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RESUMO

Introducdo: Os estudos epidemioldgicos sobre cefaleias primarias geralmente
sdo conduzidos em duas condi¢cdes muito distintas, na comunidade e em centros
especializados de atendimento. A visdo integrada desses cenarios poderia
contribuir para o melhor enfretamento da questdo. Objetivos: comparar as
caracteristicas clinico-epidemiologicas das cefaleias na comunidade em relacéo a
um centro terciario. Métodos: todos os habitantes de Capela Nova-MG foram
entrevistados por agentes do Programa de Saude da Familia (PSF). Os individuos
identificados com cefaleia cronica diaria (CCD) foram convidados para avaliacdo
neurolégica, odontolégica e fisioterapica. Os moradores de uma microrregiao
censitaria da cidade, escolhida por sorteio para compor uma amostra, foram
convidados para avaliacdo neurologica independentemente da frequéncia de
cefaleia. No Ambulatério de Cefaleias da Universidade Federal de Minas Gerais
(AmbCef-UFMG), foram avaliados os pacientes atendidos consecutivamente em
quatro meses. Os casos de CCD seguiram o mesmo procedimento, com
avaliacdo multiprofissional. O diagndstico das cefaleias seguiu critérios da
Classificacao Internacional das Cefaleias-2004 e o das disfuncdes témporo-
mandibulares (DTM) do Reseach Diagnostic Criteria (RDC). Resultados: foram
avaliados 1.605 moradores, 1.050 tinham cefaleia (65,4%) e 57 tinham CCD
(3,6%). A amostra teve 258 moradores. A prevaléncia de migranea e cefaleia do
tipo tensional nessa amostra foi, respectivamente, de 18,2 e 22,9%. As
frequéncias dessas cefaleias entre os 76 individuos da amostra foram de 61,8 e
77,6%, enquanto entre os 289 pacientes do AmbCef foram de 79,8 e 20,4%. As
prevaléncias de disfuncdo témporo-mandibular (DTM) na CCD foi,
respectivamente, de 58,1% e de 80% na comunidade e no AmbCef-UFMG
(p=0,07). As mulheres na faixa dos 40 anos foram as mais acometidas.
Conclusao: as cefaleias na comunidade mostraram taxas de prevaléncia e
associacfes demograficas como as descritas na literatura. As frequéncias das
cefaleias priméarias mostraram-se diferentes na comunidade e no ambulatério, o
gue ndo aconteceu nos casos de CCD e de DTM.

Palavras-chave: Epidemiologia . Cefaleia crénica diaria. Cefaleia do tipo tensional.
Migranea.



ABSTRACT

Comparison of primary headaches characteristics in the community and in a
tertiary care clinic

Background: Epidemiological studies focusing on primary headaches are often
difficult to compare, since they are sometimes conducted in the community and
sometimes in the specialty care. Since target populations are different, comparing
results may contribute to a better understanding on the headaches and on barriers
to care. Objectives: To contrast the epidemiological characteristics of headache
sufferers identified from the population and from specialty care. Methods: All
inhabitants from Capela Nova — MG were interviewed by agents from the Family
health Program (FHP). Those screened as having chronic daily headaches (CDH)
were invited to participate in neurological, dental, and physiotherapy assessments.
Additionally, those living in one of the city's micro-regions (chosen at random)
were enrolled to participate in neurological assessment regardless of the
headache frequency. Finally, all patients seen at the outpatient headache clinic of
Universidade Federal de Minas Gerais (AMBCEF-UFMG) over a 4 months period
were consecutively assessed by the same multidisciplinary team involved in the
community research. Headaches were diagnosed according to the Second Edition
of the International Classification of Headache Disorders (ICHD-2), and temporo-
mandibular disorders (TMD) were classified as per the Research Diagnostic
Criteria (RDC). Results: Of 1,605 inhabitants from the population, 1050 (65.4%)
had headaches and 57 (3.6%) had CDH. The micro-region sample consisted of
258 inhabitants. Migraine happened in 18.2% of them, and tension-type headache
(TTH) in 22.9%. Frequency of these headaches among 76 headache sufferers in
the sample were respectively 61.8 and 77.6%. Finally, among headache sufferers
in the outpatient clinic, 78.8% had migraine and 20.4% had TTH. In the population,
prevalence of TMD in those with CDH was 58.1%, while in the clinic it was 80%.
Women were more likely to suffer from headaches in all samples, but the
proportion of men were higher in the community and lower in the population
(p<0.05). Conclusions: Populational prevalence and demographic characteristics
found in our study are aligned with what has been described. Relative frequency of
migraine and TTH vary substantially in the community relative to the population,
but the same was not true for CDH and TMD, suggesting that they may be more
determined by neurobiological factors than by the environment. Further
comparative studies are necessary in order to understand not only determinants of
disease, but barriers to seeking medical care.

Keywords: Epidemiology. Primary headaches. Chronic daily headaches. Tension-
type headaches. Migraine.
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CONSIDERACOES INICIAIS

Apo6s o término de minha residéncia em Neurologia, escolhi aprofundar-me
no estudo da cefaleia, pois percebia que era uma condicdo muito prevalente na
pratica neurologica e, apesar de muito incapacitante, tinha boas respostas
terapéuticas (diferente de inimeras sindromes neurologicas degenerativas que
nao tém tratamento). Mas percebi, desde o inicio, que o sucesso do tratamento
dependia de ampliar a escuta dos casos, envolvendo tanto aspectos psicossociais
como fisicos. Comecei meu treinamento no Instituto de Neurologia Deolindo
Couto, na Universidade Federal do Rio de Janeiro, com o Dr Abouch Valenty
Krymchantowisk, considerado referéncia mundial em farmacoterapia das
cefaleias.

Ainda na residéncia, trabalhava como plantonista nos fins de semana em
Capela Nova-MG, cidade perto de Barbacena, onde me formei. Fui convidado
pela Secretaria de Saude Municipal a criar um ambulatério de Neurologia no
Posto de Saude local, o que fiz assim que terminei a residéncia.

Em contato com a cefaléia, pensei em realizar um estudo que investigasse
a prevaléncia das cefaleias em todos os moradores de Capela Nova utilizando os
novos critérios diagnosticos de Classificacdo Internacional das Cefaleias de 2004
(ICDH-2004).

Realizei a primeira etapa como pesquisador Unico, contando com a
colaboragéo dos agentes de Programa de Saude da Familia (PSF) do municipio
para entrevistar todos os moradores. Até entdo ndo havia tido a colaboracédo de
epidemiologista no delineamento do estudo, quando, em Miami, no Congresso da
Academia Americana de Neurologia, tive a felicidade de encontrar o Dr. Marcelo
Bigal, referéncia mundial no tema e que, numa caminhada valiosa, colaborou
muito no projeto. A metodologia pretendida carecia de uma equipe e procurei o
Dr. Rodrigo Santiago, que fundou, em 2003, o Ambulatorio de Cefaléias do
Hospital das Clinicas da Universidade Federal de Minas Gerais (AmbCef-UFMG).
Havia poucos meses que meu orientador, Prof. Antbnio Lucio, ingressara no
ambulatério e jA no meu primeiro encontro com eles fui imediatamente acolhido.

Comecei, entdo, desde junho de 2005, a trabalhar com eles todas as tercas-feiras
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pela manhd no Ambulatério Bias Fortes no complexo do Hospital das Clinicas da
Universidade Federal de Minas Gerais.

Ingressaram comigo uma psiquiatra, Esther Coelho, entdo mestranda
orientada pelo Prof. Antonio Lucio, e a psicéloga Melissa Coelho. Convidamos um
dentista, Jodo Bosco, para liderar uma equipe especializada em dor orofacial
(Equipe-DOF) junto com seu colega, Frederico Leite, e a fisioterapeuta Monique
Amorim, atualmente substituida pela Betania Franco. Passamos também a contar
com uma dupla de académicos de Medicina em iniciacdo cientifica no registro da
coleta de dados. Primeiro, foram Felipe e Luiz Paulo, depois Bruno e Tales e,
atualmente, Rodrigo Lara e Rafael Tavares.

Em equipe coletamos os dados em Capela Nova e agrupamos os
procedimentos de diagnostico no AmbCef-UFMG, que comecaram a ser
registrados sistematicamente. Para a coleta, desenvolvemos o Procefaleia,
entrevista semiestruturada que permite a criagdo de banco de dados e hoje é
utilizada como parte de um software livre na internet para capacitacdo de médicos
de familia. Os achados relativos a prevaléncia e fatores de risco para a migranea
serviram na nossa dissertacdo de mestrado na Universidade Federal Fluminense,
orientada pelo Prof. Pedro Moreira e coorientada pelo Prof Antdnio Lucio,
finalizada em 2007.

Em 2009, fui aprovado e muito bem-recebido na Pés-Graduacdo em
Neurociéncias da UFMG, com a proposta de realizar esta tese. Para melhor
compreensao de sua disposicdo ao longo deste trabalho, descrevi a seguir o
contexto em que foram realizados e as sessfes da tese em que foram inseridos.

O artigol € uma revisao sobre cefaleia cronica diaria, publicado na “Revista
Brasileira de Medicina”. Ele esta apresentado na introducédo. Nessa secao ha um
toépico sobre a ICDH-2004 que descreve os critérios diagnosticos e aspectos
gerais da fisiopatologia da migranea e da CTT, além de uma breve revisdo da
epidemiologia das cefaleias no Brasil. Na secdo de resultados estdo primeiro 0s
artigos 2 e 3 relativos a investigacao de toda a populacédo de Capela Nova e que
foram publicados no Headache. Ja o artigo 4 trata sobre o estudo de uma amostra
de moradores da cidade e foi aceito este més no mesmo periddico. O artigo 5
refere-se a descricdo da casuistica dos pacientes doAmbCef-UFMG e esta
submetido a revista “RAMB-Revista da Associacdo Médica Brasileira”. A

comparacao dos dados da comunidade com os do ambulatério foi utilizada para a
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construcdo dos artigos 6 e 7, submetidos, respectivamente, a The Journal of
Headache and Pain e na Cephalalgia.

Na secdo de anexos e apéndices estdo, além do questionario Procefaleia,
outros estudos complementares conduzidos durante o doutorado. O primeiro
comparou os dados colhidos pela avaliacao psiquiatrica dos moradores de Capela
Nova com uma casuistica de pacientes do ambulatério também avaliados pela
Esther, o artigo 8, que ser4 submetido a “General Hospital Psychiatry”. A
sistematizacdo da coleta de dados do AmbCef permitiu que conduzissemos
estudo longitudinal prévio para avaliagdo da estabilidade diagndstica, publicado
no “Arquivos Brasileiros de Psiquiatria”, o artigo 9. Finalmente, com a equipe
DOF, criamos um Ambulatério de Dor Orofacial, que pressa atendimento mensal.
A comparacao dos dados dos pacientes desse centro odontolégico (CETRO) com
os dos pacientes do AmbCef-UFMG serviu para a construcdo do artigo 10,
submetido ao “Journal Orofacial Pain”.

Todos os artigos foram apresentados em congressos nacionais e
internacionais como posteres ou apresentacao oral, o que colaborou bastante no
processo de construcdo dos trabalhos. O artigo 3 recebeu o prémio Edgard
Raffaelli pela Sociedade Brasileira de Cefaleia em 2006; o artigo 10 obteve o
prémio do Comité de Dor Orfacial da mesma sociedade em 2010; e o artigo 9 foi
escolhido como melhor tema livre oral do Congresso Mineiro de Neurologia em
2009. Finalmente o corpo desta tese esta selecionado entre os quatro finalistas de
2011 na categoria epidemiologia do prémio da Sociedade Brasileira de Dor.

O diagrama da FIG. 1 a seguir representa de forma esquematica a

estrutura de construcéo dos artigos da tese.
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1 INTRODUCAO

A cefaleia acomete aproximadamente 99% das mulheres e 93% dos
homens no decorrer da vida e cerca de 40% dos individuos tém cefaleia com
certa regularidade’. A migranea, ou enxaqueca, é o tipo de cefaleia priméria que
mais frequentemente leva o individuo a procurar por assisténcia médica®,
podendo associar-se a significativo impacto na vida das pessoas afetadas, de
seus familiares e da comunidade®. A cefaleia do tipo tensional (CTT), apesar de
bem menos intensa que a migranea, também pode causar impacto na vida dos
acometidos, principalmente na sua forma cronica®.

De fato, quando as cefaleias assumem frequéncia diaria ou quase diaria
(igual ou acima de 15 dias por més por pelo menos trés meses), séo
denominadas, do ponto de vista sindrémico, de cefaleia cronica diaria (CCD)°. A
maioria dos casos de CCD é de cefaleias primarias, inicialmente episédicas, que
se cronificam com o passar do tempo, dependendo de alguns fatores
associados®’. Entre eles destacam-se 0 uso excessivo de analgésicos e o
dolorimento continuo da musculatura pericraniana®”’.

Estabelecer adequadamente o diagnéstico das cefaleias nos casos de
CCD, principalmente quando esses fatores estdo presentes, é algo desafiador,
pois se houver uso excessivo de medicacdo sintomatica é necessaria a
reavaliacdo do caso oito semanas ap6s a suspensdo do uso abusivo®. J& a
avaliacdo adequada da musculatura pericraniana depende da palpa¢céo muscular
por profissionais treinados®. Além disso, a auséncia de marcadores biol4gicos nos
casos de cefaleias primarias faz com que o diagndstico seja eminentemente
clinico.

Por isso, o “padrdo-ouro” de coleta de dados € a entrevista clinica por
especialista em cefaleia, mas trata-se de um método demorado e dispendioso
para ser realizado com grandes amostras populacionais®. Assim, a maioria dos
estudos que utilizam a entrevista face a face com o médico é realizada em

centros de assisténcia a saude, o que nem sempre reflete a realidade na

comunidade. Sabe-se que o0s estudos com base populacional sdo mais
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abrangentes, identificando ativamente as pessoas, 0 que permite estimativa mais
acurada da magnitude do problema®®.

Em todo o mundo, incluindo o Brasil, 0 método de coleta dos dados mais
utilizado nos estudos populacionais tem sido a entrevista telefénica feita por
leigos. Apesar de haver instrumentos validados de alta sensibilidade e
especificidade na deteccdo de alguns tipos de cefaleia’, ndo é possivel
estabelecer o diagnéstico correto de varios casos, principalmente quando ha uso
excessivo de analgésicos, dolorimento da musculatura pericraniana e mais de um
tipo de cefaleia no mesmo individuo. Parece necessaria a realizacédo de estudos
epidemioldgicos que utilizem a entrevista direta com o médico, incluindo avaliacao
clinica e exame neurolégico em paises como Brasil, onde a cefaleia ainda é
subestimada e subtratada®?.

De todo modo, os estudos realizados em centros especializados também
sao importantes, pois investigam pacientes com alto grau de complexidade e com
demanda por assisténcia em nivel terciario. A conducdo de pesquisas integradas
na comunidade e nesses centros poderia trazer informagdes estratégicas do perfil
dos individuos com cefaleia acompanhados na atencdo primaria a saude.
Conhecer as diferencas ou mesmo as semelhancas dos casos, principalmente
das cefaleias primarias mais comuns (migranea e cefaleia do tipo tensional), pode
auxiliar no planejamento da prevencao e do tratamento dos casos. Pelo que se
sabe, ainda ndo foram realizados estudos comparativos dessa natureza, ou seja,
que tivessem investigado com a mesma equipe de profissionais as cefaleias
primérias de pacientes de centros especializados e de individuos da comunidade,

de maneira integrada.

1.1 Classificagéo Internacional das Cefaleias

O diagnostico das cefaleias primarias baseia-se em critérios clinicos
descritos na Classificacdo Internacional das Cefaleias (ICDH-2004), que teve a
primeira edicdo publicada em 1988 e a segunda em 20042,

Segundo essa classificagcéo, as cefaleias estdo agrupadas em trés partes:
a) parte 1 - cefaleias primarias, que ndo sao relacionadas a lesdes estruturais; b)

parte 2 - cefaleias secundarias, englobando as que sdo manifestactes de lesées



21

estruturais subjacentes; c) parte 3 - neuralgias cranianas, dores faciais primarias e

outras cefaleias.

1.2 Migranea

A ICDH-2004 classifica a migranea em seis subtipos (QUADRO 1). Os dois
principais s&o: a) migranea sem aura; b) migranea com aura (primariamente
caracterizada pelos sintomas neurologicos focais que normalmente precedem ou
as vezes acompanham a cefaleia). Alguns pacientes também experimentam uma
fase premonitéria, antecedendo em horas ou dias o aparecimento da cefaleia, e
uma fase de resolugéo da crise. Sintomas premonitorios e de resolucdo incluem
hiperatividade, hipoatividade, depressado, apetite especifico para determinados
alimentos, bocejamento repetitivo e outros sintomas inespecificos reportados por
alguns pacientes Os critérios diagndsticos de migranea sem e com aura estao
representados nos QUADROS 2 e 3, respectivamente.

Embora ndo se conheca completamente os mecanismos fisiopatolégicos
da migranea, acredita-se que haja diferencas entre a migranea sem e com aura.
Nesse tipo antes ou simultaneamente ao inicio dos sintomas da aura, ocorre
diminuicdo fluxo sanguineo cerebral em regides corticais que correspondem
clinicamente a area afetada e frequentemente a uma area maior. A reducao do
fluxo normalmente inicia-se posteriormente e expande-se anteriormente,
geralmente acima do limiar de isquemia. Apdés uma a varias horas, ocorre
transicdo gradual para hiperemia na mesma regidao. A depressao alastrante de
Le&o foi implicada nesse processo®.

Ja na migranea sem aura, durante as crises o fluxo sanguineo cerebral
regional ndo revela quaisquer alteracbes sugestivas da depressdo cortical
alastrante. Ndo obstante, podem ocorrer modificacdes do fluxo sanguineo no
tronco encefélico e alteracfes corticais secundarias a ativagédo pela dor. Por outro
lado, 0 mensageiro molecular 6xido nitrico (NO) e o peptideo relacionado ao gene
da calcitonina (CGRP) estdo claramente envolvidos. Embora a migranea tenha
sido previamente considerada principalmente vascular, a importancia da

sensibilizacdo das terminacdes nervosas perivasculares e a possibilidade de que
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as crises possam ter inicio no sistema nervoso central receberam atencao
crescente durante as Ultimas décadas. Ao mesmo tempo, o circuito da dor da
migranea e varios aspectos da neurotransmissao relacionados a esse sistema
foram reconhecidos. O advento dos triptanos, agonistas dos receptores 5SHT1B/D,
foi uma significativa contribuicdo. Essas drogas tém notavel eficacia em crises de
migranea e, devido a sua alta especificidade por receptores, seu mecanismo de
acdo propiciou nova abordagem aos mecanismos da migranea. Esta claro, no
momento, que a migranea sem aura € um transtorno neurobioldgico e a ciéncia,
tanto clinica, quanto basica, propicia avancos crescentes em nosso conhecimento

a respeito dos mecanismos desse disttrbio (ICDH-2004)®.

