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Background. Radiofrequency of the Gasserian ganglion can be used for ophthalmic herpetic neuralgia (OHN), but it is associated
with complications. *is study aimed to use the supraorbital nerve for computed tomography- (CT-) guided radiofrequency
thermocoagulation to treat refractory OHN. Methods. *is was a retrospective case series study of patients with simple or
combined OHN treated at our hospital between 06/2012 and 06/2018. *e numerical rating score (NRS), spontaneous pain,
allodynia, gabapentin dosage, paracetamol/oxycodone dosage, patient global impression of change (PGIC) score, Barrow
numbness score, postoperative 360-day recurrence rate, and complications were recorded before the operation and at 1, 30, 90,
180, and 360 days after the operation. Results. Compared with baseline, the NRS was decreased, and PGIC was increased at
postoperative 1, 30, 90, 180, and 360 days, and the gabapentin and paracetamol oxycodone doses at postoperative 30, 90, 180, and
360 days were decreased (all P< 0.001). Compared with 1 day after the operation, numbness was decreased at 30, 90, 180, and 360
days after the operation (P< 0.001). Compared with baseline, the number of patients with allodynia at each time point after the
operation was decreased (P< 0.001), but without a difference for spontaneous pain (P � 0.407). No subjects showed drooping
eyelid, corneal ulcers, eyeball damage, decreased vision, and other severe complications. Conclusion. CT-guided supraorbital
nerve radiofrequency thermocoagulation for the treatment of OHN can effectively relieve pain and reduce the dose of analgesics,
without any serious complication. *is study suggests that this technique is feasible and applicable to clinical practice.

1. Introduction

Herpes zoster (HZ) is one of the clinical syndromes asso-
ciated with the reactivation of latent varicella-zoster virus
(VZV). HZ typically occurs years after primary VZV in-
fection (varicella or chickenpox) [1–4].*e annual incidence
of HZ is 3‰–5‰ [5]. HZ is most often characterized by a
painful, unilateral vesicular skin eruption arising in a single
dermatome (or sometimes adjacent dermatomes) [1–4]. *e
commonly involved sites are the thoracic, lumbar, cervical,
and trigeminal dermatomes [1–4]. *e skin eruptions are
often preceded by a prodrome of pain or paresthesias oc-
curring 1–5 days prior to the rash onset [1–4]. Advancing
age is the major risk factor for HZ [6], but

immunosuppressive diseases or therapies (including HIV
infection) also increase the risk of HZ [1, 4]. Postherpetic
neuralgia (PHN) (persistent pain >3 months beyond rash
duration) is the most common complication of HZ, reported
in 10%–50% of patients [1–4].

Cumulative trigeminal nerves (ophthalmic, maxillary,
and mandibular nerves) can cause head and facial HZ, of
which herpes zoster ophthalmicus (HZO) is the most
common, which can account for 10%–20% of patients with
HZ [7, 8]. HZO can cause ocular complications such as
keratitis, but its most common symptom is herpetic neu-
ralgia [9, 10], which seriously affects the quality of life of
patients, especially the intractable pain associated with the
long disease course. Furthermore, there is still a lack of
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effective treatment. Herpetic neuralgia is a type of neuro-
pathic pain. *e specific mechanism is unclear, but it is
currently thought to be associated with the sensitization of
the peripheral and central nervous system caused by VZV-
induced neural inflammation or nerve injury [11, 12]. A
good therapeutic effect can be achieved with the combined
use of antivirus, analgesic drugs, and nerve block in the acute
phase (herpes phase), but with the extension of the disease
course to the subacute phase (≤1 month after herpes healing)
or PHN phase (>1 month after herpes healing), neural
sensitization is observed, and oral medication alone, nor-
mally, is unable to achieve satisfactory results. At this time,
although local anesthetics and nerve block combination can
have benefits, pain recurs after the drugs are metabolized,
leading to a short duration of the treatment effect and oc-
currence of refractory herpetic neuralgia. Ophthalmic her-
petic neuralgia in the trigeminal nerve is a challenge because
of its special location and severe pain.

