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Background: Trigeminal neuralgia is a sudden, unilateral, brief, stabbing, recurrent pain in one or more branches of the fifth cranial 
nerve distribution that affects quality of life of the affected patient. Diagnosis is made using the history alone, based on the pain 
characteristics. Pain occurs in paroxysms, which can last between a few seconds and a few minutes. The frequency of the paroxysms 
varies from a few to hundred times per day. 

Aim: The objective of this article is to provide an up-to-date review regarding the prevalence, etiology, diagnosis, and the manage-
ment of trigeminal neuralgia. 

Conclusion: TN is a rare disease but often associated with debilitating pain and disability. TN management is a concern for neu-
rologists and neurosurgeons alike. Progress has been achieved in recent years, leading to the introduction of neuro-radiological 
approaches for both pathogenesis and surgical treatment. Medical treatment should be done in TN. With an growing variety of medi-
cations available, it is possible the surgical alternative may not be available for several years.

Introduction

Trigeminal neuralgia (TN) is the craniofacial region’s most common neuropathic pain. It is one of the most severe orofacial conditions 
and can be characterized as a repeated and sudden stabbing, paroxysmal, electric shock-like, or burning pain [1]. TN’s approximate annu-
al incidence is 12.6/100,000 persons/year and increases the incidence with age [2]. TN affects 1 or more of the trigeminal nerve branches, 
mainly the second or third division. It may last a few seconds and can last for up to 2 minutes in some cases [3]. TN may be triggered by 
stimuli that are not normally irritating, such as facial caress, gentle breeze, chewing, talking, or brushing teeth, which may induce TN [4]. 
TN pain episodes can occur on a daily basis for days, weeks or months at a time and can occur quite a few times a day in serious cases [5]. 
Pain distribution is unilateral and follows the sensory distribution of cranial nerve V, usually radiating to the region of the maxillary (V2) 
or mandibular (V3), or occasionally to the region of the ophthalmic (V3), sometimes, both distributions are affected [6]. 

TN is classified as classical TN and symptomatic TN. Classical TN is caused by conflict with the neurovascular system and is classi-
fied into types 1 and 2. Type 1 is primarily paroxysmal where the patient has no pain between attacks where Type 2 is present between 
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attacks of constant continuous facial background pain. Type 2 is also known as atypical TN; central sensitization can be responsible for 
the chronic pain of this case. Type 2 neurovascular conflict may not be obvious and is considered to be resistant to different treatment 
methods [4]. Symptomatic TN is usually caused by disease leading to neural damage such as multiple sclerosis, herpes zoster, infection, 
physical injury or angle tumors [7]. Classical TN is characterized by very intense, sudden, serious, shock-like pain paroxysms that typically 
appear on one side of the face in the second and/or third trigeminal area [8].

Trigeminal neuralgia (TN) is often recognizable by the patient’s history alone. Typically, physical examinations exclude possible diag-
nosis. Signs in other cranial nerves dysfunction or any neurological abnormality preclude the diagnosis in typical trigeminal neuralgia 
and indicate the discomfort may be due to a pathological lesion [9]. TN is often misdiagnosed due to the absence of consistent clinical or 
laboratory testing and several times before a confirmed diagnosis is made, patients seek help from multiple physicians [10].

The management options for trigeminal neuralgia patients depend on a number of factors including age, general health, seriousness of 
condition, and the underlying cause. The decision will be taken following an interview between the patient doctor [11]. 

The objective of this article is to provide an up-to-date review regarding the prevalence, etiology, diagnosis, and the management of 
trigeminal neuralgia.

Prevalence

Trigeminal neuralgia has a prevalence of 0.1 to 0.2 per 1,000 and an incidence of 4 to 20 cases per 100,000 persons per year [12]. 
The ratio female to male is about 3:2. Early literature indicated high female preponderance; however, current statistics show that only 
around 60% of TN patients are female [13]. For women the annual incidence is about 5.9 cases/100,000 women. For men, that is about 
3.4 cases/100,000 people [14]. Though common after 50 years, TN is uncommon in young adults and uncommon in infants [15]. In most 
of the patients, TN affects only one side of the face, it was estimated that the right side of the face is more frequently involved [16]. 

