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INTRODUCTION
Migraine with aura is a complex disabling neurological disorder that manifests with episodic and recurrent attacks. It has a high prevalence and socioeconomic impact. Its causes are both environmental and genetic,
and the latter are relevant for prevention and treatment. In Argentinian population, the variation of genetic markers related to pain perception have showed certain differences with other populations of the world.
However, genetic variants related to migraine have not been analyzed in the population of Argentina.

OBJECTIVES
The objective of this study is to characterize migraine with aura in the population of Buenos Aires, through the analysis of genetic variants previously reported for other populations in association to this disorder.

MATERIALS AND METHODS
DNA from 203 donors (105 migraineurs and 98 controls) was obtained from saliva samples and genotyped for the SNPs rs12134493 (TSPAN2), rs10166942 (TRPM8), rs10456100 (KCNK5), rs4910165 (MRVI1),
rs11031122 (MPPED2) and rs6081613 (SLC24A3) through allele-specific PCR amplification. Resolution of bands was performed through 2% agarose gel electrophoresis. The data were analyzed using the programs
Arlequin, Genalex, Infostat, and SNPStats for calculating allele and genotype frequencies, Hardy-Weinberg equilibrium (HWE), genetic differentiation (FST and AMOVA), and association analysis. This study was
previously approved by the Ethics Committee of IMBICE, and all donors gave written consent for participation in it.

RESULTS
The cases fitted the HWE (p>0.05) for all the SNPs and in the control group they fitted with the exception of rs12134493 and rs4910165. Concerning differentiation between groups, non-significant differences were
found between cases and controls (Figures 1 and 2). A model of logistic regression was performed using all genotypes of the analyzed markers. For rs10456100, association was significant (Χ2=4.15; p=0.0416) in TT
genotype taking as reference CC, giving an odds ratio (OR) of 0.11 (confidence interval 0.01-0.92) while the other SNPs did not show significant association (Table 1).

CONCLUSIONS 
We found that the T allele of rs10456100, which has been reported as a risk allele in other populations of the world, is probably acting as protective when it is present in homozygous genotype in our population.
These preliminary results need confirmation in a larger sample size, nevertheless they suggest a particular genetic basis of migraine with aura in the studied population. Moreover, as additional genetic markers will
be included in this study, the information might be of help for defining a better treatment of local migraine patients.

Figure 1. Genotype frequencies (percentages) of cases and controls. 

Table 1. Χ² and odds ratio (OR) estimations for rs10456100 (taking CC genotype as reference).

Figure 2. Allele frequencies (percentages) of cases and controls. 

FUNDING: Proyecto I+D Bienal 2019 - N895, Universidad Nacional de La Plata; PICT-2020-SERIEA-01075 Agencia Nacional de Promoción Científica y Técnica; PIP 2020-2111, Consejo Nacional de Investigaciones Científicas y Técnicas.

Genotipo Χ² p OR CI

CT 0,51 0,4772 1,29 0,64-2,57

TT 4,15 0,0416 0,11 0,01-0,92



INTRODUCTION
It is of crucial importance to quickly stratify the risk of patients with headaches in the emergency setting, especially
considering how secondary headaches are associated with high morbidity and mortality. Mnemonics are a useful tool 
to remember the alarm criteria in those cases. Such mnemonics were written in English and Spanish, but none in 
Portuguese.

OBJECTIVES
To present the first mnemonic method in Portuguese for alarm criteria in emergency headaches in order to facilitate
their identification and diagnosis.

MATERIALS AND METHODS
A search was made through different databases for a mnemonic method regarding alarm criteria in emergency

headaches that was written in Portuguese. None were found. Thus, the emergency criteria were gathered and turned
into a mnemonic in Portuguese.

RESULTS
We present the mnemonic method “RISADA PEGA” (“laughter spreads”, in English):
R - Repentina / (Sudden onset)
I - Início depois dos 50 anos / (onset in a patient older than 50)
S - Sinais e/ou sintomas de doenças sistêmicas ou neurológicas / (Signs and/or symptoms of systemic or neurologic
diseases)
A - Anormalidades no exame neurológico / (abnormalities upon neurologic examination)
D - Depressão da imunidade (AIDS, Câncer) / Depressed immunity (HIV or cancer)
A - Antecedentes: doenças que podem acometer o SNC; número de vindas ao PS, história familiar de cefaleia) / (prior 
conditions: diseases affecting the central nervous system; number of visits to the health center, history of headache
in the family)
P - Padrão alterado (mudança no padrão anterior da cefaleia) / (change in headache pattern)
E - Esforço / (exertion; effort, headaches with Valsalva's maneuver or headache associated with sexual activity)
G - Gravidez / (pregnancy)
A - Autonomia (sinais autonômicos) / (autonomic signs)

CONCLUSIONS
Secondary headaches are challenging complaints in the emergency department, especially
considering the time constraints for diagnosis and initial treatment in this department. This shows the
usefulness of a method to quickly identify the alarm criteria and, through that, correctly stratify the
patient's risk and initiate treatment. As far as we know, this is the first mnemonics in Portuguese for 
the alarm criteria in emergency headaches and we believe this tool can be very useful in teaching and
clinical settings.

Observation
The full text was recently published in Headache and Medicine. DOI:
https://doi.org/10.48208/HeadacheMed.2021.58
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Monoclonal antibodies against CGRP pathway in patients with migraine. Experience in a Headache Clinic

Introduction:
Calcitonin gene-related peptide (CGRP) plays an important role in the pathophysiology of migraine through nociceptive mechanisms in the trigeminovascular system. Several studies demonstrate the safety and effectiveness of monoclonal antibodies (mAbs)
against CGRP or its receptor as preventive treatment for episodic migraine (EM) and chronic migraine (CM).

Objectives:
To evaluated the experience of treatment with mAbs against CRGP pathway in patients with EM and CM evaluated at a headache service in Argentina.

Materials and Methods:
Retrospective, descriptive study. We reviewed electronic medical records of patients evaluated in our headache service with EM or CM who received Erenumab (70 or 140 mg) or Fremanezumab (225 mg) in monthly subcutaneous injections as preventive
treatment of migraine between 07/2019 and 03/2022. The following information was obtained: age, sex, headache days/month (HDM), medication overuse headache, migraine preventive medication (in the previous month and at 3, 6, 12 months after
starting treatment), type and dose of mAbs, adverse effects (AE) and response at 3, 6 and 12 months after starting treatment (reduction less than 30%, between 30 to 50%, greater thant 50% or no reduction in HDM).