Radiofrequency (RF) is a reliable method for the treat-
ment of neuropathic pain in patients who are refractory to
conservative treatments. RF is divided into pulsed radio-
frequency (neuromodulation) and radiofrequency thermo-
coagulation (neurolytic impairment). Pulsed radiofrequency
has an unclear analgesia mechanism. Clinically, for the
treatment of refractory herpetic neuralgia, a single-pulse
radiofrequency has a short effective duration, and repeated
operations are often necessary to prolong the curative effect,
which will increase the patients’ burden [13]. Meanwhile,
radiofrequency thermocoagulation is to use high-temperature
thermal degeneration to damage the nerves, blocking the
upward transmission of pain signals to produce a reliable
analgesic effect. It is applicable to selected patients with re-
fractory herpetic neuralgia refractory to conservative treat-
ment [14–18]. Currently, RF of the Gasserian ganglion is an
effective method for the treatment of primary trigeminal
neuralgia (TN) [14–17], but radiofrequency of the Gasserian
ganglion carries a high risk in the treatment of ophthalmic
herpetic neuralgia because it is located within the skull. It may
cause serious complications such as corneal ulcer and vision
loss after damage and decreased masticatory muscle strength,
which often limits its application in ophthalmic herpetic
neuralgia [14–17].

*e aim of this retrospective study was to examine
whether the use of another target, i.e., the supraorbital nerve,
showed benefits for computed tomography- (CT-) guided
radiofrequency thermocoagulation for the management of
refractory ophthalmic herpetic neuralgia. *e results could
provide another option for the management of refractory
ophthalmic herpetic neuralgia.

2. Materials and Methods

2.1. Study Design and Patients. *is was a retrospective case
series study of patients with simple or combined HZO
treated at the pain department of our hospital between June
2012 and June 2018. *e procedure was approved by the
hospital in 2011 (#2011–037). *e data were from a pro-
spectively maintained database using Haitai 3.0 software.
*e data themselves were extracted from the charts after

2018.*e study was approved by the ethics committee of our
hospital. *e need for individual consent was waived by the
committee.

*e inclusion criteria were as follows: (1) diagnosed with
HZO [19], and the HZ lesions were distributed along the
supraorbital nerve; (2) HZ was completely healed, as per
clinical evaluation; (3) poor results after conservative
treatment with drugs such as gabapentin (poor results: pain
was not alleviated or nonsignificantly alleviated), or the side
effects were intolerable; (4) numerical rating score (NRS) ≥6
points; and (5) completion of CT-guided radiofrequency
thermocoagulation after unsuccessful therapeutic supraor-
bital nerve blockade with 2% lidocaine (2ml) + compound
betamethasone (1ml) (refractory cases, i.e., effects dis-
appearing over some time and NRS reaching ≥6 points
again). *e exclusion criterion was incomplete follow-up
data.

2.2. /erapy. All operations were performed by the same
surgeon, who was a chief physician who had been engaged in
the diagnosis and treatment of pain for 20 years. *e patient
was placed supine on the operating table in the CT treatment
room, comfortably fixed, with eyes closed. ECG was mon-
itored routinely, and oxygen inhalation was given. *e
supraorbital foramen (notch) was identified using CT.When
a complete supraorbital foramen (notch) could be seen, the
CT layer was selected as the puncture layer, the puncture
path was designed, and the puncture point was marked.
After routine disinfection and draping, a radiofrequency
puncture needle (length of 50mm and inner diameter of
0.7mm), exposed end of 2mm (model: AN-N, specifica-
tions: 0.7× 50–2mm; Tuoren Medical Device Co., Ltd.,
Henan, China; registration number: CFDA 20153152153),
was punctured vertically along the puncture path to the
supraorbital orifice or the notch bottom (Figure 1) under the
guidance of CT images. *e radiofrequency instrument
(PMG-230; Baylis Medical Company, Inc., Montreal, Can-
ada) was connected, sensation (50Hz) and motion (5Hz)
were tested, and the position of the needle was fine-tuned
until the original pain area could be covered by both sen-
sation and motion stimulations of <0.5V. *e treatment
parameters were continuous standard radiofrequency,
temperature of 95°C, and duration of 120 s [20]. *e patients
were given an intravenous injection of propofol (1–2mg/kg,
according to their age and general conditions) and then
underwent radiofrequency thermocoagulation for 1-2 cy-
cles. After the first cycle of radiofrequency was over, the
patient was asked whether the original pain area was numb
and whether the pain had disappeared. If the numb area does
not completely cover the original pain area, the second cycle
of radiofrequency is performed. After the operation, the
sensation, pain, and corneal reflexes in the relevant areas
were tested, and the patient was sent back to the ward. *e
entire operation lasted about 15–30 min.

