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SUMMARY 
 

Idiopathic intracranial hypertension (IIH) is a challenging disorder of intracranial hypertension in the absence of an 
intracranial mass, hydrocephalus, or other identifiable etiology with normal cerebrospinal fluid content. The 
manifestation of the disease varies from typical headache, transient visual obscuration to less common features as 
6th nerve palsy and rarely facial palsy and hemifacial spasm. There are a few reports of hemifacial spasm as a 
manifestation of the IIH in the literature. Also, there is no report of IIH with only hemifacial spasm.  Here in, we 
describe a 39 year old woman with refractory hemifacial spasm who was eventually diagnosed with IIH to highlight 
the importance of complete neurologic examination in all patients and an more exploratory view in approach to 
hemifacial spasm. 
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INTRODUCTION 
 

Idiopathic intracranial hypertension (IIH) is a challenging 
disorder of intracranial hypertension in the absence of an 
intracranial mass, hydrocephalus, or other identifiable 
etiology with normal cerebrospinal fluid content. The 
incidence is approximately 0.9/100.000/year rising to 
13/100.000/year in overweight women between 20 and 44 
years of age1-6.  

The most common manifestation of the disease 
include of sub-acute headache accompanied by transient 
visual obscuration, visual field defect, blurred vision In 
advanced stages and tinnitus. However less common 
presentation as diplopia due to 6th nerve palsy and rarely 
peripheral facial palsy and hemifacial spasm has been 
reported mostly in the pediatrics7,8,9. 

On the other hand, hemifacial spasm should always 
raise the suspicion of a microvascular compression at the 
facial nerve root exit zone from the brainstem or less 
common at it’s entry zone into the internal auditory 
meatus10. 

There are only a few prior cases of IIH associated 
with HFS in the published literature. Furthermore, there is 
no report of this case in Iran. 
Here in we aim to describe a case of refractory left 
hemifacial spasm who was eventually diagnosed with IIH.  
 

CASE PRESENTATION 
 

Patient’s demographic, History, physical exam: The 

patient was a 39-year-old right handed woman who was 
presented in referral for a one year history of refractory 
hemifacial spasm.  Since last year, she had developed 
intermittent twitching and "drawing-up" of the left side of her 
face with sustained closure of the left eye lasting for 1-2 
minutes which was unassociated with other involuntary 
movement or trigger factors. In her previous neurologic 
work up she had been under brain magnetic resonance 
imaging (MRI) which was not suggestive of vertebral- 
 
 
 

basilar artery structural lesion. Subsequently, the patient 
was started on medical treatment including of 
Carbamazepine 200 mg TDS, Gabapentine 300 QHS, 
Baclofen 10 mg BD. Despite of medical treatment, no 
improvement was observed and the frequency of spasms 
has gradually increased resulting to significant discomfort 
for the patient.  

On our visit, the patient did not notice any complaint 
of headache, blurred vision, visual field defect or tinnitus. 
The past medical history was unremarkable.  
On examination, frequent left hemifacial spasm resulting to 
eye closure was seen. There was no facial weakness. 
Visual acuity was 20/20. The pupils were midsize and 
reactive to light. The confrontation test did not show any 
visual field restriction. Funduscopy revealed moderate 
bilateral papilledema. The remainder of the ophthalmologic 
and neurologic examination was normal. 
Patient’s laboratory and diagnostic data: The brain MRI 

was re-evaluated which showed marked empty sella. The 
routine biochemistry tests were normal. Once the diagnosis 
of bilateral optic disc swelling was made, the patient 
underwent lumbar puncture to assess the intracranial 
pressure. The opening CSF pressure was 42 cm H2O and 
the analysis was normal.  
Based on the findings, the patient was diagnosed with 
idiopathic intracranial hypertension (IIH). Carbamazepine 
discontinued and upon treatment with oral Acetazolamide 
250 mg two times a day, the patient noted spontaneous 
resolution of her hemifacial spasm.  

Ophthalmologic examination by Goldman perimetry 
showed mild bilateral blind spot enlargement. Three days 
later, lumbar puncture was re-performed showing decrease 
of CSF pressure by 32.  

At 6 months follow-up, the patient remained 
asymptomatic. She was maintained on acetazolamide 250 
mg twice daily. Her neuro-ophthalmologic examination was 
normal. Several months later, acetazolamide was tapered 
without evidence of recurrence. 
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DISCUSSION 
 

The characteristic features of IIH include sub-acute 
headache, visual loss, which can be irreversible if not 
treated promptly. Less common 6th nerve palsy and rarely 
other cranial nerve involvement might be reported7,8,9. The 
mechanism of cranial nerve palsies in the context of IIH still 
remains controversial. Nevertheless, an acceptable 
hypothesis for any cranial nerve palsy associated invokes 
pressure-induced intracranial structural shifts. The 
coincidence of hemifacial spasm and IIH is even more 
speculative11. 

The first report of hemifacial spasm as a 
manifestation of IIH was reported on 1994 by Aki K. Selky. 
He reported a 46 year old woman with a 2 months history 
of headache and right hemifacial spasm with papilledema 
on her examination who with  were eventually diagnosed 
with IIH12. 

In the following, on 2010 Charles Druckman reported 
a 47 year old obese woman who presented with right 
hemifacial spasm and blurred vision with superimposed 
headache who were treated upon typical IIH treatment13. 
The last available of coincidence of IIH and hemifacial 
spasm was reported by S Muzerengi on 2012 who reported 
a 33 year old obese woman with sub-acute headache and 
subsequent hemifacial spasm14. 

Despite to previous cases, in our patient the sole 
complaint was a chronic hemifacial spasm without any 
prodromal sign of IIH. The IIH suspicion has raised based 
on the incidental ophtalmo-neurologic findings.  
 

CONCLUSION 
 

Idiopathic intracranial hypertension (IIH) is a challenging 
disorder of intracranial hypertension in the absence of an 
intracranial mass, hydrocephalus, or other identifiable 
etiology with normal cerebrospinal fluid content. The final 
diagnosis of this illness is by Dandy’s modified criteria. 
The increase CSF pressure may lead to a vast majority of 
manifestations even the compression of facial never 
resulting to hemifacial spasm which occurred in our patient. 
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