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Abstract

Schwann cells are components of the peripheral nerve myelin sheath, which supports and nourishes axons. Upon injury of

the trigeminal nerve, Schwann cells are activated and cause trigeminal neuralgia by engulfing the myelin sheath and secreting

various neurotrophic factors. Further, Schwann cells can repair the damaged nerve and thus alleviate trigeminal neuralgia.

Here, we briefly describe the development and activation of Schwann cells after nerve injury. Moreover, we expound on the

occurrence, regulation, and treatment of trigeminal neuralgia; further, we point out the current research deficiencies and

future research directions.
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Introduction

Trigeminal neuralgia (TN) is a severe type of paroxysmal
neuralgia that occurs in the distribution area of the facial
trigeminal nerve. The patient experiences a series of
painful symptoms and sensations, such as knife cutting
and needling, which are among the most painful. It has a
reported annual incidence of approximately 12.6 per
100,000 with symptoms on the right side having a
higher incidence than those on the left.1 Further, it has
a higher incidence among women than among men.1–3

Currently, the etiology and pathogenesis of TN are not
unified, and the trigeminal nerve demyelination theory is
considered the pathogenic basis of TN.4 The treatment
for TN includes therapeutic and surgical interventions.
Carbamazepine and Oxcarbazepine are the most com-
monly used drugs, and surgical treatment includes
microvascular decompression and gamma knife therapy,
and traditional Chinese acupuncture also has curative
effect on TN.5–8

Schwann cells (SCs), which are derived from neural
crest cells, are the cells responsible for forming the
myelin sheath of the trigeminal nerve. They can secrete
various neurotrophic factors, such as brain-derived neu-
rotrophic factor (BDNF), nerve growth factor (NGF),
neurotrophin 3, and neurotrophin 4/5, and can produce
extracellular matrix proteins such as matrix metallopro-
teinase 99; they play a role in neuron nourishment.

In addition, they are involved in the pathogenesis and

healing process of neuropathic pain.

Overview of SCs

SCs, which are glial cell types, are mainly distributed in

the peripheral nervous system. They migrate and differ-

entiate from neural crest cells and develop into precursor

SCs that enter the SC lineage.10 Recent studies have

reported an association between the upregulation of

transcription factor sox2 and the entry of neural crest

precursor cells into the SC lineage.11–13 In addition, tran-

scription factor FoxD3 might be an important factor for

the differentiation of neural crest cells into the SC line-

age. This is because its expression inhibits the develop-

ment of neurons and melanocytes, which are the other
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differentiation lineages of migrating neural crest cells.14

In addition to proliferation and differentiation of neural
crest cells into the SC lineage, sox10 also regulates the
myelination of SCs.15 These transcription factors might
affect TN by regulating SC regeneration and myelin for-
mation.12,16,17 With extensive cell proliferation and dif-
ferentiation, the SCs separate the axons into bundles, a
process known as “radial sorting.” Here, the SCs wrap
around the axons and separate them into small bundles.
At this time, SCs are divided into either myelinating or
nonmyelinating SCs. Nonmyelinating SCs, which are
also called Remark SCs, retain the ability to proliferate
and differentiate.

As an important component of the peripheral nerve
myelin sheath, SCs play an important role in the struc-
ture and composition of peripheral nerves. SCs can pro-
vide support and nourishment of peripheral nerve axons
through the release of various cytokines that regulate
axon growth.18,19 Furthermore, they play a vital role in
the growth and regeneration of peripheral nerves. The
activity of SCs is affected by their interaction with
axons.14,18 SCs are closely related to the physiological
states of nerve axons and they mutually interact18; so,
a change in one side inevitably affects the other.
Therefore, peripheral nerve injury that causes pain
affects SCs,18,20 and SCs play a significant role in neu-
ropathic pain.9,21 SCs have a complex signaling system
involved in the production and regulation of neuropath-
ic pain, as well as damaged nerve repair, by releasing
numerous NGFs.9

SC activation

SCs up- or downregulate related genes to allow adaption
to tissue injury and promote injury repair.9,14 After
peripheral nerve injury, myelinating and nonmyelinating
SCs convert into repair SCs in order to promote nerve
repair and regeneration.9 This phenotype shift, known as
SC activation, involves downregulation of myelin-
related genes and upregulation of some neurotropic fac-
tors. SC activation has both positive and negative effects
on pain conduction. A study has reported an increased
level of BDNF after inferior alveolar nerve injury, which
corresponds to the pain occurrence; contrastingly, the
levels decrease with laser treatment, which corresponds
to pain reduction. BDNF upregulation has been proved
to be involved in the occurrence or conduction of TN;
NGF upregulation is helpful in the improvement of
pathologic neuralgia.22 In conclusion, the substances
released by the activated SCs include those that produce
or promote pain as well as those that reduce it.

