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Introduction
Neuropathic pains are those generated by

injury, disease or dysfunction within the

nervous system itself. Advances in pain

research have provided insight into the

complex neurobiological mechanisms

underlying the spectrum of clinical conditions

broadly referred to as neuropathic facial pain

(Table 1). This article focuses on three clinical

conditions in this category which highlight the

contrast in clinical presentation and putative

pain mechanisms. 

1 Idiopathic trigeminal neuralgia
(tic douloureux)
The best known of the cranial neuralgias is

trigeminal neuralgia (TGN), which is defined

as ‘a sudden, usually unilateral, severe, brief, 

stabbing, recurrent pain in the distribution  of

one or more branches of the fifth cranial nerve.1

Pain intensity ratings vary from ‘mild’ to

‘excruciating’ or ‘intolerable’ and uncontrolled

pain has been associated with suicide in some

patients. 

The most common presentation is that of

‘electric shocks’ or ‘spasms’ of pain, but the

condition may also manifest as a dull aching

discomfort (referred to as pretrigeminal

neuralgia). The onset may be abrupt, with rapid

onset of extremely severe pain, or it may have

an insidious nature with slow progression of

symptoms. 

TGN most commonly affects the maxillary and

mandibular divisions of the trigeminal nerve

(either individually or in combination) and if the

pain presents in tooth bearing areas, it may

easily be misdiagnosed as odontogenic pain.

Periods of remission are characteristic of the

condition and further complicate the diagnosis.

The vast majority of reported TGN cases are

unilateral in location, but bilateral pain has been

reported.

TGN affects male and females equally and

mostly affects patients in their fifth or sixth

decade of life, although exceptions do occur.

The aetiology of this distressing condition is

uncertain, even though patients may attribute

the sudden onset of pain to recent dental

interventions or facial injury. Current opinion

focuses on compression of the trigeminal nerve

root by a tortuous blood vessel. Space

occupying lesions within the posterior cranial

fossa may produce similar symptoms, but

obviously the approach to treatment of this

secondary or symptomatic type of trigeminal

neuralgia is quite different.

Attacks of pain may be triggered by relatively

innocuous activities such as shaving, washing

the face, tooth brushing, etc. This potential to

trigger pain by gentle movement of skin, tooth

or lateral border of the tongue is unique to

trigeminal neuralgia. These areas of acute

sensitivity are referred to as ‘trigger zones’,

which by definition ignite an attack of sharp,

electrical pain on stimulation. Trigger zones

may change in location or disappear

completely, leaving the patient with

spontaneous episodes of pain until the

condition resolves.

The region most commonly affected is the infra-

orbital area, which includes the incisor, canine

and premolar teeth. It is not unusual for a

canine or premolar tooth to act as a trigger

zone, responsive to mechanical or thermal

stimulation. The resultant pain is often
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Table 1

Clinical conditions currently defined

as neuropathic facial pain

� Trigeminal neuralgia 
(and pre-trigeminal neuralgia)

� Post herpetic neuralgia
� Post traumatic neuralgia
� Atypical odontalgia
� Burning mouth syndrome

(stomatodynia)

Previous articles in this series reviewed two of the most common chronic pain
conditions affecting the orofacial area, namely musculoskeletal and
temporomandibular joint pain, and headache disorders. The final article in the series
looks at neuropathic facial pain.
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