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MEPIAHWH: Eioaywyr: H uniaioBnoia tou yAwooikou veu-
pouU Adyw TpaupatopoU Tou, Katd TV dpaipean Tou ey-
KAgloTOU KATW TEITOU Yop®iou, amoteAel tia coPapn eri-
TIAOKH.

2Kom6¢: 2 KoTTAG TG TIApoUods HEAETNG eival va eEetdoel
avadpopikd g MePMTWOEIG TPAUPATIoPoU Tou YAWOOI-
KoU veUpou peTd TNV £Eaywyr) CwEPEOVIOTHPWY KATw
yvdBou Kkai va mapoucidoel Jid avaokdTnon NG OXETl-
K¢ PiBNoypaiag.

YA kai péBodog: MehetriBnkav or @dkehol dhwv twv
aocBevav Tou uroPArBnkav oe xelpoupyiky agaipeon
EYKAEIOTOV TPtV Yopeinv TG kdtw yvabou, To didotn-
pa 2008- 2014, omnv Khvikr 2ITTX g Odovuatpikig
>xoNc ABnvav Kal ouMéxBnkav ta dedopéva oxetikd
HE TNV PeteyxelipnTiky diatapaxr) TG aiodnukdtntac.
AnoteAéopata: AvaktriBnkav 1481 @dkelol aoBevav
otoug oroioug eixav agaipeBel und Tomikr) avaiobnoia
2094 kdtw Tpitol yopgiol. YmaioBnoia Tou yAwooikou
veUpou Kataypdenke ot Tiévie mepimwoelg (0,23%), ma-
podikr otoug 4, evw atov 5o acBevry (0,04%) n diata-
paxr| TG AIoBNTIKATNTAC MAPAPEVEl WG Kal arjpePd.
Jupnepdopara: H ouvexric emave&étaon twv acBevav mou
pETEYXEIPNTIKA TIapouaidlouy uniaioBnoia Tou YAwooikou
veUpou, eival anapaftnn yia v agioAdynon tou cofa-
POTNTAG NG Kai Ty mBavr] Bepareutikn TG aVUPETWTION.

AEZEIZ KAEIAIA: y\wooikd velpo, Tpaupatiopdg, eEayw-
yr) Tpftou yopgiou

SUMMARY: Introduction: Lingual nerve injury is one of the
most severe post-operative complications that may
occur mainly during mandibular third molar surgery.
Aim: The aim of this study is to retrospectively examine
lingual nerve injuries following wisdom teeth removal and
review the relevant literature.

Material and Method: The files of all patients who, under
local anaesthesia, underwent surgical removal of im-
pacted lower third molars, from 2008 till 2014, at the
department of OMFS of the Dental School of Athens,
were retrieved and data were collected regarding post-
operative change of sensation.

Results: During the 7 years of the study 2094 lower 3rd
molars were removed from 481 patients. Lingual nerve
impairment was registered in five cases (0,23%) and in
one of these patients (0,04%) the change of sensation
still remains.

Conclusions: Repeated and standardized follow ups of pa-
tients under certain principals, are essential for confirma-
tion, evaluation of the degree of injury and possible treat-
ment.
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EIZAIQrH

