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Objective: The purpose of the study is to describe the use of monochromatic infrared energy
(MIRE) therapy in the management of 2 patients with Bell's palsy.
Clinical features: Two patients presented to a chiropractic clinic with Bell's palsy that
was diagnosed by a medical physician. Both patients were treated usingMIRE. The acute patient
was a 32-year-old male. He presented with left facial palsy 1 day before the consultation. He was
unable to puff the left cheek and close the left eyelid. He had difficulty raising the left eyebrow.
The chronic case was a 46-year-old lady. Prior to the first consultation, she was treated with
corticosteroid and electro-acupuncture for one and a half years, with incomplete recovery. When
first seen, the left corner of mouth drooped and she had difficulty raising her left eyebrow.
Intervention and outcome: Monochromatic infrared energy therapy, emitting 890 nm infrared
light, was placed on the post-auricular area, pre-auricular area, the temple and mandibular area of
the affected side. Each treatment lasted 30 minutes. Photographs were taken every week to
document changes. The acute case received 19 treatments in 6 weeks. He reported an
improvement of 95%. The chronic case received a total of 45 treatments in 9months. She rated an
improvement of 50%.At the conclusion of treatment, shewas able to close her left eyelid and puff
her left cheek but still could not raise her left eyebrow.
Conclusion: These 2 patients seemed to respond to a different degree to the MIRE therapy. As
71% of patients with Bell's palsy recover uneventfully without any treatment, the present study
describes the course of care but cannot confirm the effectiveness of MIRE therapy in the
management of Bell's palsy.
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Introduction
Bell's palsy is a sudden peripheral palsy involving the

facial nerve. Recent studies have shown that it may be
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due to herpes simplex infection1 or reactivation of latent
herpes simplex virus 1 (HSV1) in the facial ganglion.2–6

A study of the facial canal anatomy in children
showed that the facial nerve fills nearly 35% to 65% of
the bony canal; the remaining portion is filled with
extraneural blood vessels and connective tissues
without leaving any empty space. 7 Along the facial
canal, the labyrinth segment is the narrowest part. 1
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Table 1 Infrared Laser of DifferentWavelength and Power has Been Found to be Effective in theManagement of Bell's Palsy;
the Present Study Used MIRE with Wavelength and Power Between that Used in the Studies by Marques et al25 and Rubis25

Year Studies Type of
Photo-energy

λ (nm) Power (mW) Energy (Joules or Joules/cm2) Conditions Treated

2010 Marques et al25 Soft infrared laser 790 40 mW 26-29 J/cm2 Bell's palsy
2013 Rubis25 Cold infrared laser 910 Peak pulse 100,000 mW 47.6 × 10 J Bell's palsy
Present Study MIRE 890 60 mW/cm2 108 J/cm2 Bell's palsy

MIRE, monochromatic infrared energy.
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Herpes simplex infection was believed to result in
inflammation and swelling of the facial nerve, as evidenced
by operative,1,8 magnetic resonance imaging1,9 and
histopathology studies.10,11 An intraoperative study
showed swelling of facial nerve proximal to meatal
foramen in patients with Bell's palsy.8 Entrapment of
swollen facial nerve was found at meatal foramen and
labyrinth segment. Magnetic resonance imaging studies
similarly showed signs of inflammation of facial nerve
within the facial canal.1,9,12,13 Also, a histopathological
study of the facial nerve 1 week after the onset of
Bell's palsy showed infiltration of inflammatory cells,
with myelin breakdown, axonal changes and marked
edema.14 Response of Bell's palsy to steroid treatment
also suggested that inflammation and edema of facial
nerve play a part in the pathogenesis of Bell's palsy.15

When facial nerve inflames, pressure builds up in the
facial canal,1 especially in the narrow labyrinth segment
where vascularity is poor.16 Compression of the facial
nerve, with attending axonal changes and myelin break-
down is believed to contribute to Bell's palsy.

Study showed that 85% of patients function returned
within 3 weeks of onset, without any intervention.17

In 71% of patients, normal facial mimicry function was
obtained, with the rest having slight to severe sequelae.17

As there are at present no methods to determine which
cases will resolve uneventfully and which will not,
treatment is provided upon presentation.

