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Abstract
This case reported a 78‑year‑old male patient presented with combined trigeminal neuralgia and 
hemifacial spasm, which is a rare finding and seldom addressed. Magnetic resonance imaging 
examination showed compression of right N.V by the right superior cerebellar artery (SCA) 
but did not prove any compression on the right N.VII. This patient is treated with microvascular 
decompression, and we found out compression of right N.V by right SCA and N.VII from the 
right anterior inferior cerebellar artery. Postoperatively, the symptoms were resolved with transient 
hypoesthesia and no recurrence after 1‑year follow‑up.
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Introduction
Combined trigeminal neuralgia (TN) 
with hemifacial spasm (HFS) is a variant 
of combined cranial nerve hyperactive 
dysfunction syndrome (HDS), which is 
caused by vascular compression on the 
cranial nerve root entry zone. Combined 
cranial nerve HDS is a rare condition 
and comprised only 3% of reported HDS 
patients. Combined TN and HFS of cranial 
nerve HDS ranging from 7.3% (3 of 41 
combined HDS cases), 13.5% (5 of 37 
combined HDS cases), 27.4% (14 of 51 
combined HDS cases), and 31.8% (14 of 
44 combined HDS cases) based on some 
reported studies.[1‑4]

We report a case of a 78‑year‑old male 
patient that suffered from combined TN 
and HFS. We provided detailed descriptions 
of the patient clinical history, physical and 
supportive examination, surgical procedure, 
follow‑up, and discussion based on some 
reported studies and literature. 

Case Report
A 78‑year‑old male patient presented with 
a primary chief complaint of pain over the 
right half of his face, especially the right 
forehead and upper cheek, since 2014. 
When the patient wraps his right face, the 
pain was triggered by the gusts of wind, 

eating, and triggered simultaneously when 
the patient does nothing. This pain has a 
characteristic of stabbing‑like pain that 
lasts about 1 min, which occurs about 
three times a day with a frequency of more 
or <6 days a week. He already takes a 
combination of anticonvulsants for about 
5 years, but the pain does not decrease. 
He took carbamazepine for the first time 
in 2014 with a dose of 100 mg twice 
a day for 3 years, but the intensity and 
duration of pain do not decrease. Later, 
he takes a combination of carbamazepine 
with gabapentin 300 mg twice a day for 
about 2 years, but the medications do not 
be effective anymore. The patient also 
complains of a twitching over the right 
eyelid and forehead 3 years prior. For a 
month, the frequency is about seven times 
a week. The patient and his family had 
noticed that the twitching on the right 
eyelid and forehead persists even when he 
fell asleep. The patient does not complain 
about weakness on the right side face, 
decreased hearing, dizziness, or loss of 
balance. 

The patient’s visual analog scale is eight, 
the Barrow Neurological Institute (BNI) 
Pain Intensity Scale is 4, and the physical 
examination had revealed increased 
sensitivity to light touch over the right 
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side face innervated by the ophthalmic and maxillary 
distribution of the N.V. No abnormalities found over the 
mandibular distribution of the right N.V. There are no 
abnormalities found in the examination of facial nerve 
(N.VII), vestibulocochlear nerve (N.VIII), and the other 
cranial nerves. The noncontrast T1 and T2 magnetic 
resonance imaging (MRI) showed a neurovascular contact 
of the right superior cerebellar artery (SCA) with the right 
N.V root entry zone [Figure 1]. There is no compression 
found over the N.VII structure.

The patient was considered to take a surgical procedure 
to release the neurovascular contact. Before we performed 
the procedure, the patient was informed about the surgery 
step‑by‑step, advantages, side effects, and complications 
that may be developed during and after the surgery, 
especially in elderly populations. This procedure was done 
in a retrosigmoid approach that bordered by transverse 
sinus superiorly and the sigmoid sinus laterally. The 
cerebellar hemisphere is retracted, and the arachnoid 
membrane is dissected. The N.VII and N.VIII complex 
is encountered from the root entry zone until the distal 
part enters the meatus. Anterior inferior cerebellar 
artery (AICA) compresses this structure along the lateral 
side of the N.VII/VIII complex [Figure 2a]. A shredded 
Teflon implant is interposed between the AICA and VII/
VIII complex [Figure 2b]. The operation moved into the 
right N.V structure. The adjacent vascular and arachnoid 
membrane is dissected off, and the N.V is seen clearly 
from the root entry zone to the distal part. The SCA is seen 
and compresses the axillar side of the N.V [Figure 2c]. The 
shredded Teflon implant is interposed between the N.V and 
SCA complex [Figure 2d].

