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junction. It usually occurs when the structural lesions 
compress root exit zone and atypical neuronal signal 
is generated and conducted to facial muscles.[8] As for 
HS induced by benign tumors in many cases, as in our 
patient, previous researchers suggested that the vascular 
compression under the tumor is the main cause of the 
HS.[9,10]

Typical MRI appearance of an epidermoid tumor is 
hypo to slight hyperintense on T1W images, iso to 
hyperintense on T2W images, and hyperintense on 
DWI.[11,12] Arachnoid cysts and schwannomas also appear 
as hyperintense on T1W images and hyperintense 
on T2W images. As the schwannomas show contrast 
enhancement and follow the anatomic course of the 
nerve, it could be easily recognized. However, DWI is 
an important technique to differentiate epidermoid cysts 
and arachnoid cysts. In case of an arachnoid cyst, DWI 
reveals a hypointense lesion, which is isointense to CSF. 
However, epidermoid cysts appear hyperintense on DWI 
as in our case.[12]

Clinicians need to be aware that patients with HS 
should be scanned for brainstem lesions. MRI studies 
are essential to detect the vascular structures running 
adjacent to the root exit zone that might distort the 
facial nerve and compress the brain stem around the 
root exit zone, and to exclude other organic causes 
like tumors, MS plaques or cystic lesions. As in our 
case, an epidermoid cyst in cerebellopontine cistern, 
compressing the pons, which contains the nuclei and 
root exit zone of the facial nerve, may present with HS 
as the sole symptom.
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Commentary

The authors reported a very rare case of hemifacial 
spasm (HFS) caused by an epidermoid tumor in the 
cerebellopontine angle (CPA) and emphasized the 
significance of the MRI study since HFS could be 
the sole symptom of CPA epidermoids.[1] Because 
surgical removal of the tumor is the curable approach, 
early diagnosis is essential. This young patient was 
operated on and HFS completely disappeared after 
surgical removal of the epidermoid. As the authors 
described, hyperactive dysfunction of the cranial 
nerves such as trigeminal neuralgia (TN) and HFS 
may be the initial and only symptom that patients with 
CPA epidermoids experience. The occurrence of these 

symptoms at a younger age is characteristic in patients 
with epidermoids in contrast to those due to a vascular 
cause. An early radiological study is recommended to 
avoid non-curable treatment without correct diagnosis.

Epidermoid or “pearly” tumors were described by 
Cruveilhier[2] and designated the “most beautiful tumors of 
the body” by Dandy.[3] They are slow-growing congenital 
lesions of ectodermal origin, representing approximately 
1% of all primary intracranial tumors. The CPA is one of 
the most common sites affected, and patients with this 
tumor may present symptoms of cranial nerve, cerebellar, 
and brainstem dysfunction, as well as hydrocephalus and 

nitins
Rectangle



Alemdar: Epidermoid cyst causing hemifacial spasm

Journal of Neurosciences in Rural Practice  | September - December 2012 | Vol 3 | Issue 3	 347

meningeal irritation.[4] Of interest, hyperactive dysfunction 
of cranial nerves, such as TN and HFS, has been reported 
in association with this rare tumor. Meta-analysis of 263 
cerebellopontine angle epidermoids disclosed that hearing 
difficulty was the most common symptom, accounting for 
37.6%, followed by TN, 29.7%; dizziness or vertigo, 19.4%; 
facial palsy, 19.4%; headache, 17.9%; and diplopia, 16.7%. 
HFS was found in only 4.9% of patients in these reports.[4] 
According to the recent reports, 55 of 6910 HFS patients 
(0.8%) who underwent microsurgical procedure harbored 
CPA tumors, 41 of them (74.5%) were epidermoids.[5] 
Among 2050 HFS patients, CPA tumors were detected in 
9 (0.4%) and 2 of them were epidermoids.[6]

As epidermoids flow into any available subarachnoid 
space and slowly increase their volume, they conform to 
the shape of the cavities they enter and do not displace 
normal neurovascular elements until all available 
subarachnoid space is occupied. As a result, the cranial 
nerves and arteries are embedded or displaced by 
the tumor. The tumor-neurovascular relationship is 
categorized in four types. The cranial nerves may be 
wrapped (A) or compressed (B) by the tumor as the 
tumor increases its volume. The nerve may be displaced 
by the tumor to contact the artery at the opposite side 
of the tumor in one side, resulting in its being pinched 
by both the tumor and the artery (C). When the artery 
is situated between the tumor and the nerve, the artery 
may be trapped and may begin to compress the nerve 
as the tumor grows (D).[4] Recently, arterial compression 
at the root exit zone was also reported in the majority of 
HFS cases with CPA epidermoids.[5,6]

The neurosurgeon must keep in mind that the symptom 
is elicited by compression of the nerve by the tumor 
per se, by an artery that is displaced to the nerve, 
or by both. Careful resection of the tumor, whose 
capsule occasionally is strongly adherent to the 
neurovascular structures, is necessary, and microvascular 
decompression should be performed in some cases 
to achieve a complete, permanent cure of symptoms 
with a low rate of recurrence. Total removal is ideal 
and must be the goal of the operation; however, the 
occasional tendency of strong adhesion of the tumor 
to vital neurovascular structures and tumor extension 

far beyond the midline may prevent its total removal. 
A recent series of reports on CPA epidermoids showed 
total removal rates ranging from 18 to 97%.[4-8]

In the literature, the regrowth rate of epidermoid in 
long-term follow-up has been reported to vary from 0% 
to 30%, with a trend toward a higher rate in cases with a 
longer follow-up period.[4] Therefore, a long-term follow-
up is warranted for this young patient.
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Commentary

Hemifacial spasms (HS) is a hyperactive dysfunction 
of the VII cranial nerves because some factors just like 

vascular causes (the basilar arteries or its branches 
AICA), rarely suffered with cerebellopontine angle 
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