Various treatments have been used to treat Bell's palsy.
Steroid and antiviral agents are standard medical
treatments. Clinical trials using steroid and antiviral agents
alone or in combination yielded mixed results.15,18–20

Some studies showed better results with addition of
antiviral agents to steroid18 and others showed addition of
antiviral agents had little effects.15,20 Chiropractic treat-
ment,21,22 acupuncture23 and physiotherapy treatments24

have also been used to treat Bell's palsy, with varying
degree of success. Recently, a case of Bell's palsy was
reported to be treated successfully by low level infrared
laser with improvement of facial weakness.25

Some patients are aware of the side effects of
corticosteroid and are reluctant to take the medication.
Also, some are scared of needling or cervical manipula-
tion. Infrared laser may provide an alternative to treatment
of Bell's palsy. The treatment, however, requires accurate
localization of facial nerve.

Monochromatic infrared energy (MIRE) therapy is an
array of 60 gallium aluminum arsenide light emitting
diodes (LED). The diode array must be placed in direct
contact with the target skin. As it can irradiate a large area
simultaneously when compared with the infrared laser.
This reduces the need for very accurate localization of
facial nerve. Application is thus easier. Also, the
wavelength (890 nm) and energy level lie between that
of low level infrared laser reported to be effective in the
treatment of Bell's palsy (Table 1).25,26 At present, there
are no case reports of the use of MIRE for patients with
Bell's palsy. Therefore, the purpose of the study is to
describe the use ofMIRE therapy in themanagement of 2
patients with Bell's palsy.
Case Reports

Two consecutive patients with Bell's palsy were
treated by monochromatic infrared light. Case A was an
acute case with 1 day onset and case Bwas a chronic case
for around 2 years. Both cases were diagnosed by a
medical physician prior to being seen. The labelled
indication for monochromatic infrared lights is for
increasing circulation and decreasing pain. Both patients
gave consent for their information to be included in this
case report.
Case A

A 32-year-old man presented with an acute left facial
palsy with 1 day onset. On the day prior to the onset,
he felt feverish and experienced slight twitching of his
left face and dripping of saliva. He was seen by a
medical practitioner and was diagnosed with Bell's
palsy. He was prescribed a course of corticosteroid,
which the patient said he did not take.



Fig. Placement of pads for monochromatic infrared energy
therapy.
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Upon presentation, he was unable to puff the left
cheek and close the left eyelid. There was lack of
corrugation of left forehead when attempting to raise
the left eyebrow. Food tended to be lodged in the left
cheek. Drooping of left corner of mouth was evident.
The patient did not complain of altered taste sensation
nor increased sensitivity to sound. The patient had no
prior history of herpes infection nor respiratory
complaints. He was not taking any medication. He
had no history of hypertension nor diabetes mellitus.
Also, there was no history of accidents nor surgery.

Cranial nerve tests were performed, except cranial
nerve I. Cranial nerves II, III, IV, V, VI, VIII, IX, X, XI
and XII were intact. Weakness of left facial expression
muscles was evident, including weakness of frontal belly
of occipito-frontalis. He was unable to raise the left
eyebrow. This ruled out the possibility of central causes
of the condition, as upper motor neurone lesions tend to
affect only the lower face. The upper face muscles are
usually spared as innervation to themuscles of upper face
originates bilaterally from the brain.

Physical examination showed that the patient had
bilateral anterior rotated shoulders and a forward head
posture. Motion palpation of the cervical and thoracic
spine, however, did not reveal any motion restriction.
Radiographs of the cervical spine were not taken.

The patient consented to our taking photographs to
track his progress on a weekly basis. He was treated
with MIRE therapy. The 4 LED pads were placed on
the post-auricular area, pre-auricular area, temple and
mandible of the affected side (Fig). The pads in front
and behind the ear directed the infrared light to the
facial canal. The other 2 pads were placed on the
ipsilateral temple and mandible to irradiate the temporal,
zygomatic, buccal and mandibular branches of the facial
nerve. Treatment was set at 40 minutes as it was found
that increased blood flow following irradiation by low
level infrared laser leveled off at 25 to 30 minutes.27 The
treatment was warm and soothing. As some heat was
generated during the treatment, the treatment areas were
not covered to enable dissipation of heat. The protocol
was used during the entire treatment period. He was
advised not to receive any other treatments, including
Chinese medicine and acupuncture.