SCs undergo demyelination and rapidly downregulate
myelination-related genes, including Egr2, cholesterol
synthase, structural protein P0, and myelination basic
protein.23

Furthermore, there is an upregulation of related SC-
derived molecules, including L1, P75, and glial fibrillary
acid protein.9,14,20,24 Here, a new cell phenotype that is
different from that of precursor and immature SCs is
formed.9 Upregulated genes include neurotrophic fac-
tors and surface proteins that promote axonal elonga-
tion and survival of injured neurons, such as glial cell
line-derived neurotrophic factor, BDNF, and neurotro-
phin 3,25 and immune response-related cytokines,
including tumor necrosis factor alpha (TNF-a), interleu-
kin 1 beta (IL-1b), leukemia inhibitory factor (LIF), and
monocyte chemotactic protien-1 (MCP-1).9,20,23 A
recent study reported a significant upregulation of pro-
teins related to purine metabolism after activation of
SCs.26 As described below, this is probably related to
pain hypersensitivity following nerve damage.

SCs and production of TN

The relation between SCs and TN mainly involves two
aspects. After trigeminal nerve injury, axons degenerate
and demyelinate due to compression or inflammation.27

Activated SCs destroy the myelin sheath and engulf
axon fragments and the detached myelin sheath, which
leads to TN.28,29 Otherwise, activated SCs secrete mole-
cules that induce hypersensitivity to pain, which leads to
a decreased pain threshold that triggers TN.9,14

Trigeminal nerve demyelination, which is considered
an important cause of TN, is caused by trigeminal nerve
injury;30,31 meanwhile, neurons in the trigeminal semilu-
nar ganglion are activated to form the ignition focus.32

Upon compression or inflammation-induced stimulation
of the peripheral branches of the trigeminal nerve, these
neurons are activated and produce abnormal impulses.
The outgoing impulse from the center can also be trans-
formed into an abnormal afferent impulse, too.33

Following a short-circuit through axon demyelination
and repeated superposition, the positive feedback ampli-
fies impulses and generates a strong discharge phenom-
enon, which is clinically manifested as the production of
severe pain by mild stimulation.32,34

SCs are important factors in trigeminal nerve demy-
elination. Following nerve injury, SCs are activated and
acquire the ability to differentiate and phagocytize.9,15

The activated SCs not only lose their original ability to
maintain the myelin sheath but also begin to degrade
and engulf it.20,35 Myelin degradation is generally con-
sidered to occur in two stages. During the early stage of
injury, only SCs remove myelin.20 Subsequently, with
the secretion of a large number of macrophage chemo-
kines by SCs, macrophages join in the myelin removal.
Myelin removal can reduce compression injury during
nerve regeneration and eliminates potential myelin
regeneration inhibitors.15 However, demyelination inev-
itably causes TN.36
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As aforementioned, activated SCs regulate the expres-
sion of several molecules, including those associated with
TN. In addition to the expression of pain-causing mol-
ecules, SCs can act as pain signal transducers by receiv-
ing pain signals, releasing the corresponding molecules,
and participating in pain conduction.

Calcitonin gene-related peptide (CGRP) is an impor-
tant neuropeptide that is mainly found in the trigeminal
ganglion (TG) and spinal dorsal root ganglion and is
synthesized and released by sensory neurons.37 It pro-
motes central excitability through inhibition of sub-
stance P (SP) degradation and prolongs SP-induced
local neuroinflammation and pain in tissues. Further,
CGRP can promote injured nerve repair.38,39 There
have been recent reports of CGRP receptors on SCs in
the peripheral nervous system.40 The fact that CGRP is
an important neuralgia-causing substance suggests that
SCs play an important role in TN pathogenesis and the
nerve repair process. Studies have reported an upregula-
tion of CGRP expression in the axon proximal to the
nerve injury38; further, CGRP has been reported to
reduce the pain threshold, which causes TN.41

Moreover, denervated SCs secrete matrix metalloprotei-
nase, which leads to CGRP release and TN aggravation.
Given the presence of CGRP receptors on SCs, pro-
longed exposure to CGRP, e.g. after nerve damage,
increases release of IL-1b,39 which induces hypersensitiv-
ity to pain and subsequently pathologic neuralgia.42