Etiology

The trigeminal nerve is the fifth cranial nerve which is responsible for the sensory supply of the face and the motor and sensory supply 
to the muscles of mastication [17]. The exact cause of trigeminal neuralgia is unknown [18]. TN is classified into the classic, idiopathic, 
and secondary. Idiopathic TN is characterized by unknown causes which, even after surgical procedures or magnetic resonance imaging, 
remain undiagnosed. Classic TN is in the trigeminal root entry zone associated with NVC. An underlying disease such as tumors, artery 
malformations, multiple sclerosis can cause secondary TN [19].

Most cases are referred to as idiopathic but others are associated with the systemic compression of the trigeminal nerve by an aberrant 
loop of an artery or vein near its exit from the brainstem. In classical TN, compression of the trigeminal nerve root occurs within a few 
millimeters of its entry into the pons. Between 80% and 90% of the cases of TN are caused by compression by an adjacent artery or a vein 
[20]. The most frequent artery involved in this condition is the superior cerebellar artery, as seen in 75 to 80% of cases of TN.

A minority of cases are caused by diseases (secondary TN) such as multiple sclerosis or tumor obstruction of the nerves as other rare 
causes of trigeminal neuralgia include focal arachnoid thickening, adhesion, traction, binding or torsion, fibrous ring around the root, 
cerebellopontine angle tumors, infarction of the brain stem, aneurysm and arteriovenous malformation [21]. 

Pathophysiology

TN is thought to be related to demyelination of the nerves that arises at the compression site. There is no clear explanation for how 
demyelination contributes to TN symptoms. This is believed to be due to the generation of ectopic impulses formed by the demyelinated 
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lesion, thereby triggering ephaptic transmission [22]. Radiological and pathological studies have shown such vessels to be close to the 
trigeminal nerve root. The mainly involved vessel is the superior cerebellar artery. This hypothesis is further reinforced by symptom relief 
following surgery to separate the offending vessels from the nerve. Multiple other conditions like amyloid infiltration, bony compression, 
arteriovenous malformation and small infarcts in the medulla and pons, have been described to cause TN [23].

Trigger zones can be found in affected nerve distribution. Typically, those are situated near the midline. They were recorded mainly in 
the perioral and nasal regions [24]. Triggers reported to induce paroxysms of trigeminal neuralgia include teeth brushing, rashing, face 
washing, drinking, chewing, laughing, grimacing, or exposure to cold weather [25]. A prospective clinical and neuroimaging research in 
MS patients showed a substantial correlation between neurovascular compression and TN secondary to MS, indicating that a pontine 
plaque affecting primary afferents intra-axial and neurovascular compression in combination may induce TN secondary to MS by a dou-
ble-crush process involving inflammatory demyelination and mechanical demyelination, of the same first-order neurons [26].

Diagnosis

Historically, physicians have sometimes ignored neuropathic pain, and patients have been diagnosed as being hypersensitive. Recent 
research has shown that neuropathic pain can be the underlying cause of a variety of secondary symptoms which significantly affect pa-
tients ‘ quality of life [27]. 

Doctors usually evaluate a patient’s pain by personal records and conduct a physical examination but are analytical in the test. While 
various neurophysiological procedures can be used to examine the trigeminal function, in patients with secondary TN, trigeminal reflex 
testing has a diagnostic accuracy and responsiveness close to 90% [28]. This approach is simpler and less invasive than the approach 
evoked, with the detection of some phenomenon indicating an underlying mechanism. Autonomic symptoms such as conjunctival tearing 
or facial flushing are significant distinguishing points between TN and the rarer autonomic trigeminal cephalalgia. Pain localized to the 
first trigeminal nerve division needs to be evaluated more carefully, as it is more likely to be a trigeminal autonomic cephalalgia than TN 
[29].

Reliable method for diagnosing NVC in patients with refractory TN undergoing microvascular decompression (MVD) is preoperative 
high-resolution three-dimensional MRI. Imaging consisting of high-resolution, three-dimensional fast low-angle shot with three-dimen-
sional positive steady-state interference may illustrate the relationship between the intracisternal segment of the trigeminal nerve and 
the adjacent vessels [30].

Further standardization with which physicians will detect neuropathic pain is also a need. Recently developed screening question-
naires and diagnostic techniques such as standardized sensory assessment, pain-related evoked ability and skin biopsy have advanced 
the mechanistic approach to pain control and helped develop the so-called sensory profiles [31]. 