He was treated daily in the first 2 weeks, except the
weekend. In the third to fifth week, he was treated twice
weekly. He was thereafter treated once weekly
(Table 2). After the first 2 treatments, the patient did
not report any changes in symptoms. After the third
treatment, which was the fifth day after the onset of the
facial palsy, the patient reported an increased ability to
close the left eyelid. There was a reduced tendency for
food to lodge in the left cheek. He was, however, still
unable to puff the left cheek nor raise the left eyebrow.
As a result of the asymmetry in facial appearance, he
was withdrawn and he resigned from his job as a retail
manager. At the tenth treatment, which was 11 days
from the onset, the patient reported less tightness of his
left face and was able to raise the left eyebrow and puff
the left cheek. The face became more symmetrical.
Also, there was no more dripping of saliva. Some
weakness of left facial muscles was, however, still
evident. He was then treated twice a week for a further
3 weeks. After a total of 19 treatments which lasted for
6weeks, the patient reported symmetry of facial expression.
He reported an improvement of 95%, with mild weakness
in closure of left eyelid.

A telephone call was made to the patient 8 months
after the last treatment. He reported complete recovery
with no residual facial weakness nor residual symptoms.
Case B

A 46-year-old lady, with a long history of systemic
lupus erythematosus (SLE), presented with discomfort
of her neck and left periorbital and perioral areas. Two
years prior to consultation, she complained of vertigo
with nausea and vomiting and was hospitalized. One
week after, her left face suddenly became paralyzed
when having a meal. She was diagnosed with Bell's
palsy and was treated with corticosteroid for 10 days in
the hospital. After being discharged, she consulted a
private medical practitioner, who again diagnosed her
with Bell's palsy and treated her with corticosteroid
injection for 8 times. There was little improvement. She
then sought treatment from a Chinese medical practitioner
and received electro-acupuncture for about 1 year. The



Table 2 TheClinical Presentation, Intervention and Progress
of Case A. Date 0 was the First Date of Consultation

No of
Tx

Date Clinical presentation/intervention/outcome

1 0 Unable to blow the left cheek, incomplete
closure of left eyelid, unable to raise the left
eyebrow; treated by MIRE therapy;
no cervical adjustment

2 1 MIRE therapy × 40 min
3 2 MIRE therapy × 40 min
4 4 Able to close the left eyelid better; unable to

blow nor raise the left eyebrow;
MIRE therapy × 40 min

5 5 MIRE therapy × 40 min
6 6 MIRE therapy × 40 min
7 7 MIRE therapy × 40 min
8 8 MIRE therapy × 40 min
9 9 MIRE therapy × 40 min
10 11 Able to raise the left eyebrow and blow the left

cheek; left face felt less tight; MIRE therapy
× 40 min

11 13 MIRE therapy × 40 min
12 14 MIRE therapy × 40 min
13 17 Subjective rating: Improved by 70%; can blow

the left cheek; increased ability to raise the
eyebrow, left eyelid closure still incomplete;
MIRE therapy × 40 min

14 21 MIRE therapy × 40 min
15 24 Subjective rating: Improved by 80%; increased

strength of raising the left eyebrow and closure
of left eyelid; MIRE therapy × 40min

16 28 MIRE therapy × 40 min
17 31 MIRE therapy × 40 min
18 35 Subjective rating: over 90% improvement; MIRE

therapy × 40 min
19 40 Subjective rating: around 95% improvement;

mild incomplete closure of left eyelid; otherwise,
there is complete facial symmetry; MIRE therapy
× 40 min; discharged

MIRE, monochromatic infrared energy.
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treatment brought about little improvement, and moderate
weakness of left facial muscles was still present.

On the day of first consultation, the patient could not
raise her left eyebrow, blowher left cheek nor close the left
eyelid completely. There were no symptoms relating to
taste or hearing. Also, there were no signs of synkinesis.
She had systemic lupus erythematosus for over 20 years
and had history of hypertension. There was no history of
trauma. She had surgical excision of necrotic fat in the left
breast and surgery of intestinal obstruction. She took
prednisolone tablet (7.5 mg), azathioprine (50 mg,
Douglas Pharmaceuticals Ltd, New Zealand), azathio-
prine (25 mg, Sandoz, Germany) and simvastatin (10 mg,
Teva Pharmaceutical Works, Debrecen, Hungary) once
daily. She also took 5 mg of ramipril (Sanofi Aventis,
Italy) twice a day.

Physical examination revealed a lower motor neurone
type facial weakness of the left side. The rest of the physical
examination including the central nervous examination
was within normal limits. Motion palpation of the neck
revealed fixation between occiput and C1, with mild
tenderness on the left suboccipital area. Movements of
the neck were not painful. Flexion and extension
movements of the cervical spine were full. Cervical
rotation and lateral flexion to left were slightly limited.
Radiographs of the cervical spine were not taken.