Conclusion:
In real world Erenumab and Fremanezumab are effective as preventive treatment for patients with EM and CM, even in those who failed with other treatments, including botulinum toxin.
A reduction in the overuse of analgesic medication was registered.
Good adherence and tolerance were observed, without discontinue treatment due to AE.
It is necessary to consider mAbs treatment in patients with EM or CM who have not responded to previous treatments.

Results:
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1. The prevalence of migraine in Argentina: A reappraisal. Marco Lisicki, María L Figuerola, Lucas Bonamico, Daniel Lew , María T Goicochea. Headache Group of the Argentinian Neurological Society. Cephalalgia 2021 Jun;41(7):821-826. 2. Efficacy and safety of calcitonin-generelated peptide binding monoclonal antibodies for the preventive treatment of episodic migraine – an updated systematic review and meta-analysis Hong Deng, Gai-gai Li, Hao Nie, Yang-yang Feng, Guang-yu Guo, Wen-liang Guo and Zhou-ping Tang. BMC 2020 3. Long-term safety, tolerability, and efficacy of 
fremanezumab in migraine A randomized study. PeterJ. Goadsby, MD, PhD, Stephen D. Silberstein, MD, Paul P.Yeung, MD, MPH, Joshua M.Cohen, MD, MPH, Xiaoping Ning, MD, MS, Ronghua Yang, PhD, and David W. Dodick, MD. Neurology | Volume 95, Number 18 | November 3, 2020 4. Anti-CGRP monoclonal antibodies in chronic migraine with medication overuse: reallife effectiveness and predictors of response at 6months Edoardo Caronna, Victor José Gallardo, Alicia Alpuente, Marta Torres-Ferrus and Patricia Pozo-Rosich. Caronna et al. The Journal of Headache and Pain
(2021) 22:120 https://doi.org/10.1186/s10194-021-01328-1

• 69 patientswere included (86% women,
14% men) with a mean age of 51 years
old

• 83% used Erenumab and 17%
Fremanezumab
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• 14 discontinued: 9 because no response, 4 because costs, 
while 1 because fertility treatment.

• 12 presented adverse effects, constipation was the most
frequent. All received Erenumab and no one had to stop 
treatment.

• 32 patients (50%) had MOH before treatment: 17 
completed 12-months follow-up, 16 of them without MOH.
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Strategic planning for the headache working group of the 

Colombian Association of Neurology-ACN - Proposal

Introduction
Strategic planning refers to the transformational process

whereby an organization establishes management

objectives and determines indicators to evaluate its

evolution (1). Strategic plans for specific public health

programs and some specific clinical care areas have been

published

MethodsThe process was carried out through the execution 

of philosophical, analytical and operational phases, virtual 

meetings were held over a period of 6 months

Conclusion

Strategic planning is an organizational tool that can be

implemented by the ACN headache working group to

generate collaborative work to rise up the generation of value

products and guarantees the quality of academic processes.

Joe Muñoz-Cerón(1), Mauricio Rueda-Sánchez (2), Natalia Hernández (3), Kelly Vergara (4)

(1) Hospital Universitario Mayor, CIMED - Universidad del Rosario, Clínica Universitaria Colombia, Bogotá, Colombia.

(2) Práctica privada, Bucaramanga, Colombia.

(3) Promedan, Neuroclínica, Neuromédica, Medellín, Colombia.

(4) Uni-Empresarial Cámara de Comercio – Bogotá, Colombia

Objectives

To design a strategic planning model within the

ACN (Association Colombian Neurology)

headache working group.

1. Mallon WT. Does Strategic Planning Matter?. Acad med. 2019;94:1408–11. doi:10.1097/ACM.0000000000002848.

2. Wrigth P. Strategic planning : a collaborative proccess. Nursing management. 2020; 40-47 DOI-10.1097/01.NUMA.0000654860.02889.d3





Botulinum Toxin A in the preventive treatment of chronic migraine; experience in Argentine headache center
N Larripa – M Grandinetti – D Calvo – V Nagel – MT Goicochea. Headache Clinic. Department of Neurology: Fleni

Introduction and objective

Chronic migraine (CM), is defined as at least 15 headache days per month, with a 
minimum of 8 of them with migraine features, during the last three months (ICHD). In 

2010, the use of a Botulinum Toxin type A (BoNTA), was approved as a preventive 
treatment for this neurologic disease. Its use has spread and, currently, it corresponds 

to a pharmacological tool in patients with CM. Its main mechanism of action is by 
blocking the exocytosis of algogenic peptides and excitatory substances such as 

substance P, CGPR and glutamate, in the synaptic gap of nociceptive afferents. In our 

country there is scarce information published about the response to this treatment.

The objective of this study is to describe our experience in the headache service in 
Argentina, with the administration of BoNTA as a preventive treatment for CM

Materials and methods
A retrospective analysis was performed by reviewing the digital medical records of all patients from the 
Headache Clinic, treated with BoNTA between January and December 2021. Patients ≥18 years old were 
included, with at least 1 application of BoNTA according to the dose and points included in the PREEMPT 

protocol. Epidemiological data, coexistence of acute headache medication overuse, duration of treatment (year 
of initiation, number of application), number of previous oral preventives received, evolution during treatment, 

number of headaches days per month, days of analgesics per month, were evaluated. We consider non 
responder patients if they had less than 30% reduction of headache days per month after 3 treatment cycles. 
The review of adverse events and patient reported wearing off effect of the therapeutic benefit of BoNTA was 

registered.For data analysis, the STATA/14.0 program was used.

