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Objective : The purpose of this study was to examine the efficacy and safety of microvascular decompression (MVD) for hemifacial spasm (HFS)
in elderly patients.

Methods : Between 1997 and June 2008, 1,174 patients had undergone MVD for HFS at our institute. Among these, 53 patients were older than
65 years. We retrospectively reviewed and compared the complication and the cure rates of these patients with those of younger patients.
Results : There were 38 females and 15 males. The mean duration of symptoms of HFS of these patients was 94.6 months (range, 12-360
months), compared with 67.2 months (range, 3-360 months) in the younger group. The overall cure rate in elderly patients who underwent MVD
for HFS during this period was 96.2%. Permanent cranial nerve dysfunctions, such as hearing loss and facial palsy, were seen in 2 patients
(3.8%. 2/53) in the elderly group and 19 patients (1.7%. 19/1121) in the younger group. The difference in permanent cranial nerve dysfunction
between the two groups was not statistically significant. There was no operative mortality in either group.

Conclusion : Microvascular decompression is the most effective surgical modality available for the treatment of HFS. Results of this study
indicate that such technique can be performed in the elderly without higher rates of morbidity or mortality. Any patient with HFS, whose general

health is acceptable for undergoing general anesthesia, should be considered as a candidate for MVD.
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INTRODUCTION

Hemifacial spasm (HES) is characterized by unilateral, in-
termittent contractions of the muscles responsible for facial
expression. This spasm typically begins in the orbicularis oculi
and spreads to the other muscles of expression over the
course of several years”. There is now considerable evidence
that primary HEFS is, in almost all cases related to a vascular
compression of the facial nerve at its Root Exit Zone (REZ)
from the brainstem”'?. Microvascular decompression (MVD)
constitutes a curative treatment and is currerently the only
etiologic-based therapy with the best associated outcomes.
Although MVD is widely offered to younger patients, some

neurosurgeons are reluctant to offer this to more elderly
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patients, primarily due to fear of complications and concerns
over fitness for surgery"™'”. The purpose of this study was
to analyze our elderly population of patients to determine
whether microvascular decompression treatment of hemi-
facial spasm in the elderly is safe and efficacious. The res-
ponse to treatment and morbidity and mortality data were
then compared with those of a general population to verify
the possible impact of age.

MATERIALS AND METHODS

Patient population

Between 1997 and June 2008, a total of 1,174 patients
were diagnosed with HES and treated with MVD. We
retrospectively reviewed the medical records of patients who
underwent surgery at our center during this period. The
diagnosis of HFS was made based on each patients clinical
history, physical examination, and radiologic findings. All
patients had undergone computed tomography (CT) and
magnetic resonance imaging (MRI), thereby excluding
tumors or any other causes of HFS. Microvascular decom-
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pression was the treatment of choice Table 1. Demographic data of the elderly and younger group

in all padents with primary HES unless

their physical status was worse than
American Society of Anesthesiologists
class 2. The patients were divided into
two groups : those patients older than
65 years and those younger than 64
years. A total of 53 patients over the

Churacteristics Elderly group Youhyer group
No. of putients 53 1,121
Femdle : Mdle (rutio) 38:156(25:1) 797:324(25: 1)
Meun uge (yrs) 67.5 (65-75) 48.5 (19-64)
Meun duration of symptoms (months) 94.6 (12-360) 67.2 (3-360)
Left : Right (ratfio) 32:21(1.52: 1) 557:564(0.99: 1)
Meun follow up period (months) 14.7 (12-55) 17.3 (12-99)
Hospital stay (days) 10.4 (6-180) 8.2(642)

age of 65 years were included in the
elderly group.

The medical records of all patients were reviewed, and data
were gathered on the demographics, duration of HES before
MVD, previous treatment history, intraoperative findings,
outcome of surgery (including associated complications
and the cure rate), and length of hospital stay. The main out-
come measures were symptom relief and complications,
especially regarding facial and vestibular nerve function.
The data were then compared between the two groups. For
follow-up, the patients completed serial questionnaires dur-
ing their postoperative clinic visits, and follow-up telephone
interviews were also conducted, with a minimum of one
year of follow-up.

Outcome data, including long-term outcomes, were asse-
ssed. The incidence of complications, including wound in-
fections, CSF leaks, cranial nerve palsies, stroke, and death,
was also examined.