This patient is observed overnight in the intensive care 
unit (ICU) and given intravenous (IV) ceftriaxone 2 × 1 g; 
IV omeprazole 2 × 40 mg; IV ketorolac 2 × 30 mg; IV 
plasminex 3 × 500 mg; IV Vitamin K 3 × 40 mcg; and 
IV dexamethasone 3 × 5 mg. He does not complain of any 
pain and spasm after the operation, so the postoperative 
BNI pain intensity scale in this patient is one and it 
is considered a satisfactory outcome. He had a mild 
complication such as hypoesthesia over the right‑half face 
that resolved until postoperative day 3. The patient does 

not complain of any dizziness, nausea, decreased hearing, 
and paralyzed over the right half face. After the patient is 
stabilized and the hypoesthesia is resolved, the patient is 
discharged on postoperative day 4. There is no recurrence 
in pain and spasm after 1‑year follow‑up in this patient.

Discussion
Cranial nerve HDS is a condition caused by vascular 
compression of the cranial nerve root entry zone, such as 
TN, HFS, and glossopharyngeal neuralgia. A combined 
variant of cranial nerve HDS is rare and seldom addressed, 
which only comprises 3% of reported HDS patients. We 
found some studies that report the number of cases of 
combined cranial nerve HDS in several institutions. [1] Cao 
et al. series reported 44 (3.03%) combined HDS cases in 
1450 patients with HDS, including combined TN and HFS 
in 14 cases.[2] Kobata et al. also reported a combined HDS 
in 41 (2.8%) cases in a total of 1472 HDS patients who 
suffered from HDS and only 3 patients presented with 
combined TN and HFS. [3] Yang et al. reported a series of 
combined HDS in 51 (2.97%) cases in a total of 1720 HDS 
patients, with combined TN and HFS only represented in 
14 cases.[4] Zhang et al. also reported 37 (2.9%) patients 
suffered from combined HDS in a total of 1275 HDS 
patients, which included 5 patients with combined TN and 
HFS. Taking all the reported studies together, combined 
TN and HFS of cranial nerve HDS ranging from 7.3% (3 
of 41 combined HDS cases), 13.5% (5 of 37 combined 
HDS cases), 27.4% (14 of 51 combined HDS cases), and 
31.8% (14 of 44 combined HDS cases).[1‑4]

Figure 1: Noncontrast T1 and T2 magnetic resonance imaging

Figure 2: Intraoperative approach to the neurovascular contact 
site. (a) N.VII/VIII compression by right AICA. (b) Decompression with Teflon 
implant. (c) N.V compression by right SCA and (d) Decompression with 
Teflon implant. N – Nerve; V – Trigeminal; VI – Facial; VIII – Vestibulocochlear; 
SCA – Superior cerebellar artery; AICA – Anterior inferior cerebellar artery
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Combined HDS has been reported to associate with 
aging, hypertension, and female gender. Progressive 
atherosclerotic vascular changes in an elderly patient have 
to lead to elongation of the vessels and contact the nearby 
nerve structures. This condition occurs more frequently if 
associated with hypertension.[1‑4] In this case, the patient 
has an aging factor as the only condition that has been 
associated with a higher risk of developing a combined 
HDS.

MRI is one of the supportive examinations that have 
been used widely to diagnosing a TN. Three‑dimensional 
constructive interference in steady‑state (3D‑CISS) 
MRI is a novel imaging modality that is more superior 
and advanced in searching for possible etiology and 
preoperative planning of a TN, whom neurovascular 
compression is the most frequently founded, than a 
conventional MRI.[5] In this case, we could not perform 
a 3D‑CISS MRI because of the patient’s will due to the 
higher cost of this examination than the conventional one. 
Although MRI is thought to be superior in searching for 
an underlying neurovascular compression in TN, it still 
should be viewed as supportive rather than diagnostic.[6,7] 
The MRI in this patient shows that the N.V is compressed 
by an adjacent vascular structure but does not prove any 
compression along the N.VII. Geneidi et al. reported that 
MRI could depict the etiology in 25 of 45 patients with 
TN, but not in the other 20 patients.[6] In Hitchon et al. 
series of 51 patients with TN and 12 with HFS, the MRI 
shows a compressed nerve that was congruent with the 
operative findings in 84% of patients with TN and 75% in 
HFS.[7] Thereby, the diagnostic of TN and HFS should be 
based on clinical diagnosis and not by visualization of a 
compressing vessel by MRI.[6,7]

We considered doing a microvascular decompression 
(MVD) procedure because of the better outcome in relieving 
the symptoms, lower complication, and it is suitable 
for an elderly patient, especially without a comorbid 
condition, with the same outcome as a younger patient.
[1,2,8‑12] Most reported studies and literature had shown a 
satisfactory outcome, low complication, and low recurrence 
rate with this procedure in all age groups.[1,2,4,13‑15] Some 
complications from MVD have been reported and the most 
common is transient hypoesthesia, followed by hearing loss, 
facial palsy, cerebellar hematoma, supratentorial subdural 
hemorrhage, cerebrospinal fluid leak, and meningitis.
[16‑19] In this case, this patient only suffered postoperative 
transient hypoesthesia over the right half of the face and 
resolved spontaneously in postoperative day 3.
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