Conclusions
In local clinical practice BoNTA has an important role in the treatment of CM, high percentage of patients reduce the headache day per month and days of acute headache medication. It is an 

effective and well tolerated treatment for CM

:
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Bendtsen L, Sacco S, Ashina M, Mitsikostas D, Ahmed F, Pozo-Rosich P, Martelletti P. Guideline on the use of onabotulinumtoxinA in chronic migraine: a consensus statement from the European Headache Federation. J Headache Pain. 2018 Sep 26;19(1):91. doi: 10.1186/s10194-018-0921-8. 
PMID: 30259200; PMCID: PMC6755553. Dodick DW, Turkel CC, DeGryse RE, Aurora SK, Silberstein SD, Lipton RB, Diener HC, Brin MF; PREEMPT Chronic Migraine Study Group. OnabotulinumtoxinA for treatment of chronic migraine: pooled results from the double-blind, randomized, placebo-
controlled phases of the PREEMPT clinical program. Headache. 2010 Jun;50(6):921-36. doi: 10.1111/j.1526-4610.2010.01678.x. Epub 2010 May 7. PMID: 20487038.
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Results

The records of 394 patients were analyzed. 91% were female(fig. 1), mean age 46 (range: 18-

85). 66% (n 241) had coexisting medication overuse (fig.2). All patients had received at least 

one previous oral preventive treatment, with a median number of preventives of 3.

42% of the patients analyzed were carrying out applications two years ago, 20% more than 

two years ago and 37% were starting treatment (1-3 applications).

82% (n 317) had already received 3 or more applications. 40% (n160) reported deterioration 

at the end of the dose, 4% (n15) reported some adverse effect associated with the 

application, without being a reason for discontinuation of treatment (Fig.3). 162 patients 

kept a headache diary, 65% of which responded with a ≥50% reduction in headache 

days/month and 15% had a ≥30% decrease in the frequency of headache days per 

month(Fig.4). 34% reversed the overuse of analgesics.
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Migraine is a fluctuating disorder. Analyzing changes in 

cerebral activity throughout migraine variations has 

contributed to the understanding of the pathophysiology of 

this condition in the past. Exact Low Resolution 

Electromagnetic Tomography (eLORETA) is an EEG-

based approach that allows to reconstruct cortical electrical 

activity, providing explicit information regarding neural 

activations, and not their indirect markers. The objective 

was to compare cortical activity between interictal, ictal 

and chronic migraine patients and healthy controls.

Obtained eLORETA cortical generator maps were used for

statistical comparisons (whole brain, voxel-wise) against

healthy controls. 

• Brain activity tends to vary in relation to migraine phase and severity.

• Key regions exhibiting variations include the subgenual gyrus, tightly

connected to the hypothalamus and brainstem, and a portion of the extrastriate

visual cortex (BA7), which harbours V3a, known of its implications in 

migraine aura.

• Our findings of reduced neural activity in the subgenual gyrus in ictal migraine 

patients suggest that the increased blood flow observed in this region during 

spontaneous migraine attacks in seminal studies might, in fact, reflect increased 

inhibitory neuron activity.

• Similarly, the phase and severity-dependent band-specific alterations in the 

visual cortex that we found expand our knowledge about migraine 

electrophysiology, particularly the thalamocortical dysrhythmia commonly 

described.

1 minute EEG:

•22 EEG channels.

•1 EKG channel.

•100 subjects:

• 25 healthy.

• 25 interictal.

• 25 ictal.

• 25 chronic.

Pre-processing:

•1 Hz low band-pass filter.

•Line noise removal.

•Artifact removal with ICA.

•Re-referenced to linked mastoids.

Cortical generators:

•1-45Hz activity.

•Subject-normalized.

•Group comparisons for each
frequency band.

In the left extrastriate visual cortex

higher alpha activity was observed

in the interictal group. 

The subgenual and right dorsal 

entorhinal gyrus presented

significantly lesser activity in ictal 

migraine patients compared to the

other groups. 

The ictal and chronic groups

exhibited lower and higher frequency

activity, respectively.
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6 regions of interest emerge:

RESULTS

BRAIN ACTIVITY IN INTERICTAL, ICTAL AND CHRONIC MIGRAINE
Filipchuk M.1, Castro Zamparella T. 1,2, Carpinella M. 1, Conci Magris D.M. 1, Lisicki M. 1

1Neuroscience Unit, Conci-Carpinella Institute, Córdoba, Argentina 
2Psychological Research Institute, Faculty of Psychology, National University  of Córdoba (UNC) - National Council for Scientific and Technical Research (CONICET)



General Neurologists prescription Practices For Migraine Attacks With Emphasis On Opioids
Bancalari B., Ernesto1, Wicht S, Astrid2.

Introduction Opioids have been widely indicated for headaches in the past. Today,

it is recognized as a Public Health problem worldwide. Physicians, specially

neurologists, should avoid prescribing them for migraine headaches, since it’s abuse

is one of the causes of Medication Overuse Headache (MOH).

Objectives To understand migraine prescription practices between Neurologists 
attending the 2018 Peruvian National Neurology Congress.

Material and Methods We performed a 13 question survey between

Neurologists attending the bi annual meeting in 2018 in order to understand their

prescription practices. We also wanted to know if they considered opioids drugs

were indicated for the treatment of migraine, and if so, if they indeed prescribed

them. Out of 150 attendees, 56 of them answered the survey.

Results Around 27% of neurologists that answered the survey prescribed NSAIDs

for a migraine attack, 23% Triptans as monotherapy, 14% Triptans and other

analgesic, 14% ergotamine and 7% opioids.

Discussion Medication overuse headache is a frequent cause of consultation at

headache specialists’ practice. A recent paper published in Headache Medicine found

that neurologist, more than general practitioners, were causing medication overuse

headache in migraineur patients. Understanding what neurologists prescribe for

migraine headaches can give us a view on why MOH could be a problem generated by

them. Although our survey is not intended to look for MOH, neurologist prescription

practices could be a good indicative of the problem.

Our finding points out two interesting results. NSAIDs and Triptans are mostly used for

Migraine attacks by neurologists, although there is a 7% of them that do use opioids.

Ergotamine is no longer the main drug used for migraine headaches.

The second finding is that neurologist are not aware that the use of opioids for

migraine headache is not a good practice. Since there was no statistical difference in

prescribers age in the group of those that thought opioid should be used for migraine

headaches, we can conclude that knowledge of this indication has been passed from

teachers to residents.

Conclusion Efforts should be made to educate neurologists on migraine prescription

practices specially on the use of Opioid therapy.

When asked if Opioids were indicated for Migraine Headaches, 43% of them

answered they were. When asked those that answered that opioids were indicated,

if they in fact prescribed them, 88% did use opioids for migraine headaches. There

was no difference in Neurologists’ age and opioid indication believe. Those that were

aware that opioids should not be indicated for migraine, did not use them at all.

