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CEFALEA: OBJETIVOS ALOGRAR POR LOS ALUMNOS

-SER CAPAZ DE IDENTIFICAR LOS ELEMENTOS CLINICOS DE RIESGO DE LESION
INTRACRANEAL EN UN PACIENTE QUE CONSULTA POR EPISODIO DE CEFALEA AGUDA

-SER CAPAZ DE IDENTIFICAR ELEMENTOS CLINICOS DE RIESGO DE LESION INTRA-
CRANEAL EN PACIENTE CON HISTORIA DE CEFALEA RECURRENTE

-IDENTIFICAR ELEMENTOS CLAVES DEL EXAMEN FiSICO GENERAL Y NEUROLOGICO
EN PACIENTE CON CEFALEA

-SER CAPAZ DE MANEJAR ADECUADAMENTE UN EPISODIO DE CEFALEA AGUDAEN
URGENCIA O ATENCION PRIMARIA

-SER CAPAZ DE PLANTEAR UN ESTUDIO DE LABORATORIO O IMAGENES CRITERIOSO
EN UN PACIENTE QUE CONSULTA POR CEFALEA AGUDA O RECURRENTE

-MANEJAR DIAGNOSTICOS DIFERENCIALES EN PACIENTES EN EDAD PEDIATRICA QUE
CONSULTEN POR CEFALEA AGUDA O RECURRENTE

-IDENTIFICAR MEDICAMENTOS DE USO HABITUAL EN CRISIS DE CEFALEA, SU USO Y/O
CONTRAINDICACIONES EN PEDIATRIA



CEFALEA

-109% POBLACION ENTRE 5Y 15 ANOS

-ORIGEN DEL DOLOR:

INTRACRANEAL

EXTRACRANEAL

-SIN SENSIBILIDAD DOLOROSA

ARTERIAS CEREBRALES Y DURALES
DURAMADRE DE BASE DEL ENCEFALO
GRANDES VENAS Y SENOS VENOSOS

ARTERIAS EXTRACRANEALES
MUSCULOS INSERTADOS EN CRANEO
NERVIOS CRANEALES
PERIOSTIO/SENOS

RAICES CERVICALES

PARENQUIMA ENCEFALICO
CUBIERTA EPENDIMARIA
MENINGES EXCEPTO DURAMADRE BASAL




International
classification of
headache disorder
classification)

Episodic headache
Lasting 4-72 hours
Any two of:

— Unilateral

— Pulsating

— Moderate or severe

— Worse with movement

Any one of:
— Nausea +/or vomiting

— Photophobia and
phonophobia

What is migraine?

® Primary migraine

M Lesions and structural
causes

Infective and
inflammatory causes

B Genetic and syndromic
causes

Migraine mimics and secondary causes.



Tl 2. Pediatric Migraine Criteria

Migraine without aura
A. At least five attacks fulfilling criteria B-D
B. Headache attacks lasting 1-72 hours (untreated or unsuccessfully treated)
C. Headache has at least two of the following characteristics:
1. Unilateral location, although may be bilateral or frontal (not exclusively occipital) in children
2. Pulsing quality
3. Moderate or severe pain intensity
4. Aggravation by or causing avoidance of routine physical activity (eg, walking or climbing stairs)
D. During headache at least one of the following:
1. Nausea and/or vomiting
2. Photophobia and phonophobia (which may be inferred from behavior)
E. Not attributed to another disorder
Migraine with aura
A. At least two attacks fulfilling criteria B-D
B. Aura consisting of at least one of the following:
1. Fully reversible visual symptoms including positive features (eg, flickering lights, spots, or lines) and/or negative
features (ie, loss of vision)
2. Fully reversible sensory symptoms including positive features (ie, pins and needles) and/or negative features
(ie, numbness)
3. Fully reversible dysphasic speech disturbance
C. At least two of the following:
1. Homonymous visual symptoms and/or unilateral sensory symptoms
2. At least one aura symptom develops gradually over 25 min and/or different aura symptoms occur in succession over 25
min
3. Each symptom lasts 25 and <60 min
D. Headache fulfilling criteria B-D for migraine that begins during aura or follows aura within 60 minutes
E. Not attributed to another disorder

Adapted with permission from Headache Classification Subcommittee of the International Headache Society. The International Classification of Headache
Disorders: 2nd edition. Cephalalgia. 2004;24(suppl 1):9-160.



