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INTRODUCTION

• Trigeminal neuralgia: rare and debilitating disorder characterized by episodic severe pain in 
the distribution of the trigeminal nerve 
• One of the most common causes of facial pain in patients greater than fifty years of age

• painful paroxysms across the distribution of the fifth cranial nerve

• usually related to underlying neuromuscular compression 

• Initial pharmacological treatment includes treatment with carbamazepine

• for greater than a quarter of patients medical treatment alone is not sufficient (inadequate pain 
relief or intolerable side effects)

• Many patients benefit greatly from trigeminal nerve block
• Possible complications: visual loss, carotid puncture, dysesthesia, cheek hematoma, significant motor 

root deficit, and intracranial hemorrhage



CASE DESCRIPTION

• 73-year-old Caucasian male with a long tobacco history who was originally diagnosed 
with laryngeal cancer after presenting with left throat and ear pain to his 
Otolaryngologist
• Supraglottic squamous cell carcinoma

• Neoadjuvant chemotherapy and radiation and salvage left neck dissection with skin grafting

• Keytruda (pembrolizumab) infusions every 3 weeks after his surgery

• Reported continued left trigeminal nerve pain which started shortly after his laryngeal 
cancer debulking
• moderately controlled with Oxycodone 15 mg q4h per G-Tube.

• Left Trigeminal Ganglion Block with possible RFA in the future.



CASE DESCRIPTION

• Underwent Trigeminal Ganglion Block under fluoroscopic guidance that same week. 

• Procedure was well tolerated

• One week after discharge, patient presented to the Emergency Department with chief complaint of oral swelling.

• severe tongue swelling and was unable to swallow for the past 4 days

• patient’s wife stated that his speech had become mumbled and she was having a hard time understanding him

• patient denied facial droop but endorsed oral numbness and tingling

• wife also noted that he had been vomiting up mucus, which had increased over the last several days

• Physical Exam: Afebril, VSS. Some mild tongue swelling and a garbled voice. There was no facial droop noted but the patient had 
posterior retropharyngeal yellow mucus present.

• Leukocytosis to 18. Hyponatremia at 128. Inflammatory markers elevated, ESR to 61 and CRP to 201.

• CT-Soft tissues of the Neck and CT-Maxillofacial with contrast showed soft tissue thickening at the level of the left 
epiglottis/aryepiglottic fold, otherwise unremarkable. 

• Treated with Clindamycin and discharged, 

• Instructed to follow up with his oncologist and ENT.



PROCEDURAL COMPLICATIONS?

• This presentation was believed to be a complication of the nerve block.

• Seen again in pain management clinic.

• Neurological examination showed bilateral tongue and right sided lateral gaze paralysis (contralateral to the 
procedure side). unlikely to be due to the Trigeminal block and work-up for possible cancer recurrence was 
recommended 

• Referred for MRI-Soft tissues of the neck with and without contrast. 

• Enhancing lesion centered at the left skull base, extending to the supraglottic larynx; concerning for recurrent 
neoplasm.

• Oncology concurred and the patient was informed of the diagnosis. 

• A conversation concerning end of life care took place and he was subsequently referred to hospice care.



DISCUSSION

• Complications initially attributed to the trigeminal nerve block due to the temporal proximity of the ED visit to the block 

• Complication rate with trigeminal nerve blocks is low
• Loss of consciousness

• Dysesthesias

• Hematoma formation

• Sensory loss after these procedures is present in almost half of patients

• Less than 6% develop troublesome dysesthesias. 

• Technique poses little risk of block/injury to other cranial nerves, especially those affected in this patient. 
• bilateral tongue and right sided lateral gaze paralysis (contralateral to the procedure side) would indicate bilateral hypoglossal 

nerve and contralateral abducens nerve pathology which would be highly unlikely to result from the block placement.

• hypoglossal nerve exits the cranium via the hypoglossal canal and the abducens nerve via the superior orbital fissure, neither of 
which is close to the foramen 

• contralateral abducens nerve was affected making it even less likely to have been caused by the procedure

• Fundamental knowledge of neuroanatomy and a thorough familiarity with the possible complications of a procedure allows 
clinicians to accurately diagnose the cause of neurologic symptoms.


