Case Report

Transient facial nerve palsy after scalp block for awake craniotomy: A case

report

Rajashree U Gandhe', Chinmaya P Bhave?, Avinash S Kakde?, Neha T Gedam*

From 'Head, *Consultant, 3Clinical Assistant, *Neuroanesthesia Fellow, Department of Neuroanesthesiology,

Kokilaben Dhirubhai Ambani Hospital, Mumbai, Maharashtra, India
Correspondence to: Dr. Rajashree U Gandhe, 101,
E-mail: rajashreeug@gmail.com
Received — 02 August 2018

Simran,

Initial Review — 10 August 2018

15" Road, Khar West, Mumbai-53, Maharashtra, India.

Accepted — 10 September 2018

ABSTRACT

Awake craniotomy is a unique clinical setting that needs anesthesiologist to provide variable states of sedation and analgesia to
ensure optimal operating conditions without compromising patient safety. Scalp block is an integral part of awake craniotomy as it
provides regional anesthesia to the nerves innervating the scalp. It minimizes response to noxious stimuli of cranial pin application
and craniotomy. We report a case of transient facial nerve palsy after scalp block in awake craniotomy in a patient with a lesion in
the motor cortex. Facial nerve palsy has been described as a rare complication of scalp block and is less reported.
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Eloquent areas of the brain are responsible for sensory,

motor, vision, speech, and language functions. Advances
in neuroimaging have helped the neurosurgeons to precisely
delineate these areas and their relation with the space-occupying
lesions while their excision may potentially result in permanent
deficits unless the functional areas are continuously mapped
and tested intraoperatively. Objective mapping and localization
of eloquent areas are possible under general anesthesia, but for
subjective testing, the patient needs to be motivated, awake,
comfortable, cooperative, and free of pain.

Awake craniotomy has a distinct advantage for both mapping
and subjective testing with real-time feedback of neurological
status. Scalp block provides regional anesthesia to the nerves
innervating the scalp, minimizing the response to noxious stimuli
of cranial pin application, and craniotomy [1-3]. Anesthesiologists
need to be aware of the complications of this procedure. Our case
report describes transient facial nerve palsy, a rare but important
complication of scalp block.

The brain is a functionally active and complex structure.

CASE REPORT

A 38-year-old male, American Society of Anesthesiologists
(ASA) grade i underwent awake craniotomy for excision of
glioma involving the left motor cortex. Pre-operative counseling
of the patient was done regarding the advantages of awake
craniotomy and scalp block. Written informed consent for surgery
was obtained.

Pre-operative fasting guidelines were followed and routine
medications including antiepileptics (Inj. Levetiracetam 500 mg

intravenous [IV]) and steroids (Inj. Dexamethasone 4 mg IV)
were administered in the morning of the surgery and repeated
after 8 h. In the operation theater, the patient’s details were
confirmed, ASA standard monitors such as electrocardiogram,
non-invasive blood pressure, pulse oximetry were attached
and two large-bore IV accesses were secured. Emergency
airway devices were kept ready for any potential airway
complications. Supplemental oxygen was provided with face
mask and end-tidal CO, was monitored. The patient received
IV midazolam 2 mg, fentanyl 100 mcg, glycopyrrolate 0.2 mg,
and paracetamol 1 g. Bolus doses of midazolam and propofol,
as well as cold saline irrigation, were kept ready in the unlikely
event of intraoperative seizures. Scalp block was performed
by injecting 2-3 ml of 0.5% bupivacaine at each nerve site
as described by Pinosky et al. [1]. The left radial artery was
cannulated under local anesthesia for invasive blood pressure
monitoring.

The patient complained of inability to close his right eye
10—15 min after scalp block (Fig. 1). In addition, we observed
deviation of angle of mouth to the right and Grade IV right facial
nerve palsy on the House—Brackmann scale was diagnosed
(Fig. 2). The patient was informed of this rare complication and
was assured of its recovery. The neurosurgical team was informed
to avoid potential
The patient was cooperative for motor testing throughout the
intraoperative period and maximum safe resection of the lesion
was carried out uneventfully. Once resection was deemed to be
complete, the patient was sedated until the end of the surgery.
Scheduled doses of antiepileptics and steroids were administered
intraoperatively. Postoperatively, the patient was shifted to

intraoperative neuromonitoring  errors.
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an intensive care unit for monitoring. The patient completely
recovered from facial nerve palsy symptoms after 4-6 h (Fig. 3).

DISCUSSION

Neurosurgery under local anesthesia is performed either for
resection of lesions in eloquent cortex or to treat disordered
behavior or function [4]. Minimal effects of anesthetics would
enable better electrocorticography, cortical mapping, and
safer excision of the lesions near eloquent cortex [5,6]. Awake
craniotomy for intraoperative brain mapping allows for safe
resection and improved outcome while providing an insight
into functional neuroanatomy [7]. The patient participation and
motivation are important for the overall success of this procedure.
The goal of the anesthesiologist is to provide patient comfort,
cooperation, excellent surgical conditions, and minimum
hemodynamic changes throughout the procedure.

The scalp is innervated by the supraorbital and supratrochlear
branches of the ophthalmic division of trigeminal cranial nerve; a
zygomaticotemporal branch of the maxillary division of trigeminal
cranial nerve; an auriculotemporal branch of mandibular division

Figure 3: Recovery of the patient (a) patient able to close the right
eye; (b) absence of deviation of angle of the mouth

of trigeminal cranial nerve; and greater and lesser occipital
nerves. The greater occipital nerve is a branch of the C2 dorsal
ramus and lesser occipital nerve also known as the small occipital
nerve arises from ventral ramus of C2 although it often receives
fibers from C3 as well. The scalp block involves anesthetizing
all these nerves with local anesthetics and provides pain relief to
both the superficial and deep layers of the scalp [1,3].