CAUSAS DE CEFALEA

-MIGRANA (JAQUECA)

-CONTAMINANTES AMBIENTALES

-COMORBILIDAD INFECCIOSA

-CUADROS SISTEMICOS

-MALA CALIDAD DE SUENO

-SENSIBILIDAD AALIMENTOS

-ALTERACIONES ATM

-LESIONES INTRACRANEALES

COMBUSTION CALEFACCION
PERFUMES
SOLVENTES

IRA
FIEBRE
INFECCIONES SISTEMICAS (MENINGITIS)

HTA DROGAS RINITIS CR.
TIROIDES FARMACOS

DORMIR POCO-TARDE-EXCESO
APNEAS OBSTRUCTIVAS-BRUXISMO



MANEJO CEFALEA AGUDA EN LA INFANCIA

-ANAMNESIS

-TEMPERATURA

-EXAMEN FISICO GENERAL COMPLETO

-EXAMEN PIEL (PETEQUIAS) Y MUCOSAS

-SIGNOS MENINGEOQOS

-EXAMEN NEUROLOGICO (BUSCAR” FOCALIDAD”)
-FONDO DE 0JO

-ANALGESIA AINE-TRIPTANES?
HIDRATACION
MANEJO VOMITOS (Ondasentrdn: 1zofran. Evitar uso de neurolépticos)
EVITAR FACTORES AGRAVANTES (LUZ)
02?
CORTICOIDES??
DORMIR

-EXAMENES GENERALES (PARAMETROS INFECCIOSOS-ELP-GLICEMIA)
NEUROIMAGENES?

-OBSERVACION INTRAHOSPITALARIA?
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Table 1. Positive randomized trials of acute therapies in pediatric migraineurs

Agent Trial Design Clinical Ages Dose Pain Relief Contraindications
Setting Studied
(Years)
Monspecific analgesics
Acetaminophen [49] Double-blind, placebo-controlled, Home 4-15 15 mg/kg PO 54% at 2 hours Liver failure
Crossover
NSAIDs
Ibuprofen [48,49] Double-blind, placebo-controlled, Home 4-15 10 mg/kg PO G8% at 2 hours Active Gl bleeding
crossover [49])
Double-blind parallel group [48] Home 6-12 7.5 mglkg 76% at 2 hours
Ketorolac [37] Double-blind; no placebo Emergency  7-18 0.5 mg'kg IV, 55.2% at 1 hour  Significant renal
department maximum, 30 mg impairment
Dopamine receptor antagonists
Prochlorperazine [37] Double-blind; no placebo Emergency 7-18  0.15 mg'kg IV; 84.8% at 1 hour  Long QT syndrome
department maximum, 10 mg Movement
disorder
Triptans
Almotriptan” Double-blind, placebo-controlled, Home 12-17 6250r 125 mg PO 71.8-729% History of stroke
parallel-group at 2 hours or cardiovascular
Rizatriptan [61]" Double-blind, placebo-controlled Home 6-17 20-39kg: Smg PO 73-74% at disease
=40 ke: 10 mg 2 hours Uncontrolled
Zolmitriptan [62,71] Double-blind, placebo-controlled, Home 6-18 2.5 mg PO 62% at 2 hours, hypertension
crossover [62 ] G4% in those <13 Hemiplegic
years old migraine
Double-blind, placebo-controlled, Home 12-17 5 mgNs 58.1% at 1 hour
crossover [71]
Sumatriptan [65-67|" Double-blind, Home G6-9 20 mg N5 86% at 2 hours Pregnancy (7)
placebo-controlled [G5]
Double-blind, Home 12-17  5-20 mg N5 G6% at 2 hours
placebo-controlled [G7]
Double-blind, placebo-controlled, Home 8-17 20-39 kg: 10 mg NS 64% at 2 hours