Management

In the field of neurology and neurosurgery, the management of trigeminal neuralgia is challenging. Management strategies for tri-
geminal neuralgia patients depend on a variety of factors including general health, age, disease severity and underlying cause [32]. The 
therapeutic approach varied from physiotherapy, to local anesthesia use, pharmacological diagnosis, and surgical administration. Health 
treatment is counseling on first phase [33].

Local anesthetics: TN patients with a specific trigger zone, particularly those intra-orally, can benefit from local blocks of anesthesia 
such as those provided by dentists, although with a short-term relief [34]. In certain patients can be very useful in intravenous injection 
of a combination of magnesium and lidocaine. For the treatment of TN, local anesthetics such as alcohol, glycerol, phenol, tetracaine, or 
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bupivacaine injections are used. In some TNs, five percent lidocaine plaster [35] and eight percent capsaicin patch [36] may be useful. 
Such blocks can also have several hours of full analgesia, which is particularly helpful in acute TN exacerbations when waiting for systemic 
drugs to become therapeutic [37].

Pharmacological management: Carbamazepine is considered the first-line drug for immediate therapeutic management of signs of 
trigeminal neuralgia, since it has demonstrated improved pain reduction relative to placebo. The analgesic mechanism is unknown [38]. 
Its effect may be related to the blocking of voltage-sensitive sodium channels resulting in stabilization of hyperexcited neural membranes, 
inhibition of repetitive firing or reduction of synaptic impulse propagation [39]. Carbamazepine has side effects such as drowsiness, diz-
ziness, fever, injury to the liver and ataxia. It is typically begun at a small dosage, and the dosage is raised slowly until the pain is managed. 
For most patients it reduces discomfort in the early stages of the disease [40]. In certain patients, however, carbamazepine’s efficacy 
diminishes over time. 

There is a lack of studies evaluating the efficacy of carbamazepine care, but general expert opinion indicates that long-term (five to 10 
years) pain control may present a risk of failure exceeding 50%. You will be given the normal doses of carbamazepine (200 to 1200 mg/
day) and oxcarbazepine (600 to 1800 mg/day) [41]. Oxcarbazepine is an effective alternative to carbamazepine, started twice daily at 150 
mg and increased as absorbed by 300 mg per three days before pain relief is obtained. Twice regular the treatment doses range from 300 
to 600 mg. Gabapentin is effective and widely used for neuropathic pain although trigeminal neuralgia lacks evidence [42]. Therefore, the 
application of gabapentin depends on the similarity between trigeminal neuralgia and other neuropathic pain, rather than on their clear 
distinctions. Gabapentin is started at 300 mg daily, which can be increased when tolerated slowly by 300 mg per 2 - 3 days. Gabapentin 
does not interact with other drugs and has relatively minor side effects that may include dizziness, drowsiness, headache, diarrhoea, con-
fusion, nausea and swelling of the ankles [43]. 

When carbamazepine is ineffective, or gives only partial relief, other drugs can be attempted. If applicable, these may be replaced or 
added to carbamazepine. Baclofen (Lioresal) has been shown to be helpful in dosages of 10 - 80 mg daily. Specific therapies with recorded 
success include smaller trials or case reports include pregabalin, phenytoin (Dilantin), lamotrigine (Lamictal), gabapentin (Neurontin), 
topiramate (Topamax), clonazepam (Klonopin), pimozide (Orap), and valproic acid (Depakene) (12 mg/day) [44]. 

Surgical management: A variety of surgical techniques are available for patients with refractory pain, including MVD, percutaneous 
radiofrequency rhizotomy, percutaneous glycerol rhizotomy, percutaneous balloon compression, and stereotactic radiosurgery [45]. The 
recommendation to perform an invasive neurochirurgical procedure or a minimally invasive stereotactic radiotherapy treatment will be 
focused on the clinical evidence and not solely on results from neuroimaging. Both treatments have a high initial reaction time, with the 
exception of stereotactic radiosurgery, which typically takes full effect within one to two months [46].

