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Sphenopalatine ganglion block for abortive treatment of a 
migraine headache

A migraine headache is defined by the International 
Classification of Headache Disorders 3 criteria (IHCD‑3) as 
a recurrent, debilitating primary headache disorder lasting 
4‑72 hours that impacts or is aggravated by daily activities. 
It has significant morbidity and can be debilitating. It is 
usually a pulsatile headache that can present with or without 
prodromal symptoms (“aura”) and usually extends into a 
period of recuperation with resolution symptoms. It is further 
defined as episodic or chronic based on the frequency of 
attacks.[1] Migraine headaches are a global healthcare burden 
with about 1.04 billion suffering from migraine headaches 
around the world, making this the sixth most common 
disease worldwide.[2] It is also the subject of ongoing research. 
The pathophysiology is only partially understood and new 
treatments are still being tested.

The current treatments for migraine headaches are divided 
into abortive treatment of acute migraine headache, and 
prophylaxis aimed at decreasing headache frequency. 
Acute headaches are usually treated with non‑steroidal 
anti‑inflammatory (NSAID) medications and second line 
treatments such as triptans (sumatriptan, ergotriptan). 
However, triptans are powerful vasoconstrictors with 
some risks and side effects. These medications are 
contra‑indicated in patients with concurrent coronary 

artery disease, pregnancy and lactation. More recently, 
interventional techniques have emerged in hard‑to‑treat 
cases. Two recent studies examined the application of a 
sphenopalatine ganglion (SPG) block with local anesthetics 
for migraine abortion. A 2015 randomized control trial 
evaluated patients with chronic migraine (CM) with six 
weeks (12 treatments) of SPG block with bupivacaine and 
found that patients had a significant reduction in pain up 
to 24 hours after each treatment.[3] Another recent series of 
cases reported similar results with lidocaine.[4]

Here, we report a case of a 45‑year‑old man with recurrent 
episodic migraine headaches presenting with an acute and 
debilitating migraine attack lasting two days that was not 
relieved with NSAIDs nor triptans. Having failed to respond 
to conventional management, an interventional approach was 
selected and the patient was treated with a trans‑nasal SPG 
block with 0.25% bupivacaine. The block was performed using 
a 3 mL syringe attached to a 20‑gauge IV catheter. The patient 
was asked to extend his neck during the procedure and roughly 
0.5‑1 mL of bupivacaine was quickly injected into each nostril. 
The procedure was tolerated well and no adverse effects were 
experienced. The patient experienced complete resolution 
of symptoms after 30 minutes of local anesthetic instillation 
and had no recurrence of symptoms noted several days later.
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Migraine headaches are a common, debilitating problem with 
a high healthcare and societal cost. Conservative treatments 
are not always effective and can carry significant risks. 
A trans‑nasal SPG is a relatively safe procedure that carries 
minimal risks. Emerging data suggests efficacy of SPG blocks 
for chronic migraines. Here, we report a case of SPG block 
for abortive treatment of episodic migraine. This safe and 
effective treatment should be considered when conservative 
treatment fails.
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The role of the hyper‑angulated videolaryngoscope in 
nasotracheal intubation

We have been performing nasotracheal intubations with 
hyper‑angulated videolaryngoscopes (C‑MAC D‑Blade 
videolaryngoscope, Karl Storz, Tuttlingen, Germany and 
Spectrum and LoPro Glidescope videolaryngoscope 
blade, Verathon, Seattle), which provide an excellent nasal 
intubating condition, and we wish to report our experience.

In our practice, after the induction of anaesthesia, a 
nasotracheal tube (Portex Polar Preformed Tracheal Tube) is 

passed via one of the nostrils, and a laryngoscopy is performed 
with a hyper‑angulated blade (HAB) videolaryngoscope. 
A good glottic view is displayed on the monitor, and the 
endotracheal tube can then be advanced into the trachea with 
ease. By slightly rotating the endotracheal tube, or through 
external laryngeal manipulation, or if necessary inflating 
the cuff in the supraglottic space to lift up the tube to reach 
the glottic opening and deflating before advancing into the 
glottis and/or with minimal manoeuvring of the blade under 
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