The patient agreed to have photographs taken to
document the progress. During the first consultation,
the fixed occiput-C1 was manipulated in the supine
position using chiropractic diversified technique with
very slight force. Care was exercised in view of the fact
that the patient had been taking corticosteroid for over
20 years. 4 LED pads were then applied on the left face,
according to the protocol detailed above.

In the second visit, no fixation between occiput-C1was
found and the patient was not given spinal manipulation.
Also, in order not to confound the MIRE treatment, the
patient was not manipulated thereafter. She received only
MIRE treatment from the second visit onward. She was
treated twice a week. After the 10th treatment, she was
seen once every week (Table 3).

After the first treatment, the patient felt that the left
corner of the mouth was slightly more relaxed. After 4
MIRE treatments, the patient felt slight movement on
the left perioral area when smiling, but she still could
not raise her left eyebrow. After the seventh treatment,
the left nasolabial fold became more obvious and more
dentition was seen when smiling. However, when the
patient attempted to frown, very little corrugation of left
forehead was seen. After the tenth treatment, patient
could close her left eyelid completely. She could evenly
close her mouth when blowing up her left cheek. The
condition of the patient reached a plateau thereafter. At
this point, the patient was requested if she agreed for us
to continue the treatment for investigative purpose.
Upon consent of the patient, the MIRE treatment was
continued. Improvement, however, was insignificant.

On the 22nd visit, which was the fourth month, the
patient had rash on her left face. Her dermatologist
prescribed extra dose of steroid. Despite this, there was
no significant improvement of the left facial palsy. On
the 31st treatment, which was 6 months from the date of
first consultation, her SLE flared up and her medical
practitioner increased the steroid dosage. In the follow-
ing 2 weeks, the patient reported an improvement. She
could raise her left eyebrow more. The improvement,
however, did not persist.



Table 3 The Clinical Presentation, Intervention and Progress of Case B; Date 0 was the First Date of Consultation

No of
Tx

Date Clinical presentation/intervention/outcome

1 0 Unable to blow the left cheek, close the left eyelid and raise the left eyebrow; history of SLE for over 20 years; on
prednisolone 7.5 mg, azathioprine 75 mg, ramipril 10 mg and simvastatin 10 mg daily; MIRE therapy × 30 min; rotary
break of O/C1

2 1 Left corner of mouth slightly relaxed; MIRE therapy × 30 min
3 3 No obvious improvement; MIRE therapy × 30 min
4 7 Left corner of mouth more relaxed; no other improvement; MIRE therapy × 30 min
5 8 When smiling, the left corner of mouth moved slightly; MIRE therapy × 30 min
6 10 Increased ability to move the left corner of mouth; MIRE therapy × 40 min
7 14 Improvement in closure of left eyelid; MIRE therapy × 40 min
8 17 Slight improvement in closure of left eyelid; cheeks more even when puffing; left nasolabial fold became more obvious;

MIRE therapy × 40 min
9 21 No significant improvement; MIRE therapy × 40 min
10 31 No improvement; MIRE therapy × 40 min
11 38 Better able to close the left eyelid; MIRE therapy × 40 min
12 45 Less deviation of mouth to left; left eyelid could close almost completely; MIRE therapy × 40 min
13 52 More dentition shown on the left when smiling; MIRE therapy × 40 min
14 59 Mild synkinesis evident; when closing the left eye, the left corner of mouth twitched; MIRE therapy × 40 min
15 66 No more improvement; MIRE therapy × 40 min
16 73 No improvement; mild skin rash on left face; MIRE therapy × 45 min
17 80 No improvement; MIRE therapy × 45 min
18 94 No significant improvement; MIRE therapy × 45 min
19 101 Improvement slow; left eyelid can close but not completely; could not raise the left eyebrow; MIRE therapy × 45 min
20 108 No significant improvement; MIRE therapy × 45 min
21 115 No significant improvement; MIRE therapy × 45 min
22 122 Slight improvement of left eyelid closure; more dentition shown when smiling; skin rash on the left face; MIRE therapy × 45 min
23 129 No significant improvement, steroid was prescribed by dermatologist to treat the skin rash; MIRE therapy × 45 min
24 135 No significant improvement; increased lacrimation of left eye; skin rash improved; MIRE therapy × 45 min
25 142 Slight relaxation of left corner of mouth for 2 days; still on steroid; MIRE therapy × 45 min
26 149 Slight relaxation of left corner of mouth; twitching of left corner of mouth when closing eyes; MIRE therapy × 45 min
27 156 Slight swelling of left eyelid; skin rash on left face; MIRE therapy × 45 min
28 163 Left eyebrow can be raised slightly; MIRE therapy × 45 min
29 170 Left eyebrow can be raised slightly; MIRE therapy × 45 min
30 177 Very little improvement; MIRE therapy × 45 min
31 184 Left eyelid could be closed more completely; SLE more serious, steroid dosage stepped up; MIRE therapy × 45 min
32 191 Could raise the left eyebrow more; open the left eye more; MIRE therapy × 45 min
33 198 Increase in left eye secretion; no other improvement; MIRE therapy × 45 min
34 205 Increase in left eye secretion; no other improvement; MIRE therapy × 45 min
35 212 Increase in left eye secretion; no other improvement; MIRE therapy × 45 min
36 219 Increase in left eye secretion; no other improvement; could not raise the left eyebrow completely; cheeks symmetrical when

