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Intrebari majore

1.Cefaleea acuta, violenta: la ce maladii ne gandim in primul rand?
. Cefaleea primara si secundara: deosebirea, frecventa.

. Poate avea pacientul migrena, daca durerea nu € hemicranica si
pulsatila?

. Este migrena o maladie conditionata de un proces inflamator?

. Cefaleea de tip tensional: este vorba de HTA sau de HIC ?

. Care sunt cele 2 grupe specifice de tratament abortiv a migrenei?
. Cand putem vorbi de cefalee cronica?

. Care este deosebirea dintre cefaleea cluster si hemicrania
paroxistica?

9. Care este procentul greselelor in diagnosticul migrenei in
Europa si SUA si in Moldova?




CEFALEELE
PRIMARE:
PROBLEME DE
DIAGNOSTIC



Propleme de diagnostic

Diagnostic eronat (Europa, SUA)
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. Cefalee de Iowtura de trasnet (cefalee acuta)
& ‘Cefaleele subacute cu agravare progresiva

Cefalee cu aura prelunglta
o Cefalee asomata cu vome
Cefaleea cluster

No oswN

oo

' Cefalee care se ampllflca Ia efort fIZIC sau F} proba
Valsalva ’ : : :

9:
10. Cefalee aparuta prlma data dupa varsta de 50 de ani
(48~ ‘




Cefalee |n

Iowtura de
trasnet




Pacientul:

“Cea mal puternica
durere de cap pe care
am avut-o vreodata”



“Cea mal puternica durere de cap pe
care am avut-o vreodata”

(cefalee in lovitura de trasnet)

1 Hemoragia subarahnoideana
1 Meningita
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Angiografie - Anevrsm gigant

Angio image courtsey: University of Texas Health Science Center at San Antonio - Department of Neurosurgery



Manifestarile clinice
-Debut brutal
-Cefalee in "“lovitura de trasnet”
-Fotofobie
-Fonofobie
-Greata
-Voma
-Agitatie psiho-
motorie




Manifestarile clinice
-Debut brutal
-Cefalee in "“lovitura de trasnet”
-Fotofobie
-Fonofobie
-Greata
-Voma
-Agitatie psiho-
motorie




Clasificarea
contemporana a
cefaleelor



International

Cem]mohalalgza Headachs

An International Journal of Headache S O Cl e ty

|-a Clasificare 1988

The International Classification of

Headache Disorders JA ”'a Clasificare
2nd Edition 2004

A lll-a Clasificare
2018
ICHD-3
o ( )

Blackwell
Publishing




CLASIFICAREA INTERNATIONALA
A TULBURARILOR CEFALALGICE

SOCIETATEA INTERNATIONALA DE CEFALEE

CLASIFICAREA INTERNATIONALA
A TULBURARILOR CEFALALGICE

Editia a doua
2004

Traducere din engleza
Coordonator stiintific: Prof.univ.Dr. Ion Moldovanu

Societatea de Cefalec din Republica Moldova
Chisinau 2004




Cea de a 3-a clasificare
internationala a cefaleelor (ICHD-3)

 Comitetul de Clasificare al Cefaleelor al

IHS (“International Headache Society”)

- Cea de a 3-a clasificare internationala a
cefaleelor (ICHD-3)

- “The International Clasification of

Headache Disorders, 3rd edition (ICHD-3 )



Clasificarea Internationala a
Tulburarilor Cefalalgice ( 2018)

Cefaleea primara Cefaleea secundara

traumatica
vasculara
nevasculara
substante ori sevrajul acesteia
infectii intra- si extracraniene
0 tulburari homeostazice
1

patologia fetei, craniului si

: : . gatului
3 Cetaleea trigeminal 12 afectiuni psihiatrice

vegetativa 13 nevralgii craniene
14 alte cefalei
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Prevalenta in MOLDOVA (Chisinau)
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Elvetia
Turcia
Moldova
Croatia
Canada
Danemarca
SUA

UK

Suedia
Norvegia

Franta

Japonia

Prevalen{a migreneil

19,90%
s | 19%
J 19%
I 17,10%

e 15,50%
s 14,70%
e 14,30%
I 13,20%
IEeessssse— 11,60%

I 11,20%




PREVALENTA CEFALEEI CRONICE
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Medicarion overuse in Moldova

Headache Currents

Crpbakie 2008, 28, 1220-123)

Chronic migraine with and without medicarion overuse: the role of

drug phobia and associated factors (according to the data of Headache
Centre, Chisinau, the Republic of Moldova*)

lon Maldovanu'?, Seela Cdabescu® & Cristima Craciun!