QUADRO 1 - Codificacéo e classificagdo de migranea segundo a Classificacao

Internacional das Cefaléias - 2004

Cdédigos Classificacao

1 Migrénea

1.1 |Migranea sem aura

1.2 |Migranea com aura

1.3 | Sindromes periddicas da infancia comumente precursoras de migranea

1.4 |Migranea retiniana

1.5 |Complicacdes da migranea

1.6 |Provavel migranea
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QUADRO 2 - Critérios diagnosticos de migranea sem aura segundo a

Classificacao Internacional das Cefaleias - 2004

Pelo menos cinco crises preenchendo os critérios B a D.

Cefaleia durando quatro a 72 horas (sem tratamento ou com tratamento

ineficaz).

Cefaleia preenche pelo menos duas das seguintes caracteristicas:

1. Localizacao unilateral

2. Carater pulsatil

3. Intensidade moderada ou forte

4. Exacerbada por atividades fisicas rotineiras

Durante cefaleia, pelo menos um dos seguintes:

1. Nausea e/ou vomitos

2. Fotofobia e fonofobia

Nao atribuida a outro transtorno

QUADRO 3 - Critérios diagnosticos de migranea com aura segundo a

Classificacao Internacional das Cefaleias - 2004

Pelo menos duas crises preenchendo o critério B

Presenca de aura, precedendo a crise de cefaleia, que preenche os critérios
de migranea sem aura, com duragéo de cinco a 60 minutos, caracterizada
por:
- Sintomas visuais positivos (moscas volantes, manchas ou linhas) e/ou
negativos (perda de visdo homoénima)
- Sintoma-sensitivos

- Disfasia

N&o atribuida a outro transtorno
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1.3 Cefaleia do tipo tensional

A cefaleia do tipo tensional (CTT), conforme os critérios diagnosticos da
ICDH-2004, é subdividida conforme a frequéncia de dor (episddica ou crbnica) e a
presenca ou nao de dolorimento pericraniano (QUADRO 4).

A CTT episddica infrequente pode ser definida como cefaleia durando
minutos a dias, ocorrendo menos de uma vez por més. A dor é tipicamente
bilateral, tem carater em pressao ou aperto, de leve a moderada intensidade, e
nao piora com atividade fisica rotineira. Ndo h& nausea, mas fotofobia ou
fonofobia podem estar presentes. E importante salientar que nio se trata
necessariamente de um fenémeno patolégico. E tdo comum, que virtualmente
quase todas as pessoas vao experimenta-la em algum momento ao longo da vida.
Tem impacto muito reduzido no individuo e ndo merece muita atencdo do
profissional médico® (QUADRO 5). A CTT episddica infrequente pode ser
subdividida quanto a presenc¢a ou ndo de dolorimento pericraniano. Nesse caso,
além dos critérios de A-E do QUADRO 5, também deve estar presente aumento
da sensibilidade dolorosa pericraniana a palpacéo®.

A cefaleia do tipo tensional episddica frequente diferencia-se do
subtipo infrequente, pois os episddios ocorrem mais de uma vez por més, mas
ndo chegam a atingir a frequéncia quase diaria da CTT crbnica. Os critérios
diagnésticos sdo em tudo semelhantes a CTT episodica infrequente apresentados
no QUADRO 4, excetuando-se a frequéncia das crises. Nesse caso, para efeito
diagnostico € necesséaria a ocorréncia de pelo menos 10 crises de cefaleia na
vida, que ocorrem em com frequéncia inferior a 15 dias mensais, ou seja, mais de
12 e menos de 180 crises anuais. A CTT episodica frequente coexiste muitas
vezes com migranea sem aura®.

A CTT episddica frequente pode ser subdividida quanto a presenca ou nao
de dolorimento pericraniano. Nesse caso, além dos critérios de B-E do QUADRO
5, também deve haver aumento da sensibilidade dolorosa pericraniana a
palpacéo?. A classificacdo da CTT cronica serd descrita no artigo 1, que faz uma
revisédo sobre a CCD.

Ao contrario da migranea, a fisiopatologia da CTT ainda permanece mal
compreendida. Inicialmente, acreditava-se na hipétese de que a CTT fosse

consequéncia de um estimulo nocivo fisico ou psicolégico que levaria ao estado
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de contracdo persistente ou intermitente da musculatura do cranio e nuca. Essa
contracdo levaria a isquemia muscular e, consequentemente, a dor. Mecanismos
algoégenos periféricos muito provavelmente exercem papel na CTT episddica,
tanto infrequente como na frequiente. Por outro lado, mecanismos algégenos
centrais exercem papel mais importante na CTT cronica.

Nos casos em que ha dolorimento pericraniano, possivelmente tanto
fatores locais e sistémicos podem estar associados: trauma, estresse, tensao
emocional, impulso de dor profunda, fadiga e sedentarismo acompanhado de
baixo condicionamento fisico. Do ponto de vista bioquimico, aventa-se que
algumas modificagcdes podem contribuir para explicar, em parte, a fisiopatologia
da CTT. Tem havido mais interesse no estudo do papel do NO no
desencadeamento da dor em pacientes portadores de CTT, pois o trinidato de
gliceril (substancia que atua na formagéo do NO) piora a dor desses pacientes®.

Além das alteracdes bioquimicas propriamente ditas, mecanismos
periféricos podem estar envolvidos na sensibilizacdo anormal de receptores
nociceptivos (nociceptores miofasciais) que se encontram na musculatura
pericraniana, enquanto mecanismos centrais sdo decorrentes de atividade
anormal do tronco encefalico. Essa anormalidade leva a alteracdo da modulacdo
central da dor e diminuicdo dos sistemas de antinocicepgdo central, gragas ao
aumento da atividade das on-cells (células facilitadoras). Deste modo, a dor da
CTT € uma consequéncia da interacdo de mecanismos centrais e periféricos
(ICDH-2004)%.
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QUADRO 4 - Classificacdo da cefaleia do tipo tensional segundo a Classificacao
Internacional das Cefaleias - 2004
2.1 CEFALEIA DO TIPO TENSIONAL EPISODICA INFREQUENTE

2.1.1 Cefaleia do tipo tensional episédica infrequente associada a hiperalgesia

pericraniana

2.1.2 Cefaleia do tipo tensional episddica infrequente ndo associada a
hiperalgesia pericraniana

2.2 CEFALEIA DO TIPO TENSIONAL EPISODICA FREQUENTE

2.2.1 Cefaleia do tipo tensional episddica frequente associada a hiperalgesia
pericraniana

2.2.2 Cefaleia do tipo tensional episédica frequente ndo associada a
hiperalgesia pericraniana

2.3 CEFALEIA DO TIPO TENSIONAL CRONICA

2.3.1 Cefaleia do tipo tensional cronica associada a hiperalgesia pericraniana

2.3.2 cefaleia do tipo tensional crénica ndo associada a hiperalgesia

pericraniana

QUADRO 5 - Critérios diagnosticos da CTT episodica infrequente segundo a

Classificacao Internacional das Cefaleias - 2004

A. Pelo menos 10 crises que ocorrem menos de um dia por més, em média (<
12 dias por ano) e cumprindo critérios B-D.
B. Cefaleia que dura 30 minutos a sete dias
C. A cefaleia tem pelo menos duas das seguintes caracteristicas:
1. Localizacao bilateral
2. Carater em presséao/ aperto (néo pulsatil)
3. Intensidade leve ou moderada
4. Nao é agravada por atividade fisica rotineira como caminhar ou subir
degraus
D. Ambos os seguintes:
1. Auséncia de nausea ou vomito (anorexia pode ocorrer)
2. Fotofobia ou fonofobia (apenas uma delas esta presente).
E. N&o ser atribuida a outro disturbio.
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Segundo a ICDH-2004, o aumento da sensibilidade dolorosa pericraniana
detectado pela palpacédo é o achado clinico mais significativo nos pacientes com
CTT. A hiperalgesia aumenta com a intensidade e frequéncia da cefaleia. O valor
diagndstico da eletromiografia e da algometria de pressao é limitado, enquanto é
facilmente pesquisada com base na palpacdo com movimentos pequenos
giratorios e pressao firme com o segundo e o terceiro dedos no musculo frontal,
temporal, masseter, esternocleidomastoideo, esplénio e trapézio®. Uma escala de
hiperalgesia local de zero a trés em cada musculo pode ser utilizada para cada
individuo.

Foi demonstrado que, usando um dispositivo sensivel a pressdao que
permite a palpacdo com presséo controlada, esse exame clinico fica mais valido e
reproduzivel. Porém, tal equipamento ndo esta geralmente disponivel para os
clinicos e é recomendavel que os clinicos executem a palpacdo simplesmente
como um exame clinico tradicional. A palpacédo, portanto, € um guia util para a
estratégia de tratamento, levando em conta que, nos casos em que a dor relatada
pelo paciente é reproduzida pela palpacéo, pode estar presente a sindrome de
dor miofascial (SDM)*3. E discutido se essa condicdo seria uma comorbidade da
CTT ou se seria a mesma condicédo classificada de forma diferente pela ICDH-
2004 e pelo Research Diagnostic Criteria for Temporomandibular Disorders
(RDC)™,

A dor miofascial é definida como uma disfuncdo dolorosa muscular difusa
dentro das estruturas miofasciais, envolvendo dor referida nos pontos gatilhos ou
trigger points (TP). O TP é definido como uma area hipersensivel localizada em
uma banda tensa de um mdasculo, tenddo ou ligamento, de onde impulsos
“bombardeiam” o sistema nervoso central criando um padrdo de dor regional
referida e/ou sintomas autondémicos de provocacdo. Eles podem ser ativos ou
latentes, diferindo entre si quanto ao local de origem e referéncia da dor. Os
ativos tém local de origem diferente do local onde a dor é sentida, enquanto os
latentes tém local de origem e sensacao da dor coincidente, sdo menos dolorosos
a palpacdo e produzem menos disfuncdo que os ativos. Diante de estresses
fisicos exdgenos, enddgenos ou emocionais, tornam-se ativos e geram sindromes
dolorosas ou incapacidade funcional®.

O diagnéstico de dor miofascial nas disfungdes témporo-mandibulares é

dado pelo RDC quando a dor é relatada pelo paciente em resposta a palpacéo de
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trés ou mais pontos hipersensiveis dos musculos mastigatorios em avaliacao
clinica, juntamente com questionario autoaplicavel. Esse sistema de classificacdo
foi criado para prover um critério de classificacdo que seja universalmente aceito

e validado*.

1.4 Epidemiologia das cefaleias primarias no Brasil

No Brasil, inicialmente foram conduzidos estudos em populacdes
especificas (clinicas, funcionarios de hospital, escolares ou estudantes de
Medicina). No estudo de Bastos, Almeida Filho e Santana (1993), em Salvador-
BA, foi estimada apenas a prevaléncia da cefaleia em geral em apenas 14,8% dos
entrevistados, ndo sendo pesquisada especificamente a migranea’. Na regido
Sul, Barea, Tannhauser e Rotta (1996) referiram, em populacédo de Porto Alegre-
RS, a prevaléncia de migranea em 16,3% de CCD em 7,3%. Porém, a populacao
estudada foi de escolares de 52 a 82 série’’. Bigal et al. (2000), em pesquisa em
Ribeirdo Preto-SP, estimaram a prevaléncia de cefaleia em 30,4% entre
funcionarios de hospitais '°. Sanvito et al. (1996), em S&o Paulo-SP, investigaram
a prevaléncia de migranea em estudantes de Medicina da Santa Casa de
Misericordia com taxas de 54,4% entre as mulheres e 28,3% entre os homens™.
Em Florianopolis-SC, Da Costa et al. (2000) avaliaram a frequéncia de cefaleia
em estudantes de medicina da Universidade Federal de Santa Catarina®®. Neste
estudo a frequéncia de migranea sem aura foi de 31,3%, de migranea com aura
8,2% e de CTT de 7,5%.

O primeiro estudo que analisou a populacdo geral foi realizado em Porto
Alegre-RS por Wieheet al. (2002)%. Eles estimaram na populacdo a prevaléncia
de CTT em 66,2%. Em pesquisa realizada em varios paises da América Latina,
incluindo as cidades de Marilia e Sdo Paulo-SP, foi relatada prevaléncia de
migranea de 12,6%2%. Dissertacdo de mestrado registrou a prevaléncia de cefaleia
em Ribeirdo Preto-SP: de migranea foi 21,4%, CTT 16,8% e CCD, 2,6%%. Em
Pelotas-RS, encontrou-se prevaléncia de migranea de 10,7%%*. As taxas de
prevaléncia anual, na cidade de FlorianGpolis-SC, foram descritas como 22,1%
para migranea, 22,9% para CTT e 6,4% para CCD?®. Considerando-se a

prevaléncia da cefaleia como sintoma, estudos nacionais tém demonstrado que a
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maioria da populacdo brasileira apresenta episoddios desse disturbio no intervalo
de um ano®®*%,

Estudo nacional realizado recentemente no Brasil por leigos previamente
treinados utilizou a coleta de dados, via telefone. Foram entrevistados 3.848
individuos de 18 a 79 anos, nos 27 estados, do total de 8.168 domicilios
contatados.

A existéncia de cefaleia nos 12 meses antes da entrevista foi referida por
2.790 individuos, portanto, a prevaléncia foi de 72,2%. A taxa de migranea foi de
15,2%, de CTT de 13,0% e de CCD de 6,9%. Migranea foi 2,2 vezes mais
prevalente em mulheres, 1,5 vez mais em sujeitos com mais de 11 anos de
estudo formal, 5,9 vezes mais em individuos com renda familiar inferior a cinco
salarios minimos e 1,43 vez mais em pessoas que nado faziam exercicios
regulares. A CTT foi 1,62 vez mais prevalente em homens e 1,54 vez em
individuos com mais de 11 anos de estudo formal. A CCD foi 2,4 vezes mais
prevalente em mulheres, 1,72 vez mais em desempregados, 1,63 vez mais em
individuos com renda familiar igual ou superior a 10 salarios minimos e duas
vezes mais em pessoas que nao faziam exercicios regulares®®=".

Outro estudo nacional foi o Projeto Atencdo Brasil. Ele foi realizado em
duas fases: a fase 1 (piloto) foi a campo no primeiro semestre de 2009, na cidade
de Santa Cruz das Palmeiras-SP, e teve como amostra-alvo todas as criangas
entre cinco e 12 anos matriculadas no ensino publico municipal. As maes de
2.173 criancas foram diretamente entrevistadas por meio de questionarios
validados no Brasil. A fase dois, de ambito nacional, transcorreu ao longo do
segundo semestre de 2009 e envolveu a participacdo de 125 professores que
aplicaram o questionario aos pais de 8.000 criancas e adolescentes de 22
estados brasileiros. A prevaléncia de migranea nas criancas foi de 3,8% e
aumentou com a idade. Tendo como referéncia a idade de seis anos (2,6%), a
prevaléncia foi numericamente mais alta em todas as idades subsequentes e
significativamente mais elevada a partir dos 10 anos (5,5%). A prevaléncia de
CCD foi de 1,68%%.

Em centros de atendimento terciario, a cefaleia primaria predominante é a
migranea, com taxas de frequéncia que giram em torno de 30 a 80%"23%34 Esses
valores sdo praticamente os mesmos para 0os casos de CCD, sendo a maioria

causada por migranea relacionada a cefaleia atribuida ao uso excessivo de
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analgésico (MOH) ou migranea crénica. A CTT, mesmo na forma crénica (CTTC),
é menos diagnosticada nos ambulatérios médicos especializados em cefaleia®.
No Brasil, existem poucos dados epidemiolégicos de pacientes atendidos
em servicos terciarios. Em estudo anterior conduzido em nosso ambulatorio, a
migranea foi diagnosticada em 79,2% dos pacientes, enquanto a prevaléncia de
CCD foi de 39,6%>°. Em servico especializado da Escola Paulista de Medicina,
37,98% dos pacientes apresentaram migranea como queixa principal e 22,65%
CTT**. Ambas as pesquisas utilizaram os critérios da ICDH-2004. A diferenca na
frequéncia de migranea pode refletir diferencas metodoldgicas, uma vez que o
estudo paulista € retrospectivo e o primeiro, de corte transversal. Entretanto, a
mais alta prevaléncia de migranea € evidente e reflete sua importancia clinica na

decisao de procurar ou ser encaminhado para um servigo especializado.
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Sumary

Chronic daily headache encompasses the headaches lasting more than 15 days per
month, at least for 3 months. It is a syndrome extremely common in neurologic centers
oriented towards headaches. In this article the diagnosis and treatment of such disorder
are presented and discussed.

Numeragdo de paginas na revista impressa: 20 a 25
Resumo

A cefaleia cronica diaria (CCD) compreende quadros de dor de cabegca com duragdo
superior a 15 dias ao més por, pelo menos, trés meses. Nao se trata de um diagnodstico
etiolégico, mas de uma sindrome que representa a principal demanda por atendimento
neuroldgico em centros especializados em cefaleia. As trés principais causas de CCD sdo:
migranea crénica, cefaleia do tipo tensional crénica e cefaleia por abuso de
medicamentos. Neste artigo serdo abordados os aspectos clinicos e terapéuticos
relacionados a abordagem dos pacientes que apresentam cefaleia diaria ou quase diaria.

Introducdo: o que é a cefaleia cronica diaria?

A cefaleia cronica diaria (CCD) constitui uma sindrome caracterizada por dor de cabeca
com frequéncia diaria ou quase diaria, ou seja, presenca de dor por pelo menos pelo
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menos 15 dias ao més, num periodo minimo de trés meses(1,2). Trata-se de uma
sindrome e ndo de um diagndstico etioldgico(3).

O termo CCD ¢é usado de forma corrente nos centros especializados em cefaleia, tendo em
vista que é muito comum a demanda por atendimento de pacientes que sofriam de
cefaleias episodicas e que, com o tempo, passaram a apresentar dor de forma diaria ou
quase diaria(4). Uma parcela significativa desses individuos usa analgésicos de forma
excessiva e muitos apresentam comorbidades psiquiatricas, destacando-se os transtornos
de humor, como depressdo, e os transtornos ansiosos(5).

Ainda ndo se conhece o mecanismo exato pelo qual a cefaleia se cronifica, mas a relagao
com o uso abusivo de analgésicos e as comorbidades psiquiatricas vem sendo confirmada
em estudos realizados tanto em centros de atendimento especializado quanto na prépria
comunidade(6,7). Essas pesquisas tém revelado ainda que as principais causas de CCD
sdo a migranea crbnica, a cefaleia do tipo tensional crénica e a cefaleia atribuida ao uso
excessivo de analgésicos(4).

