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Fig. 1 The clinical course of the patient.

The neuralgic pain in right cheek was presented. He was diagnosed as classical trigeminal neuralgia, It had improved through

medication of carbamazepine, and passed smoothly. Four months later, the dull pain unlike neuralgia developed on the right

cheeks, it was ineffective with the carbamazepine and pregabalin. Fourthermore, diplopia and facial palsy developed. After

admission, the biopsy revealed a pathological diagnosis of diffuse large B cell lymphoma. We started treatment with R-CHOP

after diagnosis. It was effective for neuralgic pain and the other cranial nerve symptoms, but ineffective for dull pain.
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Fig. 2 CT and MR images and pathological findings.
A-C (January 2013): (A) Axial cut bone window CT shows no abnormality. (B) Axial T,-weighted image (1.5 T; TR 20 ms, TE 4 ms) shows
the low-intensity lesion in right Meckel’s cave. This finding could be detected only in retrospect. (C) Axial T,-weighted image (1.5 T;
TR 20 ms, TE 4 ms) discloses no abnormality of the trigeminal nerve. D-I (March 2013): (D-E) Axial cut bone window CT shows bone
erosion. (F-G) Axial T,-weighted image (1.5 T; TR 433 ms, TE 16 ms) and T,-weighted image show omission of the adipose tissue in

pterygopalatine fossa. (H) Axial T,-weighted image shows degeneration in the external pterygoid muscle. (I) Axial diffusion-weighted image
(1.5 T; TR 5,600 ms, TE 85 ms, b value = 1,000 s/mm®) shows tumor involvement in a portion of the external pterygoid muscle. J-M (June
2013): (J-K) Axial Gadlininum enhanced T, weighted image (1.5 T; TR 4700 ms, TE 85 ms) J: foramen ovale, K: right swelling trigeminal
nerve. (L-M) Saggital and cornal Gadlininum enhanced T, weighted image (1.5 T; TR 4700 ms, TE 85 ms) show a contrast-enhanced mass
lesion extend both extracranial through the foramen ovale. N-O (pathological findings of maxillary antrum biopsy): (N) H-E staining show
atypical lymphocytes with large nuclei. Scale bar = 50 mm. (O) CD79a staining reveals diffuse infiltration of atypical B-lymphocytes.
Scale bar = 50 mm. (P) Axial Gadlininum enhanced T, weighted image in July 2013 after therapy shows decreased mass lesion.
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A rare cause of trigeminal neuralgia is malignant lymphoma which spread along the trigeminal nerve. We report a

79-year-old male presented with 4-month history of neuralgic pain in right cheek. He was diagnosed as classical trigemi-

nal neuralgia. It had improved through medication of carbamazepine. Four months later, the dull pain unlike neuralgia

complicated on the right cheeks, it was ineffective with the medication. Furthermore, diplopia and facial palsy as the

other cranial nerve symptoms appeared. Gadolinium-enhanced magnetic resonance imaging (MRI) revealed contrast-

enhanced mass lesion extend both external pterygoid muscle and brainstem through the swelling trigeminal nerve.

The patient was pathological diagnosed of diffuse large B cell lymphoma by biopsy. Malignant lymphoma should be

considered in the different diagnosis of cases with a minimal single cranial nerve symptom.

(Clin Neurol 2014;54:660-663)
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