2.3. PostoperativePainManagement. *e patients continued
to take oral gabapentin (Jiangsu Hengrui Medicine Co., Ltd.,
Jiangsu, China). *e dose for patients with NRS 1–3 points
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was halved, while it could be doubled in patients with NRS
4–6 points; each increase or decrease lasted for more than 1
week. Patients with NRS >6 points were rescued with
paracetamol oxycodone tablets (Specgx LLC, St Louis, MO,
USA), no more than four tablets/day.

2.4. Data Collection. Before the operation and at 1, 30, 90,
180, and 360 days after the operation, the following data
were recorded routinely: NRS, occurrence of spontaneous
pain, occurrence of allodynia, gabapentin dosage, para-
cetamol/oxycodone dosage, the patient global impression
of change (PGIC) score [21], the Barrow numbness score
[22], postoperative 360-day recurrence rate (recurrence
refers to the NRS equal to or greater than that before
operation), and complications (such as subcutaneous
swelling of the supraorbital area, eyelid droop, corneal
ulcer, and eyeball damage). *e recurrence and compli-
cations were obtained from the patient charts. PGIC
scoring was 1: very bad; 2: aggravated severely; 3: aggra-
vated slightly; 4: not changed; 5: improved slightly; 6:
improved significantly; and 7: very good. *e Barrow
numbness score was 1: no facial numbness; 2: facial

numbness, not bothering; 3: facial numbness, bothering;
and 4: facial numbness, very bothering.

2.5. Statistical Analysis. Statistical analyses were performed
using SPSS 16.0 (SPSS Inc., Chicago, IL, USA). Continuous
data were first tested with the Kolmogorov–Smirnov nor-
mality test. Data in line with a normal distribution were
expressed as means± standard deviations, and comparison
between pre- and posttreatment data was conducted using
repeated-measures ANOVA and the post hoc paired t-test.
Data with a skewed distribution were expressed as medians
(P25, P75); comparison between pretreatment and post-
treatment data was conducted using the Friedman rank-sum
test, and multiple comparisons were made using the Wil-
coxon rank-sum test. Categorical data were analyzed using
the Pearson chi-square test. Two-sided P values <0.05 were
considered statistically significant.

3. Results

3.1. Patients. *irty-six patients among eighty patients with
HZO completed the radiofrequency thermocoagulation

Figure 1: Computed tomography scan showing that the tip of the radiofrequency needle was located in the supraorbital foramen.*e white
line entering the skull is the radiofrequency needle (with white arrow pointing).
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intervention. Five patients were lost to follow-up, and 31
patients were finally analyzed in the study. *eir charac-
teristics are listed in Table 1. *ere were 19 males. *e mean
age was 73.6± 9.9 years.

3.2. Changes in Pain and Numbness Indicators. *e last
follow-up was on September 1, 2019. *e NRS, gabapentin
dosage, paracetamol/oxycodone dosage, PGIC before and
after the operation, and postoperative numbness are shown
in Table 2. Compared with before operation, the NRS was
decreased, and PGIC was increased at postoperative 1, 30,
90, 180, and 360 days, and the gabapentin and paracetamol
oxycodone doses at postoperative 30, 90, 180, and 360 days
were decreased (χ2 � 80.37, χ2 � 55.53, χ2 � 38.00, and
χ2 � 47.32; all P< 0.001). *e differences in gabapentin and
paracetamol oxycodone doses at postoperative 1 day were
not statistically significant (Z � −0.56 and Z � −0.54; both
P> 0.05). Compared with 1 day after the operation,
numbness was decreased at 30, 90, 180, and 360 days after
the operation (χ2 � 80.00, P< 0.001).

*e number of patients with allodynia and sponta-
neous pain is shown in Table 3. Compared with before
operation, the number of patients with allodynia at each
time point after the operation was decreased (χ2 � 46.25,
P< 0.001), while the number of patients with spontaneous
pain at each time point after the operation did not show a
significant difference (χ2 � 5.07, P � 0.407). In addition,
there were no significant differences between the number
of patients with allodynia and the number of patients with
spontaneous pain before operation (χ2 � 0.52, P � 0.472),
but the number of patients with spontaneous pain at each
time point after the operation was higher than the number
of patients with allodynia (χ2 � 37.71, χ2 � 28.93,
χ2 � 22.03, χ2 � 18.08, and χ2 � 9.23; all P< 0.01).