Neste artigo, discutiremos como diagnosticar e tratar os tipos de cefaleia que mais
comumente evoluem como CCD.

Epidemiologia

Estudos epidemiolégicos podem ser conduzidos em centros clinicos ou na comunidade. A
critica que se faz quando investiga amostras de centros especializados reside no fato de
gue os pacientes apresentariam doencgas mais complexas ou mais graves, o que nao
refletiria o que acontece de fato na populagao geral. Na Europa Ocidental e na América do
Norte ja foram realizados diversos estudos nos dois cenarios(4,8-12). Esses estudos tém
mostrado que de 1% a 6% da populacdo é acometida pela CCD, com amplo predominio
nas mulheres. Em centros terciarios, a prevaléncia varia de 30% a 84% dos pacientes
atendidos(4,8-12).

No Brasil, um estudo de base populacional realizado por nds num pequeno municipio do
interior de Minas Gerais, Capela Nova, mostrou que, mesmo em cidades pequenas e
distantes de grandes centros urbanos, a prevaléncia de CCD esta longe de ser
desprezivel(7). Nesta pesquisa todos os moradores da cidade foram avaliados em duas
fases. Primeiro, os habitantes responderam a questionarios aplicados por agentes do
Programa de Saude da Familia. Posteriormente, foram avaliados clinicamente por uma
equipe de neurologistas, psiquiatras e dentistas da Universidade Federal de Minas Gerais
(UFMG). A CCD foi identificada em 3,6% da populacao e na maioria dos casos esteve
presente algum tipo de comorbidade, como transtornos psiquiatricos (67,3%) e disfuncdes
témporo-mandibulares (DTM) (58,1%). Os transtornos depressivos e ansiosos foram os
mais frequentemente diagnosticados, acometendo 32,7% e 38,5% dos casos de CCD,
respectivamente.

No Ambulatério de Cefaleias do Hospital das Clinicas da UFMG a CCD foi diagnosticada em
46,3% de 83 pacientes acompanhados longitudinalmente no periodo de 18 meses. Neste
estudo os principais tipos de cefaleia responsaveis pela CCD foram a migranea cronica
(26,7%), a cefaleia por abuso de medicamentos (53,3%) e a cefaleia do tipo tensional
crénica (11,1%)(13).

Como diagnosticar a CCD?

O diagnostico do quadro subjacente a CCD é feito de forma eminentemente clinica. O
primeiro passo € a coleta cuidadosa da histéria clinica, avaliando se existem sinais de
alerta que indiquem a necessidade de propedéutica especifica. Apos certificar-se de que
ndo ha causa secundaria subjacente, sera construido o diagndstico a partir das
caracteristicas semioldgicas da dor (duracgao, localizacdo, carater, intensidade e a
presenca ou nao de sintomas associados como fonofobia, fotofobia, nduseas e vomitos).
Finalmente, a frequéncia e o tipo de analgésicos utilizados pelo paciente devem ser
avaliados(14).
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Nos casos de uso excessivo de analgésicos, o diagnédstico definitivo sé pode ser
estabelecido apds a retirada do abuso de medicamentos. Isso porque os analgésicos tém a
propriedade de interferir na manifestacdo tipica da cefaleia(15). O exemplo mais comum
€ o0 caso da migranea que caracteristicamente se manifesta com dor unilateral, pulsatil,
intensa, com fono e fotofobia, associada a nduseas, com intervalo livre de dor entre as
crises. Os pacientes migranosos quando empregam medicamentos abusivamente, como
triptanos e opioides por mais de dez vezes por més ou analgésicos comuns por mais de 15
dias por més, tém o padrdo de dor modificado. O paciente passa a exibir dor quase diaria,
que se torna menos intensa, bilateral, tipo peso, com menos fobias neurossensoriais e
com nausea leve, podendo apresentar eventualmente crises com o padrdo migranoso
tipico(16). Isso poderia levar o clinico a considerar equivocadamente que o paciente
apresentaria cefaleia do tipo tensional associada a migranea(17). Quando se consegue
retirar o uso excessivo de analgésicos, a dor tende a retomar seu padrao episodico e as
caracteristicas anteriores a cronificacdo. No entanto, até 30% dos pacientes ndo retornam
ao padrao episddico de dor com a interrupgdo do abuso, caracterizando quadros mais
graves e refratarios ao tratamento(18).

Critérios diagnésticos das principais causas de CCD

Migranea cronica

A migranea cronica é caracterizada pela presenca de cefaleia por mais de 15 dias por més
por, pelo menos, trés meses, sendo que no minimo oito dessas crises sejam tipicamente
migranosas(19) (Quadro 1). Os sintomas tipicos da crise migranosa incluem: dor de
moderada a grave intensidade, localizacdo unilateral, qualidade pulsatil, agravada por
atividade fisica rotineira, associada a nadusea e/ou vomitos, fotofobia e fonofobia.

Como descrito anteriormente, € comum o relato de um lento processo de transformacéo
de crises isoladas tipicas de migranea em episodios frequentes de dor menos intensa e
com os sintomas de fotofobia, fonofobia e/ou nauseas atenuados ou ausentes. Portanto,
os pacientes, que inicialmente apresentavam migranea episodica, desenvolvem um
padrdo de cefaleia diaria ou quase diaria com caracteristicas mistas de cefaleia do tipo
tensional e migranea(20). A transformagdo da migranea de episddica em cronica ocorre,
em geral, mas ndo exclusivamente, quando ha abuso de medicamentos. Segundo os
critérios da Sociedade Internacional de Cefaleia(2), o diagndstico de migranea crénica sé
poderia ser estabelecido quando os sintomas persistirem apds a retirada do abuso de
medicamentos. Até o periodo minimo requerido de dois meses de retirada, como o abuso
pode ser tanto causa como consequéncia da CCD, o paciente recebe o diagnédstico
provisoério de “provavel migranea cronica”.

Cuadro 1- Critérios diagn osticos da migranea crdnica, segund o a Sod ed ade Intemadonal d e Cef aleias, 2004

Criterios diagn osticos damigranea crdnica

A, Cefaleialtipotensional efou migrinea) 215 diaspormés em pelomenos trés meses,
B. Ocorrer em paciente gue teve pelo menos S atagues preenchendo os critérios da IHS 1.1 Migrinea sem aura.

Z. Acefaleia 28 dias pormés em pelo menos 3meses, preenche C1 efou C2 ababo, isto & preenche os critéhos de dore
sintomas associados da migrinea sem aura.
1] Tem pelo menos dois de a-d.
. Localizagio unilateral
. Cualidad e puls atil
- Intensidade moderada ou severa da dor
. Agrav adapor ou causan doimpedimento de atividades fisic as de rotina [caminhar ou subirescadas) e ao menos 1 de aou b
al Mausea efou vamitos
h) Fotofohiae fonofobia
2] Tratadae aiviada portriptanols) ou ergot antes do esperado desenvolvimernto de 1 acima.

D semabuso de medicamentos endo atribuida a outro distarkio.

I <
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Ouadro 2- Cntérics diagnostioos da cefaleia do tipo tensional adnica, segundo a Sodedade Intemadonal
de Cefaleias, 20047

Criterios diagnos ticos da cefal ela do ipo tensional ardnica

A Cefaleia gue ocorme em 15 ou mais dias pormés em média durante mais detrés meses (1 80 ou mais dias porano e preenche
os critérios B-D.
B. & cefaleia dura horas ou pode ser continua,
C.ooocefaleiatem pelo menos duas das seguintes caracteristicas;
1] Localizago bilateral;
2] Cardterem pressao aperto (nao pulsatil);
3] Intensidade leve oumoderada.
4] Maoé agravadapor atividade fisica rotineira como caminhar ou subir degraus.
D. Ambas as seguintes caracteristic as:
1] Maomais gue umdosseouintes sintomas: fotof obia, fonofobiaow nausealeve;
2] Memnauseamoderadaou intensa, nem vimitos.

E. Maoseratribuida aoutro distorkio,

Quadro 3 - Cnterios diagnosticos da cefaleia por abuso de medicamentos, segundo a Sodedade
Internacional de Cefaleias, 20047

Critérios diagnostcos da cefaleia por abuso de medicamentos

A Cefaleia gue ocorre em 15 ou fais dias por més.

B. Ahuso regular, pormais de trés meses, de uma ou mais drogas que podem sertomadas paratratamento
agudo ou sintomatico de cefaleia.
1. Ergotaming, thptanos, opicides ou combinagio de analgésicos por 210 dias/més em base regular por mais de3 meses.
2. Analyésicos simples ou gualguer combinagio de ergotaming triptanos, opioides por 2 15 dias/més em base regular
por mais detrés meses sem abuso de uma classe isoladamente.

. Cefaleiainiciouse ou piorou durante o abuso de medicamentos,

Cefaleia do tipo tensional cronica

A cefaleia do tipo tensional cronica (CTTC) é uma condicdo clinica que evolui da cefaleia
do tipo tensional episddica, com crises diarias ou muito frequentes de dor que duram de
30 minutos até sete dias. A dor é tipicamente bilateral, com carater em pressdo ou
aperto, de leve a moderada intensidade, frequentemente na regido occipital ou difusa e
ndo piora com atividade fisica rotineira. Nausea leve ou fonofobia pode estar presente em
pacientes com o diagnostico de CTTC(20) (Quadro 2). E interessante ressaltar que a
cefaleia do tipo tensional, embora seja a forma mais comum de dor de cabega na
comunidade, é menos frequente na pratica clinica que a migranea. Possivelmente os
pacientes com esse tipo de cefaleia ndo buscam atencdo médica, dado o menor impacto da
dor no cotidiano e na qualidade de vida(13). Ressalta-se que estudos tém revelado que o
dolorimento pericraniano, muitas vezes detectado na palpacao da musculatura craniana,
facial ou cervical, denotam que pode haver uma sobreposicao da CTTC com um tipo
especifico de DTM, a sindrome da dor miofascial. No estudo, citado anteriormente
realizado em Capela Nova, detectou-se uma maior associagao entre DTM com CTTC,
sugerindo que o comprometimento muscular é um fator relevante na patogénese desta
dor(7).

Ouadrod- Medidas gerais naofarmacologicas utilizadas no tratamento da cef al eia aranica diarna{(CCDY

NMedid as naofamaco ogicas no ra@amentod a CCD
+ Ohiertaciodopacients guantoao diagndstico.
+ Adocio de um didrio de crises com o registro do dia, horario e intensidade da cefaleia, além de marcacio

dos dias da menstruacio, quando for o caso.

+ Identificara presenca de possiveis fatores desencadeantes das crises, como: estresse ocupacional e/ou social,
privagio de sono, menstruacio, jejum prolongado e fatores alimentares,

+ Discutir possiveis mudangas no estilo de vida, como incentivar a pratica de atividade fisica aerdbica regular.
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Cefaleia por abuso de medicamentos

A cefaleia por abuso de medicacdo se refere a cefaleia atribuida ao consumo excessivo de
medicamentos que, a principio, seriam empregados justamente para tratar a cefaleia(21)
(Quadro 3). Porém, esses medicamentos contribuem intensamente para a cronificacdo da
dor, principalmente devido a diminuicdo do limiar de dor e a menor eficacia das
medicacgdes profilaticas nos individuos que fazem uso excessivo de analgésicos(22).
Pacientes com cefaleias frequentes geralmente abusam de analgésicos, especialmente
analgésicos que combinam acido acetilsalicilico, dipirona, acetaminofeno e cafeina
opioides, ergotamina ou triptanos(23). Interessantemente, tem sido observada variagao
no intervalo entre o inicio do uso excessivo do medicamento e o desenvolvimento da
cefaleia por abuso conforme a droga: triptanos (< 2 anos) induzem cefaleia crénica diaria
mais rapidamente que ergotamina (2 a 3 anos) e analgésicos (> 4 anos)(24). Segundo a
Sociedade Internacional de Cefaleia, o diagndstico de cefaleia por abuso de medicamentos
sO deve ser realizado de forma prospectiva, ou seja, com o acompanhamento por
aproximadamente dois meses apos a suspensdo do abuso da substancia, quando se
observara a possivel melhora clinica do paciente, que tende a assumir o padrdo episddico
da dor(2).

Tratamento

O tratamento da CCD costuma ser desafiador, mas gratificante nos pacientes que tém
maior adesdo(25). Sugere-se uma estratégia de uma abordagem integrada, incluindo
medidas gerais, profilaxia e analgesia. Nesse tipo de abordagem, as medidas ndo
farmacoldgicas sao enfatizadas (Quadro 4), principalmente no que tange a orientacdo do
paciente sobre seu diagndstico. Muitos mantém a falsa expectativa de receber um
diagnodstico apenas por exame complementar ou mesmo creem que possam ser portadores
de uma lesao cerebral grave como, por exemplo, um tumor. O paciente sem orientacao
adequada, dificilmente estabelece vinculo terapéutico, condigdo fundamental para
conduzir a retirada do uso excessivo de analgésicos.

A interrupcgdo do abuso de medicamentos é fundamental para o sucesso terapéutico(25).
Analgésicos simples, ergotamina, triptanos e as combinacoes de analgésicos devem ser
descontinuados abruptamente. Opioides devem ser retirados de forma gradual no periodo
de um més. Ressalta-se que os anti-inflamatodrios ndo esteroides sdo considerados drogas
com menor risco para causarem cefaleia por abuso de medicamentos e, portanto, podem
ser Uteis no tratamento das crises que ocorrem no periodo de retirada do abuso(23). Um
estudo duplo-cego controlado com placebo avaliou o efeito de 100 mg/dia de prednisona
por cinco dias na duracdo da cefaleia que ocorre no periodo de retirada(26). Observou-se
uma reducdo significativa nesse parametro no grupo tratado com prednisona,
confirmando observacGes anteriores derivadas de séries de casos ou estudos nao
controlados(26). Assim, em nosso servigo, em paralelo a suspensdo do medicamento
relacionado ao abuso, frequentemente prescrevemos prednisona na dose de 1 a 2
mg/kg/dia durante cinco dias.

Em geral, a maior parte dos pacientes tolera bem a retirada dos medicamentos em regime
ambulatorial. Porém, até 30% dos pacientes ndo retornam a um padrdo episédico de dor,
causa frequente de reincidéncia no abuso e falha terapéutica(18). Em casos especificos,
como na presenca de abuso de grandes quantidades de opioides ou na vigéncia de
sintomas intensos de descontinuacdo que incluem nauseas, vomitos, hipotensado e
taquicardia, a internacdo pode ser necessaria(24).

O tratamento profilatico deve ser iniciado concomitantemente a suspensdo do abuso
medicamentoso. A escolha terapéutica deve basear-se no tipo de cefaleia subjacente a
CCD. Desse modo, pacientes com a clinica sugestiva de migranea devem ser tratados com
a medicacao profilatica especifica, o mesmo ocorrendo para os portadores de cefaleia do
tipo tensional. Diante da gravidade de suas manifestagdes e da multiplicidade de fatores
envolvidos em sua génese, comumente a migranea crénica demanda tratamento com
multiplas drogas.

Ainda assim a monoterapia deve ser tentada inicialmente, sobretudo nos casos sem
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tratamento prévio adequado do ponto de vista de dosagem e de duragdo(25) (Tabela 1).
Como drogas de primeira linha, tém-se os beta-bloqueadores, os antidepressivos
triciclicos e a flunarizina como segunda linha, o acido valproico e o topiramato.
Metisergida e pizotifeno sdo considerados como terceira linha, enquanto clorpromazina e
quetiapina de quarta. Todos os medicamentos devem ser usados nas doses recomendadas
e por tempo adequado, ou seja, pelo periodo minimo de oito semanas.

Tabela 1- Drogas utiliz adas no tratamentoda migranea. Modificad odo Consensod a Sodedade Brasil eira de Cef aleia® .
Classe & Bvid énd a propardon ada por pel omenos umensaiodinicobemdesenhado, randomizad o comgrupo-con tro e
Classell: Evid éndia prop orcionada por pel omenos um es wd odini co dotipo casooontrol e ou es tud os coorte; Classe NI
Evidéncia propord onada por esp exi alis tas ou estud os ndorandomizados ou relato de casos

Droga Pos dogia Heits adversos Eficada Classede
g/ i) evidéncia
n" wmadas fdal
Beter Bloquendore ++
Propranalal 40- 2401(2 4 3) Hipotensin anedal, bradicardia, sonhos i |
Vividos, pavornoturng, insdnia, astena,
Arenalol 25- 10011 2 3) impot Encia sexual, broncoespasmo, -+ |
de pressho.
Artt idepressivos triciclicos -
Amitriptilina 125-75(1a3) Sonoléncia ganhode peso, constipacio et |
intestinal, taquicardia, securademucos as,
Monriptiina 10-750 a3) hipotensiopostural, aumentoda e ]

perspiracio, ateragtes dalibido,
retencaourinaria

Hogmwadore dos canals +H+
e celkcfor
Flumarizina 5-1011) Sonoléncia, ganhode peso, depressio, +H+ |

sindromes extrapiramidals, astenia,
dores musculares, parestesias.

Art icorv b irantes B

Acidavalproico SO0-1.50062 23] Sonoléncia, ganhode peso,tremor, e |
alopecia, atacia, epigastralyia nauseas,

Divalpnoato de sddio SO0-15001(1 a2) hepatopaia. Efeitos gastrointestinas b |
demaorfrequencia eintensidade com
Acido valproico

Topramala 25- 200101 a 3) SonolEncia, paresesias, perda de peso, ++ ]

alteragdes cognitivas, alteragies no
palad ar, anorexia, diareis, predisposicio
anefroc slcino se

A associacdo de drogas pode ser vantajosa, uma vez que o beneficio terapéutico pode ser
alcancado com doses menores das medicacdes e, consequentemente, com menos efeitos
colaterais. Ainda que ndo sejam inequivocas as evidéncias da literatura, a associacao de
drogas de primeira linha deve ser inicialmente tentada. A opcao mais utilizada é
beta-bloqueador (propranolol ou atenolol) associado a antidepressivo triciclico
(amitriptilina ou nortriptilina). O acréscimo da terceira droga, a flunarizina, pode ser
considerado nos casos mais graves. No caso de falha terapéutica desse esquema, opta-se
por associar uma das drogas de primeira linha com uma de segunda linha. A utilizacdo de
drogas de terceira e quarta linha pode ser necessaria nos casos de nova faléncia
terapéutica, mas devem ser usadas de forma muito criteriosa, preferencialmente sob a
supervisao de um especialista, dados os graves efeitos colaterais em potencial.