puffing; MIRE therapy × 45 min
37 226 Left eye secretion still present; no other improvement; MIRE therapy × 45 min
38 240 Left eye secretion still present; no other improvement; mouth less deviated to left; MIRE therapy × 45 min
39 247 Could not raise well the left eyebrow; could close the left eyelid more; Able to puff both cheeks symmetrically; MIRE

therapy × 45 min
40 254 Could not raise well the left eyebrow; could close the left eyelid more; Able to puff both cheeks symmetrically; left eye

secretion still present; improvement of 50%; MIRE therapy × 45 min
41 261 No further improvement; MIRE therapy × 45 min
42 268 No further improvement; MIRE therapy × 45 min
43 275 Could not raise the left eyebrow; left eyelid could be closed completely; able to puff both cheeks relatively symmetrically

chewed gum daily; MIRE therapy × 45 min
44 282 No further improvement; MIRE therapy × 45 min
45 289 Subjective rating: improvement of 50%; able to puff both cheeks relatively symmetrically; able to close the left eyelid;

unable to raise the left eyebrow; mild synkinesis present (when closing the eyes, the left corner of the mouth twitched);
MIRE therapy × 45 min

MIRE, monochromatic infrared energy; SLE, systemic lupus erythematosus.
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The patient was discharged after a total of 45
treatments, which spanned over a period of 9.5 months.
At the time of discharge, the patient was able to close
her left eyelid, puff the left cheek and close the mouth
symmetrically. She, however, still could not raise the
left eyebrow. She reported an improvement of 50% as
compared to initial presentation.

Five months after the last consultation, the patient
reported that the condition was stable. There was no
deterioration of the condition. Mild synkinesis was
present. The left corner of the mouth twitched slightly
when she attempted to close the left eyelid.
Discussion

MIRE has a wavelength of 890 nm and a power
density of 60 mW/cm2,27 the parameters of which are
similar to that of the low level infrared laser used to
treat Bell's palsy. 25,26 It can penetrate up to 5 cm
through bony and soft tissues28 and can theoretically
reach the facial canal when applied transcutaneously.
Also, it is safe to apply transcranially. Transcranial
application of LED infrared light with energy level of
250 mW/cm2 is not harmful. 29 It causes negligible heat
and no physical damage.29

The mechanism of actions of MIRE is unknown.
The physiological effects of MIRE on biological tissues
are thought to be due to photochemical reactions in the
skin similar to low level infrared laser therapy.30

In both cases reported in this study, the treatment
started during the first consultation, as studies have shown
that early application favorably modulates inflamma-
tion31,32 and nerve regeneration.33 When laser irradiation
was applied immediately after carrageenan-induced
inflammation, the animals did not suffer from traumatic
injury or vascular damage.31,32 Early application of laser
also favorably affects nerve regeneration.33,34 Transcuta-
neous application of Ga-As laser (903 nm, 27 mW) 3
minutes daily for 1, 3, 5 and 7 weeks was found to
improve the morphology and function of damaged sciatic
nerve fibers in rats.35 Increase in myelinated axons,
decrease in degenerated axons and increase in nerve
conduction velocity were significant in the irradiated group
of rats as compared to the control group in the third and fifth
weeks of treatment.35 The effects were proportional to the
time of treatment.35 The difference between the treatment
and control groups, however, disappeared at seventh week
of treatment as natural repair of injured myelinated nerve
fibers developed vigorously around the sixth to seventh
week after injury. This suggested that laser irradiation
improves the regeneration of nerve fibers in the early
stage.35 Another study comparing the effects of different
wavelengths on the regeneration of crushed facial nerve
showed that transcutaneous phototherapy when carried out
daily over the first postoperative week, led to a significant
increase in the rate of regeneration of facial nerve axons in
comparison to untreated animals,34 suggesting that early
treatment with laser irradiation is important in enhancing
regeneration of damaged nerve fibers.

