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Box 1: Diagnostic criteria for glossopharyngeal neu-
ralgia.

A Repeated paroxysmal attacks of pain in the distribu-
tion of the glossopharyngeal nerve on one side

B Pain has the following:
1 Short duration (<2 minutes)
2 Severe intensity
3 Electric shock-like, shooting, stabbing or sharp in

quality
4 Precipitated by swallowing, coughing, talking or

yawning
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lossopharyngeal neuralgia: a case report

ir,

Glossopharyngeal neuralgia is rare and affects the glos-
opharyngeal nerve and some regions that are supplied by
he vagus nerve.1 Patients report brief, intense episodes of
aroxysmal pain in structures such as the soft palate, tonsil-
ar fossa, posterior third of the tongue, oropharynx, auditory
anal, middle ear, or angle of the mandible.1–4 Continu-
us neuropathic pain may also occur.2 In 10% of cases
he involvement of the vagus nerve results in parasympa-
hetic symptoms such as bradycardia, hypotension, syncope,
eizures, and asystole.2,3

As a result of the numerous structures that may be

ffected, clinical presentations of glossopharyngeal neuralgia
ary. Symptoms may be suggestive of many other condi-
ions such as temporomandibular dysfunction,4 trigeminal

e
e
i

C Not better accounted for by another diagnosis

euralgia,4 superior laryngeal neuralgia,1,5 nervus inter-
edius neuralgia,5 and first bite syndrome. Occasionally,

ain can even radiate to the eye, nose, chin, or shoulder,1

hich can further complicate the history. Patients may also
truggle to localise or describe pain accurately, which affects
he deep structures of the head and neck.5

A 78-year-old man was referred by his general dental prac-
itioner with left-sided pain in the temporomandibular joint
TMJ). He complained of a two-year history of a constant
ull ache in the region of the left ear and TMJ, which was
nterrupted by short episodes of intense, stabbing pain that
ccurred mainly while he was eating. Clinical examination
howed no intraoral or extraoral abnormalities.

Updated diagnostic criteria for glossopharyngeal nerual-
ia have been published (Box 1), which include: repeated
aroxysmal pain on one side, along the glossopharyngeal
erve; pain that is short-lived (under two minutes), severe,
ntense, sharp, stabbing and electric-shock-like; pain that is
receded by swallowing, yawning, talking, or coughing and;
ain that cannot be explained by any other diagnosis.1 Based
n these criteria, we made the diagnosis. While it is mostly
cademic for medically-managed patients, accurate differen-
iation between trigeminal and glossopharyngeal neuralgia is
till essential because of the variety of surgical options.

Many cases of glossopharyngeal neuralgia are idiopathic,2

ut imaging must be done to assess the potential causes such
s vascular malformation, demyelinating diseases, intracra-
ial and extracranial tumours, infections, injury, Chiari-I
alformation, or Eagle syndrome.2,3,5 High-resolution mag-

etic resonance imaging is recommended for all patients,2,4

nd computed tomography can be used adjunctively.5

asendoscopy is particularly useful to screen for local causes,
uch as malignancy in the oropharynx.3

The medical management of trigeminal and glossopha-
yngeal neuralgias are similar.2 Current research supports
he use of carbamazepine as a first-line treatment for all
atients, unless contraindicated,2,4 and if it is poorly tol-

rated, oxcarbazepine can be used, as it has fewer side
ffects.2,4 Second-line treatment with baclofen or lamotrig-
ne is supported by level C evidence,2,4 but there is also
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mandibular canals have been reported in 0.08% - 65%. We
report a case of bilateral sagittal split osteotomy (BSSO),
Letters to the Editor / British Journal of O

greement in recent publications that gabapentin, prega-
alin, and phenytoin can be effective in some patients.2,5

ricyclic antidepressants may occasionally be used along-
ide the anticonvulsants,5 but are rarely used on their own.
fter trying carbamazepine and oxcarbazepine initially, we

uccessfully managed our patient with gabapentin 1800 mg
aily, in divided doses.

A diagnosis of glossopharyngeal neuralgia should be
onsidered for any patient who presents with unilateral parox-
smal pain in the head and neck. The availability of specific
iagnostic criteria can aid in inclusion or elimination of this
ondition from a differential diagnosis. If the condition is
efractory to initial medical management, other drug treat-
ents or procedures may be offered to ensure that symptoms

re brought under control.
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ncidental finding of an accessory inferior alveolar nerve

ir,

Accessory mental foramina that lead to accessory
andibular canals have been described with a prevalence of

.35% in a population studied by Choi and Han,1 and bifid
2

e accessory inferior alveolar nerve.

n which an accessory inferior alveolar nerve (IAN) was
oted.
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