No tratamento da cefaleia do tipo tensional cronica os estudos tém mostrado que a
amitriptilina, associada ou ndo aos relaxantes musculares como carisoprodol e tizanidina,
é uma boa alternativa terapéutica. Além disso, como pode haver DTM associada, a
avaliacao por dentistas ou fisioterapeutas com experiéncia no manejo da condicdo pode
ser benéfica.

Concluindo, a CCD é uma sindrome clinica e ndao um diagnéstico especifico, sendo uma

causa comum de demanda por atendimento médico. Estabelecer o diagndstico correto e
utilizar as alternativas terapéuticas disponiveis de forma integrada sdo alternativas
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viaveis para a melhora clinica dos pacientes.
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3 OBJETIVOS

3.1 Objetivo geral

Comparar as caracteristicas sociodemograficas e as frequéncias das
cefaleias primarias, além da prevaléncia de disfuncbes témporo-mandibulares
(DTM) nos casos de CCD na populacédo da cidade de Capela Nova-MG, com 0s
casos atendidos no Ambulatério de Cefaleias da Universidade Federal de Minas
Gerais (AmbCef-UFMG).

3.2 Objetivos especificos

e Estabelecer a prevaléncia de cefaleia e suas associagoes
sociodemograficas em toda a populacdo urbana da cidade de Capela
Nova-MG.

e Determinar a prevaléncia da CCD em toda a populacdo da cidade e
investigar a presen¢a de DTM nesses casos.

e Definir a prevaléncia e as associa¢des sociodemograficas da migranea e
CTT numa amostra da populacdo da cidade.

e Identificar o impacto da migranea na qualidade de vida e compara-lo com o
da CTT nessa amostra.

e Estabelecer a frequéncia da migranea, CTT e CCD no AmbCef-UFMG.

e Investigar a presenca de DTM nos casos de CCD nesse ambulatério.

e Comparar o perfil sociodemografico, a frequéncia das cefaleias e a
prevaléncia de DTM nos moradores com CCD de Capela Nova com os
pacientes com CCD do AmbCef-UFMG.

e Comparar o perfil sociodemogréfico e a frequéncia de migranea, CTT entre
a amostra de moradores de Capela Nova e dos pacientes atendidos no
AmbCef-UFMG.
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4 METODOS

A cidade de Capela Nova fica proximo da Serra da Mantiqueira, em Minas
Gerais, cerca de 150 quildmetros da capital do estado, Belo Horizonte. Até 2008,
0 acesso ao municipio era feito necessariamente por estradas de “terra”, ou seja,
sem cobertura asfaltica. A populacdo urbana da cidade girava em torno de 2.066
habitantes segundo o censo populacional anterior do Instituto Brasileiro de
Geografia e Estatistica (IBGE, 2000)*’. A posicdo do municipio no estado de
Minas Gerais e a foto aérea da praca central da cidade estdo representadas nas

FIG. 2 e 3, respectivamente.

FIGURA 2 - Posi¢do do municipio de Capela Nova
em relacdo ao estado de Minas Gerais

Fonte: http://www.ibge.gov.br*’.
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FIGURA 3 - Foto aérea da praca central

da cidade de Capela Nova-MG

Fonte: Prefeitura de Capela Nova-MG.

O Programa de Saude da Familia (PSF) local tinha ampla cobertura e
mantinha visitas regulares de agentes comunitarios de saude a todos os 556
domicilios da cidade. Esses agentes foram treinados pelo pesquisador
responsavel (AASJ) para aplicarem questionario sobre a vigéncia e frequéncia de
cefaleia. Para avaliar a adequacéo do treinamento, foram feitas verificacdes de
algumas entrevistas realizadas escolhidas por sorteio.

No periodo de setembro a novembro de 2005, todos os moradores acima
de 10 anos de idade foram inquiridos sobre a ocorréncia de cefaleia nos 12
meses que antecederam a entrevista e sua frequéncia nos ultimos trés meses.
Consideraram-se como moradores as pessoas que dormiam no domicilio. O
questionario utilizado continha um cabecalho (sexo, idade, estado civil e
escolaridade) e as questdes: “vocé teve dor de cabeca nos ultimos 12 meses?”
“Qual a frequéncia nos ultimos trés meses?” Os individuos que relataram a
ocorréncia de cefaleia por 15 dias ou mais por més foram convidados para
avaliacdo neuroldgica, odontoldgica e fisioterapica. A avaliacdo neuroldgica foi
realizada por trés neurologistas especialistas em cefaleia, seguindo protocolo de
avaliacdo clinica desenvolvido para este estudo, denominado Procefaleia
(APENDICE A). Foi investigado semiologicamente cada tipo de cefaleia relatada,

ou seja, no caso de um individuo ter mais de um tipo de cefaleia, o procedimento
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adotado foi iniciar a pesquisa pela mais incapacitante, seguida da caracterizacao
semiolégica dos outros tipos. Os diagnosticos das cefaleias seguiram os critérios
da ICDH-20048. A avaliagéo odontolégica e fisioterapica consistiu na investigacao
de sintomas relacionados a DTM e da palpacdo da musculatura pericraniana e
cervical. Os critérios diagndsticos para DTM foram os do RDC. As avaliacdes
ocorreram entre dezembro de 2005 e marco de 2006.

Apds o inquérito populacional, foi sorteada uma das seis microrregides
censitarias da cidade visitadas pelos agentes comunitarios de saude, para compor
a amostra de estudo da migranea e cefaleia do tipo tensional. Nela todos os
moradores que afirmaram ter tido cefaleia, independentemente da frequéncia, no
ano anterior a pesquisa foram convidados para avaliacdo neurolégica. Os
individuos diagnosticados com migranea responderam ao questionario Migraine
Disability Assessment Scale (MIDAS)*®, além de outros questionarios para
avaliacdo de impacto, também aplicados aos moradores com cefaleia do tipo
tensional: Headachelmpact Test (HIT)%; Medical Outcome Study Short Form 36
item Survey (SF-36)*°; e Beck Depression Inventory (BDI)**.

As avaliacbes ocorreram no posto de saude do municipio ou no proprio
domicilio, conforme a disponibilidade do morador, nos primeiros meses de 2006.
A FIG. 4 mostra a planta cadastral de Capela Nova com a indicacdo da regiao
selecionada para compor a amostra. O desenho linear ocorreu porque a origem
da cidade foi na praca central e seu crescimento foi na direcdo dos caminhos que

levavam a ela.

FIGURA 4 - Planta cadastral do municipio de

Capela Nova-MG

Fonte: Prefeitura de Capela Nova —-MG.
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O AmbCef-UFMG € um servico de referéncia terciario. A marcacao de
consultas é feita a partir de triagem dos casos feita por médicos no ambulatério de
Neurologia geral. Para este estudo, foram avaliados consecutivamente todos 0s
pacientes atendidos de fevereiro a maio de 2011 no AmbCef-UFMG. Inicialmente,
foi realizada avaliacdo neurologica e a(s) cefaleia(s) foram diagnosticadas
seguindo os critérios da ICDH-2004. Os individuos que apresentavam dor com
frequéncia superior ou igual a 15 dias por més, ha pelo menos trés meses,
também passaram por avaliacdo odontologica. O diagnostico das DTM também
foi estabelecido pelos critérios do RDC.

Foram feitas duas comparacfes. Primeiro, dos dados sociodemograficos,
frequéncia dos tipos diagnosticos de cefaleia e prevaléncia de DTM entre
moradores de Capela Nova e os pacientes do ambulatério com quadro de CCD. A
segunda comparacéo foi feita com os dados sociodemograficos e frequéncia no
diagnéstico de migranea e cefaleia do tipo tensional entre a amostra de
moradores da regido da cidade escolhida (FIG. 4) com toda a casuistica de
pacientes atendidos no Amcef-UFMG no periodo da coleta, em 2011.

O diagrama da FIG. 5 representa o0 método utilizado nas comparacgdes.
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FIGURA 5 — Fluxograma da metodologia utilizada nas

comparacoes
moradores com .
acientes
CCDda - P B
populago total  COMPardcA0 ceh
Capela Nova AbCef
UFMG
moradores com comparagdo de
cefaleia L
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4.1 Andlise estatistica

Os dados obtidos foram transcritos para o Epi-info 2000 por digitador
profissional e conferidos pelo pesquisador responsavel. Para a andlise dos dados
utilizou-se o software Statistical Package for Social Sciences (SPSS) 12.0.

As estimativas de prevaléncias dos tipos de cefaleia na comunidade e das
frequéncias dessas cefaleias no ambulatério foram apresentadas com o intervalo
de confianca de 95% (IC 95%). Nas comparacOes, foi adotado grau de
significancia de 5%.

A associacdo entre ocorréncia de cefaleia, migranea e CTT e as demais
variaveis categoricas foi estudada pelos testes Qui-quadrado de Pearson e exato
de Fisher.
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As caracteristicas sociodemograficas foram investigadas por analise
descritiva: as variaveis nhominais, pela distribuicdo de frequéncias; e as continuas,
pelas medidas de tendéncia central e pela variabilidade. Para a avaliacdo do
papel dessas variaveis na ocorréncia de cefaleia na comunidade usou-se anélise
de regressao logistica binaria entre as variaveis preditoras e a ocorréncia de
cefaleia. Foram consideradas variaveis preditoras as que tiveram p-valor inferior a
0,15. Foi estimada a odds ratio com seu intervalo de 95%. Para avaliar o ajuste do
modelo foi utilizado o teste de Hosmer e Lemeshow*.

As avaliacdes de impacto feitas pelos questionarios HIT e MIDAS foram
apresentadas por distribuicdo de frequéncia com o0s respectivos graus de
incapacidade. A comparacéo dos escores do SF-36 e do BDI entre os individuos
com migranea e cefaleia do tipo tensional foi feita com o teste ndo paramétrico de
Mann-Whitney.

Para avaliar a diferenca entre os grupos comparados (comunidade e
ambulatorio) também foi utilizado o teste Qui-quadrado de Pearson, o mais
apropriado para comparagdo de propor¢Bes. Quando necessario, utilizou-se o
teste exato de Fisher, adequado para comparacdo de propor¢cdes em amostras
com reduzidas frequéncias. Na andlise de variaveis continuas também foi

empregado o teste ndo paramétrico de Mann-Whtiney.

4.2 Aspectos éticos

O estudo foi delineado de acordo com as diretrizes e normas
regulamentadoras de pesquisas envolvendo seres humanos (Resolucédo 196/1996
do Conselho Nacional de Saude). O projeto de pesquisa e o Termo de
Consentimento Livre e Esclarecido foram primeiro aprovados pelo Comité de
Etica em Pesquisa com Seres Humanos, da Universidade Federal Fluminense,
em 17/08/2005, sob o registro numero 123/05 e, posteriormente, pelo Comité de
Etica da Universidade Federal de Minas Gerais, em 13/01/2011, sob o registro
namero 500/2010 (ANEXO A). Todos os entrevistados foram informados dos
objetivos da pesquisa e assinaram o termo antes da aplicacdo do questionario
(APENDICE B).



5 RESULTADOS

A FIG. 6 representa o tamanho amostral de cada grupo investigado.

FIGURA 6 — Tamanho da amostra dos grupos avaliados
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Prevalence of Headache on the Entire Population of a Small
City in Brazil
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Objective.—To estimate the 1-year prevalence of headache, using face-to-face interviews of the entire population of a city

in Brazil.

Methods.—This was a cross-sectional, population-based study. We conducted face-to-face interviews of all individuals
older than 10 years, in a town (Capela Nova) in Brazil. Prevalence of the headache was estimated using prevalence ratios,

adjusted by gender, age, marital status, and level education.

Results.—The estimated 1-year prevalence of any headache was 65.4%. Headache was 1.5 times more prevalent in women
and individuals aged 20 and 29, but less prevalent in the elderly and divorced. There was not association with the level of

education.

Conclusions.—From a public healthcare perspective, headache should be seen as hypertension and diabetes, and actively

screened and treated.

Key words: headache, epidemiology, public health

(Headache 2009;0e:00-09)

The epidemiology of headaches has been exten-
sively studied over the past 50 years,' and contrib-
uted to the understanding that headaches are a
worldwide public health problem.* According to the
World Health Organization (WHO), migraine figures
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among the 20 top causes of disability for both gen-
ders,” which motivated the WHO, in collaboration
with the World Headache Alliance and other organi-
zations (International Headache Society, European
Headache Federation) to launch the “Lifting The
Burden” initiative.>® The first step of this initiative
was to assess and document the epidemiology and the
burden of headaches worldwide. It was found that the
mean prevalence of headaches was 46%, ranging
from 20% in Zimbabwe to 91% in North America.’
These data show that the importance of the head-
aches is underestimated and the headaches remain
under-recognized and under-treated around the
world, especially in emerging (Russia, China, Brazil,
and India) and under-developed countries.>®

In Brazil, population-based studies on this topic
are scarce.! In a recent study, the 1-year prevalence of

Conflict of Interest: None.



any headache was 80.8%; headaches were more
common in women; for both genders, prevalence was
higher between the second and fourth decade of life.?
Nonetheless, the health programs from the Brazilian
public health system, which are reasonably effective
in the prevention of other chronic disorders (hyper-
tension and diabetes), have not been used in the diag-
nosis and treatment of headaches.’ In small cities,
family health programs are often in place, but with no
coverage for headaches. Accordingly, herein we
explored the epidemiology of headaches in a city
covered by this program in an attempt to estimate the
feasibility of its use for the population management
of headaches. We estimated the 1-year prevalence of
headache in general and by demographics within the
entire population of a city covered by this program
(Capela Nova, Minas Gerais, Brazil).

METHODS

This was an observational, cross-sectional,
population-based study. Capela Nova is a small town
in the southeastern region of Brazil. According to the
2000 Brazilian Census, its population was 2066 inhab-
itants (1631 over the age of 10 years old). On a
municipal level, the public health system has a Family
Health Program (FHP), which is a basic-health assis-
tance program. The FHP is carried out by teams com-
posed of doctors, nurses, and trained health agents.
The agents are responsible for visiting every home in
the town, screening and carrying out preventive
actions for major health problems. In most small
towns where the FHP is implanted, the program has
been successful. In Capela Nova, where the study was
conducted, the program is well implanted and offers
good population coverage. Thus, the town’s 556
households are regularly visited, on a monthly basis,
by the agents.

For this study, the FHP agents were trained by
one of us (A.J.) on how to apply questionnaires that
screened for the occurrence of headaches in the past
year. To assess the adequacy of the training, we ran-
domly supervised selected interviews made by the
agents.

The study was conducted from October 2005 to
January 2006. The agents visited all homes in the
town, and screening for headaches using the following

question: “Have you had any headache episode over
the last 12 months?” In addition, gender, age, marital
status, and educational level of the respondents were
also recorded. All individuals older than 10 living in
the home were considered eligible for the research.
Agents were told to return up to 5 times to any home
in order to ensure that all residents had answered the
questionnaires.

Statistical Analysis.—The data obtained were tran-
scribed to the Epi-info/2000 software (Centers for
Disease Control Atlanta, GA, USA). To analyze the
data the SPSS 12.0 software (SPSS Inc., Chicago, IL,
USA) was used. The 1-year prevalence rates were
calculated, and the 95% confidence intervals (CI)
were estimated, overall and by demographics. Age
was divided into 6 categories: 10-19, 20-29, 30-39,
40-49, 50-59, and over 60. Marital status was grouped
as: single, married, divorced, and widowed. Education
level was categorized by years of school: 4 years,
between 5 and 9 years, and college. Demographics
were compared using the Pearson’s chi-square test.

The degree of the association was estimated using
logistic regression, with 95% CI. Statistical signifi-
cance was defined as P < .05.To assess the adjustment
of the model, the Hosmer and Lemeshow’s test was
used.

This study was approved by the local ethics
research committee. All individuals interviewed were
informed of the research goals and signed the consent
form. In the case of children, the consent form was
signed by their parents.

RESULTS

Our sample consists of 1605 individuals (837
women). A total of 26 subjects refused to answer,
were not met, or were unable to answer the question.
Thus, 98.4% of the target population participated in
this study. Age varied from 10 to 93 years old
(mean * SD; 40.1 = 19.0). The vast majority were
single (40.9%) or married (47.9%). Most attended
elementary school.

The estimated 1-year prevalence of headaches
among the respondents was 65.4% (95% CI =63.0%-
67.7%). As displayed in Table 1, prevalence was
higher in women (69.5% vs 60.9%, P <.05), in those
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Table 1.—Demographic Characteristics in Individuals With

and Without Headaches
Headache
No Yes P value
Marital status
Single 225 431 <.001
34.3% 65.7%
Married 254 515
33.0% 67.0%
Widowed 54 84
39.1% 60.9%
Divorced 17 4
81.0% 19.0%
Gender
Men 300 468 <.001
39.1% 60.9%
Women 255 582
30.5% 69.5%
Education
<4 years 448 806 .040
35.7% 64.3%
5-9 years 89 185
32.5% 67.5%
High school 16 57
21.9% 78.1%
Age
10-19 98 179 <.001
35.4% 64.6%
20-29 66 185
26.3% 73.7%
30-39 81 192
29.7% 70.3%
40-49 97 210
31.6% 68.4%
50-59 79 129
38.0% 62.0%
60+ 134 148
47.5% 52.5%

Teste Qui-quadrado de Pearson.

aged from 20 and 29 (73.7%), and in those who at
least completed high school (78.1%).

As described in the methods, all the demographic
variables studied were included in the multivariate
model. According to the model, headaches were 1.5
times more common in women than in men. A similar
ratio was seen in those 20-29, as compared with the
ages of 10-19. Individuals older than 60 were 50% less
likely to report headaches than younger participants.
As for the marital status, married individuals were 1.2
times more likely to report headaches than single

individuals, although the difference was not signifi-
cant (95% CI=0.92-1.59). In our sample, divorced
individuals were less likely to suffer from headaches,
but the sample is small for this group. Education was
not significant in the final model. The model showed
adequate fit (value P =.692). Data are presented in
Table 2.

DISCUSSION

To the best of our knowledge, this is the first
epidemiological study of headache evaluation that
included the entire population of a Brazilian town.
The 1-year headache prevalence was 65.4% (69.5%
female, 60.9% male); therefore, this rate was rela-
tively close to what had been found in the Brazilian
population (80.8%).® However, as if we compare it
with other Brazilian and foreign studies, it can be
noticed that there are wide discrepancies in the
results found around the world. It is difficult to ascer-
tain the reasons for such variation. Possibly cultural
and ethnic differences in each region, associated with
the methodological variation of the studies can
account for it.

On the other hand, studies have shown a good
standardization in the association of headache occur-
rence with 2 sociodemographic factors, ie, gender and
age group. Headaches are more prevalent in women
and in the second to fourth age group in both genders,
and become less common after the age of 60.1° Our
study also found these demographic differences.