To yhwooikd veupo (TN) eival emppemég oe Tpaupat-
oo katd 1 didpkeia odovTIATPIKWY eMepfdoewy otV
oTopaTIKA KOINGTNTa 0dnywviag o molkihou Babuou
diatapaxr} NG Aertoupyiag tou (Tan kai ouv. 2014). H
ouxvOTepa avagepdpevn odovTIaTpIkr eméUPacn mou
pmopel va odnyroel oe BAAPRN Tou yAwooikou i Kai Tou
Kdtw @atviakou vevpou (KON) eival n xeipoupyikr
apaipeon Tou KAtw TPitou yoppiou, akohoubBoupevn ka-
1d pBivouoa ouxvdTnta armo tnv otelexiaia avaiobnoia
Tou KON, Tig emmAokeég Adyw evdodovTikav 1| Trepiodov-
KWV Begpaneiwv | akdpa kai v TomobETnon ePeUTEU-
pdTwv. ATié TIG KAIVIKEG HEAETEG TIPOKUTTTEI OTI 1 XEIPOUpP-
YIKry apaipeon Tou Tpitou yougiou propel va odnyrioel
oe Tpaupatiopd tou [N oe mepimou 15% twv mepimmw-
OEWV EVW POVIUN BAAPN éxer avagepBel du mapatnpeftal
oto 0.3-0.6% twv mepimaoewv (Hillerup kar Stoltze,
2007). H oteAexiala avaiobnoia tou KON pmoper va
odnyroel 0€ TPAUPATIoNS TOU YAWOOIKoU VEUPOU O€ OU-
xvétnta 1:26.000 éwg 1:800.000 (Tan kai ouv. 2014).
To TN veupwvel aiobnuikd ta dlo mpdaobia tpfta g
yAwooag, t@ yAwooikd oUAa NG Kdtw yvdbou kai tov
BAevwoydvo tou £5dpoug Tou otdpatos. Méow tng xop-
81\ Tou Tupmdvou PETagépel emiong yeuotikd epebiopa-
Ta amd Toug YeuaTIKouG KAAUKeG TTou Pplokovtal ota dio
mpdobia tpita g yAwooag kai divel TapacupmadnTiki
EKKPITIKA VEUPWON OTOoUG uttoyvdbio Kal UToyAwoaoio
olahoydvoug adéves (Mendes kar ouv. 2013). O tpau-
HATIOPSG TOU YAWOGIKOU VEUPOU EXEl WG AMOTENECHA TN
diatapaxr tng aioBbnong ot mapandvw TEPIOXEG HE TO
Babud kar i didpkeia g diatapaxrg autig va egap-
Tdtar and 1 cofapdtnta tou apxikou Tpauuatog. H
€KTacn Tou veuplkoU tpaupatiopol oxetiCetal e v
avatopia tou idiou Tou veupou. MikpooKoTTKd, KABE Tie-
PIPePIKS veupo amoteieftar amd tpia otpdpata ouvde-
TKoU 10toU, amd To 0WTEPIKS TIPOG TO eEWTEPIKO, TO €V-
Sovelplo, To TepIveUplo kai To emvelplo. To emvelpio
miepIBAMetal emiong amd To pecovelplo To OToio TIPo-
opépel oto veupo aiydtwon (Smith kar Lung, 2006). >e
TIepIMwon PAENG Twv TPOavaeePOPEVRY OTPWHATWY,
pmopefl va mapatnenBel diatapaxr| g aiobnong Adyw
NG SIaKOTMG TG HETAd00NG TOU OAPATOC, 0dnNYWvVIag
og mapaioBbnoia, ducaiobnoia, unaiobnoia r TAfjen avar-
obnoia.

ATS KAIVIKEG HEAETEG avaopIkd pe TIG SIa@opéEg ota
SUo @UAa TIPOKUTTTEl OTI Ol YUVaiKEG OTN TETAPTN dekae-
Tia TG CwnG Toug Mapouaoidlouy peyahitepn mbavdtnta
yia veupikr) duoaioBnoia (Graff-Radford kar Evans, 2003).
O mévog petd tov Tpaupatiodd Tou velpou kar ) duva-
étNtd Tou yia avdppwar), TapdAo Tou dev €xel aro-
SeixBel KAVIKA, Bewpeltal ot éxel yevetikr) Bdon (Joshi
kai Rood 2002).

H Bepareia tng duoaiobnoiag tou N mepiAapBdvel ou-
xvrj TapakoAouBnon twv acBeviv Wote va kataypdgel
0 BaBudc g PAAPNG, @apuakeuTiky aywyr A Kar xel-
poupyikr) TTapépPacn. Or TePIoodTEPEG TTEPITTIWOEIG

Youhiou X. kai ouv./Souliou C. et al.

INTRODUCTION

The lingual nerve (LN) provides sensation to the two an-
terior thirds of the tongue, the lingual mandibular gingivae
and the mucosa of the floor of the mouth. Along with
the chorda tympani nerve, it also carries taste sensation
from the taste buds of the anterior two thirds of the
tongue and delivers parasympathetic secretomotor in-
nervations to the submandibular and sublingual salivary
glands (Mendes et al. 2013). Injury of the LN results to
a sensory impairment of the above soft tissues with the
degree and duration of lack of sensation depending on
the severity of the initial injury. The degree of nerve injury
is associated with the nerve anatomy itself, microscopi-
cally, each peripheral nerve consists of three connective
tissue layers, in an intraoral to an extraoral sequence, the
endoneurium, the perineurium and the epineurium. The
epineurium is surrounded as well by the mesoneurium
which provides the nerve with blood supply (Smith and
Lung, 2006). In case of rupture of the described layers,
discomposure of the sensation may result due to inter-
ruption of the signal transmission, leaving paresthesia,
dysesthesia, hypesthesia or complete anesthesia.

Lingual nerve is susceptible to injury during dental pro-
cedures within the oral cavity; resulting to variable degree
of sensory impairment (Tan et al. 2014). The most com-
monly reported invasive dental cause that may result to
lingual or inferior alveolar nerve damage (IAN) is
mandibular third molar surgery, followed in descending
order by IAN blocks, endodontic and periodontal com-
plications or even implants surgery. Clinical studies have
suggested that surgical third molar removal may result in
LN trauma in approximately 15% of the cases and per-
manent damage has been reported to occur in 0.3-0.6%
of the cases (Hillerup and Stoltze, 2007) whereas dental
anesthesia of the IAN may also result to LN injury in a
range of 1:26.000 to 1:800.000 (Tan et al. 2014).