Microvascular decompression is one of the most common procedures used to treat trigeminal neuralgia. This is helpful to TN patients, 
where nerve root compression is the cause. Microvascular decompression provides the highest chance of long-term pain relief, with very 
low risk of visual facial deprivation and other mild complications [47]. In some patients this procedure may result in longer than 10 years 
of sustained pain relief. While this technique is the most effective, it is also the most invasive. In addition, nothing is mentioned about the 
quality of life after MVD in the literature, but it has been seen as patients undergoing primary surgery without recurrence and showing 
no signs of depression and is very satisfied after MVD. Complications described after this procedure include infections, facial palsy, facial 
numbness, cerebrospinal fluid leakage and hearing deficiency with a mortality rate of 0.1 percent [48]. 

Ablative procedures include rhizotomy with thermocoagulation or chemical injection. Such treatments include destroying the base of 
the trigeminal nerve, thereby interrupting the signals of pain transfer through the brain. Thermocoagulatory rhizotomy uses an electrode 
to apply heat to damage the nerve fibers [49]. Chemical rhizotomy involves injecting the drug, glycerol into the trigeminal nerve and 
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thereby causing damage. Glycerol injection into the trigeminal cistern determines pain relief by demyelination and axonal displacement 
in patients with TN [50]. There is evidence that the effectiveness of glycerol rhizotomy relies on a degree of sensory deprivation postop-
eratively and that if facial pain was present during glycerol injection, the odds of successful outcome will be improved [51]. 

Percutaneous balloon compression (PBC) Balloon compression involves pushing a small balloon to the point where nerve fibers are 
located. Percutaneous trigeminal balloon compression rhizotomy is typically intended for patients who are unable to withstand or re-
fractory to the above procedures. Thermocoagulated rhizotomy uses an electrode to conduct heat to destroy the nerve fibers. Balloon 
compression means pushing a small balloon to the point where the nerve fibers are located [52].

Radiofrequency thermocoagulation: This technique involves the use of instrumentation in radiosurgery. This is a non-invasive pro-
cedure, in which a highly concentrated dose of ionizing radiation is delivered at the trigeminal nerve root to an accurate target [53]. The 
radiation produces a lesion at the root of the nerve and thereby blocks the signs of pain from delivery to the brain. An initial pain relief was 
reported in excess of 90 per cent with a recurrence rate of up to 25 per cent. The reported side effects, such as masticatory weakness, dys-
esthesia and corneal numbness, appear to be related to significant individual variations in somatotopic organization of trigeminal nerve 
fibers and irreversible damage to small, unmyelinated pain fibers [54]. In addition, the use of neuronavigator and computer tomography 
to boost needle position seems to be correlated with lower complications and recurrence rates in recent studies relative to traditional 
fluoroscopy [55].

Peripheral neurectomy and nerve block: neurectomy can be performed on peripheral trigeminal nerve branches such as supraorbital, 
infraorbital, lingual, and alveolar nerves [56]. Alcohol injection, incision, cryotherapy or radiofrequency lesioning can accomplish this. Pe-
ripheral neurectomy in older patients in remote and rural areas may be safe, where neurosurgical facilities are not readily available [57].

Conclusion

TN is a rare disease but often associated with debilitating pain and disability. TN management is a concern for neurologists and neuro-
surgeons alike. Progress has been achieved in recent years, leading to the introduction of neuro-radiological approaches for both patho-
genesis and surgical treatment. Medical treatment should be done in TN. With an growing variety of medications available, it is possible 
the surgical alternative may not be available for several years.

Bibliography

1. Majeed MH., et al. “Trigeminal Neuralgia: A Clinical Review for the General Physician”. Cureus 10.12 (2018): e3750.

2. Koopman JS., et al. “Incidence of facial pain in the general population”. Pain 147 (2009): 122-127.

3. Gambeta E., et al. “Trigeminal neuralgia: An overview from pathophysiology to pharmacological treatments”. Molecular Pain (2020).

4. Nurmikko TJ and Eldridge PR. “Trigeminal neuralgia-pathophysiology, diagnosis and current treatment”. British Journal of Anaesthe-
sia 87 (2001): 117-132.

5. Rasmussen P. “Facial pain. II. A prospective survey of 1052 patients with a view of: character of the attacks, onset, course, and char-
acter of pain”. Acta Neurochirurgica 107 (1990): 121-128.

6. Mueller D., et al. “Prevalence of trigeminal neuralgia and persistent idiopathic facial pain: a population-based study”. Cephalalgia 31 
(2011): 1542-1548.

