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ü Resume,
We evaluated the clinical and neurological criteria for the formation of facial nerve contractures at different stages

of the disease in patients with comorbid conditions, for which there were surveyed 50 (100 ± 0.0%) patients with NFN,
22 of them (44.0 ± 7.0%) patients with NFN without somatic pathology, 28 (56.0 ± 7.0%) patients are comorbid and
have coronary artery disease, diabetes and obesity of 2nd - 3rd stage. The work studied the psycho-emotional
background of patients, conducted questionnaire assessment of the quality of life. It has been proven that the clinical
course of facial nerve neuropathy is exacerbated by the presence of comorbidities, as well as complications of NFN
being a cause of defect in the face,can be the main cause of the development of psycho-emotional changes and decrease
in the patient's quality of life.

Key words: Neuropathy of facial nerve, contracture, pathological synkinesis, psychological tests of anxiety and
depression, quality of life.
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ÄÐÓÃÈÌÈ ÑÎÌÀÒÈ×ÅÑÊÈÌÈ ÏÀÒÎËÎÃÈßÌÈ

Ðàõìàòîâà Ä.È.,

Áóõàðñêèé ãîñóäàðñòâåííûé ìåäèöèíñêèé èíñòèòóò èìåíè Àáó Àëè èáí Ñèíî.

ü Ðåçþìå,
Â ðàáîòå ïðîâåäåíà îöåíêà êëèíèêî-íåâðîëîãè÷åñêèõ êðèòåðèé ôîðìèðîâàíèÿ êîíòðàêòóð ëèöåâîãî

íåðâà íà ðàçíûõ ýòàïàõ çàáîëåâàíèÿ ó áîëüíûõ ñ êîìîðáèäíûìè ñîñòîÿíèÿìè, äëÿ êîòîðîé îáñëåäîâàíû 50
(100 ± 0,0 %) ïàöèåíòîâ ñ ÍËÍ, èç íèõ 22 (44,0 ± 7,0 %) áîëüíûõ ñ ÍËÍ áåç ñîìàòè÷åñêîé ïàòîëîãèè, 28
(56,0 ± 7,0 %) ïàöèåíòîâ, êîìîðáèäíûõ ñ ÈÁÑ, ñàõàðíûì äèàáåòîì è îæèðåíèåì II-III ñòåïåíè. Â ðàáîòå
èçó÷åíû ïñèõîýìîöèîíàëüíûé ôîí áîëüíûõ, ïðîâåäåíî àíêåòèðîâàíèå îöåíêè êà÷åñòâà æèçíè. Äîêàçàíî,
êëèíè÷åñêîå òå÷åíèå íåâðîïàòèè ëèöåâîãî íåðâà óñóãóáëÿåòñÿ ïðè íàëè÷èè ñîïóòñòâóþùåé ïàòîëîãèè, à
òàêæå îñëîæíåíèÿ ÍËÍ, ïðèâîäÿùèõ ê äåôåêòó ëèöà ìîãóò ñòàòü îñíîâíîé ïðè÷èíîé ðàçâèòèÿ ïñèõîýìî-
öèîíàëüíûõ èçìåíåíèé è ñíèæåíèþ êà÷åñòâà æèçíè ïàöèåíòà.

Êëþ÷åâûå ñëîâà: íåâðîïàòèÿ ëèöåâîãî íåðâà, êîíòðàêòóðà, ïàòîëîãè÷åñêèå ñèíêèíåçèè, ïñèõîëîãè÷åñ-
êèå òåñòû òðåâîãè è äåïðåññèè, êà÷åñòâî æèçíè.

ÑÎÌÀÒÈÊ ÏÀÒÎËÎÃÈßËÀÐÈ ÌÀÂÆÓÄ Á¤ËÃÀÍ ÁÅÌÎÐËÀÐÄÀ ÞÇ ÍÅÐÂÈ ÍÅÂÐÎÏÀÒÈßÑÈÍÈÍÃ
¤ÇÈÃÀ ÕÎÑ ÊÅ×ÈØÈ

Ðàõìàòîâà Ä.È.,

Àáó Àëè Èáí Ñèíî íîìëè Áóõîðà äàâëàò òèááè¸ò èíñòèòóòè.