SP is widely found in the peripheral nervous system
and is an important molecule that mediates the produc-
tion and conduction of pain; moreover, it plays an
important role in neuropathic pain.43 Its biological func-
tion is mediated by the activation of three different neu-
rokinin (NK) receptors, namely, NK1, NK2, and NK3,
and has a preferential affinity for the NK1 receptor.44

Large amounts of SP can directly induce sensory neuron
excitability, which leads to hyperalgesia.43 SP, which is
the main messenger of harmful information, can be syn-
thesized by TG cells and delivered to the trigeminal sen-
sory nucleus and the peripheral head and face through
central and peripheral synapses, respectively.45,46 Studies
have reported that after nerve injury, SCs synthesize and
release NGF, which can promote SP synthesis.47

Moreover, treatment with SP receptor blockers can alle-
viate TN caused by infraorbital nerve injury.43 As the
upstream SP signal source, activated SCs release a series
of neurotrophic factors, cytokines, and extracellular
matrix, which can increase the local SP levels and
cause TN.

SCs and the TN regulatory mechanism

There is currently great interest in the adenosine triphos-
phate (ATP)-induced pain theory in the field of neuro-
pathic pain. Briefly, abnormally increased extracellular

ATP causes glial cell activation and transmits pain sig-
nals through purine cell membrane receptors.48–51 ATP
receptors are divided into P1 and P2 receptors; further,
P2 receptors are divided into P2X and P2Y subtypes.50

The P2X receptor is an ion channel-type receptor
whose most common agonist under physiological condi-
tions is ATP. However, ATP metabolites, namely, aden-
osine diphosphate and adenosine monophosphate,
cannot activate P2X receptors.52 ATP activation of the
P2X receptor causes Ca2þ influx into cells, which
increases the intracellular Ca2þ concentration in TG
neurons.50 In the inferior alveolar nerve injury model,
increased P2X3 receptor expression in the TG has been
reported, which suggests that the P2X3 receptor is
involved in TN occurrence or conduction.53 P2X4 recep-
tors are mainly located in the lysosomes of SCs in the
peripheral nervous system. In in vitro cultured SCs,
TNF-a enhances P2X4 receptor protein synthesis and
promotes P2X4 receptor transport to the SC surface;
moreover, BDNF release is dependent on P2X4 receptor
activation.54,55 Upon nerve damage, TNF-a release pro-
motes P2X4 receptor expression; ATP activates the
P2X4 receptor, which leads to BDNF release (see
Figure 1).54

As mentioned before, high BDNF levels are involved
in TN development. BDNF is an important member of
the neurotrophic factor family. It is synthesized by pri-
mary sensory neurons in humans, packaged in vesicles,
and transported along the axis to the periphery. To exert
its function, BDNF must bind to the trkB receptor.56,57

The binding of BDNF to the trkB receptor promotes N-
methyl-D-aspartic acid (NMDA) receptor upregulation
and Kþ-Cl- co-transporter (KCC2) receptor downregu-
lation58–60 with both processes leading to pain occur-
rence.59 Blocking the BDNF- trkB B receptor
interaction has been reported to alleviate abnormal
pain caused by peripheral nerve injury.61,62 In addition,
as a member of the neurotrophic factor family, BDNF
can repair injured nerves.63

Not only can BDNF cause TN but also NGF.
Previous studies on NGF have focused on its therapeutic
effect on TN. However, recent studies have reported that
NGF can also mediate pain generation and conduction.
Monoclonal antibodies against NGF have been shown
to improve chronic neuropathic pain.64 NGF exerts its
biological effects by binding to its high-affinity receptor,
the trkA, which is distributed across primary sensory
neurons.65 Upon nerve injury, the distal SCs are stimu-
lated and secrete large NGF amounts; further, NGF and
its receptor complex have been observed at the proximal
stump of injury axons. NGF activation of the trkA
receptor has been reported to increase the levels of SP,
CGRP, and transient receptor potential vanilloid 1
(TRPV1) receptors.60 As aforementioned, SP and
CGRP can cause TN. The TRPV1 receptor is closely
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related to pain transmission, and its activation can cause
the influx of cations such as Ca2þ, causing pain.