There was a statistical difference between those two groups (p < 0.000).
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Migrainous Infarction: Case series in a neurological center of Buenos Aires
Wainberg F (1), Castiglione JI (1), Burdet L (2), Rodriguez Perez MS (3), Goicochea MT(4)
1. Neurology department. FLENI.
2. Diagnostic imaging department. FLENI. 
3.Vascular Neurology. Neurology department. FLENI.
4. Headache clinic. Neurology department. FLENI.

2
Migrainous infarction (MI) is a rare complication of migraine with aura (MwA) that must be considered in patients that present with aura episodes lasting more than 60 minutes. According to ICHDIII criteria, one or more migraine aura 
symptoms associated with an ischaemic brain lesion in the appropriate territory demonstrated by neuroimaging, confirm the diagnosis. 
The objective of this series is to describe our experience related to patients with MI. 

Materials and methods

Clinical records of adult patients with MI diagnosed at our institution from June/2006 to June/2020 were retrospectively reviewed. Demographic data, neuroimages findings, treatment and long-term evolution were analyzed. 

Results
Table 1: general information

Background and objectives

We observed MI in young patients with low prevalence of common stroke risk factors. Unlike 

previous reports that showed higher incidence of MI during the first year of MwA, all of our 

patients declared an evolution of 5 years or longer at diagnosis.  We found no diferences in 

territory prevalence. After discharge, all patients initiated preventive migraine treatment, 

with no neurological deficit and no recurrence of MI (last follow up june 2020)

Conclusion

Pacient 
number

Sex Age CV risk 
factors

Years since 
MwA 
diagnosis

Type of habitual 
aura 

Ergotamine 
derivatives/
triptans use  

Duration of 
aura 
symptoms 

NIHSS at 
first 
evaluatio
n

Stroke 
volume on 
MRI
(cm3)

Vascular 
territory 
affected 

NIHSS at 
discharge 

1 F 28 Smoker > 5 Visual + 
sensory

X 3 hs 0 0.5 MCA 0

2 F 27 No > 5 Visual + 
motor

X 5 hs 1 1.45 MCA 0

3 M 64 Hipertension 
/ previous 
smoker

> 5 Visual + 
language

X 4 hs 2 0.3 MCA 0

4 F 26 Smoker > 5 Visual X 4 hs 0 0.65 PCA 0

5 M 25 No > 5 Visual + 
sensory

✓ 24 hs 0 0.155 PCA 0

6 F 35 Previous 
smoker

> 5 Visual ✓ 24 hs 0 0.175 PCA 0

7 F 94 High 
cholesterol

> 5 Visual X 30 min 0 0.15 PCA 0

8 F 29 Smoker > 5 Visual ✓ 24 hs 0 19.1 MCA-
PCA

0

9 M 25 No > 5 Visual X 4 hs 1 0.732 MCA-PCA 0

10 F 50 No > 5 Visual ✓ 1.30 hs 0 3.293 PCA 0

Median - 28.5 - - - - 9.4 - 0.575 - 0

CV: Cardiovascular, MRI: magnetic resonance imaging, MCA: medial cerebral artery, PCA: posterior cerebral artery, ICA: internal carotid artery

Brain MRI shows punctiform right occipital restrictive image in diffusion sequences (1 a-b: 
patient 7). Cortical left occipital restrictive image with embolic resemblance (2 a-b: patient 
10). Subcortical left frontal restrictive image (3 a-b: patient 2). Cortical right parieto temporal 
restrictive image (4a-b: patient 8) 

Images 1-4



Spontaneous Intracranial Hypotension: clinical characteristics and treatment in 23 patients
Nagel Vanesa1, Bonamico Lucas1, Perez Adriana2, Goicochea Maria Teresa1. 

Headache Clinic. Department of Neurology1. Department of Anesthesiology2. Fleni. Argentina

Introduction:
Spontaneous Intracranial Hypotension is caused by cerebrospinal fluid (CSF) leakage without traumatic cause in the
previous month. Orthostatic headache is the most common symptom. Brain Magnetic Resonance Image (MRI) usually
shows suggestive signs. The initial treatment is based on conservative measures: rest at 0 degrees, hydration and
caffeine. Sometimes it is necessary to perform blood patches or surgery.

Objectives:
To analyze clinical characteristics, complementary studies and treatments performed on patients diagnosed with
spontaneous intracranial hypotension in a headache service in Argentina

Materials and Methods:
Descriptive, retrospective study. We reviewed the electronic medical records of patients diagnosed with
Spontaneous Intracranial Hypotension evaluated between 01/2012 and 03/2021 in our headache service.
Conservative measures and rest at 0 degrees for at least 48 hours were indicated in all cases. Sex, age, type of
headache, time to diagnosis, other symptoms, complementary studies, treatment and response at first and sixth
month of treatment were considered.

Results:
23 patients (56% women) were evaluated. Mean age was 59 years. Time to diagnosis 51 days. 

• Symptoms (Graphic 1)

• Brain and Spinal MRI (Graphic 2)

• Treatment (Graphic 3) Response to blood patches

Respone to conservative measure

Conclusions:
In this cohort orthostatic headache was the most frequent symptom in Spontaneous Intracranial Hypotension, although a percentage of patients may lack it. 
In most this cases brain MRI showed indirect signs, although a normal study does not exclude the diagnosis. Treatment can be challenging, as a significant proportion of patients remain symptomatic at 6 
months, even after blood patching. 
The delay in diagnosis decreases the chances of a successful treatment. Identifying the CSF leakage is important, since targeted treatment could be more effective.

References:
CSF hypovolemia vs intracranial hypotension in “spontaneous intracranial hypotension syndrome” K. Miyazawa, MD; Y. Shiga, MD, PhD; T. Hasegawa, MD, PhD; M. Endoh, MD, PhD; N. Okita, MD, PhD; S. Higano, MD, PhD; S. Takahashi, MD, PhD; and Y. Itoyama, MD, PhDNEUROLOGY 2003;60:941–947
Syndrome of cerebral spinal fluid hipovolemia Clinical and imaging features and outcome. Sun J. Chung, MD; Jong S. Kim, MD; and Myoung C. Lee, MD. NEUROLOGY 2000;55:1321–1327
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Pillars of diagnosis and treatment of migraine (PDTM)
Information from primary care physicians in Colombia.

