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Radiofrequency ablation and 
phenol neurolysis in a case of 
glossopharyngeal neuralgia due 
to a rare aetiology

Sir,

Glossopharyngeal neuralgia (GPN) is a rare facial 
pain syndrome (incidence 0.2–0.7 per 1,00,000) with 
clinical features of excruciating lateralised pain in 
the sensory innervation territory of glossopharyngeal 
nerve; triggered by chewing, yawning, talking and 
emotional stress.[1] Aetio-pathologically, GPN can be 
idiopathic or secondary to compression from adjacent 
vascular structures or tumour; Paget’s disease; Eagle’s 
syndrome or Sjogren’s syndrome.[2] Interventional 
cranial nerve IX (CN IX) neurolysis, though a feasible 
management strategy, has been rarely performed[3] 
compared to trigeminal neurolysis,[4] in view of 
the complexity of approach and risk of serious 
complications. We report a case of GPN due to a rare 
aetiology and its management.

A 38-year-old female has been having gradually 
progressing pain inside the ear, tonsils and base of the 

tongue since last 6–8 months. The patient reported 
up to 30–40 attacks of pain, with numeric rating 
score (NRS) of 9–10/10, during a 24-h stretch which 
seriously disturbed her daily pursuit with suicidal 
ideas and sleep disturbances. She didn’t have any 
other comorbidity apart from a past history of partial 
styloidectomy done one and a half years back for similar 
symptoms. After an asymptomatic postoperative 
interval, the pain recurred by 7–8 months. 
Neurologic examination revealed hyperaesthesia of 
posterior pharyngeal wall. MRI revealed no vascular 
abnormality/tumour. We diagnosed her as a case of 
scar induced secondary GPN. After obtaining written 
informed consent, we conducted a diagnostic CN 
IX block with local anaesthetic (LA) Lignocaine and 
40 mg triamcinolone intra-orally at the base of the 
posterior tonsillar pillar. The patient had dramatic 
pain relief lasting 24 h. Further, we did a conventional 
radio-frequency ablation (RFA) of CN IX and phenol 
neurolysis under fluoroscopic guidance via extraoral 
approach. We localised the remnant of styloid process 
in lateral fluoroscopic view [Figure 1a and b] using 
curved RF needle of 10-mm active tip. At the posterior 
aspect of remnant styloid (almost 4 cm from the skin), 
using	0.5	mV	current	at	50	Hz	frequency,	pain	along	
CN IX sensory innervation area was reproduced. On 
subsequent motor stimulation, no contractions of 
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diaphragm and sternocleidomastoid muscles were 
noticed. RFA lesioning was done at 50°C for 60 s, 60°C 
for 60 s and 70°C for 60 s; following which 1 mL of 7% 
phenol was instilled in order to provide lasting pain 
relief. For 48 h post-procedure, the patient reported an 
NRS score of 5–6/10 which we attributed to probable 
neuritis. The patient reported near to complete pain 
relief on assessments at 2 weeks, 1 month, 6 months 
and 1-year post-procedure (NRS 3/10, 1/10, 0/10 and 
0/10 respectively) and analgesics were gradually 
discontinued.

To date, very few case reports have considered 
RFA and neurolysis for GPN.[3] Our case posed a 
challenging and rare scenario of scar induced GPN 
as partial styloidectomy made the fluoroscopic 
landmarks difficult to identify. Nerve entrapment in 
the scar tissue was probably the cause of pain in our 
case. This can be further demanding as scars after 
bone resections are highly collagenised and thicker 
compared to post-tonsillectomy scars. Collagen 
in scar tissue has properties similar to electrical 
dipoles.[5] We assume that scar traction induced 
action potentials are transmitted centrally via CN 
IX afferent nociceptive fibres reinforcing the central 
sensitisation process.

A CN IX neurolysis must be performed by an 
experienced pain physician with extreme caution 
due to its proximity to other CNs and major vascular 
structures [Figure 1c]. A well-circumscribed lesion 
created by conventional RFA is shaped like a match 
head. Using a needle of 22-gauge with 0.71 mm in 
diameter	 the	 usual	 lesion	 size	 is	 around	 2–4	 mm.	
The heated lesion is maximal around the shaft of 
the needle and minimal ahead of the tip with the 
needle placed parallel to the nerve. During CN IX 
RFA the thermo-coagulation needle is perpendicular 
to	 the	nerve;	 therefore	expected	 lesion	size	need	not	
be optimal. Hence, in our case, we used RFA needle 
for sensory-motor stimulation to confirm optimal 
needle placement whereas to provide a long-lasting 
effect and good lesion we added chemical neurolysis 
with Phenol. The reported complications of RFA 
and alcohol neurolysis in GPN are upper airway 
obstruction,	weakness	of	 trapezius	and	hypertension	
due to blockade of CN XII, XI and X respectively.[6] Our 
patient underwent RFA and neurolysis without any of 
the disabling complications.

Another therapeutic option which we considered 
was neurolysis of superior cervical ganglion[7] though 

we did not attempt the same due to reported higher 
incidence of complications. Adequate preprocedural 
clinical and radiologic evaluation to rule out all 
etiologic possibilities of neuralgia; trial of maximum 
medical therapy; conduct of a diagnostic block 
with LA; and further meticulous conduct of RFA 
and phenol neurolysis lead to successful pain-free 
outcome in our case without any peri-procedural 
complications.
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Figure 1: (a) Lateral fluoroscopic image with labelled anatomical 
landmarks and RFA needle at remnant styloid process. 
(b) Antero‑posterior fluoroscopic view confirming needle position just 
inside the mandibular margin. (c) Diagrammatic depiction of anatomical 
relation between glossopharyngeal nerve, styloid process and other 
cranial nerves
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Medical gas pipeline system 
disruption during tropical cyclone 
‘Fani’ – a clear and present 
danger of tropical cyclones: Are 
we prepared?

Sir,

The sudden disruption of oxygen supplies due to 
damage to medical gas pipeline system (MGPS) during 
a natural disaster can adversely affect patient safety 
during anaesthesia. With the alarming climate change 
crisis, we are vulnerable to increasing frequency 
and severity of natural disasters such as tropical 
cyclones in recent years. Here, we present such 
a life-threatening disaster which occurred during 
the category five cyclonic storm Fani. On 3rd May 
2019, it made landfall in the state of Odisha, India 
with a wind speed of more than 250 kmph creating 
huge devastation.[1] Anticipating any untoward 

event during the cyclone, the routine surgeries were 
deferred. However, emergency surgeries were going 
on. Suddenly oxygen failure alarm started ringing in 
the panel and the central oxygen pipeline pressure 
decreased	to	zero.	The	type	E	oxygen	cylinders	which	
were present behind the workstation were opened 
and the surgeries were completed uneventfully. We 
were informed that all the medical gas pipelines 
(air, oxygen, nitrous, vacuum) were disrupted as part 
of the chimney of the boiler unit broke during strong 
wind and fell down on the MGPS at its outlet near the 
gas manifold [Figure 1].

The standards while installing the MGPS system 
was not properly followed as found post-disaster. 
As a lesson learnt, we would like to highlight the 
concerns and safety measures which should be taken 
to preventing damage to the MGPS during such a 
disaster.
1. Adequate experience and knowledge of 

medical administration and the involved 
department (anaesthesia and critical care) while 
installing the MGPS is one of the important 
factors which should be taken into account 
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