Hemifacial spasm and neurovascular
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DESCRIPTION

A 49-year-old woman experienced left orbicu-
laris oculi muscle spasms for 16 months. The first
Smonths were characterised by rare involuntary
spasms, became stronger at any physical or mental
activity and later they even occurred while the
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Figure 1 Preoperative 3T MRI: highly T2-weighted
sequences for cisternography. Red arrow: anterior inferior
cerebellar artery loop. White arrow: facial nerve at root
exit zone.
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Figure 2 Preoperative 3T time-of-flight MRI
angiography sequence. Red arrow: anterior inferior
cerebellar artery loop site of the neurovascular conflict
with the facial nerve.

Figure 3  Microscopic view of the longitudinal loop that
the small branch from the AICA made around the facial
nerve.

patient was resting, causing contraction of all the
muscles innervated by the left seventh cranial nerve.
MR angiography revealed a neurovascular compres-
sion of the left facial nerve by the anterior inferior
cerebellar artery (AICA) (figures 1 and 2). The
patient was taken to surgery and a microvascular
decompression through a retrosigmoid approach
was performed. Facial nerve function monitoring
was conducted intraoperatively.

The spasm was caused by a vascular loop from
a small branch of the AICA between the facial
nerve and the vestibulocochlear nerves, causing a
longitudinal impression and stretching of the left
facial nerve (figure 3). The offending vessel was
moved away from the site and the decompression

Figure 4 Microscopic view after the microvascular
decompression with Teflon sponges placed between
the anterior inferior cerebellar artery and the mobilised
offending vessel and the acousticofacial bundle.

BM)

Dehgani Mobaraki P, et al. BMJ Case Rep 2017. doi:10.1136/bcr-2016-218883 1

“ybuAdoo Aq parosioid 1sanb Aq 120z |udy 0T uo Jwod lwqg suodalases):dny woly papeojumoq “/T0Z AelN ZT U0 £888T2-9T02-120/9ETT 0T St payslignd sl :suoday ase)d rINg


http://casereports.bmj.com/
http://crossmark.crossref.org/dialog/?doi=10.1136/bcr-2016-218883&domain=pdf&date_stamp=2017-05-09
http://casereports.bmj.com/

Figure 5 Retrosigmoid craniotomy view after the microvascular
decompression with Teflon sponges placed between the anterior
inferior cerebellar artery and the mobilised offending vessel, and the
acousticofacial bundle.

Figure 6 Postoperative 3T time-of-flight MRI angiography sequence.
Red arrow: anterior inferior cerebellar artery loop smoothened and
lateralised from the root exit zone of the facial nerve.

Learning points

» Hemifacial spasm is a complex symptom comprising
involuntary, painless spasms of the orbicularis oculi muscle
that may progress involving all the facial muscles. It usually
afflicts middle-aged women and is unilateral, affecting the
left more often than the right side.

» The cerebellopontine angle is characterised by the presence
of many vascular and neural structures, which are normally
in contact with each other without causing symptoms;
however, sometimes, this contact may cause disturbances
to the patient and becomes symptomatic, leading to the
so-called neurovascular compression syndrome,' * the
symptoms of which depends on the compressed cranial
nerves, where the compressing vessel is called an offending
vessel.?

was secured by inserting Teflon sponges, placed between the
offending vessels and the acousticofacial bundle, ensuring that
both the Teflon sponge and the offending vessels do not contact
the root exit zone nor the transition zone between central and
peripheral myelin, which is an anatomical area with increased
mechanical vulnerability (figures 4 and §). The facial spasm
disappeared in the immediate postoperative period. MR angiog-
raphy (figure 6) performed 6 months after surgery confirmed the
relapse of the conflict. The patient is free of symptoms.
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