Introduction

Most of the migraineurs are attended by primary 

care physicians (PCPs). There is no information 

regarding the level of knowledge of this topic at 

PCPs in Colombia.

Methods

Cross sectional study. 

Objective

To determine the proportion of PCPs who use the 

ICHD 3 criteria, prescribe preventive treatment,  

restricts analgesics and consider comorbidities 

according to  guidelines (PDTM)

Joe Munoz-Cerón, Loren Gallo
Hospital Universitario MEDERI, Clínica Universitaria Colombia, Fundación Universitaria Sánitas

Bogotá - Colombia
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Results %
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Conclusion

There is a great opportunity to educate PCPs in 

Colombia 





Cephalalgia heterotopica:  a case series of 

extratrigeminal cluster headache

Mariano da Silva Junior H., Alberto Bordini C. Afilliation: PUC- Campinas, Medicine, Campinas, Brazil. Department of 

Neurology, UniFACEF Medical School, Franca, Brazil. 

Introduction: Cluster headache is a very disabling neurological disorder that usually presents with unilateral

severe headache associated with ipsilateral cranial autonomic symptoms. Even among the typical cases, there

is a considerable diagnostic delay and most patients will have seen three general practitioners before being

referred to neurology services, some having been to colleagues in dentistry or otorhinolaryngology.

The extratrigeminal presentation of this condition poses a great obstacle to a proper diagnostic workup.

Objective: This consecutive case series study aimed to report clinical features, treatment, and outcome of 3

patients with extratrigeminal Cluster Headache.

Conclusion: The location of 

Cluster pain in the extratrigeminal 

territoritory represents a 

diagnostic challenge. Prompt 

recognition of these cases not 

only prevents unnecessary 

examination and treatment trials 

but directly benefits the patients 

since effective treatment is 

already available. A proper case 

definition of this rare clinical 

presentation may provide new 

insight into our understanding of 

CH mechanisms. 

Materials and Methods: Case series of our Headache Clinic. Data disclosure was authorized by the patients

through an informed consent form.

Results: Two males and one female were evaluated. The ages were 53, 64, and 71 years. The mean age of

symptoms onset was 50, 60, and 66 years, respectively. Two patients described excruciating shoulder pain

and one presents severe pain in the malar area (Figure). All patients reported prominent autonomic ipsilateral

symptoms such as lacrimation, conjunctival injection, nasal symptoms, and restlessness accompanying pain

attacks. Preventive treatment with verapamil and occipital nerve block was useful.

Pontifícia Universidade Católica de 

Campinas

Figure: Pain location in our group of

patients.





Glossopharyngeal neuralgia due to lacunar infarction of PICA: an 
unusual case

OBJECTIVE:
We present an unusual case of GPN, secondary to a lacunar infarct in the 
p2-segment of the PICA.

CASE DESCRIPTION 

• 65-year-old male, with no apparent pathological history.
• He reports sudden oropharyngeal pain, radiating to the mandibular

angle and left ear, as bursts of electric shocks between 7 and 10
seconds, 2 times a day, when chewing, swallowing and speaking.

• Concomitantly, dizziness and vertigo are limited to the week of onset
of pain.

• Oropharyngeal tactile stimulation causes a burst of pain that paralyzes
the patient for a few seconds.

• The T2 sequence (T2W1) of the MR showed a small hyperintensity in
the lateral medullary segment of the left posterior inferior cerebellar
artery (PICA).

• Uncontrolled arterial hypertension, cardiac arrhythmia and
hypothyroidism were the risk factors found in the patient.

• Indicating pregabalin (75 mg/1 time/day) and the management of
heart attack risk factors.

DISCUSSION

INTRODUCTION

• Glossopharyngeal neuralgia (GPN) is of sudden onset, lasting seconds,
usually caused by cold stimuli when chewing, swallowing, talking,
coughing, yawning, and sneezing(1).

• Painful paroxysms are characteristic, located mostly in the oropharynx
and irradiated to the middle ear or vice versa, due to involvement of
the pharyngeal branch or auricular branch of the glossopharyngeal
nerve (GN)(2).

• According to the ICHD-3 (International Classification of Headache
Disease-3), classic GPN occurs due to vascular compression(3, 4).
Secondary GPN, due to underlying disease; while idiopathic GPN has no
causal evidence(5).

• Incidence of 0.7/100,000/year, 9:5 males over females, average age 64
years, left location, 12:9(6).

• Infarcts of the posterior inferior cerebellar artery (PICA), an unusual
cause of GPN cause of GPN, involving small vessels, associated with risk
factors, would explain the ischemic etiology.

• They represent 40% of cerebellar infarcts, compared to the anterior
inferior cerebellar artery (AICA) and the superior cerebellar artery
(SUCA)(7).

• The PICA is divided into 5 segments; anterior medullary (p1), lateral
medullary (p2), tonsillomedullary (p3), telovelotonsillar (p4) and
cortical (p5). Being, the lateral spinal cord segment (p2), the most
involved(8). Represented by Wallenberg syndrome(9).

• T2weighted imaging (T2WI) is more sensitive than fluid-attenuated
inversion recovery (FLAIR) in identifying posterior fossa infarcts(10, 11).

• The case presented did not characterize Wallenberg syndrome.
However, it compromised the prominence of the bulbar olive, up to
the origin of the rootlets of the GN, where the pharyngeal branch of
the left GN could be injured(5, 12) and cause GPN.

• Meanwhile, the scant surrounding edema in the small ischemia would
promptly explain the limited dizziness and vertigo.

• The theory of mechanisms of hyperexcitability and ephaptic
transmission in central neurons, activating N-methyl-D-aspartic acid
receptors in the GN(13).

• They would explain the efficacy of antiepileptic drugs in neuralgia.
• Pregabalin at minimal doses controlled the patient’s outbursts of pain.

REFERENCES

MRI T2W1 sequence showed small
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Paroxysmal facial pain in a patient with Parry Romberg Syndrome
Yasmín Bravo1, Celeste Esliman, Julieta E. Arena2, María Teresa Goicochea1

Headache Clinic. Fleni1 Movement Disorders Section. Department of Neurology. Fleni2

Objective
Parry Romberg Syndrome (PRS) is a rare disease, characterized by hemiatrophy of the skin
and facial soft tissues, it can affect muscles, cartilage and bones.
The cause has not been identified. It has been related to trauma, vascular malformations,
infections, immune-mediated processes and alterations of the sympathetic nervous system.
Neurological clinical manifestations occur in approximately 20% of cases, headaches and
facial pain are some of them.
The objective is to describe the clinical characteristics of facial pain in a patient, report its
association with PRS and response to treatment.