We emphasize that we just screened for head-
aches. Therefore, we included both tension-type head-
aches and migraine. The prevalence of migraine
varies as a function of biological factors (gender and

10-12

age) and cultural factors,'”'* which may explain why

the prevalence of headache, as a function of demo-
graphics, varies so broadly in different studies.'>

In our study, marital status and high level of edu-
cation were associated with headaches in unadjusted
analyses. However, after adjustments, the variables
did not remain significantly associated, probably rep-
resenting confounding factors. We found that head-
aches were less prevalent in divorced individuals. Yet,
very few individuals (26) in our sample were

divorced. Therefore, the finding may be an artifact.



Table 2.—Multivariate Analysis in Individuals With Headache

OR (95% CI)

Beta P value OR Inferior limit Superior limit

Marital status

Single 1.00

Married 0.19 172 1.21 0.92 1.59

Widowed 0.17 456 1.19 0.75 1.88

Divorced -2.14 .000 0.12 0.04 0.36
Gender

Men 1.00

Women 0.41 .000 1.51 122 1.88
Age

10-19 1.00

20-29 0.40 042 1.49 1.01 2.19

30-39 0.20 316 1.22 0.82 1.82

40-49 0.09 658 1.09 0.73 1.63

50-59 -0.23 292 0.79 0.52 1.22

60+ —0.62 .004 0.54 0.35 0.82

The participation rate in our study was very high
(98.4%) when compared with the rates from other
studies.'”"” The high rate of participation is probably
explained by the fact that interviews were conducted
by the FHP, which are known by the population and
routinely visit them.

Several limitations are to be mentioned. First,
variables such as income, the practice of physical
activities, health habits, and index of body mass were
not measured. In addition, the inclusion of other vari-
ables would make the questionnaire to be somewhat
lengthy and as such we chose to restrict it to ques-
tions, which we deemed more pertinent. Another
limitation was the nonvalidation of the questionnaire.
However, it seemed that the use of a face-to-face
questionnaire with a previously trained interviewer,
asking a relatively simple question, was indeed
adequate. Finally, we point out that in this study, we
just assessed the symptom headache, not headache
disorders, such as migraine or tension-type head-
aches. Indeed, this study should be seen as a pilot
study to assess the feasibility of using the FHP in
screening for headaches. In a separate study, we used
them to screen for chronic daily headache and
brought the cases found to in-person assessment and
treatment (data in preparation).

We conclude that the prevalence of headaches in
this town was significant. Based on the present data,
we proposed to authorities that they encourage pre-
ventive healthcare actions using the structure of the
FHP. Such strategies should include screening for
headaches, referral of patients to public health clinics,
and establishment of treatment. Although this study
reflects a local reality, similar actions could be
adopted in several Brazilian cities and towns, because
the FHP is part of the public healthcare system in
several municipalities in Brazil. Furthermore, they
could be carried in several regions covered by the
WHO, lifting the burden initiative.
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Background.—Studies using resources of a public family health program to estimate the prevalence of chronic daily
headaches (CDH) are lacking.

Objectives.—To estimate the 1-year prevalence of CDH, as well as the presence of associated psychiatric and temporo-
mandibular disorders (TMD) comorbidities, on the entire population of a city representative of the rural area of Brazil.

Methods.—This was a cross-sectional, population-based, 2-phase study. In the first phase, health agents interviewed all
individuals older than 10 years, in a rural area of Brazil. In the second stage, all individuals who reported headaches on 4 or more
days per week were then evaluated by a multidisciplinary team. CDH were classified according to the second edition of
the International Classification of Headache Disorders (ICHD-2). Medication overuse headache was diagnosed, as per the
ICHD-2, after detoxification trials. Psychiatric comorbidities and TMD were diagnosed based on the DSM-IV and on the
Research Diagnostic Criteria for Temporomandibular Disorders criteria, respectively.

Results.—A total of 1631 subjects participated in the direct interviews. Of them, 57 (3.6%) had CDH. Chronic migraine
was the most common of the CDH (21, 36.8%). Chronic tension-type headache (10, 17.5%), medication overuse headache (13,
22.8%) and probable medication overuse headache (10, 17.5%) were also common. Psychiatric disorders were observed in 38
(67.3%) of the CDH subjects. TMD were seen in 33 (58.1)% of them.

Conclusions.—The prevalence of CDH in the rural area of Brazil is similar to what has been reported in previous studies.
A significant proportion of them have psychiatric comorbidities and/or TMD. In this sample, comorbidities were as frequent as
reported in convenience samples from tertiary headache centers.
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Headache

Primary chronic daily headaches (CDH) of long
duration include a heterogeneous group of headache
disorders characterized by daily or nearly daily head-
aches.? It is the most common diagnosis in headache
specialty care centers’* Among its subtypes, 2
represent the chronification of previously episodic
disorders (chronic migraine [CM] and chronic
tension-type headache [CTTH]), while 2 other begin
de novo (hemicrania continua and new daily persis-
tent headaches).!?

Although the classification of CDH is controver-
sial,! it is now possible to classify all its subtypes using
the second edition of the International Classification
of Headache Disorders (ICHD-2).> Nonetheless, the
ICHD-2 criteria for CDH are relatively complex for
use in epidemiological studies, specially regarding the
differentiation of CM and medication overuse head-
ache (MOH).** One alternative is to conduct direct
medical assessments in individuals with frequent
headaches.’

Certain comorbidities may increase the risk of
developing CDH.*®* Diagnosing these disorders is
also cumbersome (eg, temporomandibular disorders,
TMD), and sometimes difficult to be performed using
questionnaires.*!® Ideally, the assessment of CDH
requires a multidisciplinary team. These assessments
are expensive and time consuming, therefore not easy
to be conducted in population studies.

Some of these caveats can be addressed in
countries with universal public health systems. In
Brazil, the system is reasonably effective in the
screening for chronic disorders (hypertension and
diabetes), although it has not been used in the diag-
nosis and treatment of headaches.!" Furthermore, in
some small cities and rural areas, a family health
program (FHP) is in place, using health agents to
screen for diseases, and multidisciplinary teams to
treat them. We have demonstrated that this system
can be used to screen for headaches, and to refer
headache suffers for medical care.”” Accordingly,
herein we take advantage of this program, to esti-
mate the 1-year prevalence of the CDH within
the entire population of a city covered by it
(Capela Nova, Brazil). We also assessed potentially
comorbid conditions, such as psychiatric disorders
and TMD.
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METHODS

This was an observational, cross-sectional and
population-based study conducted in 2 phases.
Capela Nova is a small town in southeastern Brazil,
and according to the 2000 Brazilian Census, had 2066
inhabitants (1631 of whom over the age of 10). The
Brazilian public health system on a municipal level is
based on the FHP, where health agents make routine
in-home visits and refer identified health problems to
a multidisciplinary medical team.

Details of this program and of the adequacy of
the health agents to screen headache were described
elsewhere.”? In brief, in the city where the study was
conducted, the program has wide and comprehensive
coverage, and all 556 houses of the town are regularly
visited monthly by the health agents. Accordingly, in
the first phase of our study (screening phase), trained
FHP agents screened for the occurrence of headaches
using the following question: “Have you had any
headache episode over the last 12 months?” Those
who answered positively were then asked about how
many headaches they had in a typical week. Indi-
viduals with headaches on 4 or more days per week
were then invited to come to the clinic for in-person
assessments.

At the assessment phase (Phase 2), they were first
evaluated by a neurologist with expertise in head-
aches, using a semi-structured questionnaire. The
headaches (including probable MOH) were classified
by the ICHD-2.2 CM was classified as per the ICHD-
2R.B Individuals who fulfilled diagnosis of probable
MOH were then recommended to restrict the use of
analgesics, and were reassessed 2 months later, when
a final diagnosis was assigned. The neurological
assessments happened from December of 2005 to
March of 2006. At the same time, individuals were
also assessed for psychiatric conditions and for oro-
facial pain. Psychiatric assessments were performed
by a psychiatric with expertise on applying the Mini
International Neuropsychiatric Interview (M.L.N.L.),
and consisted of a structured clinical interview."
Diagnosis was based on DSM-IV-TR." The orofacial
assessment was conducted by specialists in TMD
(dentist and physical therapist), who first obtained
interview

information using a semi-structured

and clinical examination, followed by thorough
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examination of the temporomandibular joint, of the
masticatory system, and of the facial and neck
muscles. TMD diagnoses were based on the Research
Diagnostic Criteria for Temporomandibular Disor-
ders (RDC/TMD) criteria.'>!®

Statistical Analyses.—Herein we describe the epi-
demiology of CDH subtypes by social demographic
characteristics. The 1-year prevalence rates were
calculated overall and by demographics. Age was
divided into 6 categories: 10-29, 30-39, 40-49, 50-59,
and over 60. Marital status was grouped as: single,
married, divorced, and widowed. Education level was
categorized by years of school: 4 years or less,
between 5 to 9 years, and 9 years or more.

Demographics were compared using Pearson’s
chi-squared test. We also describe comorbid diagnosis
as a function of the CDH diagnosis.

To analyze the data the spss 12.0 software was
used. The data obtained were transcribed to the
Epi-info/2000 software.

This study was approved by the Research Ethics
Committee of the Fluminense Federal University,
Brazil. All individuals interviewed were informed of
the research goals and signed the consent form. In the
case of children, the consent form was signed by their
parents.

RESULTS

Our sample consisted of 1605 individuals (837
women). A total of 26 subjects refused to answer,
were not met, or were unable to answer the screening
question. Thus, 98.4% of the target population partici-
pated in this study. Age varied from 10 to 93 years
(mean =40.1 = 19). Most were single (40.9%) or
married (47.9%) and attended elementary school.

Of them, 60 individuals had headache on 4 or
more days per week, and 57 completed the neurologi-
cal evaluation for a 1-year prevalence of CDH of
3.6%. Prevalence of CDH was higher in women
(5.7%) than in men (1.2%). Prevalence by age and
gender is displayed in Table 1.

Prevalence increased by age until the age of
50-59, and varied from 1.8% to 8.2%. In older than 60,
prevalence was 3.9%. For women, prevalence peaked
in the ages of 40-49, while in men the peak happened
from 30-39 years.
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Table 1.—Prevalence of Chronic Daily Headaches (CDH)
in Our Sample, Stratified by Gender and Age

Sample CDH cases Prevalence (%)
1605 57 3.6
Gender
Male 768 9 12
Female 837 48 5.7
Age (years)
10-19 284 5 1.8
20-29 251 8 32
30-39 273 11 4.0
40-49 307 14 4.6
50-59 208 17 8.2
60+ 282 11 3.9

Among the individuals participating in the neu-
rological assessment (57), 43 had clear migraine
attacks superimposed (75.4%). A formal diagnosis of
CM (according to the revised criteria of the ICHD-2)
was given to 21 of them (36.8%), while MOH hap-
penedin 14 (24.6%). In 8, the final diagnosis could not
be assigned, as detoxification did not succeed. There-
fore, their final diagnosis was probable MOH.

Chronic tension-type headache was the second
most prevalent type of CDH. It was diagnosed in 10
individuals; another 3 had CTTH and MOH. Just one
individual had CDH attributed to cervicogenic head-
ache. Diagnoses are displayed in Table 2.

Among the 57 individuals with CDH, 53 were
assessed by a psychiatrist. Over two-thirds (67.3%)
had any psychiatric disorder. The most common
problem was generalized anxiety (38.5%), followed
by depressive disorders (32.7%). No significant
gender differences were seen (Table 3).

Individuals with CM were more likely to experi-
ence psychiatric disorders than those with CTTH; the
opposite was seen to TMD, more common in CTTH
than in CM. Nonetheless, because of the small sample
size, the differences were not statistically significant

As for the TMD, 43 individuals were seen by the
orofacial team. Of them, 25 (58.1%) had any type of
TMD. In all, trigger points were detected in the mas-
ticatory or accessory system (myofascial pain), while
12 had also articular dysfunctions.
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Table 2.—Diagnosis of Subjects With Chronic Daily Headaches, According to the Second Edition of the International
Classification of Headache Disorders, in the Subsample That Participated in the In-Person Neurological Assessments

Diagnosis Frequency Proportion (%)
Migraine features

Migraine + chronic migraine 21 36.8

Migraine + medication overuse headache 14 24.6

Migraine + probable chronic migraine + probable medication overuse headache 8 14.0

Total 43 75.4
Tension-type features

Chronic tension-type headache 10 17.5

Episodic tension-type headache + probable episodic tension-type headache + probable 2 3.5

medication overuse headache

Chronic tension-type headache + medication overuse headache 1 1.8

Total 13 22.8
Cervicogenic headache 1 1.8
Total 57 100.0
DISCUSSION participation rate was certainly yielded by the fact

Herein we conducted a 2-stage study, where the
entire population of a city was screened and cases
were then directly interviewed. Two-phase studies are
largely used in epidemiology,'” and herein we indeed
assessed the feasibility of using the FHP to screen
for CDH and potential comorbidities. The elevated

Table 3.—Distribution of the Psychiatric Diagnoses in
Patients With CDH, According to the DSM-IV, in Individuals
Who Participated in the Psychiatrical Assessment

Total

Psychiatric diagnosis n %
Any psychiatric disorder 35 67.3
Major depression 17 32.7
Dysthymia 9 17.3
Phobia 16 30.8
Generalized anxiety disorder 20 38.5
Obsessive compulsive disorder 13 25.0
Eating disorder 1 1.8
Alcohol abuse 2 3.8
Somatization disorder 4 7.7
Suicide ideation 9 17.3
Psychotic disorders 2 3.8
Hypochondriasis 1 1.9
Premenstrual dysphoric syndrome 10 19.2
Total 52

CDH = chronic daily headache.

that we used the structure of the FHP to conduct this
study. Accordingly, although limitations of our study
are relevant (and discussed below), herein we dem-
onstrated the feasibility of using the FHP to screen
for CDH, and the importance of using existing mul-
tidisciplinary teams to investigate and treat the iden-
tified cases. In poor regions of the globe, existing
health structures should be used to manage nonlethal
conditions, such as headaches, which are sometimes
totally neglected.

Prevalence of CDH in our study was very similar
to what is reported in the literature.'*'®!° A recent
nationwide study conducted in Brazil found a preva-
lence of 7%.° Among the possibilities to explain the
discrepancy, we must mention that our study is more
subject to regional determinants of prevalence (eg,
exposures and a less diverse population). Alterna-
tively, the method of ascertainment may have played
a role. In the nationwide study, interviews were per-
formed by telephone and the participation was lower
(49.9%). It may be hypothesized that individuals with
frequent headaches were more likely to participate in
the survey. Nonetheless, high prevalence of CDH was
also found in 2 local studies in Brazil.»* Interna-
tional data vary largely, from 1.7% in Ethiopia to
4.8% in Denmark.” The prevalence of CDH by age
and gender were also similar to what is reported
elsewhere.®
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Chronic migraine was the most common diagno-
sis, followed by CTTH and medication or probable
MOH. We have not found cases of hemicrania con-
tinua or new daily persistent headaches. This was the
first study that used the ICHD-2-R criteria for CM in
Brazil.

To the best of our knowledge, no other
population-based studies strictly followed the
ICHD-2 criteria for MOH, which requires withdrawal
of medication to document improvement before
assigning a final diagnosis, and this is strength of our
study. We did follow the criteria strictly, and found
that most individuals remitted into episodic head-
aches after withdrawal, a finding supported by other
publications.***

Psychiatric disorders were commonly seen in
CDH cases, an expected finding.?**® Indeed, few
studies assessed the relationship of psychiatric comor-
bidity and CDH in the population. Nonetheless, it has
been demonstrated that, compared with episodic
headache controls, frequent headache cases had more
major life changes in the year before or same year.
After adjustments, odds of frequent headaches
increased additionally with each antecedent event
(odds ratio [OR] 1.20 [1.1, 1.3], P <.001).”

Temporomandibular disorders were numerically
more common in CTTH than in CM, although statis-
tical significance was not achieved. Other studies
suggest that TMDs are comorbid with CTTH.** It
may be that muscular involvement in the pericranial
muscles links both disorders. TMDs are also frequent
in CM as per our data. This is of importance, as TMD
may exacerbate migraines.’*

Of interest is that 17.3% of our sample had sui-
cidal thoughts. Although the lack of a control group
limits conclusions, figures clearly seem high. Causality
cannot be addressed by our study, but it may be that
suicidal thoughts are common in individuals with
chronic pain.®3** Alternatively, suicidal thoughts may
only reflect prevalent depression, which is in turn
clearly associated with CDHs.® Future studies should
further explore this topic.

Some limitations of our study should be dis-
cussed. First, neither the reliability nor the false
negative rates of our screening methods (health
standardized questionnaires) was

agents using
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assessed, and only subjects reporting 4 or more head-
ache days per week were interviewed in the second
stage of our study. It may be that some of the indi-
viduals who reported having 2 or 3 headaches per
week would indeed have CDH, and while the second
stage of our study confirmed the headache frequency
of those with 4 or more headaches per week, the
same is not true for those who screened negative.
Accordingly, we may have underestimated the preva-
lence of CDH (by excluding at screening some indi-
viduals with CDH). Although the prevalence found
by us (3.6%) is very similar to what has been found
by other population studies,'®'® this caveat should be
made clear. Another important point is that comor-
bidities in the episodic headache population were
not assessed; therefore, we lack a contemporaneous
control for this regard. In this regard our study
should be seen as descriptive only. Another potential
limitation is that we failed to document preventive
medications that might have been initiated by other
doctors and that may have facilitated the remission
from MOH into episodic headaches. Furthermore,
while conducting detailed clinical assessments, we
did not capture information of other variables asso-
ciated with CDH, such as body mass index or sleep
disturbances.*>* Finally, although one positive com-
ponent of our study certainly regards the prospective
detoxification attempts of individuals with probable
MOH, we emphasize that revised criteria for this
condition do not require detoxification and are con-
sidered to be more reasonable when diagnosing
MOH.’ We suggest that the revised criteria should be
used in population studies, as strictly following the
original criteria is certainly not an easy task (requir-
ing in-person assessments, intervention, and prospec-
tive follow-up). Strengths of this study are the
meticulous assessments and the prospective classifi-
cation on medication overuse.

