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ficient to cause acute pulmonary oedema in a healthy 36-
year-old mother having her second elective caesarean sec-
tion. The same objection applies to the intravenous infusion of
plasma expanders.

Obstetricians and anaesthetists should be aware of this
syndrome. It should be considered in all patients with hypo-
tension lying supine in late pregnancy. Routine inquiry should
be made of all patients before caesarean section in regard to
fainting attacks, dizziness in the supine position, and difficulty
experienced in the antenatal clinics in recording their blood
pressure. Constant monitoring of blood pressure is essential,
and the obstetrician should not proceed without assurance
that it is normal. If supine hypotension is noted before the
operation, caesarean section should be performed in the lat-
eral position. Should supine hypotension occur during
the operation the patient should be turned on her side and
delivered as quickly as possible. Vasopressors and rapid

intravenous infusions should not be used until repositioning of
the patient has been tried.

I should like to thank Mr. Arthur Williams for his advice and
permission to report these cases: Dr. L. E. S. Carrie, consultant
anaesthetist, for his help; and Dr. R. H. Cowdell for permission to
quote the pathological report.

Louis COURTNEY, M.B., M.A.O., M.R.C.O.G.,
Registrar, Obstetrics and Gynaecology,

thz Radcliffe Infirmary, Oxford.
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Hemifacial Palsy after Inferior Dental
Block for Dental Treatment

British Medical3Journal, 1970, 1, 798

CASE REPORT
The patient, a corporal, was given an inferior dental block on 9
June 1969 to enable dental treatment to be carried out.

Technique used for Administering Inferior Dental Block.-The
thu-mb was placed intraorally over the anterior border of the
coronoid process and the forefinger extraorally in the depression
on the posterior border of the ramus. The needle was then in-
serted along a line joining the midpoint of thumb and forefinger
just median to the internal oblique ridge, to a depth of 2 to 'in.
(1-3 to 2 cm.). The syringe was then gently swung over to the
lower premolar region of the opposite side, care being taken to
make sure that the syringe stayed parallel to the occlusal plane of
the mandibular teeth; the cartridge was then discharged. An-
aesthesia was complete in about one and a half minutes. Several
large restorations were completed. There were no dental complica-
tions afterwards.
A Sterling dental syringe was used with a Monoject 400 dispos-

able needle, gauge 27 GA and 2 cm. long. The local anaesthetic
was lignocaine hydrochloride (Lidothesin 2-ml. cartridge) and
adrenaline 1: 80,000.
The same night the patient noticed some impairment of his

sense of hearing in the left ear (the side of injection). The next
morning he had difficulty in closing his left eye while he washed
his face, and he could not clean his mouth properly. He assumed
this would pass off. When it did not clear up he became worried,
and on 12 June reported to one of us (T.K.) who referred him to
I.B.T., with facial palsy.
On examination the left side of the patient's face was flat and

expressionless and muscles of that side were immobile. The left
angle of the mouth was drooping. When he smiled his mouth was
drawn to the right side. There was ptosis of the left eyelid. The
left eye could not be closed, and an attempt to do so resulted in
the eyeball turning upwards and outwards (Negro's sign). No
function was noted in the frontalis, orbicularis oculi, dilator alae
nasi, orbicularis oris, and platysma on the left side.
On 17 June electromyography showed fibrillation at rest. The

motor unit was normal. Conduction showed normal latency. The
strength-duration curve showed partial denervation patterns.
He was treated with facial muscular exercises, protection of left

eye with dark glasses during the day and eyepad at night, mouth
washes after meals to get rid of food particles collected in buccal
sulcus, and tab. prednisolone 5 mg. q.d.s. by mouth. At review on
17 July he had fully recovered, all groups of facial muscles show-
ing full function.

COMMENT

The principal causes of facial nerve involvement are trauma,
operative injury, head injuries, acoustic neuroma, and malig-
nant parotid tumours. Rarely the condition may be affected by
middle ear disease, leukaemic infiltrations, lymphoma, geni-
culate herpes zoster (Hunt syndrome), syphilitic or tuberculous
basilar meningitis, infectious diseases (particularly diphtheria
and mumps), familial and relapsing facial paralysis of Mel-
kersson's syndrome, and various inflammatory, neoplastic, or
vascular diseases of the brain stem. When the paralysis occurs
without an attributable cause it is termed Bell's palsy.
On reviewing the medical literature we found that very few

cases of facial paralysis following the use of a local anaesthetic
solution to produce inferior dental block have been reported.
Stoy and Gregg (1951) reported a case in which the facial pa-
ralysis developed five days after the inferior dental block and
lasted six weeks. Snow's (1952) patient was an 8-year-old
boy who developed poliomyelitis with facial paralysis following
dental procedure; facial paralysis lasted a few weeks. Droter's
(1959) case was of transitory facial paralysis occurring imme-
diately after inferior dental block, and recovery was full in two
and a half hours.
There appear to be two types of facial paralysis following

inferior dental block, the immediate transient type and the
delayed type. The former type is presumed to be due to the
direct action of local anaesthetic solution on'the facial nerve,
either by diffusion into the normally developed parotid tissue
or by direct action on the nerve in the retromandibular space,
when a congenital anomaly of parotid gland exists, failing to
envelop the facial nerve. The delayed type is due to a sympa-
thetic vascular reflex leading to ischaemic paralysis in the
stylomastoid foramen region. The mechanism is assumed to be
the action of the local anaesthetic solution (particularly its
adrenaline content) or even the mechanical action of the needle
itself, stimulating the sympathetic plexus connected with the
external carotid artery, which in turn has communication with
the plexus covering the stylomastoid artery. The duration of
paralysis would depend on the degree of ischaemia and dam-
age to the nerve.

In dealing with the differential diagnosis of a case of facial
paralysis the inferior dental block, among other causes, must
be kept in mind. The prognosis seems to be good and recovery
is full.
Squadron Leader, R.A..F I. B. TIWARI, M.B., B.S., F.R.C.S.Ed.
Flight Lieutenant. R.A.F. T. KEANE, B.D.S., L.D.S. R.C.S.
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