty-six patients (38%) were women and
60 (63%) were men. Their age ranged from 18 to 77 years,
with a mean age of 49 (women 46 and men 52). Eight of
the 36 women (22%) had pregnancy-associated palsy
(pregnancy or puerperium). Twenty-seven patients (28%)
reported a diagnosis of hypertension and 12 patients (13%)
diabetes mellitus.

In the present follow-up study, 96 patients were
included on mean day 7 (SD 8). Onset of palsy was set as
day 1. Eighty-one patients had a second visit (visit 2) on
mean day 53 (SD 40), 32 patients had a third visit (visit
3) on mean day 137 (SD 105), 14 patients had a fourth

TABLE I.
Epidemiological and Clinical Characteristics of the Study

Population (n = 96).

Gender (n (%))

Female 36 (38)

Male 60 (63)

Age (years)

Mean (SD) 49 (17)

Range 18–77

Side (%)

Right 46

Left 54

Hypertension (n (%)) 27 (28)

Diabetes mellitus (n (%)) 12 (13)

Pregnancy-associated palsy (n) 8

Sunnybrook score at baseline

Mean (SD) 43 (20)

Range 9–84

House-Brackmann score at baseline

Mean (SD) 3.8 (1.0)

Range 2–6

Time from disease onset to inclusion (days in mean (SD)) 7 (8)

SD = standard deviation.
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visit (visit 4) on mean day 260 (SD 140), and 6 patients
were seen at a fifth visit (visit 5) on mean day
362 (SD 35). Due to the low numbers of patients in visits
4 and 5, the results from visit 5 and some results from
visit 4 are not further presented and/or analyzed.

Table II shows mean values for FaCE total and
domain scores, FDI scores, Sunnybrook and House-
Brackmann scores at visits 1–4, and numbers of patients

at the respective visits. At visit 1, the lowest FaCE
domain mean score was for facial movement (32), the sec-
ond lowest was for lacrimal control (39), and the highest
was for social function (69). At visit 2, the lowest FaCE
domain mean score was for facial movement (67), the sec-
ond lowest was for eye comfort (68), and the highest was
for social function (85). At visit 3, the lowest FaCE
domain mean scores were for facial comfort and eye

TABLE II.
FaCE, FDI, Sunnybrook, and House-Brackmann Scores at Visits 1 to 4.

Visit 1 Visit 2 Visit 3 Visit 4

Mean (SD) n Mean (SD) n Mean (SD) n Mean (SD) n

FaCE total score 51 (19) 95 75 (26) 81 70 (20) 32 66 (21) 14

Facial movement 32 (25) 95 67 (36) 81 65 (24) 32 64 (21) 14

Facial comfort 49 (31) 95 75 (28) 81 61 (28) 32 60 (22) 14

Oral function 55 (31) 95 80 (27) 81 79 (24) 32 67 (28) 14

Eye comfort 46 (29) 95 68 (32) 81 61 (32) 32 64 (31) 14

Lacrimal control 39 (33) 94 75 (29) 81 64 (31) 32 63 (27) 14

Social function 69 (29) 95 85 (26) 81 81 (27) 32 74 (28) 14

FDI physical function 63 (18) 88 70 (20) 81 73 (18) 32 70 (19) 14

FDI social/well-being function 75 (19) 90 79 (18) 80 80 (19) 32 79 (17) 14

Sunnybrook 43 (20) 96 73 (30) 81 68 (23) 32 64 (21) 14

House-Brackmann 3.8 (1.0) 96 2.4 (1.5) 81 2.5 (1.1) 31 2.8 (1.0) 14

FaCE = Facial Clinimetric Evaluation; FDI = Facial Disability Index; SD = standard deviation.
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Fig. 1. Mean scores for all observations visits 1 to 4 with standard errors of the mean for Sunnybrook, Facial Clinimetric Evaluation (FaCE)
total, FaCE social function, Facial Disability Index (FDI) physical function, and FDI social/well-being function.
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comfort (both 61), followed by lacrimal control (64), and
the highest score was for social function (81). At visit
4, the lowest FaCE domain mean score was for facial com-
fort (60), the second lowest was for lacrimal control
(63) and the highest was for social function (74). FDI
physical function values at visits 1–4 were 63, 70, 73, and
70, respectively. FDI social/well-being function values at
visits 1–4 were 75, 79, 80, and 79, respectively. The mean
Sunnybrook composite scores at visits 1 to 4 were 43, 73,

68, and 64, respectively. The corresponding House-
Brackmann scores were 3.8, 2.4, 2.5, and 2.8,
respectively.