In summary, we present a pathway of the involvement
of SCs in TN. After peripheral nerve injury, TNF-a
expression increases;66 then, TNF-a binds to TNF-a
receptors (TNFR) on the SCs and induces SCs to
express the P2X4 receptor;67 P2X4 receptor is activated
by ATP which is released by neurons and SCs to mediate
Ca2þ influx and increased BDNF release.68,69 BDNF
binds with the trkB receptor that leads to KCC2 down-
regulation and NMDA receptor upregulation, which
lays the foundation for pain production. Increased
Ca2þ influx leads to increased release of the excitatory
neurotransmitter, Glu, which activates NMDA and
a-amino-3-hydroxy-5-methyl-4-isoxazolepropionic acid
(AMPA) receptors, leading to hyperalgesia and hyper-
sensitivity.70 NGF expression is upregulated in injured
SCs. NGF activation of the trkA receptor can lead to the
upregulation of the SP, CGRP, and TRPV1 receptors.
SP activates the NK1 receptor, while CGRP inhibits SP
degradation, leading to TN. Moreover, NGF can pro-
mote BDNF expression and thus cause TN.

TN treatment

There are two main causes of TN. One is the abnormal
discharge activity in the trigeminal nerve system, while
the other is trigeminal nerve damage, including rupture,
compression, and inflammation.31,71

Before 1871, Torusseau first proposed the epilepti-
form pain symptoms of TN, and some scholars observed
abnormal discharge phenomena in the ventral thalamus
and cerebral cortex in the TN model.72 This suggests
that abnormal discharge of the ventral thalamus and
cerebral cortex might cause TN. Moreover, chronic elec-
trical stimulation of the central sulcus motor cortex in
patients with TN was reported to have an effective
response rate of 40%�100%,73 which suggests an asso-
ciation between abnormal electrical activity in the brain
and TN. The aforementioned findings confirm that
abnormal central discharge is an important cause of
TN. Based on this etiology, carbamazepine and oxcar-
bazepine are commonly used as curative treatments for
TN. In addition, lamotrigine and baclofen are consid-
ered second-line drugs for TN.74

Many studies have reported that SCs can relieve neu-
ropathic pain9,14,15 by remyelinating injured nerves. In
addition, we have previously reported that SC transplan-
tation can reduce neuropathic pain caused by nerve
injury.75 We microencapsulated SCs in alginic acid
and transplanted microencapsulated SCs and non-
microencapsulated SCs into the region surrounding the
injured sciatic nerve in the rat model of chronic constric-
tion injury. After 14 days, under electron microscopy, we
found that the myelin sheaths in the injury areas healed

better than those without SCs. More importantly, after
transplantation of SCs, the expression levels of P2X2
and P2X3 which participate in the transmission of alge-
sia and nociception information by primary sensory
neuron76 were also decreased.75

Nerve injury can be divided into axonotmesis and
neurotmesis. After axonotmesis, the basal laminae of
the SCs remain intact. After axon regeneration to the
distal stump, the axon remains in its inherent basal
lamina.19 After neurotmesis, there is disruption of the
axons, SCs, and the basal lamina. The response of SCs
to axonotmesis and neurotmesis is similar. After nerve
injury, nerve fibers at the distal end of the injury site, as
well as axons and myelin sheaths of unequal length at
the proximal end, disintegrate and degrade via a process
known as Waller degeneration.77 SCs are activated and
dedifferentiate into repair SCs that promote nerve
repair. These cells have regained the ability to proliferate
and differentiate, and the axons are demyelinated; simul-
taneously, SCs engulf and clear nerve debris. SCs at the
injured proximal stump proliferate and differentiate,
forming tissue bridges at both ends of the damaged
area that connect to the damaged nerve and form
Bungner bands in the basilar canal.78 This guides the
extension of the regenerative axons and induces the for-
mation of a new myelin sheath. The formation of
Bungner bands provides the necessary guidance and sup-
port for nerve regeneration.9,14,15

However, the therapeutic method of SC transplanta-
tion is only at the animal trial stage, and there have been
no relevant clinical reports. Moreover, there are several
factors to consider regarding SC transplantation, such as
the many problems associated with transplantation and
whether to opt for autotransplantation or allotransplan-
tation. Obtaining SCs in the human body for autologous
transplantation and overcoming immune rejection in allo-
transplantation are some of the main unresolved con-
cerns. Moreover, as previously mentioned, various
substances secreted by SCs can cause pain. Therefore,
ensuring that the treatment of neuropathic pain caused
by nerve injury does not aggravate the pain remains chal-
lenging. Since the cell is active, it can also secrete mole-
cules besides the therapeutic factors and thus cause side
effects that are currently unrecognized. There is a need for
further research to address these concerns.