The FHP seems to be effective in identifying
CDH and in bringing them into the medical system.
In this rural sample of CDH sufferers, comorbidities
were as frequent to what is reported in convenience
samples from tertiary headache centers. Accordingly,
we suggest that CDH and certain disorders are truly
comorbid, ruling out the referral bias that has been
suggested as partially explaining these associations.
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Abstract
Background: Unified health systems often have Family Health Programs (FHP) as a
core component of their preventive and early curative strategies. In Brazil, the FHP is
established to proactively identify diseases such as diabetes and hypertension.
Aims: To use the FHP in order to assess the prevalence of primary headaches as per the
Second Edition of the International Classification of Headache Disordersin aBrazilian
city covered by the program, and 2) To document the burden of migraine and tension-
type headache (TTH) in this population.
Methods: FHP agents were trained on how to apply questionnaires that screened for the
occurrence of headaches in the past year. Screening method had been previously
validated. Respondents that screened positively were interviewed by a headache
specialist and al their headache types were classified. Additionally, disability (MIDAS
and HIT) and health-related quality of life were assessed.
Results: The 1-year prevaence of migraine was 18.2% [95% CI = 13.7; 23.5]. TTH
occurred in 22.9% [18.0%;28.6%]. Other primary headaches occurred in 10.8% of the
participants. Idiopathic stabbing headache was significantly more common in
individuals with migraine relative to those without migraine (44.7% vs. 10.3%, p
<0.001). Contrasting to TTH, migraineurs had a mean of 3.1 headache types, vs. 1.91in
TTH - p<0.001). Secondary headaches occurred in 21.7% of the participants over a 1-
year period [16.9%; 27.3%)]. Most cases were headaches attributed to infection (mostly
respiratory). Theimpact of migraine was bimodal. Most sufferers had little impact, but
a sizable minority was severely impaired.

Conclusion: The FHP can be effectively used to bring individuas with
headache to the attention of providers. Future investigations should assess whether this

increased attention trandates into improved outcomes



Introduction

The Brazilian healthcare reforms of 1988 established a Public and Unified
Health System, aiming to provide public access to healthcare for the entire population
(1). Among its core attributes, the use of a Family Health Program (FHP) with
decentralized administration (administration by the cities) is of particular importance
(2). The FHP is based on a smple model, characterized by multidisciplinary teams
(medical doctors, nurses, nurse assistants, and four to six community health agents)
based on basic health units (BHUs) located in geographicaly defined areas, each
covering no more than 5,000 residents (3). Each community heath agent (CHA) is
responsible for up to 120 families within the area. They conduct periodic domiciliary
visits to identify health threats and to educate citizens on principles of preventive
medicine. The CHAs are fully integrated with the primary care team. The teams are
multifunctional, and the CHAs are responsible for pediatrics and women's health
promotion, prevention of chronic diseases, and support and encouragement of
community participation. They have to live within their own geographic area of
coverage, and they are aso responsible for identifying diseases and encouraging
consultations in the BHU when proper. In short, the FHP supports healthy lifestyle
choices through home-based health promotion and education; they provide continuously
updated population registries and facilitate disease surveillance, and they proactively
identify acute health problems (3, 4).

Health advances promoted by the FHP have been documented in areas such as
hypertension and diabetes (4-6), but its potential for the management of pain disorders
and headaches has been poorly explored despite the prevalence of these conditions in
the population (7, 8). Since few studies have assessed the prevalence and burden of

headaches in the Brazilian population using face-to-face interviews with validated



instruments, it may be that the lack of data translates into lack of recognition of the
problem by the health authorities (9). If justified, the use of the FHP in this field, with
its 30,000 teams and 250,000 CHA, may translate into enormous gain to the Brazilian
population (10).

Accordingly, the aims of this study were: 1) to assess the prevalence of primary
headaches as per the Second Edition of the International Classification of Headache
Disorders (ICHD-2) in a Brazilian city covered by the FHP, and 2) to document the
burden of migraine and tension-type headache (TTH) in this population. We ultimately
aimed to generate data that may guide public health decisions regarding the proactive

diagnosis and treatment of headache disorders by a public health system.



Methods

Thiswas an observational, cross-sectional and popul ation-based study conducted
in Capela Nova, a small Brazilian city in a rural area, that, according to the 2000
Brazilian Census, had 2,066 inhabitants (1,631 of whom were over the age of ten) (9).
The FHP in this city is well established and offered good population coverage. The
town’s 556 households are regularly visited (on a monthly basis) by the CHA.

For this study, the agents were trained by one of us (AAS) on how to apply
questionnaires that screened for the occurrence of headaches in the past year. To assess
the adequacy of the training, we randomly supervised selected interviews made by the
agents.

The study was conducted from October 2005 to January 2006. In the first phase
(Phase 1), the agents visited all homes in the town, and screened for headaches using the
following question, “Have you had any headache episode over the last 12 months?’ In
addition, gender, age, marital status and educational level of the respondents were also
recorded. All individuals older than 10 years living in the home were considered
eligible for the research. Agents were told to return up to five times to any home in
order to ensure that all residents had answered the questionnaires. Details of the
adequacy of the CHA to screen headache have been described elsewhere (9).

We randomly sampled 1 in 6 areas of FHP and their respondents were to the
clinic for in-person assessments. At the assessment phase (Phase 2), they were first
evaluated by a neurologist with expertise in headaches using a semi-structured
guestionnaire. The neurological assessments happened from December 2005 to March
2006, and the headaches were classified by the ICHD-2 (11). In individuals with more
than one headache type, all headaches were classified independently, as per the ICHD-

2. Individuas that fulfilled diagnosis of probable medication overuse headache were



then recommended to restrict the use of analgesics, and were reassessed two months
later, when a fina diagnosis was assigned, therefore following the diagnostic
recommendation of the International Headache Society.

In individuals with migraine and TTH, disability was assessed with the
Headache Impact Test (HIT) (12) and the Migraine Disability Assessment Scale
(MIDAYS) (13); quality of life was assessed by the Medical Outcome Study Short Form
36 item Survey (SF-36) (14); depression was assessed using the Beck Depression
Inventory (BDI) (15).

Statistical Analysis

Datawere summarized by the Epi-info/2000- software, and analyzed using SPSS
12.0. The 1-year prevalence rates were calculated, and the 95% confidence intervals
(CI) were estimated overall and by demographics. Age was divided into six categories:
10-29, 30-39, 4049, 50-59, and over 60. Marital status was grouped as. single,
married, divorced and widowed. Education level was categorized by the following years
of school: four years, between five to nine years, and college. Demographics were
compared using the Pearson’ s Chi-squared test.

The degree of the association was estimated using logistic regression, with 95%
Cl. Statistical significance defined as p<0.05. To assess the adjustment of the model, the
Hosmer and Lemeshow’ s test was used.

This study was approved by the local ethics research committee. All individuals
interviewed were informed of the research goals and signed the consent form. In the

case of children, the consent form was signed by their parents.



Results

Sample Characteristics

A total of 1,605 individuas (837 of whom were women) were interviewed. Age
ranged from 10 to 93 years old (mean £ SD; 40.1 + 19.0). Most were single (40.9%) or
currently married (47.9%). Most had attended elementary school. Only 4 residents
refused to answer, were not met, or were unable to answer the question. Thus, 99.2% of
the target population participated in this study. The demographics were aligned with the
Brazilian general population

(-http://www.ibge.gov.br/home/estati sti ca/popul acao/censo2000/default.).

Prevalence of Primary Headaches

Of the participants, 258 (140 of whom were women) were selected for the
clinical assessment. The prevalence of primary headaches is displayed in Table 1. The
1-year prevalence of migraine was 18.2% [95% CI = [95% CI = 13.7; 23.5]. TTH
occurred in 22.9% [18.0%; 28.6%]. Other primary headaches occurred in 10.8% [7.4%;
15.5%)] of the cases, with idiopathic stabbing headaches predominating in this category.

Of individuals diagnosed with episodic migraine, 31.5% had no more than 1
headache attack per month, and other 18% had no more than 1 attack per week, with the
remaining having more than 1 attack per week but less than 15 days per month. Of
individuals with episodic TTH, 36.3% had less than one attack per month and other
49% had no more than 1 day of headache per week.

As for treatment, the vast majority of individuals used some form of acute
treatment, mostly dipyrone or acetaminophen, which are distributed free of charge to
patients in the public health system. Few patients used combination analgesics with

ergotamine or other non-steroidal antiinflammatory medications and none used triptans.


http://www.ibge.gov.br/home/estatistica/populacao/censo2000/default�

No participants reported using daily medication prescribed for migraine, although there
were reports of propranolol or amytriptiline used for other medical conditions.

Idiopathic stabbing headache was significantly more common in individuas
with migraine relative to those without migraine (44.7% vs. 10.3%, p <0.001).
Individuals with migraine were more likely to have other headache types, than
individuals without migraine. Contrasting to TTH, migraineurs had a mean of 3.1
headache types, vs. 1.9in TTH - p<0.001).

Details of findings on chronic daily headaches (CDH) have been previously
reported in this journa (23). In brief, prevalence of CDH was 3.6%. Chronic migraine
was the most common of the CDH (21, 36.8%). Chronic tension-type headache (10,
17.5%), medication overuse headache (13, 22.8%) and probable medication overuse
headache (10, 17.5%) were also common. Medications commonly overused included

combination analgesics with ergotamine and caffeine, acetaminophen and dipyrone.

Prevalence of Secondary Headaches

Secondary headaches occurred in 21.7% of the participants over a 1-year period
[16.9%; 27.3%)]. Most cases were headaches attributed to infection (mostly respiratory).
Men were significantly more likely than women to report headaches attributed to
alcohol use (p < 0.05). Details are presented in Table 1.

Multivariate Analyses

As expected, migraine was more common in women than in men (26.4% vs
8.5%, p < 0.05), and peaked in prevalence between the ages of 30 and 39. It was more
frequent in those who had completed at least high school and in those who were
married.

In multivariate analyses, migraine was 3.5 times more common in women than

in men, and increased by 2.6 fold in married vs. single participants. It was aso



significantly associated with increased education, after adjustments for demographic

variables (Table 2). Adjustments were considered to be satisfactory as per the methods
of Hosmer et a. (1997).

As for TTH, the only variable retained in the adjusted model was gender. No
other variables were associated with TTH, although an important limitation of the
analysesisdiscuss.

Finally, we found no association between frequency of headaches, MIDAS
scores and SF-36 scores, although we were not powered to do so, since this was not the
am of the study.

Burden of Migraine and TTH

As assessed by the MIDAS questionnaire, migraine-related impact was mild in
41% of the sample, moderate in 9%, intense in 27%, and severe in 23%. Using HIT,
29.7% had grade 1 disability, 8.1% had grade 2, 13.5% had grade 3 and 48.6% had
grade 4.

Only 28 participants had TTH but not migraine, and their HIT scales are
presented in Table 3, as contrasted with the HIT of those with migraine but not TTH.

BDI scores were significantly higher in those with migraine relative to TTH
(11.2 vs. 7.1, p=0.028). Significant differences for SF-36 scores were seen for the

mental summary scale (74 vs. 56, p<0.05). Data are summarized in Table 3.



Discussion

Headaches occurred in 64.7% of the population, which is amost identical in
prevalence to a previous study conducted in the same population, when the entire
population had been screened in order to identify a good candidate question (65.4%)
(9). Values were smaller than another study conducted in Brazil (80.8%) (8).

The prevalence of migraine in this study (18.2%) is aligned with other Brazilian
studies (8) and with some studies conducted in other countries (16-18). The opposite
was true for TTH, since we found a prevalence that was higher than other studies in
Brazil. It seems, however, that the prevalence of TTH varies considerably as a function
of different studies worldwide (19, 20).

For migraine, the gender and age distributions were aligned closely with what
has been extensively reported (21, 22). The increased risk of migraine for those with
increased education is aligned with European studies, but in disagreement with studies
conducted in the United States (23, 24). Our data is aligned with other studies
conducted in Brazil (8).

As expected, migraine without aura was more common than migraine with aura,
and chronic migraine happened in 5% of the individuals; in 80% of them, excessive
symptomatic medication intake was aso found. Although much higher than what has
been reported elsewhere, our findings support the Brazilian national study, which found
a prevaence of 7% for chronic dailly headaches (25). Details on CDH are described
elsewhere (26)

Our methods yielded the identification of a sizable proportion of the population
with secondary headaches, mostly of benign etiology. Idiopathic stabbing headaches
happened in 10% of the individuals without migraine and in 44.7% of those with

migraine. Similarly high prevalence among migraineurs has been described (27). In the



classical Vaga study, the life prevalence of idiopathic stabbing headache was 35.2%, but
year prevalence was not reported (28).

For secondary headaches, it isimportant to emphasize that uncertainty regarding
final diagnosis certainly exists, since diagnoses were assigned in retrospect, based on
anamnesis, but without laboratory confirmation. Nonetheless, this is a limitation
difficult to address in field studies, and the relevant message regarding the elevated
prevalence of headaches is probably associated with certain situations common in life,
such as fever. Full prevalence estimates would require prospective studies that would
investigate the individuals while in the acute episode.

Our data also suggest that the disability and impact of headaches follow a
bimodal distribution. While most have little impact and probably do not need to be
proactively brought to the attention of the healthcare system, a sizable minority are
severely affected. In other words, a subgroup of migraineurs is disproportionally
burdened. In our study, impact was particularly important on physical health (pain and
energy levels), and this is in agreement with population studies that contrasted
migraineurs and controls (29,30). We failed to find significant differences contrasting
migraine and TTH except for mental headth (worse in migraineurs). Although
counterintuitive, similar results were found by Wang et a. (31) on a sample of 901
headache patients. Because the study is populational, most migraineurs were expected
not to be significantly affected. It may be that strategies should not focus on identifying
migraineurs overall, but only those that are indeed affected in their quality of life.

We have demonstrated herein and in another study (9), that the FHP program
may be efficient in screening these individuals if public policies indeed include
screening migraine as one of the program aims. Regulators need of course to balance

several competing public health interests that may be influenced by the FHP (e.g. to



screen migraine vs. other diseases, or to focus on diagnoses relative to prevention
trough education). However, to make informed decisions, pilot data needs to be
generated and this was the aim of our current study.

In this study, we also demonstrated that, with adequate training, diagnosis can be
easily done in the decentralized model of the public health system. In a separate study,
we also showed that education directed towards primary care is also associated with
decreased referral rates to specialized neurological care. Indeed, in this study, we found
evidence that supports the concept that, for some individuals, migraine is as debilitating
as asthma, diabetes and hypertension (29). Accordingly, we suggest that the FHP should
proactively bring selected migraineurs to the attention of the medical team, for
assignment of proper diagnosis and treatment. As a concrete action, the Brazilian
Headache Society, with access to the data generated by us, established a group from its
board of directors to discuss next steps with government officials.

Our study has limitations in addition to the previously stated inaccuracy in
diagnosing secondary headaches. First, the validation of the screening question was
done for migraine only, not for all headaches. It may be that individuals with very
infrequent headaches or with headaches associated with events such as trauma answered
the screening questions in the negative. Accordingly, we may have underestimated
headaches other than migraine. Second, our sample allowed some contrasts, but not
adjusted contrasts between individuals with "pure’ migraine and "pure TTH," since
most had both migraine and TTH._Third and most important. Because the FHP is
geographically defined, population attended by the agents tend to be very homogeneous
regarding income (since they all live in the same area of the city) and education. We
indeed collected data on energy consumption to stratify for income using the

methodol ogy adopted by the Brazilian Statistics Bureau, but found that the homogeneity



of the sample made us underpowered to identify factors associated with prevalent
headaches.

Nonetheless, our data strongly suggest that trained CHA working in well-
structured FHP may play acrucia role in not only identifying individuals with headache
(for research and surveillance purposes), but also in bringing to the attention of the
system those who have frequent headaches associated with quality of life limitations.
Future studies should measure the cost effectiveness of such procedures and whether

they are potentially associated with significantly improved outcomes.
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Table 1: Prevalence of primary and secondary headaches as a function of demographics.
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Male Female
P value

N % N %
Migraine 10 8.5% 37 26.4% <0.001*
Migraine without aura 6 5.1% 30 21.4% 0.025*
Migraine with aura 4 3.4% 10 7.1% 0.999**
Chronic migraine 1 0.8% 6 4.3% 0.666**
Probable migraine 0 0.0% 1 0.7% 0.999**
Tension-type headache 18 15.3% 41 29.3% 0.008*
Infrequent episodic TTH 15 12.7% 34 24.3% 0.666*
Frequent episodic TTH 3 2.5% 7 5.0% 0.999**
Other primary headaches 4 3.4% 24 17.1% 0.001**
Idiopathic stabbing headache 4 3.4% 20 14.3% 0.109*
Headache attributed to exercises 0 0.0% 3 2.1% 0.552**
Headache associated to sexud activity 0 0.0% 1 0.7% 0.999**
Secondary Headaches 18 15.3% 38 27.1% 0.021*
Headache attributed to substanceuse 0 0.0% 5 3.6% 0.313**
Headache attributed to alcohol use 5 4.2% 3 2.1% 0.041**
Headache attributed to infection 13 16.7% 30 21.4% 0.778*

* Pearson Chi-Squared Test * Fisher exact test



Table 2 — Multivariate analyses for the prevalence of migraine

Variables Beta P value OR 95% ClI

Range

Gender
Male 1.0
Female 1.3 0.007 3.5 1.4 8.7
Marital Status
Single 1.0
Married 1.0 0.023 2.6 1.1 5.9
Widowed 0.8 0.222 2.3 0.6 8.3
Divorced -19.3 0.999
Education

Elementary — 4 yrs 1.0
High School — 5-9 yrs 0.1 0.903 1.1 0.4 3.1
College 14 0.043 4.0 1.0 15.6
Adequacy of the model* 0.762

* Hosmer e col. (1997)



Table 3: Health-related qualify of life, as assessed by the SF-36, in individuals with migraine and tension

type headache (TTH)
SF-36 Group Mean SD Median Pvalue
Functional Migraine 787  26.7 90 0.444
TTH 752 263 825
Pain Migraine 626 311 51 0.642
TTH 555 230 62
Overall Health Migraine 646 207 67 0.412
TTH 676 213 72
Energy Levels Migraine 541 241 50 0.190
TTH 61.0 164 65
Socia Migraine 69.5 234 75 0.771
TTH 720 205 75
Emotional Migraine 543 454 66.7 0.272
TTH 68.1 387 833
Mental Migraine 545 235 56 0.013

TTH 68.3 193 74
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Resumo
Conhecer o perfil das cefalelas tratadas em centros terciarios pode auxiliar o processo
de diagndstico e de terapéutica em outros niveis de assisténcia. Objetivo: Avdiar a
frequéncia dos diferentes diagnosticos de cefaleias do Ambulatério de Cefaleias do
Hospital das Clinicas da Universidade Federa de Minas Gerais (AmbCef-UFMG).
Métodos: Estudo observacional com 289 pacientes atendidos consecutivamente no
AmbCef-UFMG. O diagnostico da cefaleia baseou-se nos critérios da Classificacdo
Internacional das Cefaleias (ICDH-2004). Resultados. A idade média dos pacientes foi
42,6 anos, sendo a maioria do sexo feminino (86,9%) e com menos de nove anos de
escolaridade. As cefaleias primarias foram as mais comuns, sendo a migranea
encontrada em 79,8% dos casos e a cefaleia do tipo tensiona (CTT) em 20,4%. Entre as
secundarias, o tipo mais comum foi atribuido ao uso excessivo de analgésicos (16,6%),
seguido de casos menos comuns como a hipertensdo intracranianaidiopética. A cefaleia
cronica didria (CCD) esteve presente em 31,8% dos casos. Discussdo: Este estudo
confirma dados da literatura que mostram a migranea como cefaleia mais comum em
centros terciarios. O numero expressivo de casos de CCD e de uso excessivo de
anal gésicos indica que desde este nivel de atencéo os pacientes sgjam orientados e evitar

0 uso abusivo de medicagdo sintomatica.