Abbreviations:

Gl

= astrointestinal

IV = Intravenous
NS = MNasal spray
NSAIDs

PO = Oral

crossover [66]

= Nonsteroidal anti-inflammatory drugs

=40 kg: 20 mg

= Almotriptan is approved by the Food and Drug Administration for acute migraine treatment in patients aged 12-17 years and rizatriptan is approved for the 6-17-year-old
age group.
" The 2004 practice parameter of the American Academy of Meurology recommends the consideration of nasal-spray sumatriptan for acute migraine in pediatric patients,
and it is approved in Europe for adolescents.




MANEJO CEFALEA CRONICA (15 o0 mas episodios/mes) EN LA INFANCIA

-ANAMNESIS

-CALENDARIZACION EVENTOS Y BUSQUEDA PRECIPITANTES
-EXAMEN FISICO GENERAL COMPLETO

-EXAMEN PIEL

-EXAMEN NEUROLOGICO

-FONDO DE 0JO

-CORREGIR FACTORES AMBIENTALES O ETIOLOGICOS MANEJABLES

-ANALGESIA MANEJO AGUDO DE CRISIS (EVITAR ERGOTAMINICOS)
MANEJO PROFILACTICO (PREVENTIVO): Dieta-Bloqueadores Canales Ca*
Bblogueadores-Anticonvulsivantes
Triciclicos

-EXAMENES GENERALES (GLICEMIA, TIROIDES, FERRITINA)
NEUROIMAGENES?

-EEG?7?

-SIGNOS DE ALARMA (“RED FLAGS”)



TABLA 1. TIPIFICACION DE RIESGO Y PROBABILIDAD DE TUMOR DEL SNC (15)

RIESGO CARACTERISTICAS CLINICAS Pl il B S
TUMOR DEL SNC
Riesgo Cefalea no migrafiosa, de mas de & meses de evolucién como 0.5a2/10.000
bajo sintoma Unico y examen neuroldgico normal
Riesgo Migrafia y examen neurolégico normal 1-6 1000
intermedio
Riesgo Cefalea + predictores de lesion ocupante de espacio: Cefalea de 1a8/100
alto menos de 6 meses de evolucién, relacionada al suefio, vémitos,
confusion, ausencia de aura visual, ausencia de historia familiar de
migrafia, examen neurolégico anormal

TABLA 2. SIGNOS Y SINTOMAS QUE ORIENTAN A
LESIONES INTRACRANEANAS EN CEFALEA (16)

TABLA 3. CARACTERISTICAS DE LA CEFALEA
ASOCIADA HIPERTENSION INTRACRANEANA (16)

1. Cefalea que ocurre en ausencia de cefalea previa
2. Severidad ("el peor dolor de cabeza de la vida®)
3. Cambio en un patrén de cefalea cronica

4. Dolor consistentemente localizado

5. Dolor que debilita al paciente

6. Dolor que ocurre temprano en la mafana

7. Dolor asociado a sintomas o signos neurolégicos

1. Generalizada

2. Agravada por la tos o maniobra de Valsalva

3. Empeora en la mafiana o al despertar

4, Severidad aumenta progresivamente

5. Se asocia a nauseas, vomitos o signos neurologicos
6. Pérdida de vision transitoria con cambios de postura

7. Compromiso de conciencia




HIPERTENSION ENDOCRANEAL
SINTOMAS Y SIGNOS DE SOSPECHA CLINICA

-CEFALEA
-VOMITOS EXPLOSIVOS
-CAMBIO DE PERSONALIDAD
-ATERACION NIVEL CONCIENCIA (IRRITABILIDAD)
-ALTERACIONES OCULOMOTORAS: DIPLOPIA (VI PAR)
-EDEMA PAPILAR
-LACTANTES: MACROCEFALIAY FONTANELA TENSA
SIGNO DEL SOL NACIENTE (PARALISIS DE MIRADA ASCENDENTE)