The use of drugs to treat TN is more economical and
feasible than transplantation. As previously explained, it
is known that TN occurrence is related to the secretion
of BDNF and NGF by SCs and that BDNF and NGF
require their corresponding receptors, namely, trkA and
trkB receptors, respectively, to exert their effect.

SCs are an important source of BDNF source, and
secretion is dependent on the t-type voltage-gated calcium
channel.79 The use of appropriate receptor blockers for
neuralgia has shown some efficacy.80 BDNF release is
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dependent on the activation of the P2X4 receptor. Studies

on mice with defective P2X4 receptors have found that

the GluN1 subunit of the NMDA receptor is not phos-

phorylated and that the KCC2 receptor is not downregu-

lated in the neuropathic pain model. However, these two

processes are dependent on the BDNF-trkB signaling

pathway; therefore, there is no increase in BDNF release,

and pain hypersensitivity does not occur when the P2X4

receptor is inhibited.81 The P2X4 receptor is also a poten-

tial therapeutic target. Studies using the new P2X4

receptor-selective blocker, NP-1815-PX, have found that

it has analgesic effects on neuropathic pain caused by

nerve injury.82 After P2X4 receptor activation, SCs

release more BDNF that acts on the trkB receptor and

causes pain. Therefore, it is possible that blocking the

trkB receptor might help treat TN. Theoretically, block-

ing the interaction between BDNF and trkB is important

for pain treatment; however, there are currently no rele-

vant reports. NMDA receptor upregulation is one of the

effects of BDNF-trkB signaling, and studies have shown

that using NMDA receptor blockers can reduce TN

symptoms.83,84

NGF expression by SCs is upregulated after injury.

However, the molecular mechanism behind the release of

NGF by SCs remains unclear. Some studies have sug-

gested that syntaxin-4 related to SNAP23 can regulate

NGF release by SCs and that syntaxin-4 and SNAP23

inhibition can significantly reduce the cytoplasmic effect

of NGF.85 The exertion of the biological effect of NGF

requires initial trkA receptor activation. Theoretically,

blocking the interaction between NGF and the trkA

receptor could be beneficial for neuropathic pain. In

fact, monoclonal antibodies against NGF have been

reported to improve chronic neuropathic

pain.64,86,87NGF-induced trkA receptor activation

increases CGRP expression. CGRP is an important

pain-causing substance and has been targeted in the clin-

ical treatment of TN. Monoclonal antibodies against

CGRP have achieved satisfactory efficacy in the clinical

treatment of migraine.88 Moreover, CGRP can cause

pain by inhibiting SP degradation, and administration

of SP receptor blockers has been used in TN treatment.43

However, some studies have advised caution in migraine

treatment using CGRP monoclonal antibodies.89

The drug treatment is just pain relief. Compared with

drug treatment, the advantage of transplantation of SCs

is that it can repair the damaged nerve more quickly and

treat TN etiologically.9,14,75 However, as mentioned

above, SCs can release pain-causing substances that

cause TN, such as BDNF and NGF. BDNF can repair

nerves treating pain etiologically63 but can activate trk B

receptors that cause or exacerbate pain.62 This poses a

problem for transplanting SCs to treat TN. Other dis-

advantages of applying SCs for TN include immune

problems associated with transplantation.

Conclusion and prospects

In conclusion, SCs are activated after trigeminal nerve

damage. This causes demyelination and induces SCs to

Figure 1. ‹ After axonal injury, Schwann cells are activated to form repair Schwann cells. › Injury nerves release TNF-a and Schwann
cells release ATP. fi TNF-a activates TNFR on Schwann cells, fl and promotes P2X4R synthesis and transport from lysosomes to cell
membranes. � ATP binds to P2X4R on Schwann cell membrane, and – BDNF release and calcium influx increase.
BDNF: brain-derived neurotrophic factor; ATP: adenosine triphosphate; TNF-a: tumor necrosis factor alpha; TNFR: TNF-a receptor.
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secrete various neurotrophic factors, including NGF and

BDNF, both of which contribute directly or indirectly

toward TN. TN is regulated by two key pathways,

namely, the NGF-trkA and BDNF-trkB signaling path-

ways, which are dependent on, interact with, and pro-

mote each other. These two pathways contain many

targets for TN treatment, such as the trkA, trkB, and

P2X4 receptors, as well as CGRP. SCs are an important

source of these two neurotrophic factors. Therefore, SCs

play an important role in the production, transduction,

and treatment of TN.
Trigeminal nerve injury is one of the main causes of

TN. After trigeminal nerve injury, the SCs are activated

to upregulate the expression of neurotrophic factors

such as BDNF and NGF, which in turn causes TN.