In clinical studies on sex base differences it appears that
women in their 40s present higher possibility for nerve
dysesthesia (Graff-Radford and Evans, 2003). The result-
ant pain of an injured nerve and its potential for recovery,
even though this is not proven under clinical trials, is con-
sidered to have genetic base (Joshi and Rood 2002).
Treatment keys to LN dysesthesia include close follow-
up of the patient to register the degree of impairment,
medication or surgical intervention. Most of the injuries
of the LN after third molar extraction are defined as
“closed injuries” as the surgeon has not the ability to iden-
tify the severity of the trauma (Hillerup and Stoltze, 2007).
The aim of this study is to retrospectively examine LN
injuries following wisdom teeth removal, and review the
relevant literature with regards to prevention and ther-
apeutic approach of LN trauma.

MATERIAL AND METHOD

The files of all patients who underwent surgical removal
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Nivakag 1
O1 aoBevelq e peTeyxelpnTIkn dlaTapaxn
Aettoupyiag 'N

a/a | ®dUho | Hhikia EnépBaon Aidpkeia Ynaiodnoiag
1 © | 50 | KA youolog 4 urveq
2 A | 37 | KA youolog 45 nuépeq
8 A | 36 | KA youopiog 36 urjveq
4 © | 31 | KA youolog 6 prjveq
5 A | 30 | KA youoiog 6 prjveq

A: Appev, ©: ONnAu, KA: Kdtw Aptotepdg, KA: Kdtw Agglég

Tpaupatiopou Tou TN petd v e€aywyr) Tou Tpftou you-
@iou XapaktnPICovtal WG KKAEIOTOI TPAUNATIOHON Ka-
B 0 xelpoupydg dev éxel T duvatdtnta va mpoadio-
pioel T ooPfapdtnta tou tpalpatog (Hillerup kai
Stoltze, 2007).

O okomdg TG mapouoag peAétng eival va eEetdoer ava-
SpOopIKA TIG TIEQITTIWOEIG TPAUPATIOHOU TOU YAWOOIKOU
veUpou petd tnv eEaywyr| oweEovIoTHpwV KAtw yvdbou
Kal va TapoucIdoel pid avaoKkaTnon TG OXeTKrG BIBANo-
yPa®iag emKkevIpwvovtag otny medAnyn kai ) Bepa-
TIEUTIKY) TTOOCEYYION TOU TPaupatiopou autou.

YAIKO KAl ME©OOAOX

O1 pdrerol Shwv Twv acBevwv Tou uroPABnoav oe xel-
POUPYIKY apaipean EYKAEIOTWY TRITWV YoUQiwy TNG KATW
yv@Bou, uné tomikr) avaiobnoia, and to 2008 €wg o
2014, oto tprjpa 2touatikig kai N'vabompoowkig Xel-
poupyIkrc tng Odovtatpikig 2xohig ABnvay, peletd-
Bnkav kai cuMéxBnkav ta dedopéva avagopikd pe TV
peteyxelpnuiky diatapaxr g alodnukdtntac. lNpaypa-
ToToIABnKe emKoIvVwWVia pe Toug aoBeveic pe PeTeyXel-
pNTKd euprjuata, kataypdenke n mapovoa katdotaon
EVW PEAETAONKAVY KAl Ol TIPOEXYEIPNTIKEG AKTIVOYPAPIEG
autwv.

ANMOTEAEXMATA

Katd ) Sidpkeia twv emtd xpdvwv TG HEAETNG apalpE-
Bnkav umd tormikr avaiobnoia, 2094 kdtw Tpitol yopgiol
and 1481 aobeveic. e mévte mepmmwoelg (0,23%) ka-
Taypdenke BAGPN tou N otnv mpwtn emaveetaon pe
TpOoTOTOINoN TNG AloBNTKAGTNTAG OTO AVTIOTOIXO NUINO-
plo NG yA\wooag. Empdkerto yia Tpei dvdpeg kai duo
yuvaikeg pe elpog nAikiag amé 30 éwg 50 etwv (MMivakag
1. 2Upewva Pe Ta Kataypappéva eupruata, TPEIS ano
Toug aoBeveic avépepav TAjpn unaioBnoia tng piorg
YADOOAC KAl TV YAWOOIKOY OUAWV OTnV TIEPIOXH TV
yoHpiwv atnv peteyxeipntikr e&€taon kai dUo €€’ autiv
avépepav unaiobnoia anokAeiotikd ota yAwooikd oUAa
Kal Jepovwpéva otnv kopuer tng ya\wooag. OAol o
aoBeveig mapakohoubrOnkav Taktikd kai oe el €€’ au-
TV xopnyrOnKe, amo tou otépatog, cUpmieyua Prrapi-
vav B. Or acBeveic avépepav onpavukr BeAtiwon twv

Toépog 17, No 1,2016/Vol 17,No |, 2016

Table 1
Data of patients with lingual
nerve impairment

Patient No | Gender | Age Operation Duration of Hypaisthesia
1 F 50 | LL molar 4 months
2 M | 37 | LL molar 45 days
3 M | 36 | LR molar 34 months
4 F 31 | LL molar 6 months
5 M | 30 | LR molar 6 months

M: Male F: Female LL: Lower left LR: Lower right

of impacted lower third molars, under local anesthesia
from 2008 till 2014, at the Department of Oral and Max-
illofacial Surgery of the Dental School of Athens, were
retrieved and data were collected regarding post-oper-
ative dysesthesia. Patients with postoperative findings
were recalled, preoperative x-rays of these patients were
also retrieved and their present situation was registered.

