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Purpose: Bell’s palsy is a common cause of acute peripheral facial nerve paralysis. Its symptoms can mimic other severe conditions, 
posing diagnostic challenges for primary care physicians (PCPs). This study aimed to assess the diagnostic knowledge and manage-
ment preparedness of PCPs in Saudi Arabia regarding Bell’s palsy. Particular emphasis was placed on identifying critical knowledge 
gaps that may affect clinical decision-making, especially in corticosteroid dosing and standardized diagnostic approaches.
Patients and Methods: A cross-sectional observational study was conducted in Al-Ahsa, Saudi Arabia. A total of 204 physicians 
participated in the study. Non-probability convenience sampling was used to recruit participants, which included general practitioners 
and family medicine physicians with at least 1 year of clinical experience. Structured surveys were distributed both online and in 
person to collect data on demographic information, knowledge of Bell’s palsy, diagnostic confidence, treatment approaches, and 
perceived barriers. Data analysis was performed using descriptive statistics and binary logistic regression in SPSS version 26.
Results: The mean knowledge score was 11.06 (standard deviation = 3.01), with significant gaps in areas such as the House– 
Brackmann grading system (57.8% correct) and the recurrence of Bell’s palsy (54.4% correct). Although most respondents correctly 
identified the cranial nerve (94.1%) and treatment timeline (65.7%), their knowledge of corticosteroid dosage was suboptimal (56.4%). 
Family medicine physicians had higher knowledge levels than general practitioners (p = 0.004). Moreover, 52.5% reported no 
diagnostic barriers, whereas 47.5% mentioned issues such as unclear diagnostic criteria (17.2%) and limited tools (8.3%). Among 
those interested in additional education, 94.1% preferred online training.
Conclusion: Although PCPs showed a strong understanding of Bell’s palsy, significant gaps were identified in advanced diagnostic 
and management areas. Addressing these deficiencies, particularly in corticosteroid dosing and structured diagnostic frameworks, is 
essential to enhancing clinical preparedness. These findings underscore the need for targeted educational interventions, including 
online training and standardized diagnostic protocols, to bridge knowledge gaps, improve diagnostic accuracy, and optimize patient 
management strategies.
Keywords: Bell’s palsy, peripheral facial nerve paralysis, public health, cross-sectional

Introduction
Bell’s palsy is a prevalent form of acute peripheral facial nerve paralysis of unknown etiology, responsible for 60–70% of 
all instances of unilateral facial paralysis globally.1 It is typically characterized by the abrupt onset of facial muscle 
weakness or paralysis on one side, often accompanied by pain around the ear or changes in taste sensation.1,2 While 
Bell’s palsy is usually self-limiting, early and accurate diagnosis is crucial for initiating appropriate treatment, such as 
corticosteroids, to enhance recovery and minimize potential complications.1,3
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Primary care physicians (PCPs) are pivotal in the initial evaluation and management of Bell’s palsy as they are 
usually the first point of contact for patients presenting with facial paralysis. However, misdiagnosis or delayed diagnosis 
may occur as the symptoms of Bell’s palsy may resemble those of other severe conditions, such as cerebrovascular 
accidents, Ramsay Hunt syndrome, or tumors.2 Unlike Bell’s palsy, conditions such as ischemic or hemorrhagic strokes 
require urgent intervention, making it crucial for PCPs to quickly and accurately differentiate between them. 
Additionally, Ramsay Hunt syndrome, caused by varicella-zoster virus reactivation, presents with vesicular eruptions, 
which may not always be apparent in the early stages, further complicating diagnosis.2

PCPs must have a thorough understanding of the condition and be able to confidently distinguish it from other possible causes 
of facial paralysis. General practitioners (GPs) typically encounter an acute case of Bell’s palsy approximately once every 2 years.4 

Due to this rarity, they are unlikely to develop sufficient expertise to manage cases where acute medical treatment is ineffective. 
Moreover, studies suggest that PCPs often face similar challenges with other neurological conditions, such as multiple sclerosis 
and myasthenia gravis, where the overlap of symptoms with more common disorders contributes to diagnostic uncertainty.5 