However, the ability of NGF and BDNF to repair dam-

aged nerves is widely recognized. In fact, these neuro-

trophic factors can repair injured nerves and eliminate

the cause of pain. In other words, NGF and BDNF can

both cause and be used to treat pain. In fact, there is no

contradiction between pain occurrence and its treat-

ment. Pain generation is a biological self-protection

mechanism where the therapeutic effect of neurotrophic

factors is retained, and pain is alleviated in the treatment

process. In other words, there is a need for further

research to separate the two pathways of pain treatment

and occurrence. However, current studies have largely

focused only on the pain pathway of neurotrophic fac-

tors. Although their role in nerve injury treatment is

widely recognized, there have been no reports regarding

their therapeutic effects. Further research on the neuro-

trophic factor pathway for repairing injured nerve could

provide new clues on novel methods for the clinical

treatment of TN.
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12. Torres-Mej�ıa E, Trümbach D, Kleeberger C, Dornseifer

U, Orschmann T, B€acker T, Brenke JK, Hadian K,

Wurst W, L�opez-Schier H, Desbordes SC. Sox2 controls

Schwann cell self-organization through fibronectin fibrillo-

genesis. Sci Rep 2020; 10: 1984.
13. Arter J, Wegner M. Transcription factors Sox10 and Sox2

functionally interact with positive transcription elongation

factor b in Schwann cells. J Neurochem 2015; 132: 384–393.

14. Jessen KR, Mirsky R, Lloyd AC. Schwann cells: develop-

ment and role in nerve repair. Cold Spring Harb Perspect

Biol 2015; 7: a020487.

6 Molecular Pain

https://orcid.org/0000-0003-0907-7111
https://orcid.org/0000-0003-0907-7111
https://orcid.org/0000-0002-4060-9668
https://orcid.org/0000-0002-4060-9668


15. Kidd GJ, Ohno N, Trapp BD. Biology of Schwann cells.

Handb Clin Neurol 2013; 115: 55–79.
16. He D, Marie C, Zhao C, Kim B, Wang J, Deng Y,

Clavairoly A, Frah M, Wang H, He X, Hmidan H,

Jones BV, Witte D, Zalc B, Zhou X, Choo DI, Martin

DM, Parras C, Lu QR. Chd7 cooperates with Sox10 and

regulates the onset of CNS myelination and remyelination.

Nat Neurosci 2016; 19: 678–689.
17. Carr MJ, Johnston AP. Schwann cells as drivers of tissue

repair and regeneration. Curr Opin Neurobiol 2017; 47:

52–57.
18. Taveggia C. Schwann cells-axon interaction in myelina-

tion. Curr Opin Neurobiol 2016; 39: 24–29.
19. Namgung U. The role of Schwann cell-axon interaction in

peripheral nerve regeneration. Cells Tissues Organs (Print)

2014; 200: 6–12.
20. Gomez-Sanchez JA, Carty L, Iruarrizaga-Lejarreta M,

Palomo-Irigoyen M, Varela-Rey M, Griffith M, Hantke

J, Macias-Camara N, Azkargorta M, Aurrekoetxea I, De

Juan VG, Jefferies HBJ, Aspichueta P, Elortza F, Aransay

AM, Mart�ınez-Chantar ML, Baas F, Mato JM, Mirsky R,

Woodhoo A, Jessen KR. Schwann cell autophagy, myeli-

nophagy, initiates myelin clearance from injured nerves.

J Cell Biol 2015; 210: 153–168.
21. Jessen KR, Arthur-Farraj P. Repair Schwann cell update:

adaptive reprogramming, EMT, and stemness in regener-

ating nerves. Glia 2019; 67: 421–437.
22. de Oliveira Martins D, Martinez dos Santos F, Evany de

Oliveira M, de Britto LR, Benedito Dias Lemos J, Chacur

M. Laser therapy and pain-related behavior after injury of

the inferior alveolar nerve: possible involvement of neuro-

trophins. J Neurotrauma 2013; 30: 480–486.
23. Arthur-Farraj PJ, Latouche M, Wilton DK, Quintes S,

Chabrol E, Banerjee A, Woodhoo A, Jenkins B, Rahman

M, Turmaine M, Wicher GK, Mitter R, Greensmith L,

Behrens A, Raivich G, Mirsky R, Jessen KR. c-Jun repro-

grams Schwann cells of injured nerves to generate a repair

cell essential for regeneration. Neuron 2012; 75: 633–647.
24. Wang L, Sanford MT, Xin Z, Lin G, Lue TF. Role of

Schwann cells in the regeneration of penile and peripheral

nerves. Asian J Androl 2015; 17: 776–782.
25. Austah O, Widbiller M, Tomson PL, Diogenes A.