RESULTS

During the 7 years of the study, 1481 patient files were
retrieved and 2094 lower 3rd molars were removed
under local anesthesia. In five cases (0.23%) LN impair-
ment was registered in the first recall with change or im-
pairment of sensitivity in one half of the tongue. Three
of them were males and two females with age range
from 30 to 50 years old (Table I). Upon post-operative
examination, three patients described full hypesthesia of
the half of the tongue and lingual gingiva of lower molars
and two patients reported hypesthesia exclusively in the
lingual gingiva and isolated in the tip of the ipsilateral half
of the tongue. All five patients were under regular follow
up and 3 of them were given vitamin B compex per os;
they reported significant improvement of their sympto-
matology after 4-6 months postoperatively. In one case,
recovery of sensation occurred after one and a half
month postoperatively. Nevertheless a 36 years old
male patient (Patient No. 3), who was submitted to sur-
gery in 2012, is still complaining about some kind of
change regarding the sensation of his tongue, almost 3
years after surgery.

Upon pre-operative radiographic evaluation the surgi-
cally removed 3rd molars were impacted in a deep level
and one of them additionally had a transverse position-
ing (Fig. 1.

Consequently, in our sample, LN impairment presented
in a rate of 0.23% and one case of permanent hypoes-
thesia (0.04%) occurred, in a total of 2094 removed
mandibular third molars in 1481 patients.

DISCUSSION

The LN originates from the mandibular division of the
trigeminal nerve. The bifurcation spot of the LN and the
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Youhiou X. kai ouv./Souliou C. et al.

OUPTTWHATWY TOUG Péoa o€ 4-6 IAVEG HETA TO XEIPOUP-
yelo evwy og évav aoBevri n emavagopd NG alobnuko-
TNTag ouveRn evduiol priva peteyxeipnuikd, ‘Evag aobe-
viG NAikiag 36 etwv (vo. 3, TMivakag ), oxeddv 3 xpdvia
HETd TO xelpoupyeio, TTapamoveital akdua yia KAroiou
eidoug diatapaxr| otnv aiobnon tng yAwooag tou,. 2TV
TIPOEXYEIPNTIKY aKTivoypagikr| e&€tacn @dvnke OTi o
eEaxBEvIeg Tpitol yoppiol Ppiokovtav og peydho Babog
eykAeIopoU evw évag amd Toug 5 eixe eykdpola B€on
(B 1)

2uvemwg, oto Sefypa pag oe éva alvoro 2094 apaipe-
Béviwv eykheioTwy cwPOVICTHPWY, TapatnEnOnke Ta-
podikr| diatapaxr tng alobnukdtntag tou [N oe moco-
016 0,23% kai pévipn pikpou Babpol unaiobnoia oe mo-
oot 0,04%.

2YZHTHXH

To TN mpoépxetal amd tov kdtw yvabikd khddo tou
TpI18Upou vepou. To onpeio diaxwpiopou tou [N ka
tou KON avagépetar ét evtomiCetar 14,3 mm kdtw
amnd 1o woeldES Tprpa kai 16,5 mm mdvw and to Tte-
puyoeldeg aykiotpo (Kim kai ouv. 2004). To I'N mo-
pevetal, mapdMnAa pe to KON, oe pia mo eyydg ka
npdobia Bgon Babid péoa otov €Ew TrrepUyOEIdH [U.
2N ouvéxeld TopeleTal HeTagy Twv dUo TrtepuyoeIdwy
HUWV Kal TAayiwg TTévw amd Tov dvw a@IyKTrea pu Tou
@dpuyya Kal tov uoyhwooikd pu. Bpioketar oe emaoer
e To Tepidoteo NG Kdtw yvdbou, avtiotoixa pe to
YAWOOIKO ToIXwa TOU atviou Tou Tpftou youpiou Kkal
OTn CUVEXeIa PEPeTal KAtw amd tov opo tou Warthon
Kal epgavicetal meploodtepo em@avelakd Katd Prkog
NG em@edvelag tou yvabouoeldr U Tpotoy eloéNDel
otn yh\wooa (Kim kar ouv. 2004, Benninger kai ouv.
2013). To N pmopef va eivar otpoyyurd, opdA 1y eri-
nedo oe diatopr}. Adyw NG B€ong kai tng Sopng Tov,
pmopel va umootel Tpaupatiopd oo Katd TNV Otehe-
xiafa avaioBbnoia tou KON doo kar katd v eEaywyr
eYKAEIOTWV TPITWV You@iwv.