Furthermore, timely referral to a facial reanimation service is critical because reconstructive options decrease monthly.5

The growing demand for primary healthcare services in Saudi Arabia underscores the importance of providing PCPs with 
the requisite knowledge and diagnostic confidence to effectively manage conditions such as Bell’s palsy.6 A study in the 
Qurayyat region of Saudi Arabia showed that Bell’s palsy was approximately 25.7 per 100,000 per year.7

The lack of research in the knowledge means that gaps in PCPs’ ability to distinguish Bell’s palsy from other neurological 
conditions remain unquantified, potentially leading to variability in patient management and outcomes. This significant gap 
underscores the need for research to identify areas for improvement and guide targeted educational initiatives. Our study aimed to 
assess the knowledge and diagnostic confidence of PCPs in managing Bell’s palsy in Saudi Arabia and to highlight potential areas 
for professional development, and ultimately provide a reference for improving the management of Bell’s palsy in Saudi Arabia.

Materials and Methods
Study Design and Population
This cross-sectional observational study was conducted to assess the diagnostic knowledge and preparedness of PCPs in Al-Ahsa, 
Saudi Arabia for managing Bell’s palsy. The study included physicians working in primary healthcare centers (PHCCs) and 
general hospitals across the Al-Hofuf, Al-Mubarraz, and Al-Omran sectors. The total population comprised 455 physicians 
distributed across 71 PHCCs and 11 general hospitals, although only 67 PHCCs and 5 general hospitals were included in the study. 
Data were collected using a combination of online and in-person questionnaires for comprehensive coverage. Participants were 
recruited using a non-probability convenience sampling technique. This study was conducted according to the STROBE 
guidelines.8

Eligibility Criteria
Participants were required to meet specific eligibility criteria for inclusion in the study. Physicians had to be between the 
ages of 25 and 60 years, with at least 1 year of clinical experience in managing Bell’s palsy cases. Eligible participants 
included General Practitioners (GPs) and family medicine physicians actively practicing in either Primary Healthcare 
Centers (PHCCs) or general hospitals within the targeted sectors in Al-Ahsa. Physicians were excluded from the study if 
they had less than one year of clinical experience, were specialists (eg, neurologists or otolaryngologists), or were not 
actively practicing. Additionally, participants who provided incomplete responses were excluded to ensure the data 
accurately reflected the knowledge and preparedness of primary care physicians in managing Bell’s palsy.

Data Collection Tools and Procedure
The data collection process used a structured survey instrument designed to capture relevant information in both online 
and in-person formats. The survey comprised the following four key sections:

1. Demographic and Professional Background: Capturing participants’ age, sex, years of experience, and work-
place details.
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2. Knowledge of Bell’s Palsy: Assessing understanding of the condition, its causes, symptoms, and diagnostic 
criteria.

3. Diagnostic Confidence and Treatment Approaches: Exploring self-reported confidence in diagnosing and 
managing Bell’s palsy.

4. Barriers to Effective Management and Training Needs: Identifying obstacles and areas for professional 
development.

The survey was distributed over a 1-month period, from November 19 to December 19, 2024, using convenience 
sampling across the included healthcare facilities.

Questionnaire Validation
The knowledge section was adapted from previous studies.9–11 Specifically, key questions were selected and modified to 
align with the study objectives, ensuring relevance to the target population. Any necessary linguistic and contextual 
adjustments were made to enhance clarity and applicability. Then, the survey instrument was meticulously developed by 
the principal investigator, a neurologist, in collaboration with the research team. To ensure content validity, the 
questionnaire was reviewed by two external neurology experts, whose feedback and recommendations were included 
in the final version. The instrument was subjected to a pilot study involving 30 physicians to refine the instrument further. 
Reliability was confirmed using a Pearson correlation coefficient of 0.82 and Cronbach’s alpha value of 0.75, demon-
strating strong internal consistency.

Minimum Sample Size Estimation
Sample size was calculated using the Raosoft® software program,12 based on a 95% confidence level, 5% margin of 
error, and 50% assumed population proportion. From a total population of 455 physicians working in Al-Ahsa, the 
required sample size was 209.

