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Isolated Hypoglossus Nerve Injury After Septoplasty
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Abstract

Cranial nerve injuries due to intubation are rare.
While isolated nerve injuries may develop, injuries
may occur in which more than one cranial nerve is
affected. The most important step in these nerve

Introduction

Isolated cranial nerve injury is a very rare complication
of general anesthesia. Specific hypoglossal nerve
palsy affects the mobility of the tongue and basic
swallowing and speech functions. Hypoglossal nerve
injury is most often associated with the placement
and/or positioning of the endotracheal tube (1). Early
diagnosis of these complications is important due
to possible differential diagnoses such as ischemic
stroke, intracranial hematoma, carotid artery
dissection, airway obstruction, or airway trauma.

In the present case, isolated hypoglossal nerve injury
noticed in the postoperative period after septoplasty is
presented in light of the current literature.

Case Report

A 28-year-old male patient applied to our clinic
with a complaint of nasal congestion. Physical

injuries is to determine which cranial nerve or nerves
are injured and then determine the treatment method.
The current case presents isolated hypoglossal nerve
injury after surgery.
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examination of the patient observed that the
septum was deviated to the left side and both
inferior turbinates were hypertrophied. Otherwise,
otorhinolaryngological examination was normal. The
patient was recommended surgery for septoplasty
and submucosal resection of both inferior turbinates.
The patient had no history other than smoking for
10 pack years, and no abnormalities were found
in examinations performed for general anesthesia
preparation. The patient was discharged on the 1st
day. Three days after the operation, the patient who
attended our clinic to remove the nasal packages
was noticed to have evident speech impairment. On
physical examination, there was slight atrophy in the
left half of the tongue and a shift to the left when the
tongue was protruding (Figure 1). The patient, whose
cranial nerve examinations and cranial contrast-
enhanced diffusion magnetic resonance imaging were
normal, was diagnosed with isolated left hypoglossus
nerve injury. The reason for this was thought to be
intubation trauma or tube compression of the left
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Figure 1
When the patient protrudes his tongue, the tongue deviated towards the damaged side
(A) and dark-blue arrow indicates the atrophic area posterolateral to the tongue (B).

hypoglossal nerve. The patient started on 1 mg/kg
methylprednisolone. The treatment was tapered and
terminated within 2 weeks. The patient was called for
regular weekly otorhinolaryngological examination.
The patient's tongue movements started were mild at
the end of the 1st month and completely returned to
normal at the end of the 3rd month. Informed consent
was obtained from the patient.

Discussion

The hypoglossal nerve is the 12th cranial nerve
originating fromthe medullaoblongatainthe brainstem.
It innervates all external and internal muscles of the
tongue, except the palatoglossus, which is innervated
by the vagus nerve. It is a nerve that only has motor
functions. The hypoglossal nerve descends along
the internal carotid artery, passes medially over the
external carotid artery (2 to 5 cm above the carotid
bifurcation), and courses medial to the posterior
belly of the digastric muscle to stimulate the tongue
muscles (2). In hypoglossal nerve injury, one side of
the tongue is usually affected, and when the patient
sticks out their tongue, the tongue deviates towards
the damaged side. While tumors are in first place
(about half) in the etiology of unilateral hypoglossal
nerve palsy, other causes include idiopathic, trauma,
stroke, hysteria, surgery, multiple sclerosis, infection
and Guillain-Barre neuropathy (3).

Hypoglossal nerve injury is a rare perioperative
complication that has physical, social, and
psychological impacts on affected patients. The
hypoglossal nerve can be injured alone or together
with the lingual nerve or recurrent laryngeal nerve
(Tapia syndrome) (4). There was no physical
examination finding of lingual or vagal nerve
damage in our patient. Additionally, hypoglossal
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nerve damage may occur as a symptom of another
intracranial event. Therefore, early recognition is
important. Our case was evaluated with contrast-
enhanced cranial magnetic resonance imaging in
the postoperative period to exclude intracranial
events included in the differential diagnosis. Since no
abnormality was observed in the magnetic resonance
images and no additional pathology was observed in
the physical examination of the patient, this situation
was evaluated as nerve neuropraxia due to nerve
compression during intubation or intubation trauma
caused by the laryngoscope. In order to prevent
possible psychological effects on the patient, he was
given information about similar patients in the medical
literature.

Isolated hypoglossal nerve injury associated with
tracheal intubation via laryngoscopy is usually
unilateral and is considered a rare postoperative
complication with multifactorial causes. Other causes
include use of LMA, cricoid pressure, and direct
compression of the hypoglossal nerve below the
angle of the mandible during mask ventilation (5).
It is noteworthy that in most case reports, unilateral
hypoglossal nerve injury develops on the left side
(5). In our case, there was left-sided paralysis. In
otorhinolaryngological operating rooms, in most
cases the mechanical ventilator is located on the
patient's left side because the otolaryngologist is
located on the right side of the patient. The fact that
the anesthesiologist keeps the intubation tube safe
by positioning it on the opposite side to the surgeon
(left side) may explain the frequency of left-sided
hypoglossal paralysis in otorhinolaryngology cases.
Another reason associated with mechanic ventilator
may be that since the mechanical ventilator is on the
left, unwanted manipulations made by the surgeon in
the head and neck region during the intraoperative



period may cause the intubation tube to be displaced
to the left.As a result, manipulations by the anesthetist
and/or surgeon may cause the tube to be placed on
the left side.

Complete recovery of hypoglossal nerve function
is usually achieved within the first six months. This
progressive recovery of function is suggestive of
neuropraxic nerve damage, which is typical of
compression injury (6). Although there are no clearly
proven treatment options for nerve injuries in these
cases in the literature, the combination of steroids
and vitamin complexes generally accelerates nerve
healing(4). Due to the side effects of steroids, only
vitamin B complex use is mentioned in the literature
(7). We treated our case with steroid therapy in
accordance with the literatire (4,8).

Conclusion

Unilateral hypoglossal nerve palsy is a rare
complication after surgery. As in the case we
presented, paralysis is reversible since it is mostly at
the level of neuropraxia. Steroid treatment is thought
to be effective in restoring nerve function.
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