Case Description
A 27-year-old woman with a diagnosis of PRS and a history of bruxism and episodic migraine
without aura, controlled with ibuprofen, referred stabbing and paroxysmal pain of 7 years of
evolution. Pain was in the left temporal and maxillary region, lasting from seconds to 1
minute, moderate intensity and some episodes associated with homolateral temporal and
masseter muscle spasm. Frequency of 5 times a day. She referred another sharp and severe
left eye pain, lasting 2 hours with ipsilateral congestion and rhinorrhea lasting 24 hours, up
to 2 crises per day and 10 crises per month, with response to indomethacin.
Physical examination revealed left facial hemiatrophy, episodic homolateral temporal and
masseter muscle spasm and preserved sensitivity in the trigeminal territory.
Brain magnetic resonance imaging (MRI): isolated nonspecific white matter punctiform
lesions. Magnetic resonance angiography of intracranial arteries was normal. Magnetic
resonance neurography of the cranial nerves showed hypertrophy of the left muscles of
mastication, except for left masseter which was smaller on the left side., decreased volume
of the submandibular gland and decreased thickness of the soft tissues. Thinning of the
hemifacial and hemicranial bone structures as well as of the left soft tissues was observed.

Cranial nerves presented normal caliber, course and signal. Temporomandibular joint (TMJ)
MRI: dysfunction of both TMJs. Electromyogram of the left masseter and temporal muscles:
when presenting the masticatory spasm, contraction of the temporal muscle was observed,
followed sequentially by the masseter before ending.
Gabapentin treatment was started without improvement. Treatment with botulinum toxin,
under EMG guidance of the left masseter and temporal muscles was started with 80%
improvement in pain and spasm.

Conclusion
The association between PRS and
hemimasticatory spasm is rare and is associated
with compromise of the trigeminal nerve.
It is described that the sympathetic hyperactivity
produced by an inflammatory process affects the
blood vessels and the cranial nerves and this
would cause tissue damage. Due to the atrophy of
the soft tissues, mainly of the masseter and
temporalis muscles, there is a focal demyelination
of the peripheral branches of the trigeminal
nerve, which causes an abnormal excitation of the
fiber and consequently facial pain.
This patient had two different kinds of pain,
paroxistic facial pain and a longer lasting ocular
pain with autonomic signs probably as a
consequence of trigeminal involment. More
studies are needed to elucidate the cause.
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Case report: a paroxysmal hemicrania 

responsive to verapamil
Pablo Guarisco Ferreira2, Ângelo Afonso Fabris2, Paola Bernardi da Silva2, Alcântara Ramos de Assis Cesar1
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Objective: Paroxysmal hemicrania is a rare type of trigeminal

autonomic headache, whose diagnostic criteria include

responsiveness to indomethacin. In this report, we present a case

of a patient with a partial response to the first-line drug therapy

and good responsiveness to verapamil.

Case Description: A 56-year-old woman presented with a 1-year

history of throbbing pain in the left hemiface, and retro-orbital

and temporal ipsilateral pain, which lasted for about 30 minutes

with a frequency of 5-6 episodes per day, and a maximum

remission period of 3 months. The headache attacks were

associated with nasal congestion and allodynia and had worsened

recently. Her past medical history was positive for major

depressive disorder and hypertension. At the time she presented,

she was taking carbamazepine 900 mg per day, which resulted in

partial relief of the pain. Clinical examination revealed pain on

palpation of the trigeminal nerve branches on the left side,

bilateral temporomandibular pain, and pain on palpation of the

right greater occipital nerve. Magnetic resonance angiography of

the head did not show any abnormality. To manage the headache

attacks, treatment was started with indomethacin 300 mg in the

occurrence of the pain episodes, along with chlorpromazine 6 mg

per day and carbamazepine 200 mg per day, which decreased the

intensity of the pain but did not influence the frequency of the

attacks. Therefore, verapamil 80 mg per day was started,

continuing the use of previously prescribed medications. Given the

normal ECG result, the dose of verapamil was increased to 240 mg

per day, and carbamazepine was discontinued. The patient

progressed with only two mild episodes of pain per month.

Conclusion: Responsiveness to indomethacin is an important

diagnostic criterion for paroxysmal hemicrania, yet some patients

have an incomplete response to this therapy. The use of alternative

therapies is limited by the lack of research and evidence

supporting treatment with other drugs. Nevertheless, it is worth

noting that indomethacin should not be neglected as the first

therapeutic choice, and non-responsiveness to the first-line drug

should increase the possibility of alternative diagnoses. Verapamil

was effective in this case, corroborating with case reports that

obtained this same result. However, further studies are needed to

evaluate alternative treatments to indomethacin, especially

regarding verapamil and other calcium channel blockers.

Núcleo de estudos em 
Cefaleias e Algias Cranianas 
no Oeste do Paraná



Dermatologic Finding During Migraine Headache Attack
Objective

To report a patient with migraine and ecchymotic lesions in relation with migraine attacks possibly due to trigeminovascular activation and autonomic vascular 
dysfunction.

Bancalari B., Ernesto1, Wicht S, Astrid2.

Case description

A 21 year-old woman diagnosed with episodic migraine with aura since the

age of 14, who described her headaches as hemicraneal, throbbing pain

associated with sensitivity to light and sound, with a frequency of five to six

severe episodes per month, some of them accompanied by visual aura.

She recently noticed eyelid ecchymosis ipsilateral to the side her pain

developed. It appeared on both, right or left side and upper or lower

eyelids depending of the pain side during the attack. The ecchymosis

usually lasted a couple of days and was not associated with oedema or

vegetative manifestations.

Neurologic examination and brain MRI were normal, blood workup

revealed no evidence for vasculitis or coagulation disorders. She started

topiramate 25 mg bid with improvement of headache frequency and

resolution of periorbital ecchymosis. On a follow up calls she reported

baggy eyes during a migraine attacks but no ecchymosis.