H ouxvétnta mpoowpivrg diatapaxrig tou [N petd v
XEIPOUPYIKY) apaipeon Tou Tpitou youpiou TolkiNel pe-
TalU Twv peAETWV. e IPAoQPAtn PEAETN Ot éva aUvoAo
6803 aoBevayv, To eupebév Mooootd Tpaupatiopoy Tou
N rjtav 0,15% (Nguyen kai ouv. 2014). Ze dMeg peAé-
TEC AVAPEPOVTAl aTTd TO EVIUMWOIAKE UPnAS TTooooTtd
Tou |5% yia mpoowpivr diatapaxr} Tou TN, eva yia go-
vipn BAGRN 0.3-0.6% (Carmichael kar ouv. 1992, Hillerup
kar Stoltze, 2007). EEAMou, mponyouUpeveg peAEéTeg
éxouv emPefaiwoel du o Tpaupatiopdg tou [N eivar o
MO OUXVOG IATPOYEVIG TPAUHUATIONOG TWV OTOHATIKWY
KAGSwv Tou TpIdupou velpou (Hillerup 2007). O Alling
mapatipnoe emiong Ot Katd TV XeIPOUPYIKr) apaipean
Tpftou yopoiou, mapoucidotnke diatapaxr tou [N oe
ouxvétnta | mpog 1756 aoBeveig kar mepimou to 13%
QUTWV TwV dICTaPaxwV TIAPENEIVE YIa TIEPIOOOTEPO TOU
evog €toug (Alling 3rd, 1986).

‘Exer mpaypatomoinOel évag peydhog apiBudg peletwv

Eik. 1. Eykheiotog tpitog yougiog kdtw yvdabou &e€id oe eykdpoia
Béon. H xeipoupyikr| apaipeon autol tou dovtiol evéxel uPnASd
kivduvo Tpaupatcpoy tou MN.

Fig. 1. Impacted LR 3rd molar in transverse position. Surgical
removal of this tooth is of high risk for LN trauma.

IAN has been reported to be located 4.3 mm inferior
to the foramen ovale and 6.5 mm superior to the tip
of hamulus (Kim et al. 2004). The LN runs, parallel to the
IAN, in a more medial and anterior position deep to the
lateral pterygoid muscle. Then it passes between the two
pterygoid muscles and obliquely over the superior pha-
ryngeal constrictor and styloglossus muscles. It lies in con-
tact with the mandibular periosteum, corresponding to
the lingual or medial wall of the third molar socket and
then it plunges underneath the Warthon duct and ap-
pears more superficially across the surface of the mylo-
hyoid muscle before entering the side of the tongue (Kim
et al. 2004, Benninger et al. 2013). The LN is round, oval
or flat in cross-section. Due to its location and its struc-
ture, it can be injured both by the needle during IAN
block and during impacted wisdom teeth removal.

Rates of temporary effects on the LN after third molar
surgery have been reported to present a variety among
studies. In comparison to our results, recent studies have
shown that LN injury may occur in a rate of 0.15%
among 6803 patients (Nguyen et al. 2014). Some con-
clude in the surprisingly high order of magnitude of 15%
concerning temporary effects in the LN, and permanent
damage may occur in 0.3-0.6% (Carmichael et al. 1992,
Hillerup and Stoltze, 2007). Furthermore, previous stud-
ies have also confirmed that LN injury is the most preva-
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avagopIkd e T oxéon tou N pe TNV TIEPIOXT| TOU KATW
Tpftou yopgiou. O1 epioadtepeg Katahrjyouv oto (810
amotéAeopa eMPERAIVOVTIAq T OXETIKA PN dogar| O€-
0N ToU VEUPOU Kal TNV EMKIVOUVOTNTA TWV XEIPOUPYIKWY
emepBdoewy oty mepioxr}. O kdtw Tpitog youeiog Ppi-
OKETal 0Tn ywvia g Kdtw yvdBou dmou to @atviakd
ootolv ouvavtd Tov KAASo Kal TO YAWOOIKS @AOIWSEG
TEtalo otnv mepioxry eivar Aermd. Adyw tng eyyUtntag
Tou velpou umdpxel augnuévog kivouvog Tpaupatiopoy
Tou Kkatd T SIdpKeIa TNG TOPAG Kal dnpioupyiag Tou Kpn-
pvou yia tnv mpdofacn otov €ykAEIoTo, Katd TV ekpo-
xAeUoT] ToU Kal akdpa TePIooGTEPO ATaV XPNOIHOoTIOlE -
Tal N TEXVIKA agaipeong tou yAwooikou metdiou (Kim
kai ouv. 2004, Benninger kar ouv. 2013)

Avagépetal ot n andotaon tou N aro to eatvio Tou
Tpftou yopoiou eival katd péoco 6po 4,4 mm kai ) anod-
otaon petatu tou N kar g atviakig Kopuerig Tou
(atviou Tou Tpitou yoppiou (katakdpuen oxéon) eival
katd péco 6po 16,8 mm (Mendes kai ouv. 2013). Em-
TPooBETwE, N opIldvTia Kal KATakdpu®n andotacr Tou
N amé 1o YAwooikd TEtaho kal kopuer avtiotoxa Bpé-
Bnke 6t eival 2,06 £ 1,10 mm kar oto 22,7% twv Tepl-
TWOEWY T0 veUpo Atav o dueon enagn pe To yAwool-
k6 métaro (Behnia kai ouv. 2000).