Surgical technique

All procedures were performed via a lateral retrosigmoid
suboccipital approach. A small craniotomy was performed,
exposing the edges of the sigmoid and transverse sinus. The
dura was opened, and cerebrospinal fluid was allowed to
empty. After careful dissection of the arachnoid membrane
and gente retraction of the flocculus, the Root Exit Zone
(REZ) of the facial nerve was observed. Any compressing
vessel was dissected away from the facial nerve. Several
pieces of Teflon sponge were interpositioned between the
compressing vessel and the REZ. During manipulation of
the seventh and eighth nerves, brainstem auditory evoked
potentials were closely monitored to assess for hearing loss,
and facial electromyography to assess the lateral spread
response phenomenon thereby achieving complete decom-
pression'”. The dura was closed, with several muscle pieces
interposed between the interrupted sutures to prevent cere-

brospinal fluid leakage'®.

Statistical analysis

Fisher's exact test was used to analyze the outcome between
the two groups of patients. The confidence level for statisti-
cal significance was set as a probability value of less than 0.05.

RESULTS

Demographic data obtained for the two groups are given
in Table 1. The mean age of patients in the elderly group was
67.5 years (range : 65-75 years) with a female-to-male ratio
of 2.5 to 1, compared with 48.5 years (range : 19-64 years)
and a ratio of 2.5 to 1 in the younger group. The mean dura-
tion of HFS symptoms in the elderly patients was 94.6
months (range : 12-360 months), compared with 67.2 mon-
ths (range : 3-360 months) in the younger group. The left
side was affected in 32 patients (60.4%) and the right side
in 21 patients (39.6%) in the elderly group. The mean
follow-up period was 14.7 months (range : 12-55 months)
and 17.3 months (range : 12-99 months) for the elderly and
younger groups, respectively. The mean length of hospital
stay was 10.4 days (range : 6-180 days) for the elderly pa-
tients, compared with 8.2 days (range : 6-42 days) for the
younger group. The hospital stay for almost every elderly
patient was 10 days or less. A patient in elderly group had
complications from undetlying heart disease which extend-
ed the length of the hospital stay, ultimately causing a dif-
ference in the length of hospital stay between the two groups.

The compressing vessel in the elderly group was found to
be the anterior inferior cerebellar artery (AICA) in 50.9%
(27153), the posterior inferior cerebellar artery (PICA) in
32.1% (17/53), and a vertebral artery (VA) in 1.9% (1/53)
of cases. The compressive vascular structures included the
AICA and VA together in 3.8% (2/53), the PICA and VA
together in 3.8% (2/53), and the AICA and PICA together
in 7.5% (4/53) of cases. The causes of neural compression
were similar in both groups (Table 2).

Outcome : symptom relief and complications
Among 53 patients in the elderly group, 51 patients (96.2%)
experienced complete relief of their spasms, and 2 patients
still had symptoms one year postoperatively. In the younger
group, 1,054 patients (94.0%) experienced complete relief
of preoperative symptoms, while 67 patients in the younger
group had ongoing spasms (Fig. 1). Operative complica-
tions are presented in Table 3 and include deafness in 2
cases (3.8%) in the elderly group and 11 cases (1.0%) in the
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Table 2. Vessels identified at operation as compressing the facial nerve

two groups was not statistically sign-

Vessel Elderly group, =53 (%) Youngergroup,n=1,121 (%)  ificant. The incidences of meningitis
AICA 27 (509 610(54.3) and CSF leak were 0% (0/53) and
PICA 17@21) 336 (300) 0.6% (6/1121), in the elderly and
VA 109 1ao younger groups, respectively. Cerebro-
AICA + PICA 4(75) 65(5.8) . . .
vascular accidents, such as infarction
AICA+ VA 268 8467 and hemorrhage, occurred in 1 case
PICA + VA 2(38) 19017) L09%) i i l%l)l S
AICA +PICA + VA 0 908 (1.99%) in the elderly group and 2 cases
Arfery + Vein 00 303) (0.2%) in the. yo.ung.er group. There
Vein 00 2002 was no mortality in either group. The
Not identified 0 202 complication rates in the current series

AICA : unterior inferior cerebellur artery, PICA : posterior inferior cerebellar urtery, VA : vertebral artery

Table 3. Complications of microvascular decompression

were similar in both groups.