Diepartment -a:f ."n'ﬂ;.:&iﬁ;b:; Srare Madical amd Pharmacestical —
ro. s rl i T . ¥
Llnipsrsiny and " lnsritne of Mewrals gy Fleamasin T

L

Crpbriagria, 1008, 28, 12101253

Chisiman, Maldowa

INTRODUCTION
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Crplalafpre, 2008, 28, 1220-1233

migraine (Ch) continues to be an unsohed lsue A rang o
ditferent sk factors are presumed to play a certain role in the
headache chronifcation: obesity, snoring, comorbid pain, head
or neck injury, life events, caffeine intake and medication use (1).

Migraine could be seen as a relapsing chronically progressive
disorder (2} in individuals with a high bicksgical predisposition.
This progression appears to be clinical, functional and also ana-
tomical (3. Excessive use of analgesics and other migraine
abortive treatments is believed to play acermin role in the chroni
heation of episadic migraine (4).

Another problem less discussed is chronic headache without
redication overuse (MY, which presents, in our opinion, quite

a puzzle. How does it happen that one category of patients
with chronie headaches does not reach MO? Excepe for cases of

I'|1I|d 1I1d n1-:--:|-:r1|:e E|1I'l:ll1.l: I'lEld.lEI'!E&. "-'-'I'l.:II: IZIEI'!ET F.:IED.'IP.'- El:IIJH.

MO (134 patienes). The dibgrosis of MO was established
: o the IHS classibcation (11) and revised MO criteria
L)

The pain ard other kinds of comorbidities were examined in
beoth groups, as well as the psychiatric assessment (according to
the DEM-IV cricenia) was performed. MBI o CT was performed
in 184 (92%) parients. The acute medications administered were
aralysed too. A special questionmaire of fve questions (Table 3)
concerning the patient’s perscnal attitude to taking medications
ard the pain tolerance was completed by each patient The
frequency distribution was compared with the chi-squared test.
When appropriate, Student’s ~test For unpaired data was per-
formed. A significance level of at least < 0,05 was chosen for all
rests

RESULTS
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Pain 137 (2008) 7-15 .

www elsevier.com/locate/pain

Review
Chronic pain may change the structure of the brain

Arne May~

Department of Systems Neuroscience, University of Hamburg Eppendorf { UKE), Martinistrasse 52, D-20246 Hamburg, Germany

Received 30 November 2007; received in revised form 21 February 2008; accepted 27 February 2008

Abstract

Recently, local morphologic alterations of the brain in areas ascribable to the transmission of pain were detected in patients suf-
fering from phantom pain, chronic back pain, irritable bowl syndrome, fibromyalgia and two types of frequent headaches. These
alterations were different for each pain syndrome, but overlapped in the cingulate cortex, the orbitofrontal cortex, the insula and
dorsal pons. These regions function as multi-integrative structures during the experience and the anticipation of pain. As it seems
that chronic pain patients have a common “brain signature” in areas known to be involved in pain regulation, the question arises
whether these changes are the cause or the consequence of chronic pain. The author suggests that the gray matter change observed In
chronic pain patients are the consequence of frequent nociceptive input and should thus be reversible when pain 1s adequately
treated.




Cefaleelee
primare



Cea mai persistenta

S| agresiva forma de
cefalee primara:






Migrena

criterii de
diaghostic



A Cel putin 5 atacuri

B Durata 4 -72 ore (netratat sau tratat incorect)

C Durerea: 2 din urmatoarele
U unilaterala
P pulsatila
S severa sau medie
A agravare la efort fizic
D 1 din urmatoarele
= greata
V' varsaturi

~ fotofobie
~ fonofobie

E Nu este atribuita altor afectiuni.
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'/ leli--ICU aura

(15-20%)

R o
-'4L,ﬂ 5 Aura sensitiva
Aura vizuala

- a Dureri
a1 Sclipiri scurte s Impunsatur
Sl 1 Amorteli
1 Luminite
a Zig-zaguri > 3
a Sfere, filamente luminoase Aura verbala
2  Contururi zimtate (“dinti de a1 Vorbire disfazica

fierestrau”)

% Scotoame centrale (“geam
inghetat”)
1 Micropsii si metamorfopsii
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natufal termination.
pwhere in the literature can we find more vivid and
descriptions of migrainous stupor than in Liveing’s monogr:

Fig. 2C. Variants of migraine scotoma. After Gowers (x 904)

Expanding negative scotoma







cU aura vizuala

sindromul “Alice in [ara minunilor®




Friedrich Nietzsche
(1844 - 1883)

