
 

TRIGEMINAL NEURALGIA 

 

“The Girl I Left Behind”, oil on canvas, 1870, Eastman Johnson. 

 



You are standing in the sky. When we think of the sky, we tend to look up, but the sky 

actually begins at the earth...With every breath, we inhale countless millions of 

molecules of sky, heat them briefly, and then exhale them back into the world. At this 

moment, you are breathing some of the same molecules once breathed by Leonardo 

da Vinci, William Shakespeare, Anne Bradstreet, or Colette. Inhale deeply. Think of 

“The Tempest”. Air works the bellows of our lungs, and it powers our cells. We say 

“light as air”, but there is nothing light weight about our atmosphere, which weighs 

5,000 trillion tons. Only a clench as stubborn as gravity’s could hold it to the earth; 

otherwise it would simply float away and seep into the cornerless expanse of space. 

 

Without thinking, we often speak of an “empty sky”. But the sky is never empty. In a 

mere ounce of air, there are 1,000 billion trillion gyrating atoms made up of oxygen, 

nitrogen and hydrogen, each with a menagerie of electrons, quarks, and ghostly 

neutrinos. Sometimes we marvel at how “calm” the day is, or how “still” the night. 

Yet there is no stillness in the sky, or anywhere else where life and matter meet. The 

air is always vibrant and aglow, full of volatile gases, staggering spores, dust, 

viruses, fungi, and animals, all stirred by a skirling and relentless wind. There are 

active flyers like butterflies, birds, bats, and insects, who ply the air roads; and there 

are passive flyers like autumn leaves, pollen, or milkweed pods, which just float. 

Beginning at the earth and stretching up in all directions, the sky is the thick, 

twitching realm in which we live. When we say that our distant ancestors crawled out 

onto the land, we forgot to add that they really moved from one ocean to another, 

from the upper fathoms of water to the deepest fathoms of air. 

 

The prevailing winds here are from the west, as I can see from the weird and 

wonderful shapes of the vegetation along the beach. A light steady breeze blowing off 

the Pacific has swept back the wild grasses into a sort of pompadour. A little further 

back, in a more protected glade, I find a small clump of them, around which a circle 

runs in the dirt. It looks as if someone pressed a cookie cutter down in the ground, but 

the wind alone has done it, blowing the grass around and turning it into a natural 

protractor. We think of the wind as destructive force - a sudden funnel that pops a 

roof off a schoolhouse in Oklahoma - but the wind is also a gradual and powerful 

mason that carves cliffs, erodes hillsides, re-creates beaches, moves trees and rocks 

down mountains or across rivers. Wind creates waves, as in the sensuously rippling 

dunes of Death Valley or along the changing shorelines. The wind hauls away the 

topsoil as if it were nothing more than a dingy tablecloth on the checkerboard fields 

of the Midwest, creating a “dust bowl”. It can power generators, gliders, windmills, 

kites, sailboats. It sows seed and pollen. It sculpts the landscape. Along rugged 

coasts, one often sees trees dramatically carved by the relentless wind. 

 

The north wind is shown on ancient maps as a plump-cheeked man with tousled hair 

and a strained expression, blowing as hard as he can. According to Homer, the god 

Aeolus lived in a palatial cave, where he kept the winds tied up in a leather bag. He 

gave the bag to Odysseus to power his ship, but when Odysseus’s comrades opened 

the bag the winds raced free throughout the world, squabbling and whirling and 

generally wreaking havoc. “The children of morning”, Hesiod called the Greek 

winds.            

 

Diane Ackerman, “A Natural History of the Senses”, 1990. 

 

To those with the unfortunate affliction of tic douloureux, the day, especially, is never 

“calm”, the night never “still”; even the merest gust may serve a painful reminder!  



TRIGEMINAL NEURALGIA 

 

Introduction 

 

Trigeminal neuralgia (also occasionally known as tic douloureux) is a disabling 

syndrome characterised by neuropathic facial pain which is sudden, brief, severe and 

recurrent. 

 

It involves the unilateral distribution of one or more branches of the fifth cranial 

(trigeminal) nerve. 

 

It can be classified as classic (or primary or idiopathic) or secondary to an identifiable 

underlying cause. 

 

Treatment involves antineuralgic medications, treatment of the underlying cause, or 

occasionally surgery.   

 

Anatomy 

 

Sensory innervation of the head and neck, including the three branched trigeminal 

nerve innervation of the face, (Snell R. Clinical Anatomy for Medical Students, 5th ed 

1995). 

 

Epidemiology 

 

Most typically affects older patients, (> 55 years).  



 

Pathophysiology  

 

The exact mechanism of pain production remains unclear in most cases. More than 

one pathology may be involved. 

 

Causes include: 

 

1. Classic (or primary or idiopathic): 

 

● In most cases, no lesion is identified, and the etiology is thus labelled 

classic or idiopathic. 

 

2. Secondary: 

 

 ● To irrigative lesions: 

 

 Lesions may irritate the trigeminal nerve roots in the region of the pons 

and may include: 

 

♥ Tumors 

 

♥ Chronic meningeal inflammation. 