H xpnoigomoloUpevn xeipoupyikr PéBodog Kai n epmel-
pia Tou xelpoupyoU pPropel va emnpedoouy T CUxvo-
Tta ypaupatiopou tou N (Lam kar Holmes, 2002). H
dnpioupyia yhwooikol kpnpvou oe cuvduaopd pe agai-
peon ootoy dmw Tou eYKAEIOTOU fj akdpa n xprion aro-
KoMnTtripa meplootéou tumou Obwegeser, avagépetal
&1 au&dvel v mBavétnta tpaupatiopou (Graff-Radford
kai Evans, 2003).

2TUG TEPIMTWOEIG TNG TTapoUoag YeAETNG, dev eixav ka-
Taypaeel KAmoleg 1I81aitepeg TAPATNEHOEIG OXETIKA HE
v mBavr| artia tpaupatopou tou IN. Avagépetal éu
otnV KAIVIKY Hag n ouviBwg emAeydpevn TeXVIKA TIpo-
KeIPévou yia TV agaipeon eykheiotou 3ou yoppiou, eival
n agaipeon ootou kupiwg Mapelakd Tou TPITou youpiou
HE Tor TUTIOU (aKEAoU.

Aertoupyikh e&€taon MNwooikou Nelvpou

O1 aoBeveig pe peteyxeipnuikr uraiobnoia mpérer va ka-
Taypdgovtal kal va agiohoyouvtal KAVIKG, PE TIG ako-
AouBeg Aertoupyikég dokipaaieg: a) xaptoypdenon g
TIepIOXNG We T diatapaypévn aioBnukdtnta pe oAU
oe éva ox€dio | pia pwtoypagia tou aobevoug, B) ka-
Taypaer| g Ikavetntag tou acbevols va avixveloe! Ty
kateuBuvon evdg Kivoupevou epebiopatog (oe pia te-
ploxr| éktaong | ¢cm) mou mpokaheftal pe éva epyaieio
PNTIVNG A HE TNV Kopudr| evAG TUNYPEVOU XAPTOoU Kal Y)
Vv aioBnon rj tov mévo dtav pia Perdva diapérpou 27G
aKOUWTTIA 0TV TIEPIOXT| HE APKETH Tieon xwpiG va dieio-
dUel ato BAevoyydvo. H eppdvion ducaiabnoiag ry au-
Tépatou mévou TEémel emiong va kataypdeetal (Black-
burn, 1990).

H khivikr a§lohdynon mpémel va emavahauBdvetar yia
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lent type of lesion among iatrogenic injuries of oral
brunches of the trigeminal nerve (Hillerup 2007). Alling
also observed that during third molar removal surgery
LN had a functional alteration rate of one in every 1756
patients, and about | 3% of these alterations persisted for
more than a year (Alling CC 3rd, 1986).

A great number of studies concerning the relationship of
the LN to the mandibular third molar region have been
carried out. Most of them conclude to the same result,
confirming the relatively unsafe position of the nerve and
the risky surgical procedures in this region. The mandibu-
lar third molar is situated at the mandibular angle, where
the alveolar bone meets the ascending ramus and the
lingual cortical plate is thin. Due to the nerve’s proximity
there is an increased risk to injure the LN when cutting
and preparing the flap to access the impacted molars,
when elevating the tooth itself and even worse when
using the lingual split technique (Kim et al. 2004, Ben-
ninger et al. 2013).

It has been reported that the distance between the LN
and the third molar socket is on average, 4.4 mm and
the distance between the LN and the lingual alveolar rim
of the third molar socket (vertical relationship) is on av-
erage, 16.8 mm (Mendes et al. 2013). In addition, the
mean horizontal and vertical distances of the nerve to
the lingual plate and the lingual crest were found to be
206 £ .10 mm, and in 22.7% of the cases the nerve
was in direct contact with the lingual plate (Behnia et al.
2000).

The surgical methods used and the surgeon’s experi-
ence may influence LN trauma incidence (Lam and
Holmes, 2002). Elevation of a lingual flap along with a
distal site osteotomy or the use of an Obwegeser pe-
riosteal elevator may increase the possibility of injury
(Graff-Radford and Evans, 2003). In the cases of this
study no specific notice was made regarding the possible
cause of injury of the LN; the usual approach followed
in our clinic is the envelope type incision and the buccal
bone removal.