MIRE exerted its effects possibly through improve-
ment in microcirculation and regeneration of nerve fibers.
MIRE of 890 nm was found to significantly increase the
capillary blood cell velocity and superficial blood flow as
compared to the placebo and control groups.27 The
increase in microcirculation was 20% to 30% in normal
subjects. It was reasoned that similar increase in
microcirculation within the facial canal would take
place, despite the presence of demyelination and axonal
changes within the facial nerve,14 as vasodilatation
following light irradiation was not nerve dependent.36 It
was theorized that the initial phase of vascular dilatation
was related to nitric oxide and the late phase of the
vascular dilatation was due to a reduction of intracellular
calcium in microvascular smooth muscle cells.36 As the
labyrinth segment of the facial canal is narrow and poorly
vascularized,16 increase ofmicrocirculationmay speed up
the reduction of inflammation and edema which compro-
mise the facial nerve.

Apart from the improvement in microcirculation,
the MIRE may also exert its effects through influence
on viral activities and stimulation of nerve regenera-
tion. Previous studies have shown that low level
infrared laser irradiation has no direct inactivating
effects on HSV1 culture. 37 Instead, it possibly acted by
inhibiting HSV1 replication. 38 Laser irradiation en-
hances nerve regeneration in animal 34,35,39 and human
studies. 40 Low-level infrared laser irradiation has been
found to increase the functional activity of the injured
peripheral nerve, 41 maintain functional activity of the
injured nerve over time, 42 increase the rates of axonal
growth and myelination35,39,42 and accelerate regen-
eration of the injured nerve. Low level infrared laser
irradiation was also found to improve motor function
in patients with incomplete nerve damage.40 In a
clinical randomized double blind, placebo-controlled
study, 780 nm laser was applied on patients with
incomplete peripheral nerve and brachial plexus
injuries for 6 months up to several years. 40 Most of
these patients were discharged by orthopedic surgeons,
neurosurgeons and plastic surgeons without treatment.
Low level infrared laser irradiation was applied
transcutaneously for 5 hours daily for 21 consecutive
days; 3 hours to the injured areas of the peripheral
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nerve and 2 hours on the corresponding segments of
the spinal cord. At the end of 6 months, motor function
showed significant improvement in the treated group
as compared to the placebo group. Sensory function in
the treated group did not improve as fast, It was only
until the sixth month when the difference from the
placebo group reached statistical significance. 40

LED emits incoherent narrow spectrum light,
whereas laser emits coherent light. Infrared light from
both LEDs and lasers disperse once the light contacts
body tissue. Infrared light output from LEDs possess all
the attributes of laser radiation except coherence.28 The
physiological effects of MIRE therapy on biological
tissues are thought to be similar to that of the low level
infrared laser.30 Nevertheless, MIRE is not low level
infrared laser. Their effects on viral replication and nerve
regeneration may differ. Extrapolation of the effects of
low level infrared laser on viral replication and nerve
regeneration to MIRE may not be appropriate.
Precaution and Contraindication

MIRE therapy produces mild heat. During appli-
cation, the area should not be covered. Also, the skin
contact should be even, especially on areas with bony
prominence to avoid local increase in temperature,
which can cause blister. The infrared light should not
be used over cancerous lesions. Other than that,
MIRE therapy is a safe treatment. LED array has
achieved non significant risk status for human trials
by the Food and Drug Administration (www.
clinicaltrials.gov). 29 Also, there have been no reports
of adverse effects from MIRE treatment. Recent
studies have shown that transcranial LED infrared
light modulates neurobiological functions and im-
proves psychological disorders. 29
Limitations

The current study is limited by only 2 patients and no
control subjects. Around 71% of patients with Bell's
palsy recover normal function of the facial muscles
without treatment. People who recover usually do so
quickly, with 85% of them reporting some improve-
ment in the first 3 weeks. 17 Therefore it is impossible to
determine if the response of these 2 cases was due to the
intervention or to the natural history of the condition.
The steroid and the azathioprine intake by the chronic
case also confounds the outcome. In addition, the
diagnosis of the chronic case may be incorrect.
Conclusion

MIRE therapy was used to treat an acute and a
chronic case of Bell's palsy. Though the 2 cases
responded to a varying extent to the therapy, the present
study cannot state effectiveness of MIRE therapy in the
management of Bell's palsy.
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