CONTRAINDICACION PARA PUNCION LUMBAR

MANEJO SEGUN ETIOLOGIA (HIDROCEFALIA, TUMORES, HEMORRAGIAS, EDEMA)

HIPERTENSION ENDOCRANEAL IDIOPATICA (CEFALEA REFRACTARIA, OCASIONAL VI PAR,
EDEMA DE PAPILA, NEUROIMAGENES NORMALES
DIAGNOSTICO: MEDIR PRESION LCR)




TABLA 4. INDICACIONES DE NEUROIMAGENES (18)

2. Cefalea cuya severidad aumenta progresivamente N >\

. Cambio en el patrén temporal de la cefalea

4. Deterioro en el rendimiento escolar

3. Cambios de personalidad

. Aumento de la Circunferencia Craneana (CC)
7. Examen neurclégico anormal

8. Nifio menor de 5 afios

TABLA 5. INDICACIONES “PRIORITARIAS" DE
NEUROIMAGENES SEGUN LEWIS (21)

De primera prioridad (urgente): De prioridad mediana:

1. Cefalea aguda o |a peor cefalea
de la vida
“en trueno”

iva (empeora en

vimientos oculares; hemiparesia;
ormales
5 de Sindrome

5 Tuberosa
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Abstract

Introduction: First-degree relatives of patients with familial aneurysmal subarachnoid hemorrhage have an increased
risk of unruptured intracranial aneurysms and aneurysmal subarachnoid hemorrhage. We assessed whether the type of
kinship of first-degree relatives of aneurysmal subarachnoid hemorrhage patients influences this risk.

Patients and methods: We used all available data from the prospectively collected database of families consulting our
outpatient clinic between 1994-2016. We constructed pedigrees for all families with >2 first-degree relatives with
aneurysmal subarachnoid hemorrhage or unruptured intracranial aneurysms. The proband was defined as the first family
member with aneurysmal subarachnoid hemorrhage who sought medical attention. We compared both the proportion
of aneurysmal subarachnoid hemorrhage and unruptured intracranial aneurysms in proband’s first-degree relatives by
calculating relative risks (RR) with children as the reference.

Results: We studied |54 families with 1,105 first-degree relatives of whom 146 had aneurysmalsubarachnoid hemor-
rhage. Unruptured intracranial aneurysms were identified in 63 (19%) of the 326 screened relatives. Siblings had a higher
risk of aneurysmal subarachnoid hemorrhage (RR:1.62, 95% CI:1.12-2.38) and parents a lower risk (RR:0.44, 95%
Cl:0.24-0.81) than children. Siblings also had a higher risk of unruptured intracranial aneurysms (RR:2.28, 95%
Cl:1.23-4.07, age-adjusted RR:2.04, 95% CI:1.07-3.92) than children.

Conclusion: Siblings of patients with aneurysmal subarachnoid hemorrhage have a significanthigher risk of both
unruptured intracranial aneurysms and aneurysmal subarachnoid hemorrhage and parents have a lower risk of aneu-
rysmal subarachnoid hemorrhage than children.

Discussion: Type of kinship is a relevant factor to consider in risk prediction and screening advice in families with
familial aneurysmal subarachnoid hemorrhage.






.
Association Between Childhood Migraine

and History of Infantile Colic

Silvia Romanello, MD

Importance Infantile colic is a common cause of inconsolable crying during the first

Daniele Spiri, MD months of life and has been thought to be a pain syndrome. Migraine is a common
Flena Marcuzzi. MD cause of headache pain in childhood. Whether there is an association between these
- d 2 types of pain in unknown.

