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Visual Diagnosis

“Wrong Side” Tongue Deviation in Hemiplegia From Stroke
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Patient description

A previously healthy 10-year-old right-handed male presented
with acute left arm and leg weakness soon after football practice.
Examination revealed dense left hemiplegia sparing the face associ-
ated with ipsilateral tongue deviation (Fig A), vertical upbeat
nystagmus, left hyporeflexia, and a left Babinski reflex. Magnetic
resonance imaging of the brain and cervical cord showed restricted
diffusion and the corresponding hypointensity in the apparent
diffusion coefficient at the left caudal anterior medulla and left
anterolateral cervicomedullary junction resulting from acute
ischemic infarction in left anterior spinal artery distribution (Fig B,C).
An extensive stroke evaluation including magnetic resonance
angiogram of intracranial vessels was unremarkable. One month
later, tongue and limb weakness had improved considerably.

Discussion

Tongue deviation can result from a unilateral hypo-
glossal nerve lesion at its supranuclear, nuclear, or
infranuclear location. Medullary lesions typically cause
“crossed hemiplegia” with tongue weakness and devi-
ation away from the hemiplegic side.! Supranuclear
lesions cause contralateral hemiplegia with tongue
deviation toward the hemiplegic side.” Our patient was
unique and presented with hemiplegia (facial sparing)
and tongue deviation to the hemiplegic side (ipsilateral
glossoplegia). The ipsilateral glossoplegia was due to
the involvement of the intramedullary portion of hy-
poglossal nerve in the caudal medulla. The left hemi-
plegia (without facial involvement) was presumably
caused by a lesion of the pyramidal tract at the cer-
vicomedullary junction after its medullary decussation.
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FIGURE.

(A) Tongue deviation to the left side. (B) Magnetic resonance imaging brain
axial diffusion-weighted image showing hyperintensity (arrow) in the left
caudal medulla. (C) Magnetic resonance imaging brain sagittal diffusion-
weighted image showing hyperintensity (arrow) at the cervicomedullary
junction. (The color version of this figure is available in the online edition.)

The pattern of ischemia noted on magnetic resonance
imaging is in the distribution of the anterior spinal
artery. Because the symptoms started soon after exer-
cise, he could have experienced an arterial dissec-
tion although vascular imaging did not corroborate
that.

This is the first description of a child with a stroke
involving the left caudal medulla and cervicomedullary
junction presenting with hemiplegia and tongue devia-
tion ipsilateral to the lesion. Presence of glossoplegia
ipsilateral to hemiplegia without facial weakness (or
“wrong side” tongue deviation in hemiplegia) could
point to an ipsilateral lesion of the caudal medulla and
cervicomedullary junction. This child illustrates the
importance of careful neuroanatomical evaluation of the
side of tongue weakness and deviation to determine


Delta:1_given name
Delta:1_surname
Delta:1_given name
mailto:drriddhu1734@gmail.com
http://crossmark.crossref.org/dialog/?doi=10.1016/j.pediatrneurol.2015.03.009&domain=pdf
www.sciencedirect.com/science/journal/08878994
http://www.elsevier.com/locate/pnu
http://dx.doi.org/10.1016/j.pediatrneurol.2015.03.009
http://dx.doi.org/10.1016/j.pediatrneurol.2015.03.009
http://dx.doi.org/10.1016/j.pediatrneurol.2015.03.009

96 R. Patel et al. / Pediatric Neurology 53 (2015) 95—96

appropriate neuroimaging in patients with suspected References
stroke.
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