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¿Cuándo acudimos? 
Cuando el tratamiento farmacológico y no 

farmacológico fracasa, no es posible aplicarlo 
por efectos secundarios o circunstancias propias 

del paciente 



¿Qué técnicas intervencionistas se 
efectúan en la clínica del dolor para las 

algias craneofaciales? 

•  Bloqueos diagnósticos 
•  Bloqueos terapéuticos 
•  Radiofrecuencia pulsátil y/o térmica 
•  Neuroestimulación periférica y medular 



Dolores craneofaciales más 
relevantes en la práctica diaria 

•  Neuralgia occipital 
•  Neuralgia del Trigémino 
•  Neuropatía del Trigémino 
•  Dolor Facial Idiopático persistente 
•  Otras Neuralgias 
•  Dolor referido desde la región cervical 
•  Dolor Facial Neuropático 

   Neuralgia Postherpética 
   Por traumatismo Nervioso 

•  Patología oral y maxilar 



Neuralgia Occipital 

•  Trat conservadores 
•  Trat intervencionistas 

    Evidencia 2B+ 
  - Bloqueo del n Occipital mayor y menor 
  - Infiltración con Toxina Botulínica 
  - RF pulsada de los n Occipitales 
  - RF pulsada del GRD  C2 
  - Neuroestimulación Subcutánea n Occipitales 



the ipsilateral side of the lesion. The needle is aimed at
the middle of the foramen. If one only wants to treat the
mandibular branch, the entry point of the needle is 1 cm
lateral to the corner of the mouth and one aims the
needle at the lateral part of the foramen ovale. If one
only wants to treat the ophthalmic branch, the entry
point of the needle lies 3 cm lateral to the corner of the
mouth and one aims the needle at the medial part of the
foramen ovale.

For this treatment, we use an Sluijter-Mehta-Kanula
cannula, 10 cm 22 G with a 2 mm active tip. Once the
anatomical landmarks have been identified, an intrave-
nous sedative dose of propofol or similar agent is given.
The Sluijter-Mehta-Kanula needle is then advanced
toward the foramen ovale (tunnel-view) (see Figures 2
and 3). It is important to place a finger in the mouth
to be certain that there is no penetration of the oral
mucosa. Once the needle is through the foramen ovale
into Meckel’s cavity, stimulation can take place. The
stimulation parameters are as follows: first the motor
functions are tested, whereby there should be little or no
contraction of the Masseter muscle, preferably above a
threshold of 0.6 V. With motor stimulation, the needle
needs to be advanced carefully approximately 2 mm.

Figure 2. Radiofrequency treatment of Gasserian ganglion:
lateral view. Needle is positioned through the base (foramen
ovale) of the skull. Note the Sella Turcica and Clivus.

Figure 1. Clinical practice algorithm
for the treatment of trigeminal
neuralgia.

Clinical Practice Algorithm 

Intense paroxysmal unilateral facial pain 

MRI scan 

Differential diagnosis by means of 6 questions 

Medication treatment gives insufficient pain 
relief and/or side effects are intolerable 

Young patient Elderly patient

Microvascular decompression Radiofrequency treatment of 
Gasserian ganglion 
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Neuralgia esencial del trigémino 



1. Abordaje a través del foramen oval 
2. Estimulación de prueba 
3. Lesión         

           Radiofrecuencia (RF),  
           Inyección de glicerol, 

    Balón de compresión 

El procedimiento 





•  Exito de técnica  

– RF   100% 
– Glicerol  94% 
– Globo           89% 

•  Alivio inicial de dolor 
   
 - RF    98% 
- Glicerol   91% 
- Globo    93% 

RESULTADOS 

Trigeminal neuralgia. Pain Pract 2009; 9 (4): 252-59 

Evidencia 2B+ 



•  Otras indicaciones: 

–  Tratamiento paliativo en dolor neoplásico 
– Neuralgia del Trigémino 
– Cefalea Autonómica Trigeminal (Clúster) 
– Manejo del dolor ocular 
–  Tratamiento dolor por de herpes zóster agudo 
– Migraña 

Bloqueo del ganglio de Gasser 



Neuropatias periféricas 
 del Trigémino 



•  Diagnóstico diferencial con 
migraña, cefalea clúster y/o 
sinusitis frontal 

•  Secundaria a traumatismo, 
retención de líquidos 
(perimenstrual) 

