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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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(CPA) mass lesions. Epidermoid tumor is one of the 
common tumors in the CPA after acoustic neurinoma 
and meningioma. Hyperactive dysfunction of the 
cranial nerves, especially TN, may be the initial and 
only symptom that patients with CPA epidermoids 
experience.[1] The incidence of the occurrence of HS in 
the CPA epidermoid tumor ranges from 0.07% to 2.5%.
[1,2] There are isolated case reports of epidermoid tumors 
in the cerebellopontine angle. Therefore, readers can get 
a new knowledge from this article, which presented a 
checking and treating process of the rare disease.

In our hospital, epidermoid cyst in cerebellopontine 
angle with HS always be found by the neurologists and 
treated by neurosurgeons. However, patients of HS are 
found comparatively easier and sooner than the other 
hyperactive dysfunction of the cranial nerves, especially 
trigeminal neuralgia. Just like this article, a simple 
MRI scan can find the intracranial primary disease. 
Therefore, more clinical work should be concentrated 
into the treatment program. Today more and more 
new MR scans series just like three dimensional time of 
flight (3D-TOF)[3] or three-dimensional spoiled-gradient 
recalled (SPGR)[4] can be used to reveal the relationship 
between the cranial never and the intracranial vessels. 
Certainly, it is the most careful for a patient that 
how to cure this rare disease. The best method is the 
operational program. Careful resection of the tumor 
is firstly necessary and microvascular decompression 
to the neuraxis should be performed in some cases to 
achieve a complete, permanent cure of symptoms with 
a low rate of recurrence.[5]

However, HE is the secondary disease in most situation, 
whose factors just like compression from intracranial 
vessel and tumors lesion can be found to be explained 
and treated by decompression of any methods just like 
shifting vessels or dissecting lesions.[6] On the other 
hand, an epidermoid cyst rarely could not be resected 
totally by one neurosurgical operation.[7] Therefore, 
HS originated from the intracranial epidemoid cyst is 
a troublesome disease with my little experience except 
that HS is related to a very little epidemoid cyst. The 
cause of symptoms recurrent is always due to partial 
resection and arachnoid adhesion especially in young 
people who is younger than 30 year old at the time 
of microvascular decompression.[8] In the paper,[9] the 
patient is a very young man. I sincerely hope that the 

author should do pay more attention to follow-up the 
patient to the long-period therapeutic effect.
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