 

♥ Vascular:  

 

 ♥♥ Aneurysms 

 

 ♥♥ An abnormal vascular course of a blood vessel, (the 

 superior cerebellar artery is often cited as a cause).  

 

● Focal demyelination (e.g. MS) of the trigeminal nerve or its brainstem 

 ganglion. 

 

Clinical Features 
 

Important points of History: 

 

1. Pain characteristics: 

 

 ● Involves the unilateral distribution of one or more branches of the 

 fifth cranial (trigeminal) nerve. 
 

● Sudden onset. 

 

● Brief, (usually seconds up to 2 minutes) 

 

♥ Because of the very brief nature of the pain, it is often 

described as stabbing or compared to an electric shock. 

 

● Severe 

 



● Recurrent: 

 

 ♥ A series of multiple brief stabbing “electric shocks”:  

 

 ♥ Often becoming more prolonged and incapacitating over time. 

 

● The pain usually does not awaken the patient from sleep; indeed sleep 

is a period of relief. 

 

● There may be a residual ache after the shock-like pain has subsided, 

but if pain persists at full intensity for minutes or hours, other 

diagnoses (eg cluster headache, atypical facial pain) should be 

considered. 

 

2. Trigger factors: 

 

● Pain may arise spontaneously but is often triggered by sensory stimuli 

to face.  

 

Attacks may be triggered by seemingly trivial sensory stimulation, 

including: 

 

♥ Light touching of the face 

 

♥ A gust of wind blowing on the face 

 

♥ Everyday activities such as talking, chewing, shaving or 

brushing teeth.  

 

● A specific trigger point can sometimes be identified on the gingivae. 

 

3. Sensory features: 

 

 ● There is no sensory loss in the painful area. 

 

4. Time course: 

 

 ● Attacks may remit for weeks to months, but then recur. 

 

5. Attacks tend to be stereotyped in each individual patient. 

 

Important points of Examination: 

 

Neurologic examination shows no abnormalities except in cases in which there is an 

underlying lesion, were there may be neurological findings. 

 

Differential diagnosis 

 

Important considerations include: 

 

1. Multiple sclerosis: 

 



● Uncommonly, an area of demyelination from multiple sclerosis may be 

the precipitant.  

 

● Trigeminal neuralgia in a young person (less than 40 years of age) may 

be due to multiple sclerosis. 

 

2. Herpes zoster related: 

 

● Early herpes zoster, (before rash has become apparent) may be the 

cause of symptoms. Alternatively post herpetic neuralgia may be the 

cause. 

 

3. Giant cell arteritis (i.e temporal arteritis): 

 

● In the elderly this should always be considered.  

 

Investigations 

 

MRI 

 

The aim of MRI imaging in patients with symptoms of trigeminal neuralgia is to 

detect those with structural lesions including: 

 

● Demyelinating lesions 

 

● Mass lesions in the cerebellopontine  

 

● Ectatic or aberrant blood vessels compressing the nerve roots. 

 

MRI should always be done if there are atypical features such as sensory loss. 

 

Management 

 

1. Carbamazepine: 

 

● This is considered the first line treatment. 2 

 

● After pain relief has been maintained for several weeks, the dose 

should be gradually reduced to establish the minimum dose that will 

provide good pain control. 

 

● Give carbamazepine controlled-release 100 mg orally, once or 

twice daily; increase as tolerated and according to response every 7 

days up to a maximum of 600 mg twice daily. 1 

 

2. Other agents. 

 

● If carbamazepine is ineffective a trial of other drugs alone or in 

combination with carbamazepine may be useful.  

 

● Other drugs that have been suggested as possibly being effective 

include:  



 

 ♥ Baclofen 

 

 ♥ Clonazepam 

 

 ♥ Gabapentin 

 

 ♥ Lamotrigine 

 

 ♥ Oxcarbazepine 

 

 ♥ Phenytoin  

 

 ♥ Sodium valproate 

 

● Note that amitriptyline is usually ineffective for neuralgia. 

 

3. Surgery: 

 

Compression of trigeminal roots from tumors or aberrant vessels may rarely 

be the cause and may require neurosurgical intervention. 

 

● Microvascular decompression of the trigeminal nerve: 

 

♥ Microvascular decompression is a complex and invasive 

procedure, but may potentially cure the condition.  

 

♥ It may be the treatment of choice for selected individuals with 

severe symptoms and who are suitable candidates for surgery.  

 

● Other techniques include thermocoagulation or radiofrequency 

rhizotomy of the trigeminal ganglion or stereotactic radiotherapy 

(“gamma knife” therapy, which is available in some major centres). 

 

Disposition: 

 

Patients should be referred to a Neurologist in the first instance. 

 

Neurosurgical referral should be considered for refractory cases or when a possible 

causative lesion is identified. 

 

 

 

 

 

 

 

 

 

 



 

 

Illustration for “The Wind” by William Morris, watercolour, Emma Florence 

Harrison. 

 



 

References 

 

1. eTG - July 2018. 

 

2. Diagnostic Imaging Pathways - Headache (Adult) - October 2017  

 

 ● www.imagingpathways.health.wa.gov.au 

 

 

Dr J. Hayes 

Reviewed December 2018 


