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İzole bilateral periferik yüz felci Guillain-Barré sendorumunda (GBS) oldukça nadirdir. Burada koronavirüs hastalığı-2019 (COVID-19) enfeksiyonu sonrası 
GBS’sine bağlı izole bilateral periferik fasiyal sinir paralizisi tanı kriterlerini karşılayan bir olgu sunulmuştur. Nörolojik muayenesinde bilateral periferik fasiyal 
sinir paralzisi olan 48 yaşındaki erkek hasta, COVID-19 enfeksiyonundan 18 gün sonra acil servise başvurdu. Beyin omurilik sıvısında yüksek protein içeriği 
mevcuttu ve elektromiyografi bulguları demiyelinizan polinöropati düşündürüyordu. Yüz felci bulguları beş günlük intravenöz immünoglobulin tedavisinden 
sonra tamamen düzeldi. GBS ve COVID-19 arasındaki olası ilişki nedeniyle, COVID-19 hastalarında nörolojik belirtilerin yakından izlemesi önemlidir.
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Öz

Introduction
Coronavirus disease-2019 (COVID-19) is a highly contagious 

disease caused by the new coronavirus, severe acute respiratory 
syndrome-coronavirus-2. Small series and single cases of Guillain-
Barré syndrome (GBS) were published during the COVID-19 
outbreak. Isolated peripheral bilateral facial paralysis in GBS 
cases secondary to COVID-19 infection was rarely reported. Most 
patients with GBS due to the COVID-19 infection were elderly 
men. Weakness in the limbs and acute flaccid quadriparesis and 
demyelinating polyneuropathy was commonly observed in most 
of these reports (1).

A case meeting the diagnostic criteria of Wakerley et al. (2) 
and a review of GBS cases with bilateral facial paralysis following 
COVID-19 infection is presented.

Case Report
A 48-year-old male patient was admitted to the emergency 

department due to facial weakness on both sides and difficulty 
in closing his eyes. A real-time polymerase chain reaction test for 
COVID-19 was conducted 18 days ago at the hospital where he 
was admitted with a sore throat and fever, which revealed positive 
results. His thoracic computed tomography (CT) results were 
compatible with COVID-19. Eight days after being discharged, the 
patient complained of buzzing in the ears, unpleasant sensations in 
the mouth, and weakness in the facial muscles. The patient had a 
good general condition, clear consciousness, full co-operation and 
orientation, and normal vital signs. He did not smoke and drink 
alcohol.
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Isolated bilateral peripheral facial paralysis in Guillain-Barré syndrome (GBS) is also quite rare. This case meets the diagnostic criteria of GBS with isolated 
bilateral peripheral facial paralysis following the coronavirus disease-2019 (COVID-19) infection. A 48-year-old male patient with bilateral peripheral facial 
nerve paralysis on neurological examination and without other abnormalities was admitted to the emergency department, 18 days after a COVID-19 infection. 
An increase in cell-free protein (albuminocytological dissociation) in the patient’s cerebrospinal fluid and demyelinating polyneuropathy in electrophysiological 
examinations suggested GBS in the patient. Facial paralysis findings were completely resolved after 5 days of intravenous immune globulin therapy. Physicians 
must closely monitor patients’ neurological signs because of the possible association between GBS and COVID-19. 
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His neurological examination revealed bilateral peripheral 
facial nerve paralysis (inability to close both eyelids, difficulty 
eating and speaking, wiping both nasolabial grooves, and inability 
to wrinkle his forehead) (Figure 1). No other abnormalities 
were found in his other cranial nerves, neurological, and system 
examinations. A complete blood count is normal, and no 
pathology was detected in biochemistry tests. The brain CT and 
brain magnetic resonance imaging revealed normal results. The 
cerebrospinal fluid (CSF) examination revealed normal pressure, 
clear appearance, protein of 2,858 mg/l (normal value: 150-450 
mg/l), and other parameters within normal limits. No cells and 
microorganisms were seen in the CSF microscopic examination. 
An electromyographic (EMG) nerve conduction study revealed 
increased distal motor latency and decreased sensory and motor 
nerve conduction velocity in the evaluated nerves. Bilateral R1 and 
R2 potentials are absent. These findings suggest demyelinating 
polyneuropathy and are compatible with GBS diagnosis.

Based on these clinical, imaging and laboratory findings, 
the patient was considered to have GBS and was admitted to 
the neurology service. Lyme immunoglobulin (Ig)G and IgM, 
venereal disease research laboratory, herpes simplex virus, and 
varicella-zoster virus tests were negative. Angiotensin-converting 
enzyme activity in the blood was found to be normal. The patient 
was given intravenous Ig at 0.4 g/kg for 5 days, in addition to 
refreshing tears and eye-protective visco tears gel four times daily. 

Facial paralysis findings were completely resolved in the patient 
who was followed up after 10 days (Figure 2).