Figure 1 shows mean scores for all observations
visits 1 to 4 with standard errors of the mean. Physician-
graded Sunnybrook mean score of 54 (SEM 1.9), was
lower than patient-graded FaCE total score of 63 (1.6),
FaCE social function 77 (1.9), FDI physical function
68 (1.3), and FDI social/well-being function 77 (1.2).

TABLE III.
Mean Scores for FaCE Total, FaCE Social Function, FDI Physical Function, FDI Social/Well-Being Function, and for Sunnybrook Gradings in

Sunnybrook Intervals 0–40, 41–70, and 71–100 at Visits 1–4.

Visits 1–4
Sunnybrook

0–40 41–70 71–100

Mean (SD) n Mean (SD) n Mean (SD) n

FaCE total score 43 (16) 66 55 (16) 71 86 (15) 85

FaCE social function 58 (31) 66 74 (26) 71 95 (13) 85

FDI physical function 57 (18) 61 64 (16) 69 79 (18) 85

FDI social/well-being function 71 (20) 63 74 (18) 69 84 (15) 84

Sunnybrook 24 (8) 66 54 (7) 72 89 (10) 85

FaCE = Facial Clinimetric Evaluation; FDI = Facial Disability Index; SD = standard deviation.

TABLE IV.
Correlations (Spearman Correlation Coefficients) and P Values Between FaCE, FDI, and Sunnybrook/House-Brackmann Scores at Visits 1

to 4.

Visit 1 Visit 2 Visit 3 Visit 4
n = 88–95† n = 80–81† n = 32† n = 14

Spearman Correlation Coefficients

P values

Sunnybrook/House-Brackmann

FaCE total score 0.42/−0.43 0.83/−0.86 0.81/−0.66 0.85/−0.77

<.0001/<.0001 <.0001/<.0001 <.0001/<.0001 <.0001/.0013

Facial movement 0.55/−0.60 0.88/−0.91 0.88/−0.85 0.86/−0.83

<.0001/<.0001 <.0001/<.0001 <.0001/<.0001 <.0001/.0002

Facial comfort 0.10/−0.14 0.62/−0.61 0.41/−0.34 0.71/−0.63

.3554/.1828 <.0001/<.0001 .0193/.0627 .0048/.0149

Oral function 0.43/−0.44 0.78/−0.77 0.55/−0.50 0.66/−0.55

<.0001/<.0001 <.0001/<.0001 .0010/.0046 .0101/.0422

Eye comfort 0.15/−0.07 0.78/−0.80 0.62/−0.53 0.65/−0.75

.1496/.5268 <.0001/<.0001 .0001/.0021 .0124/.0021

Lacrimal control 0.23/−0.18 0.58/−0.60 0.56/−0.45 0.32/−0.41

.0287/.0743 <.0001/<.0001 .0009/.0109 .2697/.1497

Social function 0.29/−0.26 0.64/−0.63 0.62/−0.42 0.62/−0.47

.0045/.0126 <.0001/<.0001 .0001/.0179 .0181/.0901

FDI physical function 0.32/−0.25 0.57/−0.56 0.76/−0.62 0.64/−0.60

.0022/.0190 <.0001/<.0001 <.0001/.0002 .0131/.0228

FDI social/well-being function 0.08/−0.07 0.40/−0.39 0.44/−0.28 0.66/−0.65

.4790/.4986 .0002/.0004 .0126/.1202 .0096/.0123

FaCE = Facial Clinimetric Evaluation; FDI = Facial Disability Index.
†The exact numbers of patients for each total and domain score are given in Table II.
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Table III shows mean Sunnybrook and FaCE total,
FaCE social function, FDI physical function and FDI
social/well-being function scores in Sunnybrook intervals
0–40, 41–70, and 71–100 at visits 1–4. In the lowest Sun-
nybrook interval 0–40, physician-graded facial function
was much lower than the patient-graded scores
(Table III). In the Sunnybrook interval 71–100, physician
and patient gradings resembled each other.

