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ABSTRACT
Eyelid myokymia is a localised movement disorder of the orbicularis oculi muscle with involuntary,
fine, continuous, and undulating contractions. Although this entity is thought to be peripheral
nerve origin, it rarely occurs with an intracranial lesion. The authors report a case of eyelid
myokymia with concomitant cerebral tumour. A 52-year-old woman had a 6-month history of
left eyelid myokymia accompanied by upper eyelid ptosis and lower eyelid reverse ptosis.
Magnetic resonance imaging showed a solid mass measuring 20 × 25 × 20 mm in the temporal
lobe of the cerebral cortex, showing isointense on T1-weighted and hyperintense on T2-weighted
images. The clinical diagnosis was cerebral astrocytoma.
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Introduction

Eyelid myokymia is a localised movement disorder
of the orbicularis oculi muscle with involuntary,
fine, continuous, and undulating contractions. It is
characterised by rhythmic or semi-rhythmic bursts
of a single motor unit discharging at a rate of 3 to
8 Hz.1 Eyelid myokymia is the most common type
of facial myokymia, in which one or more muscles
of the face are affected.2

Eyelid myokymia is mainly of peripheral nerve
origin, whereas facial myokymia is often associated
with brain lesions.2 The eyelid myokymia typically
shows a self-limiting course lasting for a couple of
days to months and often involves the lower eyelid
in cases of fatigue, stress, physical exertion, or
excessive caffeine intake.2–4

Eyelid myokymia, although benign in nature,
rarely occurs with an intracranial lesion. Only
three cases with multiple sclerosis have been
reported with regard to the eyelid myokymia.1–3

We report here the first case of eyelid myokymia
with a concomitant cerebral tumour.

Case report

A 52-year-old female was referred to our clinic for
left eyelid myokymia associated with a lateral

pulling sensation, presenting persistently for 6
months. She had no relevant medical history.

Physical examination revealed fine, rhythmic
contractions of the left upper and lower eyelids,
without involvement of the other part of the face.
Although she also had upper eyelid blepharoptosis
with brow elevation as well as mild lower eyelid
reverse ptosis (Figure 1), she illustrated no signs of
an oculomotor nerve palsy. No other neurological
manifestations were demonstrated in relation to
the central and peripheral nervous systems.

Magnetic resonance imaging (MRI) depicted a
solid mass in the temporal lobe of the cerebral
cortex with extension to the cerebral peduncle
(Figure 2A–D). It was 20 × 25 × 20 mm in size
and was isointense on T1-weighted and hyperin-
tense on T2-weighted images, both with respect to
grey matter (Figure 2A–C). The tumour showed
no contrast enhancement with gadolinium.
Constructive interference in steady-state MRI illu-
strated no compressive lesions at the exit of the left
facial nerve (Figure 2D).

A diffuse cerebral astrocytoma was suspected
based on the above findings. She was treated con-
servatively, as she had no other neurological find-
ings except for eyelid myokymia. The eyelid
myokymia was still persistent at 3-month fol-
low-up.
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Discussion

We reported the first case of eyelid myokymia with
concomitant cerebral tumour. A cerebral tumour
generally shows neurological deficits, visual
impairment, headache, nausea, and seizures as
accompanying symptoms.5 Left eyelid myokymia

was, however, the only symptom of the present
case.

Eyelid myokymia demonstrates facial nerve hyper-
excitability of peripheral or central origin.2–4 The
nucleus and/or the supranuclear portion of the facial
nerve are thought to be the causative lesions.3 The
tumour extension to the cerebral peduncle in our case
has likely resulted in suppression of the inhibitory
pathway on the supranuclear level. The current case
did not illustrate a facial nucleus lesion in the pontine
tegmentum on MRI, which was similar to the three
reported cases with multiple sclerosis.2–4

Upper eyelid ptosis with reverse ptosis is a common
presentation of eyelid myokymia. This appearance
results from the continuous involuntary contractions
of the orbicularis oculi muscle.6 Facial nerve palsy,
Horner syndrome, and enophthalmos also illustrate
similar symptoms with different pathologies.7 The
facial nerve palsy decreases the tone of the orbicularis
oculi muscle, resulting in disuse atrophy of the upper
and lower eyelid retractors.8 Horner syndrome, in
relation to an interrupted oculosympathetic pathway,
attenuates the smooth muscle component of the eye-
lids. The enophthalmos lowers the position of the
Whitnall’s ligament with decreased support by the

Figure 1. Face photograph. Left upper eyelid ptosis with mild
reverse ptosis is shown. Brow elevation is also demonstrated,
which further makes the upper eyelid crease more conspicuous
than the contralateral side.

Figure 2. Magnetic resonance imaging (MRI) studies. Axial images show (A) isointensity (arrow) in T1-weighted and (B) hyper-
intensity (arrow) in T2-weighted images. (C) A coronal T2-weighted image shows extension of the tumour to the cerebral peduncle
(arrowhead). (D) Constructive interference in steady-state MRI demonstrates no tumour involvement on the facial nucleus or facial
nerve.
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globe, which causes functional lengthening of the
levator palpebrae superioris9; pseudo-reverse ptosis
may be seen when the globe is depressed.

There were several atypical features of eyelid myo-
kymia in the present case. The symptomswere present
in the upper eyelid, in addition to the lower eyelid,
which is typically involved in this entity.2–4 The symp-
toms continued for 6 months, whereas eyelid myoky-
mia is usually self-limiting. The subjective experience
of a lateral pulling sensation was the other atypical
feature in the current case.2 These features motivated
us to take an MRI to search for a possible intracranial
lesion causing hemifacial spasm and eyelid
myoclonus,10 although a tonic or a jerking movement
was not apparent on physical examination.

In conclusion, we report the first case of eyelid
myokymia with a concomitant cerebral tumour.
Eyelid myokymia in this report has probably resulted
from tumour extension to the cerebral peduncle. An
imaging study is necessary when an atypical presenta-
tion of eyelid myokymia is demonstrated.
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