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Familial Bell's palsy
A. P. PRESLEY, B.SC,MRCCP,DRCOG
General Practitioner, Gloucester

SUMMARY. Six attacks of Bell's palsy occurring
in five members of one family are described.

Introduction

THE aetiology of Bell's palsy is a matter of
conjecture. A familial incidence indicating a genetic

component in the aetiology has been reported before
(Kakar et al, 1966; De Santo and Schubert, 1969) but it
is apparent from the published work that this condition
is considered to be uncommon.

Case history
Miss L. M., a 44-year-old spinster of Mediterranean
extraction, presented on 16 August 1977 with a right-
sided Bell's palsy. She felt well and there had been no

prodromal illness, but she was obviously distressed by
her facial appearance. She was completely unable to
close her right eye and there was a facial deformity
typical of BelPs palsy (Miles Foxen, 1970). Physical
examination revealed an obese woman with a blood
pressure of 150/100. Urinalysis and routine
haematological/biochemical profiles were normal.
Examination showed that the ears, nose, and throat
were normal, and in particular there were np herpetic
lesions. The clinical findings were confirmed by an ENT
consultant. An audiogram showed bilateral low-tone
deafness.
She gave a strong family history of facial palsy in that

her two siblings, mother, and maternal grandmother
had had similar attacks in the past (Figure 1). Her
brother had a right-sided facial palsy in 1976 when aged
30 from which he had completely recovered. Her sister
had a right-sided facial palsy when aged 19 years and a

left-sided facial palsy when aged 24. Her mother had a

left-sided facial palsy in 1940 when aged 31 and com-
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Figure 1. Family genealogy as presented by
patient (L. M.). The figures indicate the age at
the time of attack and the year.

pletely recovered. She died of a stroke in 1953. The
patient's maternal grandmother had a facial palsy (side
unknown) when aged 51. There was no family history of
diabetes.
The patient made a 90 per cent recovery over a period

of nine weeks whilst taking reducing courses of systemic
steroids.

Discussion

Singh and Singh (1973) reported a family of facial palsy
patients in whom there was a strong suggestion of in-
fectious origin. The temporal and spatial separation of
the present cases negate this possibility.

It has been suggested that the predisposition of
families to facial palsy is dependent on an inherited
peculiarity of the facial nerve or its course (Brackmann,
1974), or to a metabolic oddity of the histidine-
histamine decarboxylase enzyme system (Williams,
1963). Such hypotheses have been impossible to prove.
The present cases merely add weight to the 'genetic
hypothesis'. >
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Thirty years of the National
Health Service

Let us look at what is right with the services.

1. It covers everyone. This is still not the case in most
countries in Europe.
2. Everyone has the right to a family doctor who will
visit at home when this is necessary. Try getting a doctor
to visit you at home in the United States-or almost
anywhere else in the world!
3. We have one of the best developed home nurs-
ing services in the world, usually working closely with
family doctors.
4. We have an organized ambulance service covering
the whole of Britain.
5. We provide a free family planning service.
6. It is a national service. There is nothing to stop a
patient with a rare disease being sent to the best hospital
in the country to treat it. And getting the best treatment!
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A post-hysterectomy syndrome
Fifty-six women who had had a hysterectomy in the
previous five years and 56 women who had other
operations answered a specially designed questionary.
The results showed that hysterectomy is more com-
monly followed by several distressing symptoms than
other operations. Seventy per cent of the hysterectomy
patients had postoperative depression and an almost
equal number had hot flushes and urinary symptoms,
and experienced extreme tiredness postoperatively.
About half the hysterectomy patients had headaches,
dizziness, or insomnia postoperatively, whereas all these
symptoms occurred much less often in the women who
had had operations other than hysterectomy. Most of
these symptoms can be attributed to endocrine im-
balance.
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The powerful one
Because DF 118 is a powerful analgesic it works

well in small doses, leaves your patient alert and
allows him to go about his everyday tasks normally,
without the need offollow-ups until a repeat is necessary.

Transfer a chronic patient to DF 118 and notice
how dramatically you reduce his analgesic intake. The
effective dose, once established, will remain steadyand
any concomitant therapy is.simpler for him to control.

Acute patients, too, benefit from DF 118 since the
fully active oral route lessens the need for injections.
For patients who cannot swallow tablets Elixir DF 118
offers an alternative form with greater flexibility of
dosage.

Low dosage leads to low cost and the basic cost
of 28 tablets (an average week's supply) is only 37 ¼2p.

Each DF 118 tablet contains Each Sml Elixir DF 118 contains
KU

Dihydrocodeine tartrate BP 30mg. _' Dihydrocodeine tartrate BP 10mg.

DF 118 subdues the pain,but not the patient.
fi lFull information is available from
@!J DUNCAN, FLOCKHART & CO. LIMITED, LONDON E2 6LA. DF 77/19/HN
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