Data Analysis
Data analysis was conducted using IBM SPSS Statistics software version 26. In the knowledge assessment, participants 
received 1 point for each correct response and 0 points for incorrect answers. The total knowledge score was calculated 
by summing the scores for all questions, with a possible score range of 0–15 points.

The frequencies and corresponding percentages for each question were determined. Additionally, the mean and 
standard deviation values were computed for each question to provide a detailed descriptive analysis. Binary logistic 
regression analysis was used to evaluate the impact of various variables on knowledge scores. Accordingly, age was 
categorized into two groups: >42 years and ≤42 years. Similarly, years of experience were divided into two categories: 
<18 years and ≥18 years. To analyze the relationship between years of experience and the knowledge score, the 
knowledge score was transformed into a three-tier model: A) Poor (0–5 points), B) Average (6–10 points) and C) 
Excellent (11–15 points). This transformation was applied in the correlation graph to clearly present the distribution and 
trends in knowledge levels among the different experience groups.

To minimize the risk of missing data, all survey questions were designed as mandatory fields, ensuring complete 
responses from participants. Additionally, a total of 12 responses were excluded from the final analysis as they did not 
meet the inclusion criteria, specifically for not being Primary Healthcare Physicians. Given the absence of missing data, 
no imputation techniques were required.

Ethical Considerations
Ethical approval was obtained from the King Faisal University Research Ethics Committee (KFU-REC-2024-DEC- 
ETHICS2916). Participation in the study was entirely voluntary, and informed consent was obtained from all respondents 
before their involvement. Confidentiality and anonymity were rigorously maintained throughout the research process to 
protect participants’ identities and ensure compliance with ethical standards.
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Results
Demographics
A total of 216 participants completed the questionnaire; however, 12 were excluded, including 7 interns and 5 doctors 
from other specialties, leaving 204 (94.4%) valid responses. This yielded a valid response rate of 97.61% based on 
a targeted sample size of 209 participants.

Among the 204 healthcare professionals included in this study, the majority were male (68.1%), while females 
comprised the remaining 31.9% of the cohort. Regarding medical specialties, 61.8% were general practitioners, whereas 
38.2% were family medicine specialists. Most participants were affiliated with hospitals (53.4%), followed by PHCCs 
(45.6%); only 1.0% reported non-hospital affiliations. The mean age of the participants was 42.38 years (SD = 11.23), 
and the mean duration of medical practice was 18.38 years (SD = 11.39). Additionally, the survey evaluated whether the 
participants had encountered patients with Bell’s palsy in their clinical practice. A total of 61.1% reported having 
encountered patients with Bell’s palsy, while 38.9%, had not (Table 1).

Knowledge Assessment
The knowledge assessment revealed varying levels of understanding of Bell’s palsy among the participants. Most 
participants demonstrated a strong grasp of core concepts, with the majority correctly identifying the affected cranial 
nerve (94.1%, mean = 0.94, SD = 0.24) and recognizing that Bell’s palsy is a peripheral facial palsy (83.3%, mean = 
0.83, SD = 0.37). Similarly, a high percentage correctly associated viral infections as potential triggers (92.6%, mean = 
0.93, SD = 0.26) and identified early ocular complications (89.2%, mean = 0.89, SD = 0.31). However, knowledge was 
weaker in certain areas, such as whether Bell’s palsy could affect both sides of the face (44.1%, mean = 0.44, SD = 0.49), 
the optimal antiviral medication (62.7%, mean = 0.63, SD = 0.48), familiarity with the House–Brackmann Grading 

Table 1 Characteristics of the Included Participants

Variables (n=204) %

Gender

Female 65 31.9

Male 139 68.1

Specialty

Family Medicine 78 38.2

General Practitioner 126 61.8

Facility

Hospital 109 53.4

Clinic 93 45.6

Non-hospital affiliated 2 1

Have you ever encountered a patient with Bell’s palsy in your clinic?