Expression of neurotrophic factors in human dentin and

their regulation of trigeminal neurite outgrowth. J Endod

2019; 45: 414–419.
26. Shi GD, Cheng X, Zhou XH, Fan BY, Ren YM, Lin W,

Zhang XL, Liu S, Hao Y, Wei ZJ, Feng SQ. iTRAQ-based

proteomics profiling of Schwann cells before and after

peripheral nerve injury. Iran J Basic Med Sci 2018; 21:

832–841.
27. Park HT, Kim YH, Lee KE, Kim JK. Behind the pathol-

ogy of macrophage-associated demyelination in inflamma-

tory neuropathies: demyelinating Schwann cells. Cell Mol

Life Sci 2020; 77: 2497–2506.
28. Ko PY, Yang CC, Kuo YL, Su FC, Hsu TI, Tu YK, Jou

IM. Schwann-cell autophagy, functional recovery, and scar

reduction after peripheral nerve repair. J Mol Neurosci

2018; 64: 601–610.

29. Jang SY, Shin YK, Park SY, Park JY, Lee HJ, Yoo YH,

Kim JK, Park HT. Autophagic myelin destruction by

Schwann cells during Wallerian degeneration and segmen-

tal demyelination. Glia 2016; 64: 730–742.
30. Rappaport ZH, Govrin-Lippmann R, Devor M. An

electron-microscopic analysis of biopsy samples of the tri-

geminal root taken during microvascular decompressive

surgery. Stereotact Funct Neurosurg 1997; 68: 182–186.
31. Obermann M, Yoon MS, Ese D, Maschke M, Kaube H,

Diener HC, Katsarava Z. Impaired trigeminal nociceptive

processing in patients with trigeminal neuralgia. Neurology

2007; 69: 835–841.
32. Devor M, Amir R, Rappaport ZH. Pathophysiology of

trigeminal neuralgia: the ignition hypothesis. Clin J Pain

2002; 18: 4–13.
33. Love S, Coakham HB. Trigeminal neuralgia: pathology

and pathogenesis. Brain 2001; 124: 2347–2360.
34. Devor M, Govrin-Lippmann R, Rappaport ZH.

Mechanism of trigeminal neuralgia: an ultrastructural

analysis of trigeminal root specimens obtained during

microvascular decompression surgery. J Neurosurg 2002;

96: 532–543.
35. Jang SY, Yoon BA, Shin YK, Yun SH, Jo YR, Choi YY,

Ahn M, Shin T, Park JI, Kim JK, Park HT. Schwann cell

dedifferentiation-associated demyelination leads to exocy-

totic myelin clearance in inflammatory segmental demye-

lination. Glia 2017; 65: 1848–1862.
36. Gambeta E, Chichorro JG, Zamponi GW. Trigeminal neu-

ralgia: an overview from pathophysiology to pharmacolog-

ical treatments. Mol Pain 2020; 16: 1744806920901890.
37. Iyengar S, Johnson KW, Ossipov MH, Aurora SK. CGRP

and the trigeminal system in migraine. Headache 2019; 59:

659–681.
38. Chung AM. Calcitonin gene-related peptide (CGRP): role

in peripheral nerve regeneration. Rev Neurosci 2018; 29:

369–376.
39. Permpoonputtana K, Porter JE, Govitrapong P.

Calcitonin gene-related peptide mediates an inflammatory

response in Schwann cells via cAMP-dependent ERK sig-

naling cascade. Life Sci 2016; 144: 19–25.
40. Lennerz JK, Ruhle V, Ceppa EP, Neuhuber WL, Bunnett

NW, Grady EF, Messlinger K. Calcitonin receptor-like

receptor (CLR), receptor activity-modifying protein 1

(RAMP1), and calcitonin gene-related peptide

(CGRP) immunoreactivity in the rat trigeminovascular

system: differences between peripheral and central CGRP

receptor distribution. J Comp Neurol 2008; 507:

1277–1299.
41. Silver WL, Finger TE. The anatomical and electrophysio-

logical basis of peripheral nasal trigeminal chemorecep-

tion. Ann N Y Acad Sci 2009; 1170: 202–205.
42. Li QY, Xu HY, Yang HJ. [Effect of proinflammatory fac-

tors TNF-alpha, IL-1beta, IL-6 on neuropathic pain].

