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Trigeminal Neuralgia: A Rare Cause of Facial
Pain in a Child
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Abstract

Trigeminal neuralgia is a rare form of facial pain in children. It
may be primary or secondary. We report a 10-year-old girl with id-
iopathic trigeminal neuralgia who was treated with carbamazepine
successfully.
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Introduction

Trigeminal neuralgia (TGN) is a form of facial pain which is
uncommon in children. Trigeminal neuralgia 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. It may be primary or secondary [1]. Anti-epi-
leptic drugs have been widely used in the treatment of pain
since 1960s [2]. We report a 10-year-old girl with idiopathic
TGN who was treated with carbamazepine successfully.

Case Report
A 10-year-old girl was admitted to our department with the

complaint of pain in the right cheek and tinnitus in the same
ear for 6 weeks. The pain was sudden and electric shocklike.
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It lasted for a few seconds and repeated one or two times in
a day. She interrupted activity during the pain. The pain was
not aggravated on brushing the teeth, touch or chewing. She
had no tearing, facial numbness or dizziness. She used sev-
eral antibiotics and analgesics, but no benefit was provided.
She has a history of adenoidectomy 2 years ago.

Neurological and otological examinations were nor-
mal. She does not have any tooth problem. Bilateral hear-
ing tests and electroencephalography were normal. Magnetic
resonance imaging (MRI) and MR angiography revealed no
pathological findings. Carbamazepine (CBZ) 10 mg/kg/day
was administered. She have had only two attacks within 2
months and CBZ dose increased (15 mg/kg/day). After the
increasement of CBZ, she became pain free.

Discussion

The incidence of TGN is estimated at 12.6 per 100,000 per-
son-years, with the mean age at diagnosis of 51.5 years and
women are more often affected than men [3]. Rarely, TGN
presents during childhood and only 1.5% of cases occur in
pediatric cases [4]. The diagnosis of TGN is based on clinical
findings and there have not been any case controlled studies
to validate diagnostic methods [5]. The International Head-
ache Society defined TGN’s criteria as paroxysmal attacks
of pain lasting from a fraction of a second to 2 min. Pain is
intense, sharp, superficial or stabbing and precipitated from
trigger areas or by trigger factors. Attacks are stereotyped
in the individual patient. There is no clinically evident neu-
rological deficit and it does not attribute to another disorder
[6]. The onset and termination of TGN episodes are usually
paroxysmal and patients are generally free of pain between
attacks. The pain is unilateral in most patients [1].

TGN is genarally idiopathic and the other causes must
be excluded for idiopathic TGN. Vascular compression is
thought to be the main cause in both adults and children [7].
Symptomatic TGN can be due to tumors, vascular malfor-
mations, and multiple sclerosis [7, 8]. The most important
test is brain MRI for revealing the etiology of the pain and
most studies support the combined use of MRI and MR an-
giography in the evaluation of TGN [9-11].
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The initial treatment of patients with TGN is medical
therapies such as carbamazepin, oxcarbazepine, phenytoin,
and gabapentin. The surgical treatments consisting of mi-
crovascular decompression, percutaneous rhizotomies, and
stereotactic radiosurgery should be considered when medi-
cal therapies fail to control pain. However, surgical results
in children were not satisfactory as adults [4]. Lopes et al
[12] reported two children with idiopathic TGN who re-
sponded to medical treatment. But multiple drugs like ga-
bapentin, oxcarbazepine, amitrptyline, chlorpromazine, and
carbamazepine were given. Silva et al [13] reported a patient
whose symptoms completely relieved only one week after
initiation of carbamazepine. In our patient, we did not find
any etiologic cause and evaluated idiopathic TGN. She had
a good response to carbamazepine. Unfortunately before car-
bamazepine she had used several antibiotics and analgesics
without any success.

In summary, TGN is a rare disorder in children. We want
to emphasize that children with facial pain should be con-
sidered of TGN. Carbamazepin is the most frequently used
drug and our patient had a good response to carbamazepine.
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