Neurosensory Examination

Patients with postoperative hypesthesia of lingual nerve
need to be registered and clinically evaluated; neurosen-
sory tests should comprise a) mapping of the affected
area by pencil outline on a drawing or a photograph of
the patient, b) recording of the patient’s ability to detect
the direction of a sweeping motion (in an area of about
| cm) applied with a resin applicator or the tip of a
rolled-up tissue and ¢) the sensations or pain when a 27-
gauge hard needle is applied in the affected region with
sufficient pressure without penetrating the mucosa. The
presence of dysesthesia or spontaneous pain must also
be noted (Blackburn, 1990).

Clinical evaluation should be repeated once a month to
assess the presence or absence of functional recovery
(Blackbum, 1990). Findings in our cases were compatible
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©opd TO Prva Pe okoTd TNV KTIPNan NG TIapousiag
arouoiag Aerroupyikrg emdidpBwong (Blackburm, 1990).
>ty mapouoa peAETn dAol ol aoBevelg, ektdg amd évav,
epeavicav mpoowpvr) diatapaxr| kabwg n aiodnukdtn-
Ta otadiakd emaviABe.

Oegpareia kar emdidpOwor

‘Onwg éxer SeixBel amd MOMEG PeAETeG Kal pe TV TIPO-
UméBeon 6T Sev OUVEPN EpPAVAG TOAUPATIOPOG KaTtd TN
didpkeia tng emépPaong, n umaiobnoia tou N éxel éva
onpavtké duvapikd autdpatng emdidpbwong, avdhoya
je TN @Uon Tou TPalpatog Kai tnv nAikia tou acBevoug.
Eivar emiong mBavd va undpxouv mepImwoelg unaiodn-
ofag mou dev kataypdgovtal, 18iwg edv o Pabudg dia-
Tapaxnq eival eAdxiotog kai otadiakd BeAtuwvetal. Qotod-
00, O€ PEPIKEG TIEQITTIWOEIG PTTOPET va PNV SUPPEl ONiKr
emdIopOwon Kabwg 2% Twv TIEPITIOOEWY e TPAUPATI-
opd tou [N epgaviCer péviun PAGPn (Blackbumn, 1990).
Autd ouvePn oe évav and toug aoBeveig g mapovoag
HEAETNG, O OTTOIOC avépePE HIa evIOTOpévVn dIaTapaxr
NG aiobnong 3 xpdvia PeTd To Xelpoupyeio.

>€ TEPIMWOoelG avuAnmtoy diexyeipntikol Tpaupati-
opou tou N, n éykaipn emdidpbwon avagépetar ot
€xel KANUTEPN TTPOYVWON, av Kal apgloBnteitar n oAk
emavagopd g aiodnong (Blackburn, 1990, Robinson
kar ouv. 2000, Joshi kar Rood, 2002). O texvikég pikpo-
XelpoupyIKAG emdidpbwong tpaupatiopévwy N mepl-
ypdenkav yia Tpwtn eopd Tpiv and 25 xpdvia, Xwpig
OPWG va UMdpxouV ETMAPKT| OTOIXEa yia TO amoTtéAecua
NG emépfaong. H peyahitepn épeuva mpayuatorol-
ABnke oe 205 aoBeveic otic HIMA pe tn xprion epwtn-
patohoyiou avadpopikd. To mooootd emtuxiag Atav
80% mapoo Tou o1 epeuvnTEG KatéAngav otl amarteftal
HIa AETTTOPEPNG TTIPOOTTTIKY HEAETN HE OUYKEKPIUEVEG
OUVOrKeS TpaupaTopoy Kal TNV avtamdkpion Toug o
TUTTOTIOINPEVEG HIKPO-VEUPOXEIPOUPYIKEG eTTEPBAOEIC
(Robinson kar ouv. 2004).

2€ HIa TTPOOTTUKY HEAETN OTToU TTpaypatomoindnke eri-
816pBwon N oe 53 aoBeveig pe coPapd tpaupatopod,
ol Robinson kai ouv. agaipeoav 1o tpaupatopgvo tun-
ja Tou velUpou Kkal ev ouvexeia Kivnomoinoav kar épa-
JPav To KevrpIkd Kal epIPePIKS THAKA Xwpig Xpron Ho-
oxeUpatog. H mieloyneia twv acbevav emavéktnoe ka-
molou BaBpou aioBnukdtnta aMd to emfedo emtuxiag
eHPAVICe petaBAntdtnTa. Otav 1o Tpaupatiopévo velpo
@aivétav aképaio aMd oxetuldtav pe ouAndn 10To, ol
OUYYPAQelG TTPdTevav TNV apaipecn Tou ouAwdoug
iotou (Robinson kar ouv. 2004).

