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is the sensory distribution of the auricular and the pharyngeal branches of the cranial nerves IX and X. People
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Nevertheless, usually in the medical literature, this case report supplies information about a patient who has
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INTRODUCTION

Glossopharyngeal neuralgia (GPN) is an episodic syndrome estimated to account for an
incidence of 0.2-1.3% of all cases of cranial neuralgia.”! The typical characteristics include very
rapid unilateral pain of concise duration in the distribution of the auricular and pharyngeal
branches of the glossopharyngeal (IX) and vagus (X) cranial nerves.”! Oromandibular dystonia
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(OMD) is a rare focal neurological disorder characterized by
involuntary movements at the jaw-facial musculature and the
tongue."!! The current male presented with GPN associated
with OMD, improving significantly post-microvascular
decompression of the glossopharyngeal and trigeminal
nerve. We now present an extensive literature review on the
disorders and their management.

CASE PRESENTATION

History for a 36-year-old previously medically free man
was presented in the clinic with a long-standing history of
abnormal facial movements and facial pain. He was labeled
rediagnosed by many neurologists as trigeminal neuralgia
(TGN) and underwent a trial line of medical therapy without
a pronounced response. A case is presented with sudden
electric pain in the middle of the forehead accompanied
by a feeling of this kind down in the throat followed by
an involuntary uncontrolled movement as repetitive gag
reflexes with tongue protrusion and jaw movements lasting
only a second. These symptoms are usually precipitated by
eating and drinking and worsen at nighttime. The clinical
picture of the case showed a string susceptibility of co-
occurrence of OMD and GPN. Accordingly, the treatment
plan included adding the Movement Disorder Neurologist,
and the patient had been initiated on clonazepam. During
his follow-up at the clinic, his involuntary movements came
under control; however, due to the tapering down of other
medicines, the electrical pain component overrode it.

The radiological images in the multiple magnetic resonance
imaging, magnetic resonance angiography, and fast imaging
employing steady-state acquisition images indicated that
there existed a constant offending vascular loop of the
superior cerebellar artery as well as that of the anterior
inferior cerebellar artery, crossing over to cause compression
of the glossopharyngeal and the trigeminal nerve on the left
side of the individual [Figure 1].

Microvascular decompression over the left side of the
glossopharyngeal nerve, together with the trigeminal nerve,
was done. Intraoperative findings were offending vessels,
which were isolated and dissected away from the nerves by
Teflon material application [Figure 2].

The patient gradually improved postoperatively till the
complete resolution of his symptoms after one year. The
patient was following up regularly, with a trial of weaning his
current medicines for about a year without any relapse.

DISCUSSION

Trigeminal and glossopharngeal neurolgia accounts for only
5% of all GPN patients."”! Diagnosis - GPN should take place
in the case of manifestations of neuralgic pain, pharyngeal or
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Figure 1: (a and b) Magnetic resonance imaging FIESTA sequence:
at the level of glossopharyngeal nerve on the left side consistent with
an offending loop by both SCA and AICA causing compression
at root entry zone and crossing over of glossopharyngeal nerve.
Here, the red circle depicts the above-mentioned findings. (c
and d) Magnetic resonance imaging FIESTA sequence: at the level
of Meckel cave consistent with an offending loop by both SCA and
AICA causing compression at root entry zone and crossing over of
trigeminal nerve. Here, the red circle depicts the above-mentioned
findings. FIESTA: Fast imaging employing steady-state acquisition,
SCA: Superior cerebellar artery, AICA: Anterior inferior cerebellar
artery.

Figure 2: Intraoperative imaging through left retro
sigmoid approach for microvascular decompression
of an offending vascular loop, here depicted an
offending vascular loop with compression around
the entry point of the trigeminal nerve.
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otalgic, with differential diagnosis of both GPN and TGN
pain. The explanation of coexistence lies in the proximity of
the area of the brainstem. Peripheral connections and central
convergence of the nerves also contribute.!'! However, no
prior reports were found regarding cranial nerve neuralgia
with other motor disorders of the oromandibular region.
In general, the planning of treatment is customized by the
backdrop of each case and guided by a multidisciplinary
approach.

Of course, it might be acceptable to approach microvascular
decompression for GPN as a second-line treatment when
standard medical treatment, for some reason, did not give
the expected results if the pain relief was not achieved or
the side effects of the drugs became unbearable. Appropriate
specialized magnetic resonance imaging investigations are
indispensable to visualize neurovascular compression in the
root entry zone of the cranial nerve. Experienced neurologists
request these and include 3D-constructive interference in the
steady state.

Gaul et al. reported pain resolution in 16 of the 18 patients
with GPN following MVD.?*! In other studies, reported
pain-free rates were 76% of the patients with GPN, with an
additional 16% of patients who improved.” Most patients
with GPN remain pain-free at ten years postoperatively.™!

At present, the pathophysiology of OMD remains to be
unraveled. Trauma peripherally is considered one of the
predisposing factors for several neurological disorders,
including OMD.[®!!!I The high possibility of either a causal
relationship between the onset of OMD and neurovascular
compression or the predisposing factors in the development
of OMD was reported.’! Yet, the correlative facts have
not been pinpointed, and the requirement is open for
more studies in this particular direction. The current
case represents a patient with GPN and secondary OMD.
Surgery with decompression of the 5% and 9% cranial
nerves was performed in the neurosurgery department. It is
necessary to mention that the treatment of GPN and OMD
is complex and has a very diverse character, corresponding
to the disease’s severity and reason for its induction. They
are approached similarly but naturally require surgical
interventions in non classical treatment cases to be
successful.

CONCLUSION

In  conclusion, the simultaneous occurrence  of
Glossopharyngeal Neuralgia (GPN) and Oromandibular
Dystonia (OMD) presents a rare and complex challenge
for clinicians. This case study highlights the importance
of a thorough history and radiological investigation in
understanding and managing these disorders. Microvascular

decompression surgery effectively relieved the symptoms in this
patient, underscoring the significance of a multidisciplinary
approach in treatment planning. While GPN typically responds
well to microvascular decompression, the pathophysiology of
OMD remains less understood, necessitating further research.
Overall, this case emphasizes the need for tailored treatment
strategies guided by the individual characteristics and
underlying pathology of each disorder.
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