Previous reports have described red forehead dot syndrome, red ear

syndrome and periorbital ecchymosis in migraine patients. It has been

hypothesized that activation of the trigeminovascular system leading to

extracerebral vasodilatation with extravasation of red blood cells in the V1

distribution of the trigeminal nerve via the release of vasoactive peptides

could cause these phenomena. Another factor may be coagulation changes

with heparin release from mast cells and basophilic leukocytes, previously

documented during migraine attacks.

Conclusion

Our case describes an unusual finding during migraine attacks, such as periorbital ecchymosis with a possible pathogenic

mechanism of autonomic vascular dysfunction following trigeminovascular activation during migraine attacks.
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Abnormal brain CT perfusion in a patient with a migraine with aura episode: Case report.  
Wainberg F (1), Ricciardi M (1), Chaves H (2), Goicochea MT(3)
1. Neurology department. FLENI.
2. Diagnostic imaging department. FLENI. 
3. Headache clinic. Neurology department. FLENI.

Clinical case 

A 30 year old male patient, without cardiovascular risk factors or migraine history, presented to the emergency department with a 90 minutes negative visual defect compatible with right homonymous hemianopia with 

progresive improvement and bifrontal headache. At admission, no other neurological deficits were found.

He was immediately studied with a non-enhanced computed tomography (NECT) and CT angiography (CTA) with no pathological findings. CT perfusion (CTP) showed a prolonged Time-to-Maximum (Tmax) in both 

posterior cerebral arteries territory as a sign of hypoperfusion.

As symptoms were potentially disabling and ischaemic stroke was suspected, treatment with alteplase was administered. Patient persisted with residual visual deficit for at least 24 hours. A magnetic resonance 

imaging scan was performed at that point, with no evidence of acute ischemic images.

Diagnosis of transient ischemic attack versus debut of probable migraine with prolonged aura (MA) was initially made. At 10 month follow-up, he presented a new episode of visual aura with positive symptoms, 

confirming the diagnosis of MA.

Images 

Image 1: Brain CTP showed no alterations on CBF (A) and prolonged max (B) in both occipital 

lobes, not reaching the critical hypoperfusion threshold (Tmax > 6 seconds).

Conclusion 

Reduced cerebral blood flow (CBF) and cerebral blood volume are the most commonly 

reported findings on perfusion studies in the aura phase of migraine. These perfusion 

alterations are followed in frequency by prolonged mean transit time (MTT), time to 

peak (TTP) or Tmax; encompassing more than one vascular territory with an occipital 

predominance as seen in our patient, even with normal CBF and CBV. Perfusion 

imaging studies in stroke patients show a more severe increase of MTT, TTP or Tmax, 

reaching values that are atypical in MA; these findings should raise a suspicion of 

critical hypoperfusion, as seen in acute ischaemic stroke. 

Image 2: Brain MRI 

performed after 24 

hs of symptoms

showed no 

restrictive images in 

difussion secuences



Painful unilateral facial swelling due to superficial temporal artery 
thrombosis: a rare presentation of Antiphospholipid Syndrome

INTRODUCTION
Persistent painful unilateral temporal swelling is rarely seen in clinical practice. Antiphospholipid syndrome (APS) is an 
autoimmune and systemic disorder that causes changes in blood clotting homeostasis, marked by arterial or venous 
thrombosis, gestational morbidity, and high and persistently positive serum levels of antiphospholipid antibodies 
(aPL). APS is more common in young women and middle-aged adults, with no preference for race. Among its clinical 
features, temporal artery thrombosis, associated with headache and temporal and hemifacial edema is extremely 
rare, with few publications worldwide on this topic.

OBJECTIVES
This report aims to present the case of a unilateral painful facial edema due to thrombosis of the superficial temporal 
artery as an unprecedented manifestation of APS. Thus, the only record in the English-language literature surveyed in 
the Pubmed database in July 2022 highlights the rarity of this APS presentation and the consequent challenge in 
suspecting the correct diagnosis for adequate treatment.

MATERIALS AND METHODS 
Case report. Data disclosure was authorized by the patient through an informed consent form.

RESULTS
A 32-year-old woman was presented with pain in the right temporal region of her face. The pain was intense, daily 
and continuous, pulsating, without irradiation, which worsened with physical activity and presented partial relief with 
common analgesics. After 20 days, she developed a right pale temporal edema (Figure 1) associated with a significant 
worsening of pain and intense right unilateral headache attacks triggered by chewing and speaking. She has a history 
of deep vein thrombosis in the left lower limb. Physical examination and imaging tests showed significant cold edema 
of the right temporal region with asymmetry of the temporal muscles, which was extremely painful on palpation and 
made it difficult to open the mouth. There were no other changes in the general physical or neurological 
examination. During evolution, hypertrophy of the masseter muscles on the right was also noted. She presented 
erythrocyte sedimentation velocity (ESR) tests with high values, subcutaneous edema in the right temporal region on 
magnetic resonance imaging (MRI) of the brain (Figure 2), and a biopsy of the right temporal artery revealed a 
residual histological picture of the previous thrombosis. In the case of suspected hematological disease, serial 
investigations were  performed for aPL markers, which were positive, and for systemic lupus erythematosus, which 
was negative. Evolved with improvement of edema and pain with the use of indomethacin and low molecular weight 
heparin.

CONCLUSIONS
This report demonstrates a persistent painful unilateral temporal swelling due to a temporal artery 
thrombosis resulting from APS. This is a very rare presentation of this condition, highlighting the 
importance of a high level of clinical suspicion for directing laboratory investigation and appropriate 
treatment.

KEYWORDS: 
Secondary headache disorders, Antiphospholipid syndrome, Antiphospholipid antibodies, Temporal 
artery thrombosis.
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Figure 1 – Right pale temporal edema.
Figure 2 – Magnetic resonance imaging (MRI) reveals 
subcutaneous edema in right temporal region.
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PSILOCYBIN FOR THE TREATMENT OF CLUSTER HEADACHE,

CASE REPORT 
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OBJECTIVES 

 To describe the clinical case of a patient who used psilocybin for the treatment 

of cluster headache. 

 To describe the modality, dose, efficacy and adverse effects of psilocybin in 

the patient. 

 To carry out a review of the available evidence about this treatment. 

CASE DESCRIPTION
Male, 60 years old, smoker. 