Yes 125 61.1

No 79 38.9

Mean SD

Age 42.38 11.23

Years practicing medicine 18.38 11.39

Abbreviation: SD, standard deviation.
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System (57.8%, mean = 0.58, SD = 0.49), and the understanding that Bell’s palsy could recur in the same patient (54.4%, 
mean = 0.54, SD = 0.49).

Furthermore, participants showed a moderate understanding of treatment timelines (65.7%, mean = 0.66, SD = 0.47) and 
the duration of Bell’s palsy (66.2%, mean = 0.66, SD = 0.47). They displayed better knowledge of the next steps for non- 
improvement within two to three weeks (85.8%, mean = 0.86, SD = 0.35), appropriate diagnostic tests (78.4%, mean = 0.78, 
SD = 0.41), and awareness of potential complications (77.9%, mean = 0.78, SD = 0.41). Overall, the total mean knowledge 
score was 11.06 (SD = 3.01), reflecting a generally good level of knowledge, but with identifiable gaps (Table 2).

Knowledge About Corticosteroids
Among the 149 (70%) participants who responded to questions about corticosteroid use in patients with Bell’s palsy, the 
overall mean knowledge score was 1.8 (SD = 1.28), indicating the need for improvement in this area. Regarding the most 
recommended type of corticosteroid, prednisolone was correctly identified by the majority (68.5%, mean = 0.58, SD = 
0.49), followed by dexamethasone (26.8%), while hydrocortisone (3.4%) and “I don’t know” responses (2%) were less 
frequent.

For the recommended dosage, 56.4% correctly selected 60–80 mg/d (mean = 0.67, SD = 0.39). However, misconcep-
tions were noted, with 26.2% selecting 20 mg/d and 12.8% selecting 30–40 mg/d. A small proportion (4.6%) of 
respondents were unsure.

Knowledge of the recommended duration of corticosteroid therapy was high, with 70.5% correctly identifying 5–7 
days (mean, 0.70; SD, 0.45). Misunderstandings were observed among 18.8%, who incorrectly selected 2–3 weeks, while 
smaller groups selected either 1–3 days (3.4%), “More than a month” (3.4%), or “I don’t know” (4%) (Table 3).

Table 2 Knowledge Questions with the Frequency of Correct and Incorrect Answers

Questions Correct 
(%)

Incorrect 
(%)

Mean 
(SD)

Which cranial nerve is affected in Bell’s Palsy? 94.1 5.9 0.94 (0.24)

Is Bell’s Palsy a peripheral facial palsy? 83.3 16.7 0.83 (0.37)

Can Bell’s Palsy affect both sides of the face? 44.1 55.9 0.44 (0.49)

Is Bell’s Palsy triggered by a viral infection? 92.6 7.4 0.93 (0.26)

Which of the following diseases has a high-risk factor for Bell’s palsy? 81.4 18.6 0.81 (0.39)

What are early ocular complications of Bell’s Palsy? 89.2 10.8 0.89 (0.31)

How long does Bell’s Palsy typically last? 66.2 33.8 0.66 (0.47)

If treatment is administered, which of the following is the most widely used? 73 27 0.73 (0.45)

What is your next step if a patient shows no improvement within 2–3 weeks? 85.8 14.2 0.86 (0.35)

What diagnostic tests do you usually consider for Bell’s Palsy? 78.4 21.6 0.78 (0.41)

What is the commonly used antiviral medication for Bell’s palsy treatment? 62.7 37.3 0.63 (0.48)

What is the optimal time frame for initiating treatment in Bell’s Palsy to ensure the best chance of 
recovery?

65.7 34.3 0.66 (0.47)

Are you aware of the potential complications if Bell’s Palsy is left untreated? 77.9 22.1 0.78 (0.41)

Are you familiar with the House-Brackmann Grading System? 57.8 42.2 0.58 (0.49)

Do you know if Bell’s Palsy can recur in the same patient? 54.4 45.6 0.54 (0.49)

Total 11.06 (3.01)

Abbreviation: SD, standard deviation.
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Barriers and Future Directions
Among the 204 (96%) participants, over half (52.5%) reported facing no barriers to diagnosing Bell’s palsy. However, the 
remaining 47.5% identified various challenges, the most common being a lack of clear diagnostic criteria (17.2%) 
combined with difficulty in distinguishing Bell’s palsy from other conditions (4.4%) or limited diagnostic tools (8.3%). 
Time constraints were cited less frequently, with only 2% identifying it as a standalone issue and 1.5% reporting it in 
combination with other factors. Notably, a small minority (0.5%) faced multiple barriers, including all four factors (lack 
of criteria, limited tools, time constraints, and diagnostic challenges).