Anna Zanin, MD Objective To investigate a possible association between infantile colic and mi-

Priscilla Boizeau, MSc graines in childhood.

Simon Riviere, MD Design, Setting, and Participants A case-control study of 208 consecutive children

Audrey Vizeneux, MD aged 6to 18 years presenting to the emergency department and diagnosed as having mi-
: grainesin 3 European tertiary care hospitals between April 2012 and June 2012. The con-

Raffzella Moretti, MD trol group was composed of 471 children in the same age range who visited the emer-

Ricardo Carbajal, MD, PhD gency department of each participating center for minor trauma during the same period.

A structured questionnaire identified personal history of infantile colic for case and con-

Jean*Christophe Mercier, MD, PhD trol participants, confirmed by health booklets. A second study of 120 children diagnosed

Chantal Wood, MD with tension-type headaches was done to test the specificity of the association.
Gian Vincenzo Zuccotti, MD, PhD Main Outcomes and Measures Difference in the prevalence of infantile colic be-
Giovanni Crichiutti. MD tween children with and without a diagnosis of migraine.

. : Results Children with migraine were more likely to have experienced infantile colic
Corinne Alberti, MD, PhD than those without migraine (72.6% vs 26.5%; odds ratio [OR], 6.61 [95% CI, 4.38-
Luigi Titomanlio, MD, PhD 10.00]; P <.001), either migraine without aura (n=142; 73.9% vs 26.5%; OR, 7.01

[95% Cl, 4.43-11.09]; P<<.001), or migraine with aura (n=66,; 69.7% vs 26.5%; OR,
5.73 [95% Cl, 3.07-10.73]; P=.001). This association was not found for children with
tension-type headache (35% vs 26.5%; OR, 1.46 [95% Cl, 0.92-2.32]; P=.10).

Conclusion and Relevance The presence of migraine in children and adolescents
aged 6 to 18 years was associated with a history of infantile colic. Additional longitu-

NEANTILE COLIC IS A COMMON CAUSE
of inconsolable crying during the
first months of life. According to
criteria by Wessel, it is usually di-
agnosed by crying and fussing for more dinal studies are required.
than 3 hours per day, more than 3 days _
JAMA. 2013;309(15):1607-1612 WWW.jama.com
per week, and for more than 3 weeks




CEFALEA: OBJETIVOS ALOGRAR POR LOS ALUMNOS

-SER CAPAZ DE IDENTIFICAR LOS ELEMENTOS CLINICOS DE RIESGO DE LESION
INTRACRANEAL EN UN PACIENTE QUE CONSULTA POR EPISODIO DE CEFALEA AGUDA

-SER CAPAZ DE IDENTIFICAR ELEMENTOS CLINICOS DE RIESGO DE LESION INTRA-
CRANEAL EN PACIENTE CONHISTORIA DE CEFALEA RECURRENTE

-IDENTIFICAR ELEMENTOS CLAVES DEL EXAMEN FiSICO GENERAL Y NEUROLOGICO
EN PACIENTE CON CEFALEA

-SER CAPAZ DE MANEJAR ADECUADAMENTE UN EPISODIO DE CEFALEA AGUDAEN
URGENCIA O ATENCION PRIMARIA

-SER CAPAZ DE PLANTEAR UN ESTUDIO DE LABORATORIO O IMAGENES CRITERIOSO
EN UN PACIENTE QUE CONSULTA POR CEFALEA AGUDA O RECURRENTE

-MANEJAR DIAGNOSTICOS DIFERENCIALES EN PACIENTES EN EDAD PEDIATRICA QUE
CONSULTEN POR CEFALEA AGUDA O RECURRENTE

-IDENTIFICAR MEDICAMENTOS DE USO HABITUAL EN CRISIS DE CEFALEA, SU USO Y/O
CONTRAINDICACIONES EN PEDIATRIA