H mpootacia tou N Katd v XeipoupyIikr aeaipeon
ToU TpiTou yougiou amotehel onpeio dixoyvwpiag ava-
@opIkd pe T xprion twv aykiotpwy IN. Ta avagpepd-
HEvVa eupnuata eival avpatikd Kabws OPIoPEVEG PEAE-
Te¢ KataAyouv ot n PAGRn tou N pmopel va armo-
@euxBel fj va eMatwBel pe ) xprion evdg avatopikou
aykiotpou N kal pe tnv mpooektikr kar aBiaotn die-
vépyela g enépBaong (To kar Chan, 1994). Qotdoo

Youhiou X. kai ouv./Souliou C. et al.

with temporary injury since sensation was gradually re-
covering, except for one case.

Recovery and repair

As shown in many studies, provided that no obvious LN
injury occurred intraoperatively, LN hypesthesia has a
considerable potential of spontaneous recovery depend-
ing on the nature of the injury and patients’ age. How-
ever, in some cases total recovery may not occur, 2% of
the cases with injured LN are permanently irrecoverable
(Blackburn, 1990). Such a finding occurred in one of our
patients who reported localized change of sensation
three years postoperatively.

Nevertheless, there may be cases that are not registered,
especially if the degree of numbness is minor and grad-
ually subsiding. In cases of known intraoperative LN in-
jury, early repair has been reported to have better prog-
nosis, although full sensory restoration is questionable
(Blackburn, 1990, Robinson et al. 2000, Joshi and Rood,
2002). Microsurgical repair techniques of injured LNs
were first described 25 years ago, but there was not
enough evidence about the outcome of the surgery. The
largest study was conducted among 205 patients in the
USA using a retrospective questionnaire. The success
rate was 80% although the surgeons concluded that “it
is apparent there is need for a detailed prospective study
of specific injury conditions and their response to stan-
dardized micro-neurosurgical interventions” (Robinson
et al. 2004).

In a prospective study of LN repair in 53 patients with
severe injury, Robinson et al cut off the damaged part of
the nerve and mobilized and sutured the central and dis-
tal stumps without nerve graft. Although the majority of
the patients gained some sensation, the level of success
was variable. Additionally when the damaged nerve
seemed intact but involved in scar tissue, authors pro-
posed to release the scar tissue (Robinson et al. 2004).
Prevention of the LN in third molar surgery raises a de-
batable issue concerning the use of LN retractors. Re-
ported findings are controversial as some studies con-
clude that LN damage can be avoided or minimized
with the use of an anatomically shaped LN retractor and
an unhurried manner in carrying out the procedure (To
and Chan, 1994). In other studies, no significant advan-
tage following its use was found; in the contrary the LN
retractor has been associated with an increased ten-
dency toward temporary trauma of the nerve and ac-
cording to other authors its use should be preserved
only for selected cases with high risk of damage (Gar-
gallo-Albiol et al. 2000, Pichler and Beirne, 2001) The
risk appears significant on cases of deeply impacted third
molars, especially where is need for vertical root sec-
tioning and lingual flap elevation. The age of the patient
and the experience of the surgeon, are important pa-
rameters as well (Valmaseda-Castellon et al. 2000, Ren-
ton and McGurk, 2001).
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AMeG peréteq Sev avapépouy onpavtikd MAEOVEKTN A
amné ) xprjon tou. Avtibeta to dykiotpo N éxel ou-
oxetiotel pe au€npuévo kivduvo mpoowpivol Tpaupat-
opoU tou velpou kal oUpgwva pe dMouG ouyypagelg
N xprjon Tou Ba mpémel va meplopiCetal HOvo ot eMmAey-
HEVEG TIEPITIWOEIG e UPnAS KivOuvo Tpaupatiopou.
(Gargallo-Albiol kar ouv. 2000, Pichler kar Beirne, 2001).
O kivouvog eivar augnpévog oe TIEPITITVOEIG EYKAEITTWY
e peyaho Babog eykheiopoy, 1diaftepa dtav anarteftal
KaTakdPUPOG SIaXwPIoHOG PICWHV Kal avarétaon YAwo-
olkoU kpnpvou. H nAikia Tou acBevoug kai n eumeipia
TOU XeIPOUPYOU amotehouv eTTIONG ONUAVTIKEG TTAPApE-
Tpoug (Valmaseda-Castellon kar ouv. 2000, Renton kai
McGurk, 2001).

2YMIMEPAXMATA

H umaioBnoia tou TN amotelel omdvia duodpeotn em-
TIAOKT] KaTd T SIGPKEIT TNG XEIPOUPYIKIG apaipeong Tou
KdTw TEIToU yop@iou Kail tng otehexiaiag avaioBnoiag
Tou KON mou umopel va mpokaréoel peydin ducgpopia
Kal va peiwoel Ty moidtnta (wrig Tou acBevoug. H dia-
XEIPION QUTWV TV TIEQITTWOEWY TIEPINAUPAVE! TAKTIKEG
emaveEetdoeig Kai Xelpoupyiki apépfacn émou evoei-
Kvutal.
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