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Unilateral acne after facial palsy*
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Abstract: We	describe	a	case	of	unilateral	acne	which	appeared	after	an	episode	of	facial	nerve	palsy.	An	18-year-old	female	
patient presented with papules and pustules predominantly located on the side where the facial paralysis occurred. The pa-
tient	suffered	right	facial	paralysis,	which	was	treated	with	prednisone	and	kinesiotherapy	with	massages,	electrostimulation,	
and	infrared	light.	Two	weeks	later,	acne	lesions	appeared	in	the	area	affected	by	the	paralysis.	As	suggested	in	other	cases	of	
paralysis,	including	cases	of	Parkinson’s	disease	and	spinal	cord	injury,	an	increased	sebum	excretion	rate	and	the	immobility	
of	the	affected	area	are	most	likely	what	caused	the	unilateral	acne	lesions.
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INTRODUCTION
Unilateral	acne	and	related	disorders	(rosacea,	seborrheic	dermati-
tis,	and	demodicidosis)	have	been	described	in	relation	to	paralyzed	
areas of different causes. We report a case of unilateral acne follow-
ing facial nerve palsy.

CASE REPORT
An	18-year-old	 female	patient	presented	with	a	unilateral	

facial	eruption.	She	had	no	significant	history	of	acne	and	was	not	
receiving any previous medication. Three months earlier she suffe-
red	facial	nerve	palsy	to	the	right	side	of	the	face,	which	was	treated	
with	oral	acyclovir,	prednisone	40mg/day	for	five	days,	and	kine-
siological	 therapy	with	massages,	 electrostimulation	 and	 infrared	
light.	The	patient’s	condition	improved	with	treatment	without	se-
quelae.	However,	two	weeks	later,	acne	lesions	appeared	in	the	area	
affected	by	the	paralysis,	with	lesions	that	increased	progressively	
and continued worsening a month later. On examination she pre-
sented	abundant	papules	and	pustules	on	the	right	side	of	the	face,	
affecting	the	mandibular	area	and	cheeks,	but	with	few	papules	and	
comedones	on	the	left	side	(Figures	1	and	2).	The	patient	was	treated	
with doxycycline 50mg every 12 hours for one month and adapale-
ne	0.3%	gel.

DISCUSSION
Unilateral	acne	is	rare,	but	it	has	been	reported	associated	

with	 facial	 paralysis.	 It	was	 first	 described	 in	 a	 13-year-old	male	
patient	 with	 no	 history	 of	 acne,	 who	 developed	 comedones	 and	
seborrhea	limited	to	the	paralyzed	area	after	a	surgical	intervention	
in the mastoid area due to severe otitis.1	Another	case	was	reported	
in	a	23-year-old	female	with	Ramsay-Hunt	syndrome,	treated	with	
prednisone	15mg/day;	a	month	after	 treatment	started,	unilateral	
acne appeared on the side of the paralysis.2	Similarly,	a	21-year-old	
woman	presented	with	acne	lesions	on	the	side	of	facial	paralysis,	
which was treated with white petrolatum massages.3 The authors 
linked	the	eruption	to	the	use	of	petrolatum,	however,	in	a	critical	
letter, English and Murphy suggested that the most probable 
etiological	 factor	 causing	 the	 patient’s	 acne	 was	 the	 increased	
sebum	 excretion	 rate	 subsequent	 to	 the	 paralysis.4 Two case 
reports,	 in	which	petrolatum	and	other	 topical	products	were	not	
used,	provide	further	support	to	the	hypothesis	that	the	increased	
sebum excretion rate is the most important factor causing unilateral 
acne.1,4 Al-Ghambi	et al. report a case where a 25-year-old woman 
developed acne with scars in the region affected by facial paralysis 
even though treatment did not include physical therapy or topical 
medications.5	 Additionally,	 in	 cases	 where	 a	 spinal	 cord	 injury	
occurs,	sebum	secretion	increases	in	the	paraplegic	and	distal	area	
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FIgure 1: Unilateral papules and pustules in the mandibular area FIgure 2: Predominance of acne lesions on the right side of the face

of the neurological lesion.4

Given	 the	 frequent	 occurrence	 of	 facial	 paralysis,	 the	
scarcity of cases describing the development of unilateral acne 
is	 striking.	 However,	 in	 a	 series	 of	 42	 cases	 of	 facial	 paralysis,	
approximately	 17%	 of	 cases	 detected	 acne	 and	 skin	 changes.6 
We agree with English and Murphy that the cause of unilateral acne is 
an	increase	in	sebum	production	on	the	paralyzed	side.4 Studies have 
shown	that	the	sebum	excretion	rate	is	greater	on	the	paralyzed	side	
of	patients	with	facial	paralysis,	and	similarly,	in	paraplegic	patients,	
below their neurological lesions.7	Additionally,	 a	greater	 reserve	of	
lipids	in	the	pilosebaceous	ducts	of	paraplegic	areas	have	been	found,	
which may be due to immobility and muscular paralysis.7	Thus,	both	
an	 augmented	 sebaceous	 secretion	 and	 an	 increased	keratinization	
are among the factors causing the onset of unilateral acne.

Patients	with	Parkinson’s	disease	have	also	been	found	to	
show an increase in sebaceous secretion. Facial immobility facili-
tates	 sebum	 accumulation,	 which	 becomes	 coarse	 and	 thickened	
with enlarged follicular openings.8	Therefore,	 the	accumulated	se-
bum,	together	with	the	overgrowth	of	Pityrosporum ovale, would fa-
vor the development of seborrheic dermatitis in patients with neu-
rological	disorders,	 including	Parkinson’s	disease,	 facial	paralysis	
and paralysis at the level of the spinal cord.8

Similarly,	unilateral	rosacea	appearing	at	the	site	of	healed	

herpes	zoster	(a	Wolf’s	isotopic	response)	has	been	reported.	It	has	
been	postulated	that	the	damage	of	nerve	fibers	produced	by	herpes	
zoster	can	trigger	the	secretion	of	neuropeptides,	activating	the	im-
mune	system	and	causing	an	inflammatory	disease	such	as	rosacea	
in	 the	 area	previously	 affected	 by	herpes	 zoster.9 We believe that 
a	 common	phenomenon	 could	be	 involved	 in	 rosacea,	 seborrheic	
dermatitis	and	unilateral	acne,	as	in	our	case.	

The role that Demodex folliculorum might have played in our 
case	is	unclear,	since	unilateral	rosacea	related	to	D. folliculorum has 
been	 described,	 and	 considering	 that	 it	 proliferates	 in	 areas	with	
abundant	sebum,	as	can	be	the	case	of	areas	affected	by	paralysis	
or in the so-called rosaceiform demodicidosis.10 Our case was not 
rosacea,	considering	it	had	no	erythema,	flushing	or	telangiectases;	
moreover,	she	presented	comedones.	

However,	whether	the	acne	rash	is	due	to	the	paralysis	it-
self	or	to	the	different	therapies	employed,	including	oral	corticoste-
roids,	manipulation	of	the	area,	or	the	use	of	occlusive	substances,	
is	still	questionable.

The presentation of unilateral acne affecting the area of 
facial	 paralysis	 could	 be	 explained	 by	 several	 factors,	 including	
increased	sebaceous	secretion	of	the	affected	site,	increased	kerati-
nization	and	enlarged	follicular	openings,	with	raised	proinflamma-
tory neuropeptides and immobility of the area. The role of the mite 
Demodex folliculorum is still uncertain. q
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