Correlations (and P values) between patient-
reported FaCE and FDI and physician’s assessment of
facial function with Sunnybrook and House-Brackmann
are shown in Table IV. At visit 1, Spearman’s rank corre-
lations between patient-reported outcome measures and
physician assessment of facial function were fair (less
than 0.5), except between FaCE domain facial movement
score and Sunnybrook score, for which correlation was
moderate (r = 0.55). At visits 2 to 4, the correlations
between FaCE total score and Sunnybrook score were
very good to excellent, r = 0.83, 0.81, and 0.85, respec-
tively. The correlations between FaCE domain facial
movement score and Sunnybrook score were also very
good to excellent at visits 2 to 4, r = 0.88, 0.88, and 0.86.
Very good to excellent correlations were also found
between FaCE domains oral function and eye comfort
and Sunnybrook at visit 2 (r = 0.78 for both) and between
FDI physical function and Sunnybrook at visit
3 (r = 0.76). As can be seen in Table IV, the correlation
coefficients for patient-reported FaCE and FDI scores and
Sunnybrook composite score and House-Brackmann
score, respectively, much resembled each other.

The mean Sunnybrook scores at visits 1 to 3 were sim-
ilar for women and men, P = .625, P = .626, and P = .514
(Fig. 2). Women scored lower at visits 1 to 3 for both FaCE
domain social function (P = .020, P = .258, and P = .100)
and FDI social/well-being function (P = .059, P = .021, and
P = .049), as shown in Fig. 3A,B. The correlation between
FaCE social function score and Sunnybrook score at visit
1 was fair for both women and men (r = 0.27, P = .114,

respectively, r = 0.32, P = .012). At visits 2 to 4, the correla-
tions were higher for women (r = 0.72, P < .001; r = 0.73,
P = .005; and r = 0.76, P = .030) than for men (r = 0.58,
P < .001; r = 0.50, P = .028; and r = 0.50, P = .313). Correla-
tions between FDI social/well-being score and Sunnybrook
score were fair for both genders at visits 1 to 4.

DISCUSSION
In early stages of Bell’s palsy (96 patients), there

were low to fair correlations between FaCE/FDI (except
for facial movement) and Sunnybrook score. At follow-up,
FaCE total score and FaCE domain facial movement
demonstrated very good to excellent correlation with Sun-
nybrook and FaCE domain social function showed

●
●

●●
●

●

P = .625 P = .626 P = .514

0

25

50

75

100

Visit 1 Visit 2 Visit 3

S
u

n
ny

b
ro

o
k 

sc
o

re

●

●

Women
Men

Fig. 2. Mean Sunnybrook scores with standard errors of the mean
(SEM) for women and men at visits 1, 2, and 3.
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Fig. 3. A and B, Mean Facial Clinimetric Evaluation (FaCE) social
function scores (A) and Facial Disability Index (FDI) social/well-being
function scores (B) with standard errors of the mean (SEM) for
women and men at visits 1, 2, and 3.
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moderate to good correlation with Sunnybrook. Women
had lower FaCE domain social and FDI social/well-being
function scores than men.

This is the largest prospective QoL follow-up study
of Bell’s palsy to date. In 2013, Ng and colleagues
reported on 21 patients newly diagnosed with Bell’s
palsy.14 At first visit, a positive correlation between FaCE
total score and Sunnybrook was found (r = 0.63), which
was higher than our findings by a fair correlation
(r = 0.42). The day of presentation is not given in their
study, which makes comparison difficult. At follow-up
visits 2 to 4, we found very good to excellent correlations
(r = 0.81–0.85) between FaCE total score and Sun-
nybrook. Ng et al.14 did not examine the correlation
between post-treatment Sunnybrook and FaCE total
score. Instead, they looked at the amount of improvement
in Sunnybrook and FaCE total scores and reported a posi-
tive correlation (r = 0.69) between the two scores.

Thirty-six women and 60 men were included in the
present study. Females rated both FaCE domain social
function and FDI social well-being lower than males,
despite similar mean Sunnybrook scores. In a mixed
material including 256 patients with peripheral facial
palsy, Volk and colleagues reported lower baseline FaCE
social score and FDI social well-being function for
women.15 In a retrospective cohort study of 794 patients
with different etiologies of peripheral facial palsy (Bell’s
palsy 44.4%), Kleiss et al. reported that female patients
had lower FaCE social score.16 Our findings not only
agree with these findings, but also indicate that women
have lower social scores over time.