Regarding interest in additional training, 61.3% expressed a willingness to enhance their knowledge of Bell’s palsy, 
with online sessions being overwhelmingly preferred (94.1%) over on-site training sessions (5.9%). These findings 
suggest the need for targeted educational interventions, particularly in an accessible online format, to address the 
identified diagnostic challenges and improve confidence in managing Bell’s palsy (Table 4).

Factors That Affecting the Knowledge Score
Logistic regression analysis revealed that being a GP was significantly associated with lower knowledge levels about 
Bell’s palsy (p = 0.004), with GPs having 14.5% lower odds of having higher knowledge than other specialties (OR = 
0.855, 95% confidence interval [CI]: 0.769–0.951). In contrast, gender, working in a hospital facility, having encountered 

Table 3 Multiple Choice Knowledge Questions with the Mean 
Number of Correct Answers

Variables (n=149) Mean (SD)

Which type of corticosteroid is most 
recommended for Bell’s Palsy treatment?

0.58 (0.49)

Dexamethasone 40

Hydrocortisone 5

Prednisolone 102

I do not know 3

What is the recommended dosage of 
corticosteroids for Bell’s Palsy?

0.67 

(0.39)

100 mg/d 3

20 mg/d 39

30–40 mg/d 19

60–80 mg/d 84

I do not know 4

What is the recommended duration for 
corticosteroid therapy in Bell’s palsy?

0.70 (0.45)

1–3 days 5

2–3 weeks 28

5–7 days 105

More than a month 5

I do not know 6

Total 1.8 (1.28)

Abbreviation: SD, standard deviation.
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a patient with Bell’s palsy, being over 42 years old, and having over 18 years of practice were not significantly associated 
with knowledge (p > 0.05). Although the odds ratios for these variables ranged from 1.014 to 1.091, they indicated 
minimal and non-significant effects on knowledge (Table 5).

Table 4 Barriers and Future Perspectives

Variables (n=204) %

What barriers do you face when diagnosing Bell’s Palsy?

Difficulty distinguishing it from other conditions 7 3.4

Difficulty distinguishing it from other conditions, Limited diagnostic tools 8 3.9

Difficulty distinguishing it from other conditions, Time constraints 4 2

Lack of clear diagnostic criteria 35 17.2

Lack of clear diagnostic criteria, Difficulty distinguishing it from other conditions 9 4.4

Lack of clear diagnostic criteria, Difficulty distinguishing it from other conditions, Limited diagnostic tools 17 8.3

Lack of clear diagnostic criteria, Difficulty distinguishing it from other conditions, Limited diagnostic tools, Time constraints 1 0.5

Lack of clear diagnostic criteria, Limited diagnostic tools 1 0.5

Lack of clear diagnostic criteria, Time constraints 2 1

Limited diagnostic tools 9 4.4

Limited diagnostic tools, Time constraints 1 0.5

Limited diagnostic tools, Time constraints, Difficulty distinguishing it from other conditions 3 1.5

There are no barriers 107 52.5

Are you interested in receiving additional training on Bell’s Palsy?

Interested 125 61.3

Not interested 79 38.7

What resources are you interested in? (n= 125)

On site sessions 12 5.9

Online sessions 113 94.1

Abbreviation: SD, standard deviation.