7. Yadav YR., et al. “Trigeminal neuralgia”. Asian Journal of Neurosurgery 12 (2017): 585-597.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6384039/
https://pubmed.ncbi.nlm.nih.gov/19783099/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6985973/
https://academic.oup.com/bja/article/87/1/117/304237
https://academic.oup.com/bja/article/87/1/117/304237
https://pubmed.ncbi.nlm.nih.gov/2077848/
https://pubmed.ncbi.nlm.nih.gov/2077848/
https://journals.sagepub.com/doi/10.1177/0333102411424619
https://journals.sagepub.com/doi/10.1177/0333102411424619
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5652082/


93

Trigeminal Neuralgia Prevalence and Management

Citation:  Amani Mohammed Saad Al-Shahrani., et al. “Trigeminal Neuralgia Prevalence and Management”. EC Microbiology 16.10 (2020): 
88-95.

8. Sekula RF., et al. “Microvascular decompression in patients with isolated maxillary division trigeminal neuralgia, with particular at-
tention to venous pathology”. Neurosurgery Focus 27 (2009): E10.

9. Montano N., et al. “Advances in diagnosis and treatment of trigeminal neuralgia”. JAAPA-Journal of the American Academy of Physician 
11 (2015): 289-299.

10. Obermann M and Katsarava Z. “Update on trigeminal neuralgia”. Expert Review of Neurotherapeutics 9 (2009): 323-329.

11. Bick SKB and Eskandar EN. “Surgical Treatment of Trigeminal Neuralgia”. Neurosurgery Clinics of North America 28.3 (2017): 429-
438.

12. Manzoni GC and Torelli P. “Epidemiology of typical and atypical craniofacial neuralgias”. Neurological Sciences 26.2 (2005): s65-s67.

13. Katusic S., et al. “Incidence and clinical features of trigeminal neuralgia, Rochester, Minnesota, 1945-1984”. Annals of Neurology 27 
(1990): 89-95.  

14. Türp JC and Gobetti JP. “Trigeminal neuralgia versus atypical facial pain. A review of the literature and case report”. Oral Surgery, Oral 
Medicine, Oral Pathology, and Oral Radiology 81 (1996): 424-432.

15. Bangash TH. “Trigeminal neuralgia: frequency of occurrence in different nerve branches”. Anesthesia and Pain Medicine 1.2 (2011): 
70-72.

16. Bagheri SC., et al. “Diagnosis and treatment of patients with trigeminal neuralgia”. Journal of the American Dental Association 135 
(2004): 1713-1717.

17. Gambeta E., et al. “Trigeminal neuralgia: An overview from pathophysiology to pharmacological treatments”. Molecular Pain 16 
(2020): 1744806920901890.

18. “Headache Classification Committee of the International Headache Society (IHS) The International Classification of Headache Disor-
ders, 3rd edition”. Cephalalgia 38.1 (2018): 1-211.

19. Yadav YR., et al. “Trigeminal Neuralgia”. Asian Journal of Neurosurgery 12.4 (2017): 585-597.

20. Mueller D., et al. “Prevalence of trigeminal neuralgia and persistent idiopathic facial pain: a population-based study”. Cephalalgia 
31.15 (2011): 1542-1548.

21. Sindou M., et al. “Anatomical observations during microvascular decompression for idiopathic trigeminal neuralgia (with correla-
tions between topography of pain and site of the neurovascular conflict). Prospective study in a series of 579 patients”. Acta Neuro-
chirurgica 144.1 (2002): 1-12.

22. Love S and Coakham HB. “Trigeminal neuralgia: pathology and pathogenesis”. Brain 124.12 (2001): 2347-2360.

23. Maarbjerg S., et al. “Trigeminal neuralgia - diagnosis and treatment”. Cephalalgia 37.7 (2017): 648-657.

24. Devor M., et al. “Pathophysiology of trigeminal neuralgia: the ignition hypothesis”. The Clinical Journal of Pain 18 (2002): 4-13. 

25. Cruccu G., et al. “Trigeminal neuralgia and pain related to multiple sclerosis”. Pain 143 (2009): 186-191. 

26. Truini A., et al. “A dual concurrent mechanism explains trigeminal neuralgia in patients with multiple sclerosis”. Neurology 31.86 
(2016): 2094-2099. 

