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Learning Objectives 

1.  To understand the distinction between trigeminal neuropathy and trigeminal neuralgia 

and how this may affect how we protocol and interpret MR scans.  

2. To recognize the critical radiologic anatomy landmarks of the trigeminal nerve from 

the brainstem nuclei to the main facial branches. 

3. To review the red flag clinical features or findings that should make us more 

concerned for sinister pathologic causes of trigeminal symptoms. 

4. To review a number of cases of H&N disease that may manifest with trigeminal 

symptomatology. 
 

Abstract 

There are several key points radiologists should understand when reading scans with a history 

of trigeminal symptomatology. Most importantly, radiologists should understand the difference 

between neuropathy and neuralgia so that scans are appropriately performed and reviewed. 

Secondly it is critical to understand the anatomical landmarks of the trigeminal nerve in order 

to search for pathology on MR scans. 



Trigeminal neuropathy (TN) is a specific neurological syndrome of recurrent episodic intense 

facial pain that occurs after stimulation of a facial trigger zone. It tends to increase in frequency 

over time. Atypical TN, or TN2 is a constant aching burning pain that is less intense than TN1. 

Classic TN is when these symptoms are due to neurovascular compression which is most often 

due to a branch of the superior cerebellar artery at the root entry zone of the cisternal 

trigeminal nerve. Symptomatic TN is when the same symptoms are found to be due to a 

pathological process involving the trigeminal nerve from brainstem to its peripheral branches. 

In contrast to TN, trigeminal neuropathy is any dysfunction of trigeminal motor or sensation; 

be that dysesthesias, tingling, numbness or evident denervation changes. Trigeminal 

neuropathy can be due to any pathology from the brainstem to the peripheral nerve branches. 
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Test Your Knowledge 

1. What is the expected disease course over time of trigeminal neuralgia? 

a. Tends to spontaneously resolve 

b. Tends to become less frequent 

c. Tends to develop fewer trigger sites  

d. Tends to become more frequent 

 

2. The three branches of the trigeminal nerve are known as the: 

a. Orbital, nasal and mandibular nerves 

b. Frontal, maxillary and mandibular nerves 

c. Ophthalmic, maxillary and mandibular nerves 

d.  Frontal, nasociliary and lacrimal nerves 

 

3. The trigeminal nerve carries sensory information from much of the face including the 

external aspect of the tympanic membrane. For which meningeal location does it provide 

sensory innervation? 

a. Anterior and middle fossa meninges 

b. Posterior fossa meninges 

c. Upper cervical cord meninges 

d. Internal auditory canal meninges 

 

4. The artery most commonly found to be at fault when there is true neurovascular 

compression of the trigeminal nerve is: 

a. The superior cerebellar artery 

b. The anterior inferior cerebellar artery 

c. The posterior inferior cerebellar artery 

d. The menial cerebellar artery 

 



5. A patient with intermittent sharp, severe left facial pain is shown to have a large left 

cerebellopontine angle mass with restricted diffusion, compatible with an epidermoid. 

What is the best description of their pain? 

a. Symptomatic trigeminal neuralgia 

b. Asymptomatic trigeminal neuralgia 

c. Classic Trigeminal Neuralgia 

d. Trigeminal Neuropathy 

 

 