Discussion
The most common causes of bilateral peripheral facial paralysis 

are GBS, Lyme disease, Bell’s palsy, skull fracture, syndrome, 
multiple sclerosis, and infectious mononucleosis. GBS is an acute 
inflammatory immune disease of the nerve roots of the peripheral 
nerves. It is an acquired acute polyradiculoneuropathy that 
usually shows progressive flask paralysis and is characterized by 
widespread sensory, motor, and autonomic symptoms, which lead 
to deep tendon reflex reduction. The majority of cases are present 
with symmetric muscle weakness and areflexia. Rare variants of 
GBS, such as facial diplegia paresthesia that are associated with 
ganglioside antibodies, have been reported (3).

GBS is usually diagnosed based on clinical criteria. In addition, 
changes in EMG and albuminocytological dissociation in CSF 
examinations help to confirm the diagnosis of GBS.

GBS is preceded by symptomatic infections, such as 
campylobacter jejuni, Epstein-Barr virus, influenza, or 
cytomegalovirus, in approximately two-thirds of cases. Some 
antibodies on pathogens were suggested to show similarities with 
peripheral nerve components, and autoimmune processes triggered 
by this may play a role in the development of GBS after infections. 
Similarities between peptides of pathogen origin and nerve tissue 
can theoretically cross-react through cellular immunity (1).

Bilateral facial nerve paralysis is rare and accounts for 0.3-2% 
of all patients with paralysis (4). Many infectious agents, including 
the cytomegalovirus, Epstein-Barr virus, human immunodeficiency 
virus, ZiKa virus, and Campylobacter jejuni, have been associated 
with GBS. Some case reports of COVID-19-related GBS were also 
reported (5). A study reported that facial paralysis may be the only 
manifestation of COVID-19, and infection was present in 24.3% of 
the examined facial paralysis cases (6). Coronaviruses were thought 
to cause GBS directly through ACE2 receptors in the neuronal 
tissues or indirectly through the immune system response (7,8).

Bilateral facial paralysis without the acute onset of extreme 
weakness and another cranial neuropathy is rarely observed but 
should be considered if observed in GBS. A case of delayed facial 
palsy was also reported as a rare manifestation of GBS although 
mostly observed in early phases (9). Diagnosis of acute onset 
bifacial weakness secondary to GBS can only be made based on 
history and examination (Table 1). In the presented case, GBS 
diagnosis was considered based on electrophysiological findings 
that were consistent with demyelinating polyneuropathy and CSF 
findings, which show albuminocytological dissociation.

A limited number of cases of GBS with bilateral peripheral 
facial paralysis have been reported so far. A 61-year-old male 
patient first developed right peripheral facial paralysis followed 
by bilateral facial paralysis (10). A 56-year-old female (11), a 
21-year-old male (12), a 43-year-old male (13), and a 38-year-old 
male patient (14) reported bilateral peripheral facial paralysis, as 
well as loss of strength in the extremities. One female patient was 
reported as a GBS case with unilateral peripheral facial paralysis 
(15). A reported case is accompanied by ataxia, as well as bilateral 
peripheral facial paralysis (16). A 44-year-old male patient was 
reported with bilateral peripheral facial paralysis and GBS, but 
deep tendon reflexes were preserved (17). Only one case met 
the Wakerley diagnostic criteria, with bilateral peripheral facial 

Figure 1a, b. Facial image of the patient showing bilateral peripheral 
facial nerve paralysis

a b

Figure 2a, b, c. Facial image of the patient after treatment. Facial 
paralysis findings were completely resolved
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weakness and areflexia on neurological examination, was reported 
(18). In this case, no abnormality was detected except for bilateral 
peripheral facial nerve palsy on examination.

Case reports of GBS associated with COVID-19 infection are 
reported worldwide. However, more data and further research are 
still necessary on this subject. Physicians must closely monitor 
patients’ neurological signs because of the possible association 
between GBS and COVID-19. Bilateral peripheral facial paralysis 
in GBS is also quite rare. Most cases of bilateral peripheral facial 
paralysis that are reported in the COVID-19 pandemic did not 
meet the diagnostic criteria and with isolated bilateral peripheral 
facial paralysis.
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Table 1. Diagnostic criteria for Guillain-Barré syndrome 
with isolated bilateral facial paralysis [modified from 
Wakerley et al. (2)] 
Core features
• Facial weakness* and areflexia/hiporeflexia†
• Absence of ophthalmoplegia, ataxia, and limb or neck 
weakness
• Monophasic disease course with an interval between onset 
and nadir of the weakness of 12 h to 28 days, followed by a 
clinical plateau

Supportive features
• Antecedent infectious symptoms‡
• Presence of distal paresthesia at or before the onset of 
weakness
• Electrophysiological evidence of neuropathy
• Cerebrospinal fluid albuminocytological dissociation§

*Weakness may be asymmetric, †Muscle stretch reflexes 
may be normal, ‡Such as the presence of upper respiratory 
infection symptoms or diarrhea 3 days to 6 weeks before the 
onset of neurological symptoms, §Cerebrospinal fluid with a 
total white cell count of <50 cells/µl and protein above the 
normal laboratory range




