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1 |  INTRODUCTION

This case report describes a healthy 45-year-old woman who 
received total intravenous anesthesia for laparoscopic hyster-
ectomy, and then exhibited postoperative transient aphasia. 
Droperidol was given and the patient resolved. The author 
hypothesized that aphasia is a manifestation of psychoemo-
tional disorder. Early differential diagnosis is important.

Laparoscopic gynecological surgery has been widely em-
ployed under general anesthesia. Although the safety and ef-
fectiveness of these techniques have greatly improved over 
the past decades, some problematic effects may still occur. 
Lithotomy position, Trendelenburg position, and CO2 pneu-
moperitoneum may increase the risk of neurologic complica-
tions.1-4 There have been isolated case reports of psychogenic 
language disorder during surgery.5 However, cognitive and 

neurologic complications after prolonged Trendelenburg 
position are extremely rare and more often reported in el-
derly patients, or those with underlying venous disease.6 
Furthermore, aphasia is rarely reported in perioperative 
settings. In this report, we present a patient who developed 
transient aphasia after extubation after laparoscopic hyster-
ectomy. The patient provided written consent for this case 
report.

2 |  CASE PRESENTATION

A 45-year-old woman was admitted for laparoscopic hys-
terectomy under general anesthesia. She weighed 60 kg and 
was 162  cm tall. She had no history of psychiatric illness, 
medical disease, or drug abuse. Her physical examination did 
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not reveal any significant findings. The preoperative electro-
cardiography and laboratory data, which included complete 
blood count, liver function, kidney function, and coagulation 
profile, were unremarkable.

Upon arrival in the operating room, routine monitoring, 
including electrocardiograph (ECG) monitoring, noninvasive 
blood pressure, and pulse oximetry, was applied. Lactated 
Ringer's solution (500 mL) was rapidly infused intravenously 
during the induction of anesthesia. Scopolamine (0.3  mg) 
and dexamethasone (5 mg) were administered before induc-
tion. Propofol (2  mg/kg) and fentanyl (4  µg/kg) were used 
for induction. When the patient lost consciousness, 0.6 mg/
kg of rocuronium was given to facilitate tracheal intuba-
tion. Anesthesia was maintained by the continuous infusion 
of propofol (6-7  mg/kg/h) and remifentanil (0.15-0.2  µg/
kg/min). The patient was placed in the Trendelenburg po-
sition, and intra-abdominal pressure was maintained at 
11-14 cmH2O during surgery. After surgery, the patient was 
extubated when spontaneous breathing and consciousness 
recovered. The surgery lasted 80  minutes. Neuromuscular 
blockade was monitored by TOF-Watch, and no additional 
rocuronium was given during surgery.

After extubation, the patient manifested symptoms of 
dyspnea, showing repeated effort to breathe. She was a little 
anxious but could obey loud verbal commands, such as open-
ing the mouth and holding the anesthetist's hand. The TOF 
value was above 90% though our first concern was a possible 
weakness of muscle tone. We gave the patient neostigmine 
(0.04 mg/kg) and atropine (0.02 mg/kg). However, the patient 
became more anxious and irritable. We tried to pacify her 
with reassuring remarks that the surgery was successful and 
that she would be sent back to her husband soon. However, 
the patient frequently pointed to her throat, and we began to 
notice that she had difficulty speaking. She remained con-
scious and seemed to understand what we were saying to her. 
She tried to answer but could not utter a word. She could 
move her mouth, lips, tongue, head, and extremities upon 
command. Her pupils were equal in size and reactive to light. 
Her lungs were clear, and vital signs were stable. Arterial 
blood gas analysis showed no abnormal results. The patient 
asked for paper by gesture and wrote down the following 
words, “I want to speak, but I can't say a word” and “help 
me.” The patient was getting increasingly anxious, became 
uncooperative, and was in tears.

3 |  DIAGNOSIS AND TREATMENT

We administered 2.5 mg of droperidol, and she fell asleep. 
When she woke up 20  minutes later, she could speak in a 
hoarse voice and was transferred to the ward. She became 
more peaceful when she saw her husband. After 4  hours, 
the patient was able to talk normally. The aphasia lasted for 

1 hour, and the whole episode lasted for 5.5 hours. She told 
the anesthetist that she could recall the events during recov-
ery and felt happy to be able to talk again. She recalled that 
approximately 4  years ago, she experienced an episode of 
transient aphasia after a bitter quarrel with her husband.

4 |  OUTCOME AND FOLLOW-UP

A neurology consultation suggested that the patient should 
undergo more extensive studies before any definite diagno-
sis could be made. Therefore, imaging (MRI) was arranged 
immediately. No definite organic lesions were found in an 
MRI of the brain. She was discharged without sequelae on 
postsurgery day 3. She was followed up for 3 months, and no 
complications were reported.

5 |  DISCUSSION

The differential diagnosis of such a clinical presentation of 
sudden and transient aphasia could be related to a residual ef-
fect of the anesthesia, transient ischemic attack (TIA), struc-
tural injury of vocal function,7 or psychoemotional change.8,9 
The available literature on acute aphasia after anesthesia is 
limited.