27. Cruccu G., et al. “AAN-EFNS guidelines on trigeminal neuralgia management”. European Journal of Neurology 15 (2008): 1013-1028.

https://pubmed.ncbi.nlm.nih.gov/19877788/
https://pubmed.ncbi.nlm.nih.gov/19877788/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4348120/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4348120/
https://pubmed.ncbi.nlm.nih.gov/31367794/
https://stanfordhealthcare.org/medical-conditions/brain-and-nerves/trigeminal-neuralgia/treatments/surgical-procedures.html
https://stanfordhealthcare.org/medical-conditions/brain-and-nerves/trigeminal-neuralgia/treatments/surgical-procedures.html
https://pubmed.ncbi.nlm.nih.gov/15926023/
https://onlinelibrary.wiley.com/doi/abs/10.1002/ana.410270114
https://onlinelibrary.wiley.com/doi/abs/10.1002/ana.410270114
https://www.sciencedirect.com/science/article/abs/pii/S1079210496800187
https://www.sciencedirect.com/science/article/abs/pii/S1079210496800187
https://pubmed.ncbi.nlm.nih.gov/25729659/
https://pubmed.ncbi.nlm.nih.gov/25729659/
https://pubmed.ncbi.nlm.nih.gov/15646605/
https://pubmed.ncbi.nlm.nih.gov/15646605/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6985973/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6985973/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5652082/
https://journals.sagepub.com/doi/10.1177/0333102411424619
https://journals.sagepub.com/doi/10.1177/0333102411424619
https://pubmed.ncbi.nlm.nih.gov/11807642/
https://pubmed.ncbi.nlm.nih.gov/11807642/
https://pubmed.ncbi.nlm.nih.gov/11807642/
https://pubmed.ncbi.nlm.nih.gov/11701590/
https://www.mayoclinic.org/diseases-conditions/trigeminal-neuralgia/diagnosis-treatment/drc-20353347
https://pubmed.ncbi.nlm.nih.gov/11803297/
https://pubmed.ncbi.nlm.nih.gov/19171430/
https://www.researchgate.net/publication/301911432_A_dual_concurrent_mechanism_explains_trigeminal_neuralgia_in_patients_with_multiple_sclerosis
https://www.researchgate.net/publication/301911432_A_dual_concurrent_mechanism_explains_trigeminal_neuralgia_in_patients_with_multiple_sclerosis
https://pubmed.ncbi.nlm.nih.gov/18721143/


94

Trigeminal Neuralgia Prevalence and Management

Citation:  Amani Mohammed Saad Al-Shahrani., et al. “Trigeminal Neuralgia Prevalence and Management”. EC Microbiology 16.10 (2020): 
88-95.

28. Gronseth G., et al. “Practice parameter: the diagnostic evaluation and treatment of trigeminal neuralgia (an evidence-based review): 
report of the Quality Standards Subcommittee of the American Academy of Neurology and the European Federation of Neurological 
Societies”. Neurology 71 (2008): 1183-1190.

29. Zebenholzer K., et al. “Facial pain and the second edition of the International Classification of Headache Disorders”. Headache 46 
(2006): 259-263.

30. Mikula I., et al. “Differences of blink-reflex abnormalities in patients suffering from idiopathic and symptomatic trigeminal neuralgia”. 
Wiener Klinische Wochenschrift 117 (2005): 417-422. 

31. Flor H., et al. “Subtle sensory abnormalities detected by quantitative sensory testing in patients with trigeminal neuralgia”. Pain Physi-
cian 19 (2016): 507-518.

32. Bick SKB and Eskandar EN. “Surgical Treatment of Trigeminal Neuralgia”. Neurosurgery Clinics of North America 28.3 (2017): 429-
438.

33. Montano N., et al. “Advances in diagnosis and treatment of trigeminal neuralgia”. Therapeutics and Clinical Risk Management 11 
(2015): 289-299.

34. Cruccu G., et al. “American Academy of Neurology Society. European Federation of Neurological Society. AAN-EFNS guidelines on 
trigeminal neuralgia management”. European Journal of Neurology 15.10 (2008): 1013-1028.

35. Han KR., et al. “Efficacy and safety of high concentration lidocaine for trigeminal nerve block in patients with trigeminal neuralgia”. 
International Journal of Clinical Practice 62.2 (2008): 248-254.

36. Kanai A., et al. “Intranasal lidocaine 8% spray for second-division trigeminal neuralgia”. British Journal of Anaesthesia 97.4 (2006): 
559-563.