Palavras-chave: cefaleia, migranea, cefaleia do tipo tensional, cefaleia cronica diaria,

prevaléncia, centro terciario.



Abstract

Understanding the profile of headaches treated in tertiary centers may aid in the
diagnosis and treatment of these disordersin other levels of medical care. Objective: To
assess the frequency of the different diagnosis of headaches in the Headache Ward of
the Teaching Hospital of the Federal University of Minas Gerais (AmbCef-
UFMG). Methods: observational study, involving 289 patients consecutively treated in
the AmbCef-UFMG. The headache diagnosis was based on criteria from the
International Classification of Diseases (ICD-2004). Results: patient mean age was 42.6
years, mostly females (86.9%), with less than nine years of schooling. Primary
headaches were the most common. Migraine was found in 79.8% of the cases and
tension headache (TH) in 20.4%. Among the secondary headaches, the most common
type was associated with the excessive use of analgesic medication (16.6%), followed
by less common types, i.e. idiopathic intracranial hypertension. Chronic daily headache
(CDH) was found in 31.8% of the cases. Discussion: our study corroborates literature
data on migraine as the most common type of headache in tertiary care centers. The
large number of cases of CDH and the excessive use of analgesics indicate that even
from this level of medical care, patients must be educated and avoid the excessive use of
symptomatic medication.

Keywords. headache, migraine, tension-type headache, daily chronic headache,
prevalence, tertiary center.



Introducao

A cefaleia € um sintoma universal e estima-se que 95% dos homens e 99% das
mulheres terdo pelo menos um episddio ao longo da vida e cerca de 40% apresentam-
na com certa regularidade’. Mesmo comunidades distantes dos grandes centros
urbanos apresentam taxas elevadas de cefaeias, como mostrou um estudo
epidemiol 6gico realizado com toda a populacéo de uma peguena cidade no interior de
Minas Gerais. Nesse estudo, 65,4% dos habitantes tiveram cefaleia em um periodo de
12 meses’.

As causas de cefaleia sdo multiplas e predominam aguelas decorrentes de
alteracdes funcionais do sistema nervoso central, chamadas cefaleias primarias, como a
cefalela do tipo tensional (CTT) e a migranea. As cefaleias podem variar conforme a
intensidade e a frequéncia, podendo ser extremamente incapacitantes’. Dadas a
complexidade, a frequéncia e a morbidade de alguns casos, ha demanda por
atendimento em centros especializados. A frequéncia dos tipos diagnosticos tratados
nesse contexto mostra-se diferente quando comparada a frequéncia observada na
comunidade®*

Se por um lado a CTT figura como a cefaleia mais prevalente na populagéo em
geral, nos centros tercidrios ha predominio da migranea®”’. Essa diferenca se explica,
pelo menos em parte, pelo fato de que a CTT episddica, embora muito comum, € menos
incapacitante®. Por sua vez, a migranea é uma cefaleia caracteristicamente de forte
intensidade, sendo acompanhada por sintomas como nausea e vomitos ou foto e
fonofobia®.

A cefaeia pode ser incapacitante ndo sO pela intensidade, mas também pela
frequéncia das crises, podendo se apresentar de forma quase didria. Essa sindrome é
conhecida como cefaleia crénica diaria (CCD) e sua prevaéncia na populacdo geral é
em torno de 5%, enquanto em centros terciérios varia entre 30 e 90% dos casos™*®.

Conhecer o perfil das cefaleias atendidas em centros terciarios pode auxiliar na
elaboracdo dos processos diagndsticos e terapéuticos nos niveis de atencdo priméria e
secundéria, propiciando um manegjo mais adequado dos casos. Nesse sentido,

apresentaremos a frequéncia dos diferentes diagnosticos de cefaleias do Ambulatério de



Cefdeias do Hospital das Clinicas da Universidade Federal de Minas Gerais (AmbCef-
UFMG).

M étodos

Trata-se de estudo transversal e descritivo que incluiu 289 pacientes atendidos
consecutivamente no AmbCef-UFMG no periodo de fevereiro a maio de 2011. Os
pacientes sdo encaminhados ao servico provenientes de centros de salide de atendimento
primario ou de outros ambulatérios do complexo hospitalar do Hospital das Clinicas da
UFMG para o Ambulatério de Neurologia Geral onde é feita a triagem para 0 AmbCef.
O AmbCef recebe pacientes a partir de 14 anos de idade. A primeira consulta é
realizada de forma sistemética e inclui a avaliacdo de um neurologista e, posteriormente,
de uma equipe multiprofissional (dentistas, fisioterapeutas, nutricionistas, psiquiatras,
psicologos e fonoaudidlogos). Os dados socio-demogréficos - idade, sexo e escolaridade
- e semioldgicos sdo coletados por uma entrevista semi-estruturada. O diagnostico é
estabel ecido através dos critérios da Classificacdo Internacional das Cefaleias-2004.%

Nos casos de CCD associada a0 uso excessivo de analgésicos, o diagnostico
definitivo sO é estabelecido apds dois meses de suspensdo do abuso de medicagédo
sintomética, tempo necessario para que as caracteristicas semioldgicas dos casos

assumam o padréo clinico que precedeu a cronificacdo da dor.

Resultados

Os 289 individuos participantes do estudo apresentaram uma média de idade de
42,6 anos, com predominio do sexo feminino (86,9%). A maior parte deles apresentou
baixa escolaridade, sendo que 52,3% dos pacientes possuiam menos de nove anos de
estudo formal, 35,0% possuiam entre nove e onze anos e apenas 12,7% estudaram por
periodo maior que onze anos.

A maioria dos pacientes apresentou cefaleias priméarias, sendo o diagnostico
mais encontrado o de migranea, presente em 79,8% dos casos. Entre os diferentes
subtipos, migrénea sem aura foi o diagnostico mais comum (42,2%), seguido de
migranea com aura (25,9%). A CTT foi o segundo tipo de cefaleia primaria mais
frequente, tendo sido encontrada em 20,4% dos casos. A CTT foi, portanto, mais

comum que a cefalela do tipo pontada, diagnosticada em 46 pacientes (15,9%). Foram



diagnosticados outros tipos menos comuns de cefaleias primarias, como a hemicrania
paroxistica cronica (n=5) e a cefaleia em salvas (n=2). Entre as cefaleias secundarias, 0
tipo mais comum foi cefaleia atribuida ao uso excessivo de analgésicos, com frequéncia
similar ao da cefaleia primaria em pontadas (48 individuos ou 16,6% dos casos). O
segundo tipo de cefadeia secundaria mais frequente foi decorrente de transtorno
intracraniano ndo-vascular com 10 casos, incluindo nesta categoria os de hipertensdo
intracraniana idiopatica. Todas as cefaleias descritas, bem como outros tipos de cefaeia
menos frequentes, estéo representadas na TABELA 1. Salienta-se que a maioria dos
individuos recebeu mais de um diagnostico, o que justifica o maior nimero de
diagndsticos do que de individuos participantes.

A maioria dos casos de cefaeia primaria em pontada, CTT e cefalela atribuida
a0 uso excessivo de analgésicos foi encontrada em pacientes com migranea. Entre eles,
20,3% apresentaram cefaleia primaria em pontada, 18% CTT e 19,4% consumiam
analgésicos de forma abusiva. As associagdes desses tipos diagnosticos com a migranea
podem ser visualizadas na TABELA 2.

A CCD esteve presente em 31,8% dos casos. As causas foram cefaleia atribuida
a0 uso excessivo de analgésicos, migranea crénica, cefaleia do tipo tensiona crénica,

hemicrania paroxistica cronica e cefa eia pos-traumética cronica.

Discussdo
Assim como na populacdo geral, o perfil predominante do paciente encontrado

em nosso ambulatério é de mulheres na faixa etaria de 20 a 49 anos,®*%*®

ou sgja, uma
populacdo em idade reprodutiva e economicamente ativa, em que crises de dor
incapacitantes e mal-controladas acarretardo prejuizo ao proprio individuo e a a
sociedade. Steiner e colabores, em um estudo inglés, estimaram uma perda de 5,7 dias
de trabalho ou de estudo por ano para cada migranoso™”.

Nossa amostra teve amplo predominio de individuos com baixa escolaridade. O
nivel de escolaridade apresenta grande variagdo entre centros. Estudos brasileiros
observaram um predominio da ocorréncia de crises de cefaleia entre pacientes com

baixo nivel scio-econdmico®**°. Entretanto, um estudo inglés ndo observou essa



tendéncia’’, o que pode refletir a natureza dos centros brasileiros, compostos
predominantemente de servigos publicos de atencdo a salde.

A frequéncia dos tipos diagnosticos das cefaleias na populacdo gera difere da
observada em centros terciarios possivelmente pela maior ou menor morbidade que
causam aos individuos, o que influencia a demanda por atendimento médico*>®"*. A
migranea € o tipo mais prevalente em centros terciarios de atendimento, com taxas
variando entre 35 e 80%>%’. Em nosso ambulatério, a migranea foi diagnosticada na
mesma freqiiéncia de um estudo prévio, em que a prevaléncia encontrada foi 79,2%".
Em um servigo especializado paulista, 37,98% dos pacientes apresentaram migranea
como queixa principal e 22,65% CTT®. Essa diferenca na frequéncia de migranea pode
refletir diferencas metodolégicas, uma vez que o estudo paulista € retrospectivo e o
nosso de corte transversal. Entretanto, a maior prevaléncia de migranea é evidente e
reflete suaimportancia clinica na decisdo de se procurar assisténcia médica. Além disso,
sua associacdo com outras cefaleias primarias € comum, podendo atingir 40% dos
casos™. A cefadeia primaia em pontada, por exemplo, foi encontrada em
aproximadamente um quinto dos pacientes migranosos.

A CTT, episddica ou crénica (CTTC), foi a segunda causa mais freqliente de
cefaléia, enquanto na comunidade € o tipo mais comum, com prevaléncia variando de
30 a 80%™. Um estudo chinés encontrou uma prevaléncia de 66,9% de CTT em um
centro terciario™®,

A CCD foi responsavel por uma aproximadamente um terco dos casos, enquanto
na comunidade a prevaléncia gira em torno de 3 a 7%>*°. A causa mais frequente de
CCD foi a migranea associada ao uso excessivo de analgésicos. Esse dado expbe a
complexidade clinica dos pacientes referenciados a centros terciarios, uma vez que a
resposta destes pacientes a terapia profiltica possui pouca eficacia enquanto persistir o
uso abusivo de analgésicos. Além disso, o diagnostico definitivo somente pode ser
estabelecido dois meses apds a interrupcdo do uso excessivo da medicacdo
sintomética’®.

O conhecimento das cefaleias mais frequentes em um ambulatério de
atendimento especializado pode auxiliar no diagnostico diferencial dos casos quando

atendidos na atencéo primaria. Além disto 0 nimero expressivo de casos de CCD e uso



excessivo de analgeésicos indica que desde este nivel de atencdo os pacientes sgjam

orientados e evitar o uso abusivo de medicacdo sintomatica.



Tabela 1 Diagnéstico dos pacientes atendidos no Ambulatério de Cefaleias da
UFMG

Diagnosticos N | %

Migranea sem aura 122 | 42,2
Migranea com aura 75 | 259
Migranea crénica 34 | 11,7
Cefaeiado tipo tensional episoddicainfrequente 10 | 34
Cefdelado tipo tensional episodica frequente 22 | 76
Cefaleiado tipo tensional cronica 32 | 11,0
Cefaleia em salvas 2 | 07
Hemicrania paroxistica cronica 5 |17
Cefdelaprimaria em pontada 46 | 15,9
Cefaeia pds-traumética cronica 3 1

Cefdeiaatribuida a doenga vascular cranianaou cervica | 2 | 0,7
Cefaleia atribuida a transtorno intracraniano néo-vascular | 10 | 3,4
Cefaleia por uso excessivo de analgésicos 48 | 16,6
Neuralgias cranianas e causas centrais de dor facial 8 | 2,7

Tabela 2 Migranea e cefaleias associadas

_ _ Migrénea
Diagnostico
N %
Cefaleiado Tipo Tensional Episddica 18 8,1
Cefaleiado Tipo Tensional Crénica 22 9,9
Cefalela priméria em pontada 45 20,3
Cefaleia por uso excessivo de analgésicos 43 194
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Abstract

Background: Comparisons between population and clinic-based findings may elucidate
factors associated with medical consultation and barriersto care.

Objectives. To contrast the demographic, clinical features, and frequency of migraine and
tension-type headache (TTH) in the population and in the specialty care.

Methods: All inhabitants from acity borough covered by the family health program were
interviewed for presence of headache in the past year. Those screening positive were then
interviewed and examined by a headache doctor. Headaches were diagnosed according to
the Second Edition of the International Classification for Headache Disorders. The same
team assessed all patients consecutively seen in a University-based outpatient headache
center during 4 months.

Results: A total of 258 inhabitants were interviewed, and 76 screened positive for
headache. In the clinic, sample consisted of 289 patients. Women were over-represented,
both in the community sample and in the headache center, although men with headaches
were more common in the population than in the clinic (p<0.05). Mean age was not
significantly different. Education level was significantly lower among those from the
population. In the population, TTH was the most common headache type, happening in
77.6% of participants [95% confidence interval (Cl) = 68.0% - 87.2%], and in only 20.4%
of the patientsin the clinic (15.7% - 25.0%). Differently, in the clinic, the vast mgjority of
patients had migraine (79.8, 95% CI = 74.1 - 83.6), and the proportion was higher than in
the population (61.8%, 95% CI = 50.6 — 73.0].

Conclusion: Although TTH is more common than migraine, migraineurs are more likely
to seek care. Regardless of headache type, women are more likely to seek care than men.
Future studies should focus on determinants of these differences as a prelude for
educational initiatives.

Key words: migraine, tension-type headache, population, clinic-based studies.



Introduction

Migraine and tension-type headache (TTH) are the most common primary
headaches and, therefore, are best characterized from an epidemiological perspective' .
Many studies on these headache types have been conducted in the primary care or in the
community®. Evidence suggests that information collected in these two settings
can substantially vary. For example, in the specialty care, migraine is found in
30% to 80% of the cases, and TTH in 5 to 30%>*° . In the community, migraine
happens in 12-23% of the cases®’ , and TTH in 13-80% of the population®*°. Y oung and
middle-aged women are disproportionally affected by migrainein all settings®” . Asfor
TTH, population studies show that it affects men more than women, while clinic-based

studies suggest that it affects women more than men®.

Comparisons between population and clinic-based findings may yield amore
holistic understanding of the primary headaches, by not only understanding the
epidemiology of the disease, but factors associated with medical consultation and barriers
to care’. This understanding can then be used in planning education and preventive
strategies in order to optimize treatment and resources'’. The main difficulty is
that most available clinic-based studies characterize headache sufferers from
headache patients, meaning that all individuals have some type of headache. In the
population, the denominator for the assessments encompasses individuals with and
without headaches. The comparison is not symmetric therefore, meaning that clinic-
based data describes relative frequency, while population data focus on prevalence.

The development of studies with uniform methodology specific tailored to
conduct these comparisons may better reflect the similarities and differences between
primary headaches in the population, in the primary care, and in the specialty care.
Accordingly, herein we aimed to contrast the demographic, clinical features, and frequency

of migraine and TTH in the population and in the specialty care.



Methods

Community data were gathered in Capela Nova, a city from the state of Minas
Gerais, Brazil. According to the 2000 Brazilian Census, its population was 2066
inhabitants (1631 over the age of 10 years old)*>. The present study is part of an
observational, cross-sectional and population-based study conducted in 2 phases, the
Capela Nova Study™*°.

Initially, community health workers from the Family Health Program (FHP)
directly interviewed al inhabitants aged 10 years or older for headache symptomsin the
previous year. The FHP works through family health-care teams which are composed of
one physician, one nurse, one auxiliary nurse, and four to six community health workers,
and are assigned to specific geographical areas with defined populations of 600—-1000
families. Activities provided by family health-care teams take place at primary care
facilities, in patients homes, and in the community. In the first phase of our study
(screening phase), trained community health workers screened for the occurrence of
headaches using the following question: “Have you had any headache episode over the last
12 months?’” We randomly sampled 1 of 6 areas covered by the FHP. In this area, all
inhabitants that reported having suffered at least one headache in the past year were offered
in-person assessment by a neurologist with expertise in headache medicine, and headaches
were diagnosed according to the Second Edition of the International Classification of
Headache Disorders (ICHD-2)*°. In individuals with more than one headache type, all
headaches were classified independently, as per the ICHD-2. Assessments were conducted
from December 2005 to March 2006. Detailed methods have been previously described™**®

The same investigator involved in the community-based coordinated a team of
neurol ogists to used the very same procedures to diagnose consecutive patients attended a

University-based headache center in the first half of 2011.



Statistical Analysis

Demographics and frequency of headaches were compared between groups. Data
were transferred to Epi-info 2000 by a study coordinator and analyzed using SPSS 12.0.

Headache frequency is presented by headache diagnosis and confidence intervals
were calculated. Significance level has been established at the 5% level.

Non-parametric data between groups were compared using the Chi-Squared test or
the Fischer test (when anticipated values were small). For continuous variables, the Mann-
Whitney test was used.

The study followed the guidance of the regulatory norms of the National Health
Council. (Resolution 196/1996). The protocol and all forms were reviewed and approved
by the Investigation Review Board of the Federal Fluminense University and of the

Federal University of Minas Gerais, Brazil.



RESULTS

Sample Characteristics

In the community assessment, 258 inhabitants (140 of whom were women) were
interviewed. Of the participants 76 had at least one headache type. Asfor the specialty
care, sample consisted of 289 patients with compl ete assessments.

Women were over-represented, both in the community sample (71.1%) and in the
headache center (86.9%), although men with headaches were more common in the
population than in the clinic (p<0.05). Mean age of patients with headache were 42.6 in the
population and 43.3 years in the clinic. Differences were not significant for age. Education
level was significantly lower among those from the population. Table 1 compares
demographics between groups

Among participants with headache, the relative frequency of the two types of
headaches studied by us varied significantly in the population relative to the clinic (Table
2). In the population, TTH was the most common headache type, happening in 77.6% of
participants [95% confidence interval (Cl) = 68.0% - 87.2%], and in only 20.4% of the
patientsin the clinic (15.7% - 25.0%). Differently, in the clinic, the vast majority of
patients had migraine (79.8, 95% CI = 74.1 - 83.6), and the proportion was higher than in
the population (61.8%, 95% CI = 50.6 — 73.0].