Table 5 Regression Analysis of the Association Between Knowledge Score and Multiple Factors

Dimension Variable β SE wald p-value OR 95% CI for OR

Knowledge Gender (Male) 0.014 0.0050 0.074 0.785 1.014 (0.920, 1.117)

Specialty (GP) −0.0157 0.054 8.308 0.004 0.855 (0.769, 0.951)

Facility (Hospital)* 0.055 0.048 1.282 0.258 1.056 (0.961, 1.161)

Encountered patient with Bell’s palsy (Yes) 0.087 0.056 2.395 0.122 1.091 (0.977, 1.128)

Age (>42y) 0.055 0.048 1.324 0.250 1.057 (0.962, 1.161)

Years practicing (>18y) 0.038 0.048 0.615 0.433 1.038 (0.945, 1.140)

Notes: *Two non-affiliated were removed from Facility variable. Age was transformed to (>42, <42). Years in practicing was transformed to (>18, <18). 
Abbreviations: CI, confidence interval; GP, general practitioner; OR, odds ratio; SE, standard error.
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We also transferred the knowledge score to the three-point scoring system (Excellent, Average, and Poor) to detect 
any possible correlation between knowledge and years of experience. However, there was no significant difference in 
correlation (Figure S1).

Discussion
Our cross-sectional study provides valuable insights into the diagnostic knowledge and preparedness of PCPs in 
managing Bell’s palsy in Al-Ahsa, Saudi Arabia. The high response rate of 97.61% underscores the significant interest 
of healthcare professionals in enhancing their understanding of this condition, which aligns with the increasing global 
prevalence of peripheral facial nerve disorders.1,2

The results revealed that participants had substantial knowledge of fundamental aspects of Bell’s palsy, such as its 
idiopathic origin (85.4%) and association with viral triggers (92.6%); however, there are notable gaps in their under-
standing of advanced diagnostic tools and treatment protocols. These findings are consistent with those of previous 
studies showing that while physicians are proficient in identifying common symptoms, they may miss details such as 
grading scales and evidence-based interventions.2,3

A key finding was the limited familiarity with the House–Brackmann grading system, with only 57.8% of respondents 
recognizing its clinical utility. This aligns with previous research highlighting that the absence of standardized diagnostic 
tools in primary care impedes accurate severity assessments and effective treatment planning.4 Similarly, knowledge of 
corticosteroid therapy, known as the cornerstone of Bell’s palsy management, was incomplete. Only 56.4% of partici-
pants identified the correct dosage of 60–80 mg/day, and 70.5% understood the optimal treatment duration of 7–10 days, 
underscoring the need for enhanced training.5,12,13

Diagnostic barriers remain a major challenge, with 17.2% of participants having trouble distinguishing Bell’s palsy 
from other conditions such as Ramsay Hunt syndrome, cerebrovascular accidents, and tumors. This aligns with global 
data showing that diagnostic ambiguity often leads to delayed or inappropriate treatment, further underscoring the need 
for comprehensive education.14,15

Our analysis also highlighted an association between specialty and diagnostic confidence, with family medicine 
physicians demonstrating superior knowledge than GPs. This finding is supported by research showing that specialized 
training enhances diagnostic accuracy and preparedness for managing complex neurological conditions.16,17 Additionally, 
38.4% of the participants identified the absence of formalized continuing medical education for Bell’s palsy as a barrier 
to professional development, consistent with findings in similar healthcare systems.18

Interestingly, while 61.1% of the respondents reported encountering cases of Bell’s palsy during their clinical 
practice, only 44.3% had received formal training in its management. This discrepancy indicates a reliance on 
experiential learning rather than structured education, a trend observed in other studies of neurological disorders in 
primary care.19,20 Furthermore, a strong preference for online training formats (94.1%) suggests the opportunity to 
leverage digital platforms to deliver targeted and accessible education.21

While our analysis revealed no association between the age and sex with the knowledge score among primary 
healthcare physicians. A study by Altowayan et al, 2023 conducted among the general population in Al-Qassim Region, 
showed that age and sex were significantly associated with the knowledge score.22

The participants showed a good understanding of the ocular complications associated with Bell’s palsy, such as 
lagophthalmos and exposure keratitis, with 88.3% correctly identifying these risks. This is consistent with previous 
studies emphasizing the importance of eye care to prevent vision loss in managing Bell’s palsy.23 However, only 52.7% 
were aware of referral pathways for facial reanimation services, which are critical for patients with persistent or severe 
symptoms.24,25 Physical therapists in Saudi Arabia demonstrate moderate knowledge and positive attitudes toward BP 
rehabilitation.2 This underscores the potential for interdisciplinary collaboration between PCPs and physical therapists to 
enhance the rehabilitation and management of Bell’s palsy in the region.