The present study shows that correlations between
FaCE total score, FDI physical and social/well-being func-
tion and Sunnybrook scores in Bell’s palsy were lower in
the acute stage than at follow-up visits. This improvement
may partly be explained by the design of the question-
naires. The FaCE scale and FDI questionnaires ask about
symptoms during the past week and month, respectively,7,8

and since inclusion in the study was early (on mean day 7),
patients may not yet have noted all disabilities. The better
correlation at follow-ups may partly be due to patients hav-
ing had time to experience their disabilities.

As shown in Figure 1, mean FaCE/FDI scores were
higher than the mean Sunnybrook score, with the highest
scores for FaCE social and FDI social/well-being function.
An interpretation of this may be that the patient’s
facial-palsy related QoL is less affected than the physician’s
evaluation of facial disability. QoL scales and Sunnybrook,
however, differ both in content and construction. Therefore,
statistical comparisons of mean values between scales is
dubious.

In our study, inclusion was on mean day 7. In previ-
ous retrospective studies, average duration of palsy at first
assessment varied between 9.6 months and 10.7 years
and the proportion of Bell’s palsy patients was 20% to
44%.16–18 Furthermore, in previous longitudinal prospec-
tive studies, time to first assessment varied between
“newly diagnosed” and 48 months and the percentage of
Bell’s palsy patients varied between 45 and 100.14,15,19

The diverging patient materials and etiologies of periph-
eral facial palsy, as well as the designs of these previous

QoL studies, mean that comparisons with our results
must be made with caution.

A strength of the present study is that the material
was homogenous and only included Bell’s palsy patients.
It was a prospective two-center study with a long follow-
up time. Retrospective or chart-based studies may be
inaccurate if physician-graded scales recorded in medical
records are used.8 Kahn et al., who developed and vali-
dated the FaCE scale, stated that there are several
important clinical uses, including measurement of the
natural history of facial disability from the acute phases
to various states of recovery.8 The present study was
designed to investigate these issues.

There are drawbacks with this study. All patients at
the respective otorhinolaryngological centers were not
screened for inclusion. Therefore, there are incomplete
records on patients who were not included and/or
excluded. Furthermore, data regarding corticosteroid
treatment were not recorded. According to regional guide-
lines for follow-ups, patients who had almost or completely
recovered were not followed further, which resulted in a
reduced number of patients at the follow-up visits. Another
weakness was that facial grading at one of the centers was
performed by a number of assessors. Sunnybrook, how-
ever, has high inter- and intra-rater reliability when
applied by either experts or novice assessors.20,21

As stated by Volk et al., any future controlled clinical
trial in patients with peripheral facial palsy, whether
analyzing drug effects or results of surgery procedures in
Bell’s palsy, should include patient-reported outcome
measures, as non-motor disabilities are no less important
than motor disabilities.15 Furthermore, future prospec-
tive follow-up studies with correlations of the activities of
specific facial muscles may give further information on
the association of regional facial impairment with facial
palsy-related quality of life.22

CONCLUSION
In the early stage of Bell’s palsy, there were low to

fair correlations between FaCE total score, FaCE domains
(except for facial movement), FDI physical function, FDI
social/well-being function, and the Sunnybrook and House-
Brackmann scores. This indicates that the design of the
QoL instruments is less suited for the acute stages of facial
palsy. The high correlations at follow-ups suggest that the
questionnaires can be used for evaluation of QoL over
time. Our results also indicate that women experience
more facial palsy-related psychosocial dysfunction.

BIBLIOGRAPHY
1. Peitersen E. Bell’s palsy: the spontaneous course of 2,500 peripheral facial

nerve palsies of different etiologies. Acta Otolaryngol 2002;122:4–30.
2. Coulson SE, O’Dwyer NJ, Adams RD, Croxson GR. Expression of emotion

and quality of life after facial nerve paralysis. Otol Neurotol 2004;25:
1014–1019.

3. Ross BG, Fradet G, Nedzelski JM. Development of a sensitive clinical facial
grading system. Otolaryngol Head Neck Surg 1996;114:380–386.

4. House JW. Facial nerve grading systems. Laryngoscope 1983;93:1056–1069.
5. Fattah AY, Gavilan J, Hadlock TA, et al. Survey of methods of facial palsy

documentation in use by members of the sir Charles bell society. Laryngo-
scope 2014;124:2247–2251.

Laryngoscope 131: February 2021 Bylund et al.: Quality of Life in Bell’s Palsy

E617



6. Ho AL, Scott AM, Klassen AF, Cano SJ, Pusic AL, Van Laeken N. Measur-
ing quality of life and patient satisfaction in facial paralysis patients: a
systematic review of patient-reported outcome measures. Plast Reconstr
Surg 2012;130:91–99.