Transient ischemic attack is a transient neurological event 
that usually persists for minutes and can occur due to hypo-
tension, hypoxia, or embolism. However, the patient did not 
have hypoxia or hypotension. Thromboembolism was consid-
ered because the patient was placed in the lithotomy position. 
Lithotomy position and CO2 pneumoperitoneum may result 
in increased lower extremity venous pressure during hyster-
ectomy, representing a risk factor for deep venous thrombo-
sis.10 And it was reported that steep Trendelenburg, along 
with several other risk factors, increased the odds of venous 
thromboembolism formation by 2.4 [95% confidence interval 
(95% CI) 1.9-5.0].11 When TIA is suspected, the “ABCD2” 
score could be used for the assessment of early stroke risk 
(“ABCD2” score ≥ 4).12 The “ABCD2” score in this patient 
was 3 (speech disturbance without weakness [1 point] and 
duration of symptoms > 60 minutes [2 points]). And the pa-
tient was with a Glasgow score of 15 and a normal MRI re-
sults after surgery. The patient was followed up for 3 months 
because there is a 10%-20% risk of major stroke after TIA in 
the subsequent 3 months.13 All the evidences supported that 
the patient did not suffer from TIA.

There are several reports of acute neurological events, 
including cerebral edema, in patients undergoing laparo-
scopic gynecological surgery.2,3 Any rise in arterial carbon 
dioxide can possibly result in increased cerebral blood flow. 
A steep Trendelenburg position can alter the cerebral blood 
volume and, thus, increase intracranial pressure. Moreover, 
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head-down tilt causes cephalad fluid shift and increases cap-
illary pressure in the head, leading to an increase in extra-
cranial vascular pressure that may cause facial, laryngeal, 
pharyngeal edema, and nasal congestion.1,4 However, in our 
case, the carbon dioxide levels were measured by capnogra-
phy and were kept at the normal limit. The surgery lasted for 
80 minutes, and no significant facial edema existed. Because 
MRI was normal, brain edema was not considered.

Residual neuromuscular blockade could affect the speak-
ing function. The patient could write down what she wanted 
to say, appropriately response to verbal command, indicating 
well-reversed neuromuscular blockade. Structural injury, in-
cluding the luxation of the arytenoid cartilage and laryngeal 
nerve injury, may occur after tracheal intubation and affect 
pronunciation.7,14,15 The aphonia or aphasia in these cases is 
usually consistent and requires treatment. However, for our 
case the aphasia was transient, so structural damage was ex-
cluded. Pre-existing neurologic disease should be screened 
for postoperative speaking dysfunction. Willson et al16 re-
ported a patient with hemiplegic migraine who developed 
atypical migraine with apneic spells, aphasia, and hemipare-
sis following general anesthesia. By history and MRI assess-
ment, these possibilities were excluded in our case.

Postoperative delirium may present as speaking disor-
der. Medications including midazolam and scopolamine 
have been proved to increase delirium.17,18 And in a case of 
a healthy 12-year-old girl who received preoperative midaz-
olam, Drobish et al19 reported postoperative transient asso-
ciative agnosia and expressive aphasia. The administration 
of flumazenil led to the immediate and lasting resolution of 
her symptoms. Confusion assessment method (CAM) is the 
most often used tool for delirium evaluation. The diagnosis of 
delirium by CAM requires the presence of features 1 (acute 
onset and fluctuation course) and 2 (inattention) and either 3 
(disorganized thinking) or 4 (altered level of consciousness). 
Given the presentation as it is, the patient does not probably 
meet these criteria. Though the EEG was not recorded during 
the episode, the Brief Psychiatric Rating Scale of the patient 
was 10, which did not support the diagnosis of psychiatric 
disorder. Moreover, Broca's aphasia patient's cannot speak or 
write and with Wernicke's they can speak but cannot convey 
a clear message. The presentation of the patient may support 
that the aphasia is manifestation of psychological in nature. 
Droperidol was effective for the sedation of the patient; 
however, ruling out dangerous episodes by CT scan or MRI 
maybe important before droperidol administration.

Psychogenic cognitive disturbance varies in presenta-
tion, including aphasia, aphagia, and quadriplegia.8,20,21 In 
this case, the patient stayed awake and remembered the en-
tire recovery process. The patient has a history of transient 
aphasia after a bitter quarrel with her husband 4 years ago. 
Stress and anxiety could have triggered her aphasia. She 
could be soothed by seeing her family, which highlights the 

importance of emotional support in treating perioperative 
psychogenic disorders. Enhanced pre-operative education 
and early company of the family may improve the outcome.

6 |  CONCLUSION

In summary, transient aphasia can occur after general anes-
thesia. The possibility of cerebral complications and the in-
jury of the laryngeal-pharyngeal structures should be ruled 
out in appropriate clinical settings. A previous history of psy-
choemotional disorder should not be dismissed when review-
ing a patient preoperatively.
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