1 Personalitate migrenoasa:
stralucit, obsesional, solitar

1 120 atacuri migrenoase pe an
|

1 Conceptul de “rasa suprema’

1 Cefaleea a avut influenta mare
asupra lui Nietzsche, iar el a
iInfluentat istoria




Criterile de diagnostic
ale migrenel fara aura

versiunea prescurtata, screening



Criterile de diagnostic

ale fara aura:
versiunea prescurtata

1. Durerea severa
perturba activitatea
zilnica ?

3. Fotofobie?




Criterile de diagnostic

ale fara aura:
versiunea prescurtata

1. Durerea severa
perturba activitatea
zilnica ?

2/3 =95%






Migrena episodica E

Intensi
tatea

Durata



MIGRENA CRONICA
(>15 zile/luna cu cefalee)

m Crize mm Fundal dureros
constant

Intensi
tatea

. an

30 zile




Faza de aura Faza de cefalee

Vazospasmul aa.cerebrale Vazodialatarea aa.cerebrale




Migreness
CONCEPL moderne

% Activarea sistemului trigemino-
vascular

Dura

1 Inflamatia neurogena

( extravazarea proteinelor
plasmatice)

1 Cresterea cantitatii de subst.
P, neurokininei A,a peptidei
legate cu gena calcitoninei
(CGRP)

Axon
Terminal

1 Sensitizare Centrala
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(A) 17 healthy subjects and (B) 17 age- and ger

matched patients with migraine, interictally
D ——




Vel Tratament

a Comportamental (agenda, informatia,
evitarea triggerior, etc)

2 Abortiv (simptomatic)

2 Preventiv (profilactic)



\/leiio - llerapiar aurerilor acute

| tratament nemedicamentos)

Gesturi simple

- odihna in camera intunecoasa

- compresie externa

- comprese reci

- comprese calde
- proba Valsalva

- cafea dulce



Vlele e Tratamentul protilactic

nemedicamentos

Evitarea triggerilor (agenda)

- Sampanie, vin rosu
- ciocolata

- cascaval

- citrice

- cafea

- NUCI

- produse afumate

- stresul

- somnul excesiv

- reducerea somnului
- oboseala



Farmacoterapia
durerilor acute

Tratamentul nespecific

(ibuprofen) aspirind, paracetamol, diclofenac indometacin:
nimesulid,

metoclopramida (cerucal), domperidon (motilium)

Tratamentul specific
5-HT1B/1D

sumatriptan, relpax, imigran , zolmitriptan, rizatriptan, naratriptan, etc.



Tratamentul profilactic

amitriptilina, nortriptilina,
imipramina, doxepin, fluoxetina

metoprolol, propronalol, atenolol

verapamil, flunarizina, nifedipina, diltiazem

gabapentina, topiramat, valproat de sodiu



H MIGRENA CRONICA

Cefalee migrenoasa >15 zile / luna pentru >
3 luni sifara abuz medicamentos

B STATUSUL MIGRENOS

Atacuri de intensitate severa si epuizante
de migrena cu durata mai mare de 72 h.



Vo - —factorderiscin -

a1 Sexul feminin

2 Fumatul

1 Contraceptive
hormonale

ICTUSUL MIGRENOS

Unul sau mai multe simptome
de aura migrenoasa

se asociaza cu

o leziune ischemica cerebrala in
teritoriul respectiv

demonstrata prin investigatie
neuroimagistica
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Corelatia dintre migrena si maladiile majore

cardiovasculare la femei
(Kurth T, Gaziano JM, Cook NR et al., 2006)

Forma curbei incidentei cumulative
— Active migraine with aura ladiil - cV
---- Active migraine without aura pentru maiadilie majore
— No migraine history demonstreaza o crestere puternica a
riscului dupa 6 ani de la examinare.

™ in comparatie cu femeile care nu au M
in anamneza si dupa ajustarea la
factorii de risc CV.

Femeile care au acuzat M-A

nu au avut risc sporit de a suporta
afectiuni ischemice vasculare.



Migrena — factor de risc in AVC
Ll S

K -

N |
= 13.9-16.9

1 Sexul feminin
1 Migrena cu aura

RR

1 Fumatul
1 Contraceptive )
hormonale \

La suprapunerea si a contraceptivelor
orale riscul de ictus ischemic creste
(RR =13.9-16.9)



> 15 zile/luna > 3 luni

atacurile corespund criteriilor migrenei fara aura

consum de analgezice sau antimigrenoase < 10
zile/luna

nu sunt atribuite altor patoloqii



Cefaleea de tip
tensioal




Prevalenta cefaleei tensionale in
populatia Europei

40 - 60 %

Cefaleea de
tip tensional

O.M.S. , 2000
O.M.S. , 2004



Prevalenta si cefaleel
tensionale in populatia Europei

40-60 % Cefaleea

tensionala

O.M.S. , 2000
O.M.S. , 2004



Cefaleea de tip tensional episodica:
Criterii de diagnostic

A > 10 episoade

B 30 min-7 zile

C Durerea :2 din urmatoarele
bilaterala
de presiune, non-pulsatila
usoara - moderata
nu se agraveaza la efort fizic

D Ambele urmatoarele caracteristici

absenta greturilor si varsaturilor
fotofobia si fonofobia - absente




Patofiziologia Cefaleel Tensionale

® Hipertensiunea mugchilor
pericranieni (?)