•  Atrapamiento nervioso: ajuste 
gafas deficiente, ceño fruncido, 
fasciculaciones palpebrales 

Neuralgia Supraorbitaria 



•  Diagnóstico diferencial con 
sinusitis maxilar, patología 
dental 

•  Secundario a traumatismo 
facial 

•  Empeora con reír/sonreír 

•  Empeoramiento perimenstrual 

•  Uni o bilateral 

•  Abordaje extraoral o intraoral 

Neuralgia Infraorbitaria 



•  Dolor en mejilla y dientes superiores 
•  Imita infecciones en senos paranasales y problemas dentales 
•  Desencadenada por extracciones dentales y fracturas de la 

mandíbula 

Neuralgia Maxilar 



•  Dolor en la mandíbula 

•  Imita a patología dental y de la ATM 

•  Se desarrolla en fracturas de mandíbula y extracciones dentales 

Neuralgia Mandibular 



Maxillary/Mandibular Nerve Block 



Maxillary Nerve Block 



•  Secundaria a trauma dental, 
enfermedad de Paget y 
fracturas mandibulares 

 
•  Dolor irradiado a los dientes 

inferiores y  mandíbula 

Neuralgia Mentoniana 



III.A CLINICAL PRACTICE ALGORITHM

III.B TECHNIQUES
The radiofrequency treatment of the ganglion pterygo-
palatinum is described in the article on cluster headache
in this issue24 (see page 440).

PRF current of 45 V with a maximal temperature
of 42°C is applied one or more times during a period of
120 seconds.

IV. SUMMARY
The diagnosis of chronic atypical facial pain is made
mainly through a process of elimination of other causes.
Therefore, a multidisciplinary examination and consul-
tation are often required.

Pharmacological treatment with tricyclic antidepres-
sants and anti-epileptic drugs can be tried. The conser-
vative pharmacological treatment with amitryptiline is
the primary choice. Venlafaxine and fluoxetine can also
be considered.

When the pharmacological therapy fails, PRF treat-
ment of the ganglion pterygopalatinum (sphenopalati-
num) can be considered.
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Facial pain 
Daily – during the whole day or the 

greater part thereof 

No sensory loss or other physical 
signs 

If necessary, MRI 

Pharmacological treatment 
insufficient effect 

Consider PRF of the 
ganglion pterygopalatinum

Figure 1. Clinical practice algorithm for the treatment of atypical
facial pain. MRI, magnetic resonance imaging; PRF, pulsed
radiofrequency.
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Tratamiento del Dolor Facial 
Idiopático Persistente 



Dolor Facial Idiopático Persistente 

•  A considerar tratamiento Intervencionista 
con RF pulsada del ganglio esfenopalatino 
  “21% de los pacientes alivio dolor 100%, 65% mejoría buena-
moderada” .  
 Bayer E Pain Pract 2005. 

   
  Evidencia 2C+ 



•  Indicaciones: 
•  Neuralgia esfenopalatina (Sluder) 
•  Migraña 
•  Cefalea autonómica trigeminal (Clúster) 
•  Dolor facial idiopático persistente 
•  Neuralgia del trigémino 
•  Dolor por cáncer de las estructuras faciales y 

orofaciales 
•  Cefaleas postraumáticas 

Bloqueo de Ganglio Esfenopalatino 



•  Complicaciones 
•  Hematoma de la mejilla 
•  Epistaxis 
•  Hematoma retro-orbital 
•  Lesión del nervio 
•  Equímosis 
•  Infección 
•  Inyección intraarterial 

Bloqueo de Ganglio Esfenopalatino 



Otras neuralgias 



•  Migrañas menstruales, 
irradiado a región retroauricular 

•  Uni o bilateral 

•  Mal diagnosticada como 
patología de ATM 

•  Empeora con bruxismo 

Neuralgia Aurículotemporal 



•  Similar a la neuralgia del trigémino, pero el dolor es unilateral en la 
faringe, amígdalas, mastoides y oído 

•  Desencadenado por bostezar, tragar o masticar 

•  Se puede producir síncope, probablemente relacionado con la 
estimulación vagal. 