Zhongguo Zhong Yao Za Zhi 2017; 42: 3709–3712.
43. Teodoro FC, T, Junior MF, Zampronio AR, Martini AC,

Rae GA, Chichorro JG. Peripheral substance P and

neurokinin-1 receptors have a role in inflammatory and

neuropathic orofacial pain models. Neuropeptides 2013;

47: 199–206.

Liao et al. 7



44. Satake H, Aoyama M, Sekiguchi T, Kawada T. Insight

into molecular and functional diversity of tachykinins

and their receptors. Protein Pept Lett 2013; 20: 615–627.
45. Igawa K, Funahashi H, Miyahara Y, Naono-Nakayama

R, Matsuo H, Yamashita Y, Sakoda S, Nishimori T,

Ishida Y. Distribution of hemokinin-1 in the rat trigeminal

ganglion and trigeminal sensory nuclear complex. Arch

Oral Biol 2017; 79: 62–69.
46. Cuello AC, Del Fiacco M, Paxinos G. The central and

peripheral ends of the substance P-containing sensory neu-

rones in the rat trigeminal system. Brain Res 1978; 152:

499–500.
47. Da Silva JT, Evangelista BG, Venega RAG, Oliveira ME,

Chacur M. And late behavioral changes in sciatic nerve

injury may be modulated by nerve growth factor and sub-

stance P in rats: a chronic constriction injury long-term

evaluation. J Biol Regul Homeost Agents 2017; 31:

309–319. 2017/07/08.
48. Zhang X and Li G. P2Y receptors in neuropathic pain.

Pharmacol Biochem Behav 2019; 186: 172788.
49. Li JJ, Liu ZX, Zhang YL, Xue GY. P2X receptors and

trigeminal neuralgia. Neuroreport 2019; 30: 725–729.
50. Lalo U, Verkhratsky A, Pankratov Y. Ionotropic ATP

receptors in neuronal-glial communication. Semin Cell

Dev Biol 2011; 22: 220–228.
51. Burnstock G. Physiopathological roles of P2X receptors in

the central nervous system. Curr Med Chem 2015; 22:

819–844.
52. Kawate T. P2X receptor activation. Adv Exp Med Biol

2017; 1051: 55–69.
53. Eriksson J, Bongenhielm U, Kidd E, Matthews B, Fried K.

Distribution of P2X3 receptors in the rat trigeminal gan-

glion after inferior alveolar nerve injury. Neurosci Lett

1998; 254: 37–40.
54. Su WF, Wu F, Jin ZH, Gu Y, Chen YT, Fei Y, Chen H,

Wang YX, Xing LY, Zhao YY, Yuan Y, Tang X, Chen G.

Overexpression of P2X4 receptor in Schwann cells pro-

motes motor and sensory functional recovery and remyeli-

nation via BDNF secretion after nerve injury. Glia 2019;

67: 78–90.
55. Liu C, Zhang Y, Liu Q, Jiang L, Li M, Wang S, Long T,

He W, Kong X, Qin G, Chen L, Zhang Y, Zhou J. P2X4-

receptor participates in EAAT3 regulation via BDNF-

TrkB signaling in a model of trigeminal allodynia. Mol

Pain 2018; 14: 1744806918795930.
56. Klein R, Lamballe F, Bryant S, Barbacid M. The trkB

tyrosine protein kinase is a receptor for neurotrophin-4.

Neuron 1992; 8: 947–956.
57. Klein R, Parada LF, Coulier F, Barbacid M. trkB, a novel

tyrosine protein kinase receptor expressed during mouse

neural development. EMBO J 1989; 8: 3701–3709.
58. Afonso P, D, Luca P, Carvalho RS, Cortes L, Pinheiro P,

Oliveiros B, Almeida RD, Mele M, Duarte CB. BDNF

increases synaptic NMDA receptor abundance by enhanc-

ing the local translation of Pyk2 in cultured hippocampal

neurons. Sci Signal 2019; 12: aav3577.
59. Richner M, Pallesen LT, Ulrichsen M, Poulsen ET, Holm

TH, Login H, Castonguay A, Lorenzo L-E, Gonçalves
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