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High-resolution Thin-section T2-Weighted Magnetic Resonance 
Imaging Sequence as a Diagnostic Aid in Hemifacial Spasm

Hemifasiyal Spazmda Tanısal Yardımcı Olarak Yüksek Çözünürlüklü İnce Kesitli T2 
Ağırlıklı Manyetik Rezonans Görüntüleme Sekansı

 Venkatraman Indiran,  Amish Aggarwal
Sree Balaji Medical College and Hospital, Clinic of Radiodiagnosis, Tamil Nadu, India

Dear Editor,
A 40-year-old woman presented with sudden onset 

twitching of the left eyelid and facial muscles, for 1 week. She 
had no pain or abnormal sensation in the left half of her face. 
She was not a diabetic or hypertensive. Her brain magnetic 
resonance imaging (MRI) without contrast revealed a vascular 
compression of the left hemi-medulla and left 7-8 nerve 
complex, close to the root entry zone, by a mildly tortuous 

medially-deviated left vertebral artery with normal calibre 
(Figures 1, 2). 

Hemifacial spasm (HFS) is defined as involuntary unilateral 
contractions of facial muscles innervated by the ipsilateral facial 
nerve. It starts as painless spasms of the orbicularis muscle that 
may progress to involving all facial muscles. Its prevalence is 
9.8 per 100,000 persons with an average age of onset of 44 years 
(1). HFS is usually considered a disease process of the nerve root 
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Figure 1. Axial T2-weighted magnetic resonance imaging images (A, B, C) show a mildly tortuous left vertebral artery compressing the left hemi 
medulla and left 7-8 nerve complex close to the root entry zone (white arrows).
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entry zone of the facial nerve. Primary HFS is caused by vascular 
compression, whereas secondary HFS is due to other causes of 
facial nerve damage (2). Clinical examination, electromyography, 
and MRI with magnetic resonance angiography (MRA) are useful 
for diagnosing the cause of HFS and for intraoperative planning.

Vascular compression of the facial nerve is a well-recognized 
cause of HFS and is caused by vascular loops or aneurysms of 
vertebrobasilar arterial system (anterior and posterior inferior 
cerebellar arteries or vertebral arteries) or due to anatomic 
variations in vasculature such as lateral or medial deviation of 
one or both vertebral arteries (2). T2-weighed MRI sequences 

and high-resolution fast imaging employing thin section steady-
state free precession MR images can be used to display possible 
vascular compressions, as demonstrated in this case. Fusion MRI 
that combines steady-state MRI and three-dimensional time-
of-flight MRA may be more useful in identifying compression 
at the root exit zone of the facial nerve (2). MRI is also useful 
in excluding other causes such as tumors and arteriovenous 
malformations. 

Botulinum toxin injections provide low-risk symptomatic relief 
in 85% of patients with HFS, making it the treatment of choice 
for patients who refuse surgery (3). Microvascular decompression 
provides a curative treatment with long-term relief of symptoms 
by alleviating vascular compression of the facial nerve root (long-
term success rates between 83% and 97%) (4).

Neurovascular contact, which is the most common cause of 
HFS, is exquisitely demonstrated in MRI. Hence, it should be 
offered as the one-stop screening procedure in the assessment of 
patients with HFS.
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Figure 2. High-resolution thin section T2 magnetic resonance imaging 
images (A, B, C, D) shows medially deviated mildly tortuous left vertebral 
artery compressing over the left hemi medulla and left 7-8 nerve complex 
close to the root entry zone.