DISCUSSION

Complications

The elderly pdtients, n =53 Control group, h=1,121 pvdlue

Transient hearing loss 8 18 026 Neurovascular compression has been

Permanent heiing loss 2 I 019 accepted as the etiology of HES"".

ZELT::S ;;uuul by 8 2 82: HES has been ?onsidered as a cranial

Wound infection or meningitis 0 3 051 neuropathty derived from facial nerve

Cerebral infarction . 1 0.00 compression. Janneta'” popularized

Cereborul hemorthuge 0 1 042 the concept of microvascular decom-

CSF : cerebrosuindl fluid pression (MVD) as an effective form

of treatment, and MVD is currently

the mainstay of treatment for HFS. MVD differs from

7 other surgical options in that it is a non-destructive proce-

& | dure that aims to promote myelin recovery following long
= 51,962% nl= 1054, 940% periods of vascular cross compression®.

01 Alternative treatments have been proposed for the mana-

w01 gement of elderly patents with HES due to the assumed

risk of open surgery, coupled with an overall shorter life ex-

20 pectancy™®. Radiosurgery is the least invasive option avail-

. n=238% m‘)% able. Radiosurgery has the advantages of short procedure

Eiderly group, n = 53 Younger group, n = 1,121 duration and the need for only local anesthesia. However, it

Bowe [Nofcue p=009 is associated with inferior long-term outcomes and a higher

Definifion of cure : no residual spasm incidence of recurrence than MVD'. In the relevant litera-

Fig. 1. Overall cure rate between the elderly and younger group.

younger group. Transient hearing loss occurred in 3 cases
(5.6%) in the elderly group and 18 cases (1.6%) in the
younger group. The incidence of permanent hearing loss
was higher in the eldetly group, but not statistically signi-
ficant (p = 0.19). No patients in the elderly group developed
permanent facial palsy; however, eight patients (0.7%) de-
veloped permanent facial palsy in the younger group. Several
pa-tients developed transient or delayed facial palsy, but these
findings resolved with time. Permanent cranial nerve dys-
function, including hearing loss and facial palsy, was seen in
2 patients (3.9%, 2/51) and 19 patients (1.7%, 19/1121), in
the elderly and younger groups, respectively. The difference
in permanent cranial nerve dysfunction rates between the

ture, the efficacy of MVD is consistently superior to other
surgical modalities. In the current series, there was no mor-
tality or any life-threatening morbidity in either the elderly
or younger group. There was no observed difference in cure
rate between the two groups. Complete symptom relief was
found in 96.2% and 94.0% of patients in the elderly and
younger group, respectively. There was also no difference in
terms of length of hospital stay between the two groups.
These results agree with the few reports that appear in the
literature''®. The most frequently reported complications
of MVD include hearing loss, diplopia, facial palsy, brain-
stem or cerebellar infarct, hematoma, ataxia, CSF leak, meni-
ngitis, and hydrocephalus*"”. Such risks can be minimized
by careful surgical technique, minimal retraction, absolute
hemostasis, attention to air cells, and immaculate wound
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closure. These complications have been greatly reduced in
recent years as seen in the current series.

There is no evidence in the literature to suggest increased
major complication rates following MVD that are associat-
ed with increasing age. Previous studies have analyzed the
results of MVD in elderly patients and demonstrated that
the outcomes and morbidity rates are not related to age™.
Broggi et al.”, along with other physicians, consider MVD
in the elderly to be easier and less time-consuming to accom-
plish than in younger patients, primarily due to brain atro-
phy and larger cisterns in the former, minimizing retraction-
related complications. The routine application of neuro-
physiological monitoring, including brainstem auditory evok-
ed potential and facial electromyography; also helps to con-
trol the retraction.

However, it is important to draw a distinction between
the chronological age and the physical status of patents.
We believe that the crucial factor influencing surgical out-
comes is the patient’s health status and not the chronologi-
cal age. Therefore, the similarity of results between the
elderly and younger groups, in our opinion, mirrors the
comparable fitness status of these groups of patients.

CONCLUSION

Microvascular decompression is the most effective surgi-
cal modality available for the treatment of HFS, including
in the elderly. This technique can be performed in the eld-
erly without higher rates of morbidity or mortality. Any
patient with HFS, whose general health is acceptable for
general anesthesia, should be considered a candidate for
MVD. Furthermore, MVD should be considered as the
first-line procedure for HES treatment in the elderly; as it is
in younger patients.
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