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With acknowledgement to the many speech pathologists who have shared their 
knowledge and wisdom with me over the years. 



Introduction 

 A lower motor neuron facial weakness or palsy is a condition which arises 
when damage occurs to the motor neuron of cranial nerve VII along its course  
from the motor nuclei in the brainstem to the muscle (McNeil, 2009).This can 
result from a variety of conditions including: traumatic injury, brain tumors 
including acoustic neuromas (and removal of same), some brain stem strokes, 
Bell’s Palsy, and some degenerative neurological conditions. (see Duffy, 2005, 
for a more comprehensive list) 

 

 A lower motor neuron facial palsy or weakness results in a flaccid weakness. 
Depending on where the lesion has occurred, it can  often involve both the 
lower and upper quadrants of the face, as opposed to an upper motor neuron 
weakness which involves only the lower half of the face. 

 

 This presentation give some practical ideas developed over many years of 
working with this condition in collaboration with many other colleagues. 



Learning Objectives: 
 

 To understand the importance of treating and improving eye closure, and to 
learn some useful techniques to apply. 

 

 To  understand ways in which taping can be helpful, and to learn techniques 
and positions for application; 

 

 To consider the role of the less affected side of the face, and ways to  inhibit 
its action to encourage symmetry; 

 

 To understand the importance of objective measurement of facial function 
and recovery, as well as learning some methods to apply. 

 

 



Eye Closure 

 The improvement of eye closure should be the No.1 priority for treatment to 
preserve the health of the surface of the eye (i.e. to prevent dryness and 
blistering of the cornea). 

 Try these exercises: 

 Manually close the eye with the finger; remove finger; try to keep the eye 
closed. (Fig.1) 

 Look down at the knees (the upper eyelids will naturally begin to lower); try 
to close eyelid the remainder of the distance.(Fig 2) 

 Run the ball of the thumb along the upper edge of the eye socket (from inner 
to outer edge). This will encourage the eye to close; works even better if you 
find a notch/indent along this bone and press into it gently. (Fig 3) 



Figure 1 Figure 2 

Figure 3 



Taping 

 Use of micropore or similar soft cloth adhesive tape cut to suitable lengths 
and size can be helpful as follows: 

 Relieve the heaviness of the brow by placing one end of tape strip just 
above the eye brow; press and lift in a vertical direction; then secure end of 
tape below the hairline. (This can also help to prevent the brow resting on 
the upper eyelid, thus affecting eye closure.)(See Fig. 4 & 5) 

 Lift skin of lower eyelid, by placing tape diagonally from zygomatic bone up 
to temporal area.(Fig 6) 

 Lift cheek and corner of lip upwards to sit in a more symmetrical position, 
by taping from masseter area up to temporal area.(Fig 7) This helps to relieve 
heaviness, ‘reminds’ muscles of their correct motor pattern/position, may 
help to prevent lip/cheek being bitten, & may assist with lip seal around the 
cup when drinking. 

 



Figure 4 Figure 5 

Figure 6 
Figure 7  



Oro-motor exercises 

 Use traditional oro-motor exercises to assist in the recovery of the range and 
strength of lip/cheek musculature.  

 Consider trying a ‘closed mouth smile’ as well as an ‘open mouth smile’, as a 
different muscle predominates in each movement (i.e closed mouth smile – 
risorius m.; open mouth smile – zygomaticus major m.) 

 In the early stages of treatment &/or when the muscles are densely affected, 
consider having the patient use their  hand to inhibit movement of the 
stronger/unaffected side of the face, by pushing this side towards the midline 
when attempting a facial movement.(See Fig.8) This allows the weaker muscles to 
pull from a midline position, rather than one which is heavily skewed to the good 
side. It should also help the stronger side not to over-activate or strengthen 
further with activity. 

 NMES (Neuromuscular Electrical Stimulation) can also provide potential benefits, 
for speech pathologists trained in this approach ( A whole other area!) 



Figure 8  



Objective Measurement 

 A traditional oro-motor assessment of your choice should always be undertaken 
prior to commencing treatment, and at appropriate intervals, however I feel it is 
vital to accompany this with objective measurement of status and progress as 
follows: 

 Clinical Photography;  

 Take shots of: face at rest; open mouth smile; closed mouth smile; lip protrusion; 
eyebrow raise; mouth open; eye closure.  

 Use a standard location & distance form the patient’s face, to assist later 
comparison. Can use a perspex or wooden frame to assist standard 
sizing/magnification when printing photos (Patient can rest chin on lower inside of 
frame). Use good lighting.  

 Ask the patient to perform each movement as widely as possible (otherwise they 
may use different amounts of effort on different occasions and this will affect 
comparison). (N.B. only encourage gentle eye closure though, otherwise you will 
get a squeeze from the cheeks muscles) 



Objective Measurment 

 Surface Electromyography (sEMG) is also a very useful instrument for objective 
measurement of facial muscle recovery. It is a non-invasive means of recording the 
electrical potentials of muscles at rest and during movement.  

 sEMG can be recorded using a Neurotrac ETS or a Myotrac device. Training in the 
operation of the devices is required. While precise readings will vary between 
applications depending on electrode placement, patient fatigue, hydration, etc., 
readings can show a general trend in muscle function. 

 sEMG is particularly useful to  determine if treatment is efficacious when there 
are no visible signs of muscle activation yet. i.e. over time you may be able to see 
that the sEMG readings are becoming stronger when the patient attempts a 
movement, even though you cannot visibly see movement, and this may encourage 
the SP to continue treatment until, one day, activation is achieved! Alternatively, 
no change may be seen, which may indicate that a different approach is required. 



References and Further Reading 
 Darley,F, Aronson,A, and Brown,J. (1975). Motor Speech Disorders, W.B. 

Saunders Company, Philadephia. 

 Driver,E, Kidd,D, and Mapps,J.(Ed). (2010). Anotomica. Global Book 
Publishing.NSW.Australia. 

 Duffy, J. (2005). Motor Speech Disorders: Substrates, Differential Diagnosis, 
and Management (2nd Ed). Elsevier Mosby, Missouri,USA. 

 McNeil,M. (2009). Clinical Management of Sensorimotor Speech Disorders (2nd 
Ed). Theime, New York. 

 Tassinary, L.G., Cacioppo, J.T., Geen, T.R.(1989). A Psychometric Study of 
Surface Electrode Placements for Facial Electromyography Recording:1. The 
Brow and Cheek Muscle Regions. Psychophysiology. Vol 26, No 1, P1-16. 

 

 


	Top Tips for working with Lower Motor Neuron (LMN) Facial Weakness
	Introduction
	Learning Objectives:�
	Eye Closure
	Slide Number 5
	Taping
	Slide Number 7
	Oro-motor exercises
	Slide Number 9
	Objective Measurement
	Objective Measurment
	References and Further Reading