The strong preference for online training (94.1%) highlights a promising avenue for educational interventions aimed 
at improving physicians’ confidence in diagnosing and managing Bell’s palsy. To maximize effectiveness, future training 
programs should be designed with interactive components, such as case-based learning, expert-led discussions, and self- 
assessment modules.
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Our analysis highlights the need for targeted interventions to address gaps in knowledge, particularly regarding 
grading systems, corticosteroid use, and advanced management strategies. Establishing regional guidelines and integrat-
ing Bell’s palsy-focused modules into ongoing medical education programs could significantly enhance diagnostic 
confidence and patient outcomes.

Interdisciplinary collaboration, particularly with specialists such as neurologists or otolaryngologists, could play 
a pivotal role in enhancing PCPs’ diagnostic confidence and management of Bell’s palsy. By fostering a multidisciplinary 
approach, PCPs could benefit from expert guidance on complex cases, ultimately improving the accuracy of diagnosis 
and treatment decisions. Future research could explore how structured collaboration and regular consultations with 
specialists may enhance PCPs’ knowledge, reduce diagnostic uncertainty, and improve patient outcomes.

This study has several limitations. First, its cross-sectional design captures data at a single point in time, which limits 
the ability to observe changes in PCPs’ knowledge or practices over time. Second, the regional focus on Al-Ahsa restricts 
the generalizability of the findings to other regions or healthcare systems with different resources, training standards, or 
patient demographics. Third, the study relied on self-reported data, which may introduce response bias. Fourth, non- 
probability convenience sampling may introduce selection bias. Fifth, the one-month data collection period, which may 
introduce bias related to physician availability. However, recruitment efforts were structured to include physicians from 
various shifts and practice settings to enhance representativeness. Sixth, our study was specific to diagnostic knowledge, 
future studies should study a more comprehensive level of knowledge. Future research should consider longitudinal 
designs, broader geographic coverage, and objective assessments to provide a more comprehensive understanding of 
PCPs’ preparedness to manage Bell’s palsy.

Conclusion
This study provides valuable insights into the strengths and limitations of PCPs’ knowledge and preparedness to manage 
Bell’s palsy in Al-Ahsa, Saudi Arabia. Although participants demonstrated commendable expertise in certain areas, 
significant gaps were identified in grading systems, corticosteroid use, and understanding recurrence patterns. These 
findings underscore the need for targeted educational initiatives, such as online training modules, and the integration of 
Bell’s palsy-focused content into primary care curricula. To effectively design and implement these online training 
modules, it is crucial that they are interactive, evidence-based, and tailored to address the specific knowledge gaps 
identified in this study. Such modules could include video demonstrations of clinical scenarios, quizzes to reinforce 
learning, and resources for ongoing self-assessment.

Furthermore, future research should explore the impact of such training interventions on diagnostic accuracy, 
particularly through longitudinal studies that assess knowledge retention and changes in clinical practice over time.

To improve patient outcomes, we recommend establishing clear diagnostic protocols, enhancing access to training 
resources, and placing greater emphasis on early intervention strategies. Specific examples of early intervention strategies 
include the timely use of corticosteroid therapy within 72 hours of symptom onset, eye care interventions such as 
lubrication and protection against corneal exposure, and prompt referral for facial reanimation services in cases of 
persistent symptoms. Additionally, these strategies could be better integrated into primary care settings by ensuring that 
they are included in clinical guidelines and reinforced through training programs and regular case discussions. 
Collaboration between academic institutions and healthcare organizations is crucial for promoting evidence-based 
practices and equipping PCPs with the necessary skills for effective management. Also, continuous professional 
development or workshops to reinforce knowledge and improve patient outcomes are needed.
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