37. Umino M., et al. “Long-term pain control in trigeminal neuralgia with local anesthetics using an indwelling catheter in the mandibular 
nerve”. The Clinical Journal of Pain 18 (2002): 196-199. 

38. Kondziolka D., et al. “The effect of single-application topical ophthalmic anesthesia in patients with trigeminal neuralgia. A random-
ized double-blind placebo-controlled trial”. Journal of Neurosurgery 80.6 (1994): 993-997.

39. Cruccu G., et al. “AAN-EFNS guidelines on trigeminal neuralgia management”. European Journal of Neurology 15 (2008): 1013-1028.

40. Gronseth G., et al. “Practice parameter: the diagnostic evaluation and treatment of trigeminal neuralgia (an evidence-based review): 
report of the Quality Standards Subcommittee of the American Academy of Neurology and the European Federation of Neurological 
Societies”. Neurology 71 (2008): 1183-1190.

41. Zakrzewska JM and Lopez BC. “Trigeminal neuralgia”. Clinical Evidence (2005): 1669-1677.

42. Sato J., et al. “Diagnostic significance of carbamazepine and trigger zones in trigeminal neuralgia”. Oral Surgery, Oral Medicine, Oral 
Pathology, and Oral Radiology 97 (2004): 18-22.

43. Martinez W., et al. “Efficacy, safety, and tolerability of oxcarbazepine monotherapy”. Epilepsy and Behavior 9 (2006): 448-456.

44. Shaikh S., et al. “Lamotrigine for trigeminal neuralgia: Efficacy and safety in comparison with carbamazepine”. Journal of the Chinese 
Medical Association 74 (2011): 243-239.

45. Tatli M., et al. “Various surgical modalities for trigeminal neuralgia: literature study of respective long-term outcomes”. Acta Neuro-
chirurgica 150.3 (2008): 243-255. 

https://pubmed.ncbi.nlm.nih.gov/18716236/
https://pubmed.ncbi.nlm.nih.gov/18716236/
https://pubmed.ncbi.nlm.nih.gov/18716236/
https://pubmed.ncbi.nlm.nih.gov/16492235/
https://pubmed.ncbi.nlm.nih.gov/16492235/
https://link.springer.com/article/10.1007/s00508-005-0364-5
https://link.springer.com/article/10.1007/s00508-005-0364-5
https://pubmed.ncbi.nlm.nih.gov/27676667/
https://pubmed.ncbi.nlm.nih.gov/27676667/
https://www.neurosurgery.theclinics.com/article/S1042-3680(17)30021-9/pdf
https://www.neurosurgery.theclinics.com/article/S1042-3680(17)30021-9/pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4348120/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4348120/
https://pubmed.ncbi.nlm.nih.gov/18721143/
https://pubmed.ncbi.nlm.nih.gov/18721143/
https://europepmc.org/article/med/18036166
https://europepmc.org/article/med/18036166
https://academic.oup.com/bja/article/97/4/559/316034
https://academic.oup.com/bja/article/97/4/559/316034
https://pubmed.ncbi.nlm.nih.gov/12048422/
https://pubmed.ncbi.nlm.nih.gov/12048422/
https://pubmed.ncbi.nlm.nih.gov/8189280/
https://pubmed.ncbi.nlm.nih.gov/8189280/
https://pubmed.ncbi.nlm.nih.gov/18721143/
https://europepmc.org/article/med/18716236
https://europepmc.org/article/med/18716236
https://europepmc.org/article/med/18716236
https://www.nhs.uk/conditions/trigeminal-neuralgia/
https://pubmed.ncbi.nlm.nih.gov/14716252/
https://pubmed.ncbi.nlm.nih.gov/14716252/
https://pubmed.ncbi.nlm.nih.gov/16962380/
https://pubmed.ncbi.nlm.nih.gov/21621166/
https://pubmed.ncbi.nlm.nih.gov/21621166/
https://www.ncbi.nlm.nih.gov/books/NBK75581/
https://www.ncbi.nlm.nih.gov/books/NBK75581/


95

Trigeminal Neuralgia Prevalence and Management

Citation:  Amani Mohammed Saad Al-Shahrani., et al. “Trigeminal Neuralgia Prevalence and Management”. EC Microbiology 16.10 (2020): 
88-95.