ü Ðåçþìå,
Èëìèé èøäà êîìàðáèä µîëàò ìàâæóä áåìîðëàðäà þç íåðâè êîíòðàêòóðàñèíèíã ðèâîæëàíèøè, óíäà

êëèíèê âà íåâðîëîãèê ìåçîíëàðíè áàµîëàø ´ðãàíèëãàí. Èëìèé èøäà 50 (100 ± 0,0 %) íàôàð ÞÍÍ ìàâæóä
áåìîðëàð, øóëàðäàí 22 (44,0 ± 7,0 %) ñàìîòèê ïàòîëîãèÿñèç ÞÍÍ, 28 (56,0 ± 7,0 %) òà áåìîð ýñà ÞÈÊ,
³àíäëè äèàáåò âà II-III äàðàæàëè ñåìèçëèãè áèëàí êîìàðáèä á´ëãàí ÞÍÍ òåêøèðèëãàí. Òåêøèðóâëàð
íàòèæàñèãà ê´ðà, þç íåðâè íåâðîïàòèÿñèíèíã êëèíèê êå÷èøè é´ëäîø ïàòîëîãèÿëàð áèëàí áèðãà êåëãàíäà
î²èððî³ ´òèøè, µàìäà þçíèíã íó³ñîíèãà ñàáàá á´ëóâ÷è ÞÍÍíèíã àñîðàòëàðè áåìîðëàðíèíã ïñèõîýìîöèî-
íàë ´çãàðèøëàðèãà âà áåìîðëàð µà¸ò ñèôàòèíèíã ïàñàéèøèãà ìóµèì îìèë á´ëèøè êóçàòèëãàí.

Êàëèò ñ´çëàð: þç íåðâè íåâðîïàòèÿñè, êîíòðàêòóðà, õàâîòèð âà äåïðåññèÿ ïñèõîëîãèê òåñòëàðè, µà¸ò
ñèôàòè, µà¸ò ñèôàòè.

Relevance

  ace being visible part of the body, allows you to
  interact with the outside world, conveys feelings and

emotions through expression, while their absence blocks
the ability of this function, followed by disruption of
functioning in society and defect in the activation of non-
verbal signals [1]. Main characteristic of facial expressions
is its integrity and dynamism, which means coordination
of all movements of the facial muscles of the face mainly

through the facial nerve, and its pathology leads to decrease
of function of innervated muscles of varying severity [8,9].
Unfortunately, neuropathy of facial nerve occupies a leading
place in the structure of all cranial mononeuropathies [4,
2]. Regardless of the reason of facial nervedefeat, debut of
one-sided protopathis often occurs at working, socially
active age, when personal and social rigor to appearance
is most important. Asymmetry of face adversely affects both
the physical and psycho-emotional condition of any person,
often causing long-term disability due to cosmetic defect
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in the face, and significantly reduces quality of life due to
formation of depressive-emotional background of patients
[6].

Basically, peak incidence is in the middle age [5]. In
70% of cases, course and prognosis of idiopathic NFN
are favorable. Often there are mild cases with full recovery
of facial movements of the face within 2-3 weeks, often
there are cases of moderate severity with duration about
two months [10]. However, in 30% of the patients, recovery
is incomplete, with the formation of contracture of the
facial muscles and development of pathological synkinesis.
Factors predisposing to development of complications at
NFN include the recurrence of the facial nerve
neuropathies, Diabetes Mellitus (DM) [1], Arterial
Hypertension (AH) [7], age of patients is elder than 60
years old [6].

NFN in patients with comorbid condition is difficult
task for practitioners, especially when treating them at the
outpatient stage. Many patients have, as a rule, more than
two nosological forms of chronic somatic pathology, with
cardiovascular diseases being the most common [1]. The
high frequency and difficulty of timely diagnosis of
etiological factors leading to the formation of these
complications in case of neuropathy of the facial nerve,
the complexity of their recovery in comorbid conditions
served as the basis for finding new ways to evaluate the
clinical and neurological criteria of this disease in
somatically weakened individuals [3].