® Fibromialgie locala (?)

® Sindrom miofascial algic (?)

e CTC: modulare patologica
nociceptiva de la ganglionii bazali, SL,
neuronii serotoninergici ai nucleilor

rafeului

® CTC: Sensitizare centrala




Cefaleea tensionala: tratament

AINS diclofenac
paracetamol, nimesulid

Antidepresive

Relaxante musculare
baclofen
diazepam

ENE

Toxina botulinica
BOTOX



Cefaleea
cronica

> 15 zile/luna = 3 luni



4 \ /

Cefaleele trigeminal
vegetative:




Cefaleele trigeminal vegetative:
cefaleea cluster
hemicrania paroxistica
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Cefaleea asociata cu
semne vegetative
majore ipsilaterale

-hiperemie a conjunctivei
-lacrimatie

-edem al mucoaseil nazale
-rinoree

-mioza

-ptoza

-edem palpebral
-transpiratie a fetei



Cefeleea cluster (“in ciorcine’)

Defienitie:

Cefalee severa unilaterala,
15-180 min.

Asociata cu cel putin 1/6 ipsilaterale

1 hiperemie a conjunctivei / lacrimatie
2 congestie nazal / rinoree

3 edem palpebral

4 transpiratia fruntii si fetei

5 mioza / ptoza

6 neliniste / agitatie

Frecventa de la 1 - 8 atacuri pe zi




Affects 0.1-0.3 /1000

o Diagnosis is clinical

o Characterized by short-acting >5000 in DK
unilateral severe orbital -
headache attacks lasting 15- M/F ratio: 4/

e Underdiagnosed and

. (Cranial DaraS\’t'f\pathet‘C undertreated



Cefeleea cluster (“in ciorcine’)

Defienitie:

Cefalee severa unilaterala,
15-180 min.

Asociata cu cel putin 1/6 ipsilaterale

1 hiperemie a conjunctivei / lacrimatie
2 congestie nazal / rinoree

3 edem palpebral

4 transpiratia fruntii si fetei

5 mioza / ptoza

6 neliniste / agitatie

Frecventa de la 1 - 8 atacuri pe zi




Cefalee cluster




Cefeleea cluster (“in ciorcine’)

Defienitie:

Cefalee severa unilaterala,
15-180 min.

Asociata cu cel putin 1/6 ipsilaterale

1 hiperemie a conjunctivei / lacrimatie
2 congestie nazal / rinoree

3 edem palpebral

4 transpiratia fruntii si fetei

5 mioza / ptoza

6 neliniste / agitatie

Frecventa de la 1 - 8 atacuri pe zi




Cefaleea cluster: tratament

1 02 100% inhalatie

1 Tripatani (sumatriptan) i.n.
1 Dihidroergotamina i.v.

1 Lidocaina i.n.

1 Corticisteroizi
1 Verapamil
2 Litium



Hemicrania paroxistica

Defienitie:
Cefaleea severa + semne vegetative ipsilaterale

¢+ Cefalee severa unilaterala,
2 — 20min. (Cluster - 15-180 min)

¢ Asociata cu cel putin 1/ 5 ipsilaterale
(Cluster — 1/6)

1 hiperemie a conjunctivei / lacrimatie
2 congestie nazal / rinoree

3 edem palpebral

4 transpiratia fruntii si fetei

5 mioza / ptoza

¢ Frecventa de la 1 -5 atacuri pe zi
(Cluster — 1-8)

- k ‘ ¢ Dispare complet la indometacina



Intrebiri majore

1.Cefaleea acuta, violenta: la ce maladii ne gandim in primul rand?
2. Cefaleea primara si secundara: deosebirea, frecventa.

3. Poate avea pacientul migrena, daca durerea nu e hemicranica $i
pulsatila?

4. Este migrena o maladie conditionata de un proces inflamator?

5. Cefaleea de tip tensional: este vorba de HTA sau de HIC ?

6. Care sunt cele 2 grupe specifice de tratament abortiv a migrenei?
7. Cand putem vorbi de cefalee cronica?

8. Care este deosebirea dintre cefaleea cluster si hemicrania
paroxistica?
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