History of 19 years of evolution of right periorbitary headache, intensity 10/10, 

throbbing, lasting up to two hours with tearing, conjunctival congestion and 

rhinorrhea ipsilateral to the pain and psychomotor agitation. Presents up to 3 

episodes in 24 hours, reporting at least one at night in the first half of it. The 

evolution has been with asymptomatic periods between three to six months. 

MRI of normal skull. With episodic cluster headache raised, crisis and 

preventive treatment is started. 

For crises oxygen-therapy MFL 7 to 10 liters per min with improvement. He has 

received multiple preventive treatments: prednisone 60 mg a day for a week, 

verapamil up to 480 mg a day, topiramate 100 mg a day, lithium up to 900 mg a 

day, sometimes in association with melatonin with poor response to them. In the 

last 6 years he self-indicates psilocybin, with which he becomes aware from the 

online forum "Clusterbusters". It is used in the form of an infusion from 

Psilocybin cubensis on a monthly basis, at doses of 0.5 to 1.0 g of the active 

ingredient associated with caffeine. 

From the start of treatment, he reports a decrease of more than 50% in the 

frequency and intensity of the crises, with remission periods of up to 1 year and 

a half. As an adverse effect with a higher dose than usual, he refers to 

autoscopic-type hallucinations, on one occasion. 

CONCLUSIONS – RELEVANCE TO THE FIELD 

Cluster headache is considered one of the most intense headaches, with suicidal 

ideas in many patients. The treatment indicated is that of crises and prevention. 

Although there are numerous drugs, none have universal efficacy. (1,2) 

It is to prioritize that psilocybin (hallucinogen) is being used by patients with cluster 

headache who seek advice in international forums.(3) Although the patient had a 

significant reduction in the frequency and intensity of the crises, the precise dose 

for the treatment of this entity is not known, so its use may be risky (hypertension, 

secondary headache and hallucinations) (2,4). 

Two phase 1 randomized controlled clinical trials of the use of psilocybin for the 

treatment of cluster headaches are currently underway and are expected to provide 

further evidence of its efficacy.(5,6) 

This case report provides empirical evidence in favor of the trend towards the use 

of psilocybin as preventive therapy for cluster headache, given the limited 

effectiveness of conventional therapy in many of these patients. There is a growing 

interest regarding the above, which has generated the appearance of new research, 

which today has provided little quality evidence due to the illegality of the substance 

and the absence of completed clinical trials that objectively compare the efficacy 

and safety of psilocybin compared to current best treatments. 
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Conclusion: A case with secondary to a NCC headache is presented, mimicking a migraine, fullfilling the IHS criteria for this entity.

MIMIC MIGRAINE AS A PRESENTATION OF 

NEUROCISTICERCOSIS OF THE 4TH VENTRICLE

Introduction and objectives: Neurocysticercosis (NCC) is the most common helminthic disease of the nervous system. It can present with epileptic seizures, focal deficit, cognitive 
impairment and headaches. The latter usually occur in the context of intracranial hypertension associated with multiple cystic lesions of the brain parenchyma or giant cysts.
We present a clinical case of NCC that debuts as mimic migraine.

Material and methods:
A 22-year-old puerperal
patient, a native of Bolivia.
She presents with throbbing
hemicranean headache, with
p r o g r e s s i v e i n t e n s i t y,
persistent for a month
of evolut ion . She adds
photophobia, sonophobia,
nausea and vomit ing
associated with dizziness and
tinnitus. She was refractory
to symptomatic treatment.

Results: Hydrocephalus is observed in the computed tomography of the brain. Lumbar puncture was performed: cerebrospinal fluid with physicochemical and negative cultures. Serology for 
cysticercosis: positive. Magnetic resonance imaging of the brain: cystic image with nodular formation inside in topography of the 4th ventricle. It is interpreted as compatible with NCC.

Treatment with intravenous corticosteroids and oral albendazole was started, with a favorable clinical response and imaging resolution.

Coronal T1

Sagittal T2 

Before treatment After treatmentDiagnosis of neurocysticercosis
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Background
In a migraine attack, we can highlight two phases: (1) the prodromal phase that precedes the
pain by hours, and (2) the phase of the classic manifestations of migraine with aura and
headache, associated with pathognomonic nausea/vomiting, photo/phonophobia.
Objective
We wish to present a case of a patient with incapacitating migraine attacks (two to three
times a week), which are always preceded by marked prodromal manifestations. With
treatment using monoclonal antibody anti-CGRP (galcanezumab), there was a drastic
improvement in migraine pain crises without affecting prodromal symptoms of hypertonia
and cervical-nuchal pain. Thus, there is an apparent dichotomy between the action of
galcanezumab on the prodromal phase and the classic painful phase of migraine.
Case description: Caucasian 38-year-old man, airplane pilot, with refractory migraine, with
incapacitating migraine attacks (two to three times a week, 5 to 7 sumatriptan tablets a
week), reported that his migraines crises started at age 14. One and 6 hours prior to the
crises, the patient reported prodromal manifestations, such as pain and hypertonia in the
right nuchal region, soreness in the outer corner of the right eye, and a vague feeling of
discomfort. On examination: pain in the supraorbital and greater occipital nerves on the right.
Because of his profession, he did not tolerate divalproex, amitriptyline, propranolol, and
topiramate. Divalproate could not be tolerated due to difficulty in delicate movements and he
felt drowsy. Topiramate was not tolerated due to drowsiness and cognitive difficulty. The
therapeutic proposal was nerve block and anti-CGRP monoclonal antibody. The patient
received as preventive treatment galcanezumab (120 mg/month). Sixty days after the first
dose of galcanezumab, he improved substantially, reporting only two less intense crises
associated with alcohol consumption and using three sumatriptan tablets in the period.

Conclusion
We describe the action of an anti-CGRP antibody in a patient who works as a fighter pilot, a
profession that demands great cognitive activity and motor skills. This class of drugs has a
preventive action on migraine without altering cognitive functions, including attention and motor
performance. The treatment showed a dichotomized action on the phases of migraine - acting
essentially on headache attacks without affecting prodromal manifestations.

Furthermore, 150 days later, he used only three tablets of sumatriptan in a 90-day interval. Stressful
situations no longer trigger seizures. On the third return to the outpatient clinic after 270 days, he
mentioned almost no headache crises. He reports that triggering situations such as stress or intense
light sometimes cause pain and stiffness in the cervical muscles and a feeling of discomfort, but the
crisis does not develop beyond that (Figure 1).