Based on the above, we set a goal to evaluate the clinical
and neurological criteria for the formation of facial nerve
contractures at different stages of the disease in patients
with comorbid somatic pathologies.

Research material and methods

The study included 50 (100 ± 0.0%) patients with
NFN, who were divided into two groups. The first group

consisted of 22 (44.0 ± 7.0%) patients with NFN without
somatic pathology, the second group included 28 (56.0 ±
7.0%) patients with NFN comorbid with CAD, diabetes
and obesity of II-III degree. The group of patients was
comparable in terms of sex, age, and clinical parameters,
and the examined patients were observed for 3 years. A
clinical and neurological assessment of changes in facial
muscles of the face; The psycho-emotional background of
patients with NFN was studied using functional hospital
scales of anxiety and depression HADS I and HADS II
and somatic screening. A survey was conducted to assess
the quality of life according to the SF-36 scale (Health
Status Survey), which is a questionnaire for assessing the
quality of life. The questionnaire (a total of 36 items) grouped
8 sections, where the evaluation criteria were physical
functioning, role-playing, pain syndrome, general health,
vitality, social functioning, emotional state and mental
health. The indicators for each scale ranged from 0 to 100
points, where 100 represents total health. All scales formed
two indicators: mental and physical well-being.

The inclusion criteria for the NFN study were the age
of patients from 30 to 55 years old, the exclusion criteria
being less than 18 years old; pregnancy, decompensated
stage of somatic pathology; mental illness impeding contact
with patients;

The results of the study. Indicators of the tests for
anxiety and depression according to the hospital HADS
scale filled out by the patients of both groups were analysed,
where the number of points on the HADS scale exceeding
7 indicated a subclinical level, and exceeding 14 about the
clinical level of anxiety or depression. As can be seen from
table1, the assessment of anxiety and depression scores on
the HADS hospital scale showed in the first group of tested
patients subclinical anxiety and the absence of reliably
expressed symptoms of depression, in the second group
of patients - subclinical anxiety and clinically marked
depression were observed.

Table 1

Evaluation of anxiety and depression level according to the HADS hospital anxiety and depression scale
in patients with NFN

Note: Depression and anxiety levels are shown in points.

1 - group 2 -group 
NFN + comorbid pathology   

(n = 28) 

 
 

Hospital Scale HADS 
 

NFN 
(n = 22) CAD 

(n = 9) 
Diabetes  
(n = 12) 

Obesity of II-III 
degree (n = 7) 

HADS - I 
(anxiety level) 

9,3 8,2 10,0 11,6 

HADS - II 
(anxiety level) 

7,1 10,8 12,2 11,9 

 

It should be noted that in patients with grade II-III
obesity, the level of anxiety was relatively high (Figure 1)
than with NFN as an independent nosological unit, and
NFN combined with CAD and diabetes. In relation to the
identified psycho-emotional pathology, in the form of
depression in patients with diabetes mellitus, clinically
severe depression was detected in contrast to other
comorbid states with NFN, and in NFN as an independent
nosological unit (group 1), no significant depression was
observed in the examined patients (Figure 2).

When using the SF36 scale of quality of life, in
accordance with the methodology of this questionnaire,
the questions were grouped into two indicators: the
"physical component of health" (the first four scales 1
to 4) and the "psychological component of health" (4 to
8 scales). The results of the analysis of mental and physical
well-being of patients in both groups are presented in
Table 2.
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From the table above it can be seen that in patients
with NFN and comorbid pathology, the indicators of the
physical component of health and the psychological
component of health are much lower than in patients who
have suffered from NFN without concomitant pathology.

To identify factors affecting the results of the assessment

of the physical and psychological component of health,
data of physical well-being (on the scales of physical
functioning, role-playing activities, pain syndrome,
general health), and also mental well-being (on the scales
of vitality, social functioning, emotional state and mental
health). The results are presented in tables 3, 4.