Scalp block has potential complications such as local anesthetic
toxicity, accidental intra-arterial injection, and inadvertent
subarachnoid injection. Osborn and Sebeo had mentioned facial
nerve palsy as a possible complication of scalp block [3].

In this case report, we report transient facial nerve palsy, a rare
complication of scalp block. On a detailed literature search, only
one case series of facial nerve palsy has been reported in awake
craniotomy after scalp block [8]. Harbers et al. have reported
facial palsy following scalp block for post-craniotomy pain relief
in a patient under general anesthesia [9]. Transient facial nerve
palsy has also been reported following occipital nerve block [10].

The location of the facial nerve may be one of the causes for
this complication. The facial nerve exits the facial canal through
the stylomastoid foramen, closely located to auriculotemporal
nerve just anterior to the tragus. Downward direction of the
needle or relatively large volume of local anesthetic while
blocking the auriculotemporal nerve may result in a spread of
the local anesthetic to the adjacent facial nerve and its palsy. This
technique needs to be modified as explained by Bebawy et al., in
which they described auriculotemporal nerve block by injecting
3 ml of local anesthetic instead of 5 ml and injecting it posterior
to superficial temporal artery 1 cm cephalad to the tragus. It was
observed that the complication rate significantly decreased using
a modified block technique [11]. Strauss et al. reported transient
facial nerve palsy lasting 4-5 h after administering the occipital
nerve block to relieve a headache in the occipital, parietal, and
temporal region. They postulated an aberrant course of the
facial nerve, prone position of the patient during the procedure,
and large volume of local anesthetic used to be the causes of
facial palsy [10]. As our patient was positioned supine after the
scalp block, facial palsy following occipital nerve block seems
unlikely.

Direct trauma to the facial nerve by needle could also result
in palsy. This would be for a longer duration or there may be
permanent residual damage. Besides such trauma, facial nerve
could be injured by wrongly placed surgical pins, hematoma, or
high volume of local anesthetic infiltrated causing pressure on the
facial nerve.

In our institute, this was the first case of facial nerve palsy
following administration of scalp block. The authors administer
scalp block for awake craniotomy, deep brain stimulation for
Parkinson’s disease and to relieve intraoperative, as well as post-
operative pain in selected cases. In our case, the facial nerve palsy
lasted for 4-6 h, which coincided with duration of scalp block.
This suggests facial palsy occurred either due to the placement
of the needle in close proximity to the facial nerve or spread of
the anesthetic to the facial nerve while blocking auriculotemporal
nerve.
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CONCLUSION

Facial nerve palsy after scalp block is a rare but distressing
complication, resulting in potential intraoperative neuromonitoring
errors if not detected early. Knowledge of the facial nerve
anatomy and modifications in scalp block technique will help
in the prevention of this complication. Careful injection of local
anesthetic in an adequate volume prevents direct pressure on the
nerve and its accidental block. Early diagnosis and counseling of
the patient help to reduce patient anxiety and ensure cooperation.

REFERENCES

1. Pinosky ML, Fishman RL, Reeves ST, Harvey SC, Patel S, Palesch Y, et al.
The effect of bupivacaine skull block on the hemodynamic response to
craniotomy. Anesth Analg 1996;83:1256-61.

2. Sokhal N, Rath GP, Chaturvedi A, Dash HH, Bithal PK, Chandra PS, et al.
Anaesthesia for awake craniotomy: A retrospective study of 54 cases. Indian
J Anaesth 2015;59:300-5.

3. Osborn I, Sebeo J. “Scalp block” during craniotomy: A classic technique
revisited. J Neurosurg Anesthesiol 2010;22:187-94.

4. Bilotta F, Rosa G. ‘Anesthesia’ for awake neurosurgery. Curr Opin
Anaesthesiol 2009;22;560-5.

5. Craen R, Herrick IA. Seizure surgery: General considerations and specific

problems associated with awake craniotomy. Anesthesiol Clin North Am
1997;15:655-72.

Sahjpaul RL. Awake craniotomy: Controversies, indications and techniques
in the surgical treatment of temporal lobe epilepsy. Can J Neurol Sci
2000;27 Suppl 1:S55-63.

Rughani Al, Rintel T, Desai R, Cushing DA, Florman JE. Development of
a safe and pragmatic awake craniotomy program at Maine medical center.
J Neurosurg Anesthesiol 2011;23:18-24.

McNicholas E, Bilotta F, Titi L, Chandler J, Rosa G, Koht A, et al. Transient
facial nerve palsy after auriculotemporal nerve block in awake craniotomy
patients. A A Case Rep 2014;2:40-3.

Harbers JB, Beems T, Hoen MB, Bleeker CP. A case of temporary facial nerve
palsy after regional anesthesia of the scalp. Anesth Analg 1998;87:1375-6.
Strauss L, Loder E, Rizzoli P. Transient facial nerve palsy after occipital
nerve block: A case report. Headache 2014;54:1651-5.

Bebawy JF, Bilotta F, Koht A. A modified technique for auriculotemporal
nerve blockade when performing selective scalp nerve block for craniotomy.
J Neurosurg Anesthesiol 2014;26:271-2.

Funding: None; Conflict of Interest: None Stated.
How to cite this article: Gandhe RU, Bhave CP, Kakde AS, Gedam NT.
Transient facial nerve palsy after scalp block for awake craniotomy: A case

report. Indian J Case Reports. 2018;4(5):369-371.

Doi: 10.32677/1JCR.2018.v04.i105.011

Vol 4 | Issue 5| Sep - Oct 2018

Indian J Case Reports 371


https://doi.org/10.32677/IJCR.2018.v04.i05.011