3.3. Complications. At 360 days after the operation, four
patients (13%) had recurrences, but they were treated at
other hospitals, and the details are unknown. Twenty-nine
(94%) patients had varying degrees of subcutaneous swelling
at the supraorbital area within 1 week of surgery, but no
patients showed drooping eyelid, corneal ulcers, eyeball
damage, decreased vision, and other severe complications.
After 1 week without special treatment, they returned to
normal on their own.

4. Discussion

Radiofrequency of the Gasserian ganglion can be used for
ophthalmic herpetic neuralgia, but it is associated with risks
and complications [14–17]. *is study aimed to use the
supraorbital nerve for CT-guided radiofrequency thermo-
coagulation to treat refractory ophthalmic herpetic neu-
ralgia. *e results suggest that CT-guided supraorbital nerve
radiofrequency thermocoagulation for the treatment of
ophthalmic herpetic neuralgia can effectively relieve pain
and reduce the dose of analgesics, without any serious
complication. CT can confirm whether the needle tip enters
the supraorbital hole, which is the biggest advantage of CT

guidance compared to B-mode ultrasound guidance (which
has limited application in the skull if no acoustic window is
possible) or blind procedure. During the operation, CT can
clearly guide the operator on the distance and the relative
position between the puncture needle and the target point,
i.e., the supraorbital hole, while the guidance of B-ultra-
sound is relatively vague and not precise enough. CT can be
accurate to the range of 1mm, while B-ultrasound cannot
reach this accuracy and can only roughly guide the ap-
proximate position and direction. Once entering the su-
praorbital hole, the puncture needle will be stuck into the
hole, and the position will naturally be fixed. *is case series
suggests that this technique is feasible and applicable to
clinical practice.

*e Gasserian ganglion, which is a concentration site of
primary sensory neuron bodies in the head and face, is the
ideal target for radiofrequency thermocoagulation in the
treatment of refractory ophthalmic herpetic neuralgia
[14–17]. Radiofrequency of the Gasserian ganglion was first
proposed by Hartel [23] about 100 years ago, who performed
puncture to the Gasserian ganglion through the oval fora-
men under X-ray guidance. It was a significant milestone at
the time but was limited to the medical conditions at that
time, and now imaging of CT has far exceeded X-ray, and
more accurate and clear images are obtained. Nowadays, the
treatment of trigeminal neuralgia using radiofrequency of
the Gasserian ganglion is no longer necessary. Instead, CT
can complete highly selective branch radiofrequency treat-
ment of the trigeminal neuralgia, that is, V1 is in the su-
praorbital hole, V2 in the foramen rotundum, and V3 in the
oval foramen. *e advantage of such selective radio-
frequency is that it does not need to enter the cranium (the
Gasserian ganglion is in the cranium), it is safer (absolutely
no intracranial infection, intracranial hemorrhage, and
damage to other nondiseased trigeminal nerve branches),
and it is more effective (in the past, radiofrequency of the
Gasserian ganglion required repeated electrophysiological
tests in the Gasserian ganglion to try to induce sensory and
movement corresponding to the innervation area of the
diseased branch, that is, to replicate the original pain. *is
process is often not easy, especially for V1 and V2, which is
time-consuming and laborious, and the patient has to en-
dure severe pain and cannot receive anesthesia. *erefore,
the radiofrequency of the Gasserian ganglion is a technology
that has been or will be abandoned. Indeed, the ophthalmic
nerve root is located deep in the Gasserian ganglion,
resulting in difficult puncture, high risk, and difficulty in
reaching the target, and radiofrequency thermocoagulation
of the ophthalmic nerve root in the Gasserian ganglion is
prone to cause corneal ulcers [14]. *erefore, targeting the
Gasserian ganglion might not be the best approach. *e
efficacy of radiofrequency thermocoagulation of the tri-
geminal nerve root was reported for the treatment of PHN in
the head and face (eight cases of the ophthalmic nerve and
one case of the mandibular nerve), among whom eight
patients achieved pain relief after the operation, but one
patient had keratitis, and two had corneal ulcers [24].