Figure 1
Anxiety level evaluation

(HADS I)

Figure 2
Depression level

evaluation
(HADS II)

Table 2.

The results of the analysis of mental and physical well-being in patients with NFN on the scale of SF-36

Note: the quality of life in terms of mental and physical well-being is shown in points.

Group 1 Group 2 
NFN 

+ comorbid pathology 
(n = 28) 

 
SF-36 scale  

NFN 
(n = 22) 

CAD 
(n = 9) 

Diabetes 
(n = 12) 

Obesity 
2-3 

level 
(n = 7) 

Physical Component of Health 45,3 37,1 39,3 36,8 
Psychological component of 
health 

52,4 39,2 41,4 40,2 

 

Table 3
Assessment of physical well-being on the SF-36 scale in patients with NFN

1st group 2nd group 
NFN + comorbid pathology 

(n = 28) 

 
SF-36 scale  

NFN 
(n = 22) SAD 

(n = 9) 
Diabetes 
(n = 12) 

Obesity II-III 
degree (n = 7) 

Physical activity 72,71 60,17 58,08 61,7 
Role activity 59,14 42,26 48,15 52,36 
Pain syndrome 63,08 69,34 66,24 68,22 
General health 60,31 57,07 51,53 54,37 
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As follows from the results of table 3, in patients with
comorbidities, the indicators of physical well-being are
relatively lower than in NFN as an independent nosological

unit, which can adversely affect patient recovery and the
formation of complications, such as contractures and
pathological synkinesis.

Table 4
Evaluation of mental well-being on the SF-36 scale in patients with NFN

1st group 2nd group 
NFN + comorbidpathology 

(n = 28) 

 
SF-36 scale  

NFN 
(n = 22) SAD 

(n = 9) 
Diabetes 
(n = 12) 

Obesity II-III 
degree (n = 7) 

Viability 64,28 58,44 56,78 61,67 
Social functioning 70,04 67,16 68,25 62,36 
Emotional condition 80,48 72,54 70,34 71,12 
Mental health 74,29 69,37 65,13 70,27 
 

Table 4 draws attention to the fact that patients' vitality
parameters, including general vitality and ability to cope
with everyday situations, were relatively low than other
indicators of mental well-being. Indicators of emotional state
are higher than other indicators of spiritual well-being. It
should be noted that, in patients with NFN, combined
with comorbid pathology, the indicators of mental well-
being are relatively lower than with NFN without
comorbidities, which can also affect the formation of
complications of NFN.

Discussion. Thus, complications of NFN in the form
of contractures and synkinesis can become a serious problem
in the development of a cosmetic defect in people of working
age, followed by a psycho-emotional pathology in the form
of clinically expressed anxiety and depression, especially
in people with lesions of the facial nerve, comorbid with
concomitant somatic pathology. At the same time, the
existing psycho-emotional problems and a facial defect
inevitably lead to a decrease in the quality of life of patients
(physical and psychological), which can worsen the clinical
course of the disease, lengthen the recovery period and be
the main cause of the formation of NFN complications,
causing a vicious circle. This study may be the reason for
prescribing drugs that improve the psycho-emotional
background of patients with NFN in the early recovery
period of the disease, which could prevent and block a
chain of interdependent factors.

Summarizing the study, we can draw the following
conclusions:

1) The clinical course of neuropathy of the facial nerve
is aggravated in the presence of comorbidities such as
diabetes mellitus, coronary artery disease and grade II-III
obesity, which seems to be associated not only with the
pathology of the systemic blood flow, but also with the
psycho-emotional defect of these patients;

2) Complications of NFN in the form of contracture
and synkinesis of mimic muscles leading to a defect in the
face can be the main cause of the development of psycho-
emotional changes and a decrease in the patient's quality of
life;

3) To reduce the complications of NFN in the early
recovery stage, it is advisable to prescribe drugs that
improve the psycho-emotional background in patients.
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