7. VanSwearingen JM, Brach JS. The facial disability index: reliability and
validity of a disability assessment instrument for disorders of the facial
neuromuscular system. Phys Ther 1996;76:1288–1298. discussion
1298–1300.

8. Kahn JB, Gliklich RE, Boyev KP, Stewart MG, Metson RB, McKenna MJ.
Validation of a patient-graded instrument for facial nerve paralysis: the
FaCE scale. Laryngoscope 2001;111:387–398.

9. Kleiss IJ, Beurskens CH, Stalmeier PF, Ingels KJ, Marres HA. Quality of
life assessment in facial palsy: validation of the Dutch facial Clinimetric
evaluation scale. Eur Arch Otorhinolaryngol 2015;272:2055–2061.

10. Volk GF, Steigerwald F, Vitek P, Finkensieper M, Kreysa H, Guntinas-
Lichius O. Facial disability index and facial Clinimetric evaluation scale:
validation of the German versions. Laryngorhinootologie 2015;94:
163–168.

11. Marsk E, Hammarstedt-Nordenvall L, Engstrom M, Jonsson L,
Hultcrantz M. Validation of a Swedish version of the facial disability
index (FDI) and the facial Clinimetric evaluation (FaCE) scale. Acta
Otolaryngol 2013;133:662–669.

12. Barry P, Mancini J, Alshukry A, Salburgo F, Lavieille JP, Montava M. Vali-
dation of French versions of the facial disability index and the facial
clinimetric evaluation scale, specific quality of life scales for peripheral
facial palsy patients. Clin Otolaryngol 2019;44:313–322.

13. Baugh RF, Basura GJ, Ishii LE, et al. Clinical practice guideline: Bell’s
palsy. Otolaryngol Head Neck Surg 2013;149:S1–S27.

14. Ng JH, Ngo RY. The use of the facial clinimetric evaluation scale as a
patient-based grading system in Bell’s palsy. Laryngoscope 2013;123:
1256–1260.

15. Volk GF, Granitzka T, Kreysa H, Klingner CM, Guntinas-Lichius O. Initial
severity of motor and non-motor disabilities in patients with facial palsy:
an assessment using patient-reported outcome measures. Eur Arch
Otorhinolaryngol 2017;274:45–52.

16. Kleiss IJ, Hohman MH, Susarla SM, Marres HA, Hadlock TA. Health-related
quality of life in 794 patients with a peripheral facial palsy using the FaCE
scale: a retrospective cohort study. Clin Otolaryngol 2015;40:651–656.

17. Gyori E, Przestrzelski C, Pona I, et al. Quality of life and functional assess-
ment of facial palsy patients: a questionnaire study. Int J Surg 2018;55:
92–97.

18. Tavares-Brito J, van Veen MM, Dusseldorp JR, Bahmad F Jr, Hadlock TA.
Facial palsy-specific quality of life in 920 patients: correlation with
clinician-graded severity and predicting factors. Laryngoscope 2019;129:
100–104.

19. Volk GF, Granitzka T, Kreysa H, Klingner CM, Guntinas-Lichius O. Non-
motor disabilities in patients with facial palsy measured by patient-
reported outcome measures. Laryngoscope 2016;126:1516–1523.

20. Hu WL, Ross B, Nedzelski J. Reliability of the Sunnybrook facial grading
system by novice users. J Otolaryngol 2001;30:208–211.

21. Kanerva M, Poussa T, Pitkaranta A. Sunnybrook and House-Brackmann
facial grading systems: intrarater repeatability and interrater agreement.
Otolaryngol Head Neck Surg 2006;135:865–871.

22. van Veen MM, Tavares-Brito J, van Veen BM, et al. Association of regional
facial dysfunction with facial palsy-related quality of life. JAMA Facial
Plast Surg 2019;21:32–37.

Laryngoscope 131: February 2021 Bylund et al.: Quality of Life in Bell’s Palsy

E618


	 Quality of Life in Bell's Palsy: Correlation with Sunnybrook and House-Brackmann Over Time
	INTRODUCTION
	MATERIALS AND METHODS
	Study Design, Setting, Subjects, and Ethics
	Quality of Life Questionnaires
	Facial Grading scales
	Statistics

	RESULTS
	DISCUSSION
	CONCLUSION
	BIBLIOGRAPHY


