Case Report

J Med Cases. 2016;7(10):429-43 |

A Rare Case of Lingual Necrosis Secondary to Prolonged
Endotracheal Intubation

Samran Haider® Y, Kartik Kumar?, Cassondra Cramer?, Christopher Garcia?,
Michelle El-Hosni?, Diane Levine?

Abstract

We present a unique case of partial necrosis and cleft of the tongue
caused by an endotracheal tube, and highlight the importance of
endotracheal tube positioning in patients requiring prolonged in-
tubation. A 53-year-old woman underwent endotracheal intubation
secondary to respiratory failure due to altered mental status caused
by alcohol intoxication. After extubation, she complained of tongue
pain and was found to have cleft tongue and necrosis secondary
to prolonged intubation. On follow-up, the patient’s tongue pain
improved with oral analgesics and the tongue was well healed on
examination. Tongue necrosis due to compression by an endotra-
cheal tube during prolonged intubation is unusual; however, those
involved in the care of intubated patients should consider the po-
tential for this complication. This unique case of tongue necrosis
highlights the importance of proper endotracheal tube positioning
during prolonged intubation.
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Introduction

Oral complications of endotracheal intubation are common
and include injury to the teeth, lips, gums and oral mucosa.
Most of these injuries result from traumatic insertion of the
oral endotracheal tube, but some may occur after initial place-
ment of the tube. While rare, injuries of the tongue due to in-
tubation have been reported as early as 1978 [1]. We report a
case of laceration and cleft of the tongue from prolonged use
of oral airway.
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Case Report

A 53-year-old female with a past medical history significant for
alcohol-induced hepatic cirrhosis presented with respiratory
failure secondary to alcohol intoxication. She was subsequent-
ly successfully intubated atraumatically on the first attempt us-
ing a 7.5 cuffed endotracheal tube. The endotracheal tube was
secured at 21 cm at the lip. Post-intubation chest X-ray demon-
strated satisfactory placement. She was intubated for a total of
9 days. After extubation, the patient reported tongue pain and
difficulty phonating. Intraoral examination revealed a midline
cleft on the tongue measuring 3 cm with necrosis (Figs. 1 and
2). Cranial nerve examination was normal. The tongue pain
improved with oral analgesics.

Discussion

Prolonged intubation, or intubation occurring for more than 4
days [2], is commonly associated with some serious but often-
times mild complications. One such mild complaint, tongue
swelling, is ubiquitous for those undergoing surgical proce-
dures and has previously been reported [3-5]. Tongue swell-
ing has also been seen in patients requiring flexed thoracic-
cervical positioning during spinal surgeries [6]. Patients may

Figure 1. Dorsal view of the tongue showing healing tongue with mid-
line cleft.
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Figure 2. Ventral view of the tongue showing tongue ulceration with
midline cleft.

also present with apparent lingual swelling after extubation
due to sialadenitis from submandibular duct obstruction by the
endotracheal tube or traumatic intubation causing a sublingual
hematoma [7, 8]. Other mild complications of prolonged intu-
bation include difficulty with phonation and dysphagia after
extubation [9], while more serious complications include la-
ryngeal injury and upper airway distress requiring advanced
airway management [2, 10].

Ischemic necrosis of the tongue in intubated patients is
rare and previously reported in patients with cardiogenic shock
requiring pressor support or those undergoing prolonged neu-
rosurgical or head and neck surgeries [11, 12]. In non-intubated
patients, tongue necrosis has been reported with trauma, local
vasculitis and rarely with transient ischemic attacks and dis-
seminated intravascular coagulation [13-15]. Tongue necrosis
has also been reported following prolonged transesophageal
echocardiography probe placement, broadening the situations
in which this condition may occur [16].

Factors that contribute to lingual necrosis include local
pressure, deep sedation and hemodynamic instability [17]. Our
patient required intubation for 9 days for respiratory failure,
and she did not undergo any surgical procedure during this
time nor did she require pressor support.

Tongue necrosis can result in functional deficits. Health-
care providers should be aware of this potential complica-
tion in patients who require prolonged oral intubation. When
edema of the tongue is noted, an attempt should be made to
change the position of the endotracheal tube or other transoral
devices. These simple maneuvers may prevent progression to
tissue necrosis and possible morbidity [16].

Tongue necrosis is a rare but important complication of
prolonged oral intubation as well as other procedures that may
lead to increased intraoral pressure. Regular monitoring may
help prevent this morbid complication.
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