*e ophthalmic nerve erupts from the skull via the
supraorbital fissure and is immediately branched into the
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lacrimal, nasociliary, and frontal nerves [25]. *e nasociliary
nerve dominates and nourishes the cornea and other parts
[26]. *e frontal nerve travels on the deep levator muscle
and branches into the supraorbital and supratrochlear
nerves at the orbital apex, which separately penetrate
through the supraorbital foramen (notch) and the supra-
trochlear notch to dominate periorbital and frontal apex skin
[27]. Both supraorbital and supratrochlear nerves are re-
sponsible for supraorbital herpes, of which the area domi-
nated by the supraorbital nerve is more commonly found. It
was reported that keratitis and corneal ulcers in HZO are
closely related to nasociliary nerve injury [28]. *erefore,
radiofrequency thermocoagulation of peripheral nerves
(supraorbital nerves) can be far away from the nasociliary
nerve to reduce the probability of the injury, and thus, the
occurrence of postoperative corneal ulcers can be reduced
compared with radiofrequency thermocoagulation of the
Gasserian ganglion. Based on this, shifting the target

outward and attempting to treat refractory ophthalmic
herpetic neuralgia with radiofrequency thermocoagulation
of the supraorbital nerve under CT guidance were tried.

Among the 31 patients, the pain score decreased sig-
nificantly after radiofrequency thermocoagulation, and the
relief of allodynia was significantly better than that of
spontaneous pain. Spontaneous pain is considered to be
caused by central sensitization [29]. *is type of pain cannot
be resolved by radiofrequency of the orbital foramen. Pe-
ripheral nerve radiofrequency can only relieve the allodynia
caused by peripheral sensitization [30]. *e allodynia dis-
appeared in most patients after operation, and the spon-
taneous pain was alleviated, although it could not be
eliminated. Different effects on allodynia and spontaneous
pain might be associated with different mechanisms. Allo-
dynia is caused because of the Aβ fibers sprout from the deep
lamellar to lamellar I and lamellar II in the spinal dorsal horn
after nerve injury and occupies the upward pain pathway of

Table 1: Characteristics of the patients.

Parameters Mean± SD or N (%)
Age (years) 73.6± 9.9
Sex, n (%) Male 19 (61%)
Location, n (%) Left 14 (45%)

Affected nerves, n (%)
I 26 (84%)

I + II 4 (13%)
I + II + III 1 (3%)

Disease course (after herpes healed), n (%) ≤1 month 12 (39%)
>1 month 19 (61%)

Combined chronic diseases, n (%) Hypertension 27 (87%)
Diabetes 10 (32%)

Involved facial nerve, n (%) 1 (3%)
Frequency of preoperative nerve blocks 7.4± 1.5

Table 2: Comparison of NRS, gabapentin (g), paracetamol oxycodone (mg), PGIC, and numbness before and after PRF (median (P25, P75)).

Parameters Before
intervention

1 day after
intervention

30 days after
intervention

90 days after
intervention

180 days after
intervention

360 days after
intervention P

NRS 6.0 (5.0, 6.5) 2.0 (2.0, 3.0)∗ 2.0 (1.0, 2.0)∗ 2.0 (1.0, 3.0)∗ 2.0 (1.0, 3.0)∗ 2.0 (1.0, 3.0)∗ <0.001
Gabapentin (g) 0.6 (0.6, 0.9) 0.6 (0.6, 0.9) 0.6 (0.0, 0.9)∗ 0.6 (0.0, 0.9)∗ 0.6 (0.0, 0.9)∗ 0.0 (0.0, 0.9)∗ <0.001
Paracetamol
oxycodone (mg) 0.0 (0.0, 5.0) 0.0 (0.0, 5.0) 0.0 (0.0, 0.0)∗ 0.0 (0.0, 0.0)∗ 0.0 (0.0, 0.0)∗ 0.0 (0.0, 0.0)∗ <0.001

PGIC 4.0 (4.0, 5.0) 5.0 (5.0, 5.0)∗ 5.0 (5.0, 5.0)∗ 5.0 (5.0, 5.0)∗ 5.0 (5.0, 6.0)∗ 5.0 (5.0, 6.0)∗ <0.001
Numbness 3.0 (3.0, 4.0) 3.0 (2.0, 3.0)# 2.0 (2.0, 3.0)# 2.0 (2.0, 3.0)# 2.0 (2.0, 3.0)# <0.001
∗P< 0.05 vs. preoperation. #P< 0.05 vs. 1 month after the operation. NRS: numerical rating score; PGIC: patient general impression of change score.