46. Montano N., et al. “What is the best treatment of drug-resistant trigeminal neuralgia in patients affected by multiple sclerosis? A 
literature analysis of surgical procedures”. Clinical Neurology and Neurosurgery 115.5 (2013): 567-572.

47. Akram H., et al. “Proposal for evaluating the quality of reports of surgical interventions in the treatment of trigeminal neuralgia: the 
surgical trigeminal neuralgia score”. Neurosurgery Focus 35.3 (2013): E3. 

48. Gu W and Zhao W. “Microvascular decompression for recurrent trigeminal neuralgia”. Journal of Clinical Neuroscience 21.9 (2014): 
1549-1553.

49. Zakrzewska JM and Akram H. “Neurosurgical interventions for the treatment of classical trigeminal neuralgia”. The Cochrane Data-
base of Systematic Reviews 9 (2011): CD007312.

50. Wei Y., et al. “Long-Term Therapeutic Effect of Microvascular Decompression for Trigeminal Neuralgia: Kaplan-Meier Analysis in a 
Consecutive Series of 425 Patients”. Turkish Neurosurgery 28.1 (2018): 88-93.

51. Shi J., et al. “Risk Factors for Outcomes After Microvascular Decompression for Trigeminal Neuralgia”. World Neurosurgery 136 
(2020): e559-e566.

52. Staudt MD., et al. “Percutaneous glycerol rhizotomy for trigeminal neuralgia in patients with multiple sclerosis: a long-term retro-
spective cohort study”. Journal of Neurosurgery (2019): 1-9.

53. Grewal SS., et al. “Results of Percutaneous Balloon Compression in Trigeminal Pain Syndromes”. World Neurosurgery 114 (2018): 
e892-e899.

54. Sandell T., et al. “Usefulness of the endoscope in microvascular decompression for trigeminal neuralgia and MRI-based prediction of 
the need for endoscopy”. Acta Neurochirurgica 156.10 (2014): 1901-1909.

55. Spatz AL., et al. “Decision analysis of medical and surgical treatments for trigeminal neuralgia: how patient evaluations of benefits 
and risks affect the utility of treatment decisions”. Pain 131 (2007): 302-310.

56. Tatli M., et al. “Various surgical modalities for trigeminal neuralgia: literature study of respective long-term outcomes”. Acta Neuro-
chirurgica 150 (2008): 243-255.

57. Zebenholzer K., et al. “Facial pain and the second edition of the International Classification of Headache Disorders”. Headache 46 
(2006): 259-263.

Volume 16 Issue 10 October 2020
©All rights reserved by Amani Mohammed Saad Al-Shahrani., et al.

https://www.ncbi.nlm.nih.gov/books/NBK138114/
https://www.ncbi.nlm.nih.gov/books/NBK138114/
https://pubmed.ncbi.nlm.nih.gov/23991816/
https://pubmed.ncbi.nlm.nih.gov/23991816/
https://pubmed.ncbi.nlm.nih.gov/24938387/
https://pubmed.ncbi.nlm.nih.gov/24938387/
https://pubmed.ncbi.nlm.nih.gov/21901707/
https://pubmed.ncbi.nlm.nih.gov/21901707/
https://pubmed.ncbi.nlm.nih.gov/27593849/
https://pubmed.ncbi.nlm.nih.gov/27593849/
https://pubmed.ncbi.nlm.nih.gov/31958591/
https://pubmed.ncbi.nlm.nih.gov/31958591/
https://pubmed.ncbi.nlm.nih.gov/30978686/
https://pubmed.ncbi.nlm.nih.gov/30978686/
https://www.sciencedirect.com/science/article/abs/pii/S187887501830593X
https://www.sciencedirect.com/science/article/abs/pii/S187887501830593X
https://pubmed.ncbi.nlm.nih.gov/25008460/
https://pubmed.ncbi.nlm.nih.gov/25008460/
https://pubmed.ncbi.nlm.nih.gov/17451880/
https://pubmed.ncbi.nlm.nih.gov/17451880/
https://www.ncbi.nlm.nih.gov/books/NBK75581/
https://www.ncbi.nlm.nih.gov/books/NBK75581/
https://headachejournal.onlinelibrary.wiley.com/doi/abs/10.1111/j.1526-4610.2006.00304.x
https://headachejournal.onlinelibrary.wiley.com/doi/abs/10.1111/j.1526-4610.2006.00304.x