•  Estiloides alargada 

•  Neuralgia glosofaríngea secundaria 

Neuralgia del Glosofaríngeo 



•  Indicaciones 
•  Neuralgia del glosofaríngeo 
•  Dolor por cáncer faríngeo 
•  Hipo refractario 
•  Anestesia para procedimientos o manipulaciones faríngeas 

Bloqueo del Glosofaríngeo 



•  Atrapamiento cigomático por 
muesca de la coronoides es 
lo más común 

•  Imita patología ATM y 
neuralgia infraorbitaria 

•  Peor en la mañana 

Neuralgia Facial 



II.D EVIDENCE FOR INTERVENTIONAL
MANAGEMENT

A summary of the available evidence is given in Table 6.

III. RECOMMENDATIONS
In patients with therapy-resistant cluster headache,
study-related RF treatment of the PPG can be considered.

With cluster headache, which is refractory to
other treatment options, ONS may be considered, pref-
erably in relation to a study in specialized centers
(Table 6).

III.A CLINICAL PRACTICE ALGORITHM

III.B TECHNIQUES
The RF Treatment of the PPG Procedure

The patient is positioned lying on the back and the fossa
pterygopalatina is identified by using lateral fluoroscopy.

A line is drawn on the skin over the fossa and the
introduction point is chosen just below the arcus zygoma-
ticus (Figure 4). The skin is anesthetized and a 100-mm
radiofrequency electrode with a 2-mm active tip is slowly
introduced. This needle is carefully inserted in a super-
ior and anterior direction using lateral fluoroscopy
toward the anterosuperior point of the fossa pterygopa-
latina (Figures 5 and 6). The C-arm is now placed in
an anteroposterior position; the tip of the canula should
be lying just lateral to the nasal wall. The stylet is
removed, and a thermocouple RF-probe is placed. The
position of the electrode is confirmed by electrostimula-
tion using 50 Hz. It is important to use a 2-mm active tip,
otherwise damage can occur to the nervus maxillaris
during the lesion. Generally, the patient feels paresthesia
on the lateral side and back of the nose at a threshold
of 0.4 V. There should be no paresthesia felt in the soft
palate or the upper jaw because this indicates the stimu-
lation of the nervus maxillaris or its branches (Table 5).

After a limited amount of local anesthesia (maximum
of 1 mL), a lesion is carried out for 60 s at 80°C, and this
lesion is repeated twice whereby the electrode is inserted
further.

IV. SUMMARY
The diagnosis of cluster headache is based on the case
history and indications from the physical examination.

Table 6. Summary of Interventional Pain Treatments

Technique Score

Radiofrequency treatment of the pterygopalatine ganglion 2 C+
Occipital nerve stimulation 2 C+

Pharmacological treatment fails

Oxygen therapy fails 

Red flags excluded: residual headache, abnormal vital signs, 
abnormal tests for the cranial nerves 

Consider radiofrequency (RF) therapy of 
the pterygopalatine ganglion (PPG) 

Attackwise appearance of headaches 

Refractory pain 

Consider occipital nerve stimulation 
(ONS) 

Figure 3. Clinical practice algorithm for cluster headache.

Figure 4. Radiofrequency treatment of the pterygopalatine
ganglion: projection of the metal bar indicates the line over the
fossa pterygopalatina.
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Cefalea Autonómica Trigeminal 
 (Clúster) 

Evidencia 2 C+ 



Tratamiento de las Cefaleas: Migraña 
 
•  Toxina Botulínica en musculatura facial y craneal 

(puede disminuir episodios cefalea refractaria) 
•  Lidocaína intranasal 4% (prevención de la migraña 

que sigue al áurea) 
•  Estimulación de nervios occipitales: 

»  59,5% de los pacientes redujeron frecuencia crisis en un 30%, 47,8% 
intensidad dolor en un 50% (Dodick et al 2014) 

Bloqueos periféricos nervios supraorbitário y 
occipitales pueden abortar crisis en un inicio 



Tratamiento de las cefaleas:  
cefalea cervicogénica 

•  Inyecciones locales 
-  Bloqueo del nervio occipital mayor y menor  
Evidencia 1B+ 
- Bloqueo de la articulación atlanto-axoidea 
Evidencia 2C+ 

•  RF de los ramos mediales cervicales 
Evidencia 2B+/- 

•  RF pulsada (120”, 45V)  
   del GRD C2-C3.  
No literatura suficiente 
para hablar de evidencia 

 



Neuralgia postherpética 

•  Bloqueo del ganglio estrellado 
    Pain Physician 2012; 14: 467-74 



Bloqueos miofasciales 