Table 3: Comparison of the number of patients with allodynia and spontaneous pain.

Parameters Before
intervention

1 day after
intervention

30 days after
intervention

90 days after
intervention

180 days after
intervention

360 days after
intervention P

Allodynia, n (%) 29 (94%) 6 (19%)∗ 7 (23%)∗ 10 (32%)∗ 14 (45%)∗ 19 (61%)∗ <0.001
Spontaneous
pain, n (%) 31 (100%) 29 (94%)# 28 (90%)# 28 (90%)# 29 (94%)# 29 (94%)# 0.407

P 0.472 <0.001 <0.001 <0.001 <0.001 0.002
∗P< 0.05 vs. preoperation. #P< 0.05 vs. 1 month after the operation.
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the Aβ and C fibers [31, 32], which belongs to stimulus-
dependent pain. It can cause pain by touching the sensory
nerve endings in the skin. Destroying the peripheral nerve
fibers can effectively block the tactile upward pathway in the
nerve endings and eliminate pain. Meanwhile, spontaneous
pain is caused by abnormal discharge after nerve sensiti-
zation [33]. Since the abnormal discharge point is uncertain,
it is a kind of non-stimulus-dependent pain and only refers
to the damage to peripheral nerve fibers. *e pain caused by
an abnormal discharge in the sensory conduction upstream
cannot be completely eliminated. Hence, radiofrequency
thermocoagulation of the supraorbital nerve may be more
suitable for patients who mainly suffer from allodynia rather
than spontaneous pain, but this will require further research.

With the relief of pain after radiofrequency, the doses
of analgesics such as gabapentin and paracetamol oxy-
codone after the operation could be decreased accordingly.
In the present study, there was no significant change in the
doses at postoperative 1 day, which may be related to pain
and discomfort due to subepithelial swelling in the su-
praorbital area after thermocoagulation. Meanwhile,
PGIC, as an indicator that effectively reflects the thera-
peutic effect, was improved postoperatively compared with
baseline (after nerve block), indicating that the treatment
is effective.

Numbness is an unpleasant sensory experience and is
also a cause for the low acceptance of nerve impairment
methods [34]. In the present study, all patients had different
degrees of numbness after radiofrequency thermocoagula-
tion of the supraorbital nerve, but due to the high selectivity
of the supraorbital nerve, numbness was limited to the
forehead and the apex and did not affect the motor func-
tions. During follow-up, it was found that postoperative
numbness gradually decreased, and the number of patients
with allodynia gradually increased with time. *ere were
four recurrent cases, with a recurrence rate of up to 13%. In
contrast to the Gasserian ganglion, which is composed of the
neuronal soma, the supraorbital nerve is composed of nerve
fibers. It has been proved that nerve fibers can regenerate to a
certain extent after injury [35]. *erefore, after radio-
frequency thermocoagulation, the sensory neuronal soma
may not be damaged, which can promote nerve fiber re-
generation, gradually recovering the nerve conduction
function, reduce numbness, and increase the possibility of
postoperative pain recurrence. *us, radiofrequency ther-
mocoagulation may have a higher recurrence rate compared
with other methods, but further comparison is needed. An
important point that still needs to be explored about radi-
ofrequency ablation of the supraorbital nerve is how to
prolong the effective time and reduce the recurrence of
allodynia after the operation. Most patients display varying
degrees of subcutaneous swelling after RF ablation because
the supraorbital blood vessels travel along with the ablated
nerves, and the subcutaneous soft tissues in the peripheral
area are loose, allowing for edema. Nevertheless, this edema
can be alleviated within 1-2 weeks after symptomatic
treatment, without any adverse effect. During the present
study, no serious adverse reactions such as eyelid droop,
corneal ulcers, and eyeball injury occurred.

*is retrospective study has some limitations. *e
sample size was small. *ere was no control group. In ad-
dition, the patients combined with HZ in the supratrochlear
nerve were excluded, but some cases might have beenmissed
since there is a somatic overlap between both nerves.
*erefore, further research and observations are needed.

5. Conclusion

In conclusion, radiofrequency thermocoagulation of the
supraorbital nerve is a feasible method for treating oph-
thalmic herpetic neuralgia, without serious complications.
*is could be a suitable method for the management of
ophthalmic herpetic neuralgia.
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