Chronic daily headaches have also been assessed, but details have been previously
reported™ .



Discussion

When contrasting the primary headaches in the population and in the clinic, we found
differences for gender and education but not for age. Regarding education, thiswas
expected, since the region studied by usis mainly rural, while patients seen in the headache
city come mostly from the metropolitan area™. As for gender, although women were over-
represented in all groups, we found that the female/male ration was smaller in the
population, suggesting that men are less likely to seek care relative to women, may be
because their headaches tend to be less debilitating'’. Indeed previous studies suggest that
the burden of headaches on the sufferers is higher in women than in men®®. 1t has also
been suggested that women are more self-aware relative to their health and are more likely
to seek medical care™, regardless of headache type®.

Our findings support previous studies, showing that TTH is the most common
headache in the popul ation and that migraine is the most common reason for headache
consultation®, and of emergency department visits?. Although we found that relative
frequency of migraine in the population (61.8%) was similar to of TTH (77.6%), in the
clinic the frequency of migraine (79.8%) was much higher than of TTH, which happened
in only one fifth of the cases. Because migraine is more debilitating than TTH, our findings
were expected %,

The scenario may be amplified by the fact that TTH is less recognized and
diagnosed than migraine®®. Even in population-based studies, TTH is reported to happen
in 13 to 80% of population, an enormous discrepancy®®. This may be a consequence of the
fact that the phenotype of TTH isless marked than of migraine. The ICHD-2 criteria, for
example, accept attacks lasting from 30 minutes to 7 days (relative to the 4 to 72 hours of
migraine™®. Furthermore, TTH may be accompanied of muscular tenderness which, when
in the fact, may mimic orofacial pain®. Accordingly, many individuals with TTH may end
seeking dental care instead of neurological care, and are often diagnosed as having
temporo-mandibular disorders (TMD) .

Indeed the lack of assessment for TMD was one of the limitations of our study,
since a previous study in the same population found that TMD happened in most patients
with headache ?’. Stratifying by TMD would provide valuable information about the

differences found by us..



Nonetheless, our study advances the field, by exploring differences between genera
and triaged population. The parametric comparison of frequency of headaches (and not

prevalence) is original, and studies on more representative populations are to be conducted.



headache outpatient clinic and in the popul ation

Table 1 — Sociodemographic characteristics of patients seen in a University-based

Headache Population P value
Clinic (n=76)
(n=289)
Gender
Women 251 (86.9%) 54 (71.1%) 0.001*
Men 38 (13.1%) 22 (28.9%)
Education
Lessthan 8 years 136 (52.3%) 57 (75.0%) 0.002*
8—1lyears 91 (35.0%) 14 (18.4%)
11 years or more 33 (12.7%) 5 (6.6%)
Age
Mean 42.6 40.3 0.246**
Standard Deviation 15.0 15.2
Minimum 14.0 11.0
Maximum 88.0 76.0

*Chi-squared test  ** Mann-Whitney test.
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Table 2 — Headache types in the community and in the headache clinic.

Headache Clinic Community P
(n=289) (n=76) value
Proportion  95% CI Proportion 95% CI

Migraine 79.89% [74.16;83.63] 61.84% [50.67;73.02] 0.002*

Tension-type headache  20.42%  [15.74; 25.09] 77.63%  [68.05; 87.22] <0.001*
*Chi-squared test
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Abstract
Background: Chronic daily headaches (CDH) are often associated with temporo-
mandibular disorders (TMD). However, large studies that assessed the relationship were
conducted in the population, and clinical exams were not completed. Clinic-based studies
with expert diagnosis are, in turn, often small and may not be representative.
Objective: To contrast the demographics and clinical symptoms of CDH and TMD in
participants from the population relative to patients seen in a headache clinic.
Methods: All inhabitants of acity in Brazil were interviewed. Those with more than 15
days of headache per month were examined by ateam consisting of a neurologist, a dentist
and aphysical therapist. Headaches were classified as per the Second Edition of the
International Classification of Headache Disorders; TMD as per the Research Diagnostic
Criteria. The procedure was repeated (by the same team) with CDH sufferers
consecutively seen in a headache center.
Results: Of 1,605 inhabitants that were interviewed, 57 (3.6%) had CDH and 43
completed all physical assessments. Asfor the specialty care, of 289 patients, 92 had CDH,
and 85 completed all assessments. No significant differences were seen for gender and age.
(Women accounted for 84.2% of community sample and 92.4% of headache center
population with age mean = 42 and 43.3 years respectively). The education level of the
total population was significantly lower among those from the community. Proportion of
CDH sub-types were not significantly different between groups. Among CDH sufferers
from the popul ation, prevalence of TMD was 58.1%; in the headache center (p=0.07).
Muscular TMD happened in 30.2% of CDH patients from the community vs. 55.3% in the
headache center. Differences of TMD types between groups were not significant.
Conclusion: Individuals with CDH recruited from the population are not substantially

different than those in the headache center regarding the presence of TMD and



demographics. Accordingly, detailed clinic-based studies can be conducted and issues of
generalizability may not be of concern

K ey-wor ds: chronic daily headache, temporo-mandibular disorders, prevalence.



Introduction

Primary headaches that happen daily or amost daily are syndromically defined as
chronic daily headaches (CDH) *. Most CDHs evolve from the episodic forms of the
primary headaches, and risk factors have been identified, including excessive use of
analgesics and pericranial muscular tenderness®?,

Muscular tenderness is also a common feature of the temporo-mandibular disorders
(TMD), a syndrome that is associated with abnormalities of the masticatory muscles,
temporo-mandibular joint and associated structures®. Limited evidence suggests that TMD
may be arisk factor for increased headache frequency in primary headache syndromes’,
although most studies were justifiably conducted in specialty care, since the gold standard
diagnosis requires palpation of the pericranial muscles’. Available population-based
studies assessed TMD symptoms but al so supported the concept that TMD increases risk
of CDH’.

Because most robust evidence for the association between TMD and CDH came
from clinic-based studies, raising issues of generalizability of data, we, herein, contrasted
the demographics and clinical symptoms of headache and TMD between inhabitants of a

city and patients seen in a university-based tertiary headache clinic.



Methods

Community data were gathered in Capela Nova, a city from the state of Minas
Gerais, Brazil. According to the 2000 Brazilian Census, its population was 2066
inhabitants (1631 over the age of 10 years old). The present study is part of an
observational, cross-sectional and population-based study conducted in 2 phases, the
Capela Nova Study® ™.

Initially, community health workers from the Family Health Program (FHP)
directly interviewed all inhabitants aged 10 years or older for headache symptoms in the
previous year. The FHP works through family health-care teams which are composed of
one physician, one nurse, one auxiliary nurse, and four to six community health workers,
and are assigned to specific geographical areas with defined populations of 600-1000
families.

In the first phase of our study (screening phase), trained community health workers
screened for the occurrence of headaches using the following question: “Have you had any
headache episode over the last 12 months?” Those who screened positive were asked about
headache frequency in the past month, and those reporting 15 days or more of headache
were offered in-person assessment by neurologists with expertise in headache medicine.
Three neurologists independently examined participants, and headaches were diagnosed
according to the Second Edition of the International Classification of Headache Disorders
(ICHD-2)*. Subsequently, oral and muscular assessments were respectively conducted by
dentists and physical therapists. Trigger points, threshold for pain and the TMJ were
rigorously assessed. TMD was diagnosed as per the Research diagnostic criteria for
temporomandibular disorders (RDC)® Assessments were conducted from December 2005

to March 2006. Detailed methods have been previously described.®°



The same investigators involved in the community-based assessment used the very
same procedures to diagnose consecutive patients attended a University-based headache
center in thefirst half of 2011.

The study followed the guidance of the regulatory norms of the Brazilian National
Health Council (Resolution 196/1996) which is in accordance with the Helsinki
Declaration. The protocol and all forms were reviewed and approved by the local ethics
research committee.

Statistical Analysis

Headache characteristics and demographics were compared between groups. Data
were transferred to Epi-info 2000 by a study coordinator and analysed using SPSS 12.0.

Headache frequency is presented by headache diagnosis and presence of DTM, and
confidence intervals were calculated. Significance level has been established at the 5%
level.

Non-parametric data between groups were compared using the Chi-Squared test or
the Fischer test (when anticipated values were small). For continuous variables, the Mann-
Whitney test was used.

The study followed the guidance of the regulatory norms of the National Health
Council. (Resolution 196/1996). The protocol and all forms were reviewed and approved
by the Investigation Review Board of the Federal Fluminense University and of the

Federal University of Minas Gerais, Brazil.



RESULTS

In the community assessment, 1,605 inhabitants were interviewed and 57 (3.6%)
had CDH. Of them, 43 completed all physical assessments. Asfor the speciaty care, of
289 patients, 92 had CDH, and 85 completed all assessments.

Women were over-represented, both in the community sample (84.2%) and in the
headache center (92.4%). Mean ages were respectively 42 and 43.3 years. Differences
were not significant for age and gender. Education level was significantly lower among
those from the comunity. Table 1 compares demographics between groups.

Three types of CDH were identified: chronic migraine (CM), chronic tension-type
headache (CTTH) and headache attributed to excessive use medication (medication
overuse headache — MOH). MOH was the most common form of headache in both groups
and differences for headache subtypes were non significant (Table 2).

Among CDH sufferers from the population, prevalence of TMD was 58.1%; in the
headache center it was 80%. Difference approached but did not reach significance
(p=0.07). Asfor TMD subtype, muscular TMD happened in 30.2% of CDH patients from
the community vs. 55.3% in the headache center. Other TMD types included mixed
dysfunction (articular, such as capsulitis and synovitis and muscular), respectively present
in 27.9% and 24.8% of patients. Differences of TMD types between groups were not

significant (Table 3).



Discussion

TMD was frequent in both groups of patients with CDH. Although we expected this
high prevalencein CDH patients from the tertiary care®?, we were surprised to find that
nearly two- thirds of all community patients with CDH also had TMD, suggesting that a
true comorbidity, and not spurious association, was found in previous studies. Groups were
very similar for demographic features and headache types. The female predominance
among CDH sufferers has been extensively reported™®. Chronic migraine and MOH were
the most common types of CDH. The association of TMD with CM (but not MOH) has
been observed™.

Migraineis agenetically predisposed disorder and is strongly influenced by
environmental factors™. Several genetically determined abnormalities have been
documented in the migraineur brain, including those in ionic neuronal and glial channels
(mainly affecting sodium and calcium channels). Dysfunctions in neurotransmitters such
as GABA and glutamate have also been documented. These dysfunctions may make the
CNS more vulnerable to external or internal triggers'®. Therole of TMD in the
development of CDHSs s not fully understood. It may be that TMD acts as atrigger, or that
the muscular tenderness associated with TMDs induces a pro-nociceptive state, thereby
predisposing to other forms of pain'’. An alternative explanation is possible, aswell, and
CDH could induce facial allodyniaand TMD*®. Finally, a unique biological predisposition
or environmental risk factor could explain both CDH and TMD.

The pathophysiology of TTH isless known than the pathophysiology of migraine.
TMD has also been suggested to be associated with chronic TTH (CTTH) °. The
comorbidity may be explained by abnormal sensitization of peripheral nociceptors (that
happens in both disorders) or by central mechanisms that yield an abnormal processing of

painful stimuli*®. Actually, some authors question if TMD and CTTH are unique entitiesin



individuals with both, or if they represent the same disorder®®?!. While TTH is
characterized by pain in the head, myofascial pain of TMD may cause pain in the head,
face and neck. The phenotypes are so overlapping that the ICHD-2 even divides TTH in
with or without pericranial tenderness and tender points in several muscular groups in the
face and neck™’. The RDC, in turn, defines myofascial pain as pain following muscular
palpation in three or more muscular groups in the masticatory system®. Based on the level
of overlapping, clinicians should take the message that detailed pericranial palpation is
mandatory in all cases of CDH.

Because the phenotype of CDHs and TM Ds sometimes overlap, conducting
popul ation-based studies on the comorbidity is challenging?. Common techniques of large
studies include using telephone interviews conducted by trained interviewers which will
identify symptoms as surrogates of diagnosis®. Thisis particularly complicated in the
context of CDHs, since excessive use of analgesics may change the phenotype and final
diagnosis involves withdrawing the offending substance®.

In our study, all participants were assessed by expertsin the field, and we strictly
followed the ICHD-2 criteria (including phasing off analgesics before the diagnosis of
MOH) ™. Accordingly, all patients were followed for at least 8 weeks. Limitations of our
study include the absence of a control group (without CDH) and the time lag between the
assessments in the community and in the headache center. Furthermore, the transverse
nature of our study limits causality assessment.

Our data suggest that individuals with CDH recruited from the population are not
substantially different than those in the headache center regarding the presence of TMD
and demographics. Accordingly, detailed clinic-based studies can be conducted, and issues

of generalizability may not be of concern.



Table 1: Sociodemographic characteristics of individuals with chronic daily headaches

recruited from a headache center and from the population

Headache Population P-value
Center (n=57)
(n=92)
Gender
Women 85(92.4%) 48 (84.2%) 0.117*
Men 7 (7.6%) 9 (15.8%)
Education
Lessthan 8 years 42 (50%) 35 (83.3%) 0.001*
8-11 years 31 (36.9%) 5 (11.9%)
More than 11 years 11 (13.1%) 2 (4.8%)
Age
Mean (SD) 42.0 (12.2) 43.3 (17.0) 0.888**
Range 16 -68 13-78

*Chi-squared test

**Mann-Whitney.
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Table 2 : Headache diagnosis in individual s with chronic daily headaches recruited from a

headache center and from the population.

Headache Center Population Pvaue
(n=92) (n=57)
Prevaence 95% ClI Prevalence 95% ClI

Chronic Migraine 26.09% [16.94; 31.58% [19.14; 44.02] 0.469*

35.26]
Chronic tension-type 23.91% [15.03; 15.79% [6.03; 25.55] 0.235*
headache 32.80]
M edication overuse 53.26% [42.27; 47.37%  [34.00; 60.73] 0.484*
headache 63.65]

*Chi-sgquared test  **Mann-Whitney. Cl = confidence interval.
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Table 3: presence and subtype of temporo-mandibular disorder in individuals with chronic

daily headaches recruited from a headache center and from the popul ation

Headache Center  Population P-value

(n=92) (n=57)
No TMD 17 (20.0%) 18 (41.9%)
Muscular TMD 47 (55.3%) 13 (30.2%) 0.007*
Articular TMD 2 (2.4%) 0 (0.0%) 0.550**
Mixed TMD 19 (22.4%) 12 (27.9%) 0.488*

*Chi-squared test  **Mann-Whitney.
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6 DISCUSSAO

A discussdo dos achados especificos de cada artigo, realizada a luz das
evidéncias cientificas, foi feita nos proprios artigos. Nesta secdo procurou-se
discutir os resultados de forma mais integrada.

A maioria da populacdo estudada de Capela Nova (65,4%) apresentava
cefaleia nos 12 meses anteriores a entrevista, tendo sido mais prevalente nas
mulheres, como vem sendo demonstrado universalmente, ainda que as taxas
variem, dependendo da regido e do método de coleta de dados entre 46 e
80%12’26_28.

As mulheres também foram maioria entre os casos de migranea e CTT
comparando a amostra da comunidade com pacientes atendidos no AmbCef-
UFMG, mas houve proporcionalmente mais homens com cefaleia na amostra
populacional do que no ambulatério, possivelmente porque a dor € mais
incapacitante nas mulheres®. A média de idade dos dois grupos foi praticamente a
mesma, mas a escolaridade dos habitantes de Capela Nova foi mais baixa, dado
esperado para uma populagdo com essa faixa etéria de uma regido da zona rural
brasileira®’.

A prevaléncia de migranea na amostra populacional esteve proximo do
limite superior dos estudos de base populacionais brasileiros?*?>%. A taxa de CTT
foi mais alta que no estudo nacional brasileiro®®, mas bem mais baixa do que em
outros trabalhos* Observa-se que os estudos populacionais mostram resultados
muito divergentes para esse tipo de cefaleia®.

No ambulatério, a ampla maioria dos casos foi decorrente de migranea,

como foi visto em outras pesquisas®**®

, enquanto a CTT esteve presente em
apenas um quinto dos pacientes avaliados. A comparacdo das frequéncias
desses dois tipos de cefaleias primarias mostrou que a CTT é mais frequente na
comunidade e a migranea no centro especializado. Esse achado reforca a
hip6tese de que a CTT € mais comum, porém menos impactante, enquanto a
migranea é a principal causa de cefaleia que leva ao atendimento médico®**

A comparacdo do perfil sociodemografico e da frequéncia dos tipos de

cefaleia envolvidos na CCD ndo mostrou diferenca entre os moradores de Capela
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Nova e os pacientes do AmbCef-UFMG com essa sindrome. As mulheres da
segunda a quarta década de vida foram as mais acometidas e a causa mais
comum de CDD foi a migranea (crdnica ou associada a MOH), como encontrado
em outros estudos**. Isso sugere que o desenvolvimento da CCD, principalmente
nos casos decorrentes de migranea, depende mais de fatores neurobiologicos do
que de fatores ambientais.

Parece que, embora a migranea sofra influéncia ambiental, existe uma
base biol6gica em sua fisiopatologia. Ainda que ndo se saiba completamente o
mecanismo, acredita-se hoje que ocorram anormalidades geneticamente
determinadas em canais i6nicos de neurbnios, especialmente canais de sodio e
calcio, além de alteracbes nos sistemas neurotransmissores, com aumento de
producdo de neurotransmissores excitatorios (glutamato) e diminuicdo de
producdo de neurotransmissores inibitérios (GABA). Essas anormalidades
resultam em hiperexcitabilidade cortical, tornando o sistema nervoso central dos
migranosos susceptiveis a estimulos internos e externos, os chamados
“gatilnos™*>®,

A outra causa de CCD presente nos dois cenarios foi a CTT crénica. Como
citado anteriormente, os dados de CTT geralmente sao divergentes e os estudos
esbarram em questdes operacionais desafiadoras®. Isso porque a CTT mostra
um padréo clinico polimérfico e estudos comparativos sobre esse tipo de cefaleia
sdo mais dificeis e tém menos homogeneidade'?. De todo modo, vimos que,
enquanto a frequéncia de CTT episodica é diferente na populacdo e no centro
terciério, a frequéncia de CTT cronica nos dois cenarios é similar, possivelmente
porque essa forma € mais incapacitante e também acaba levando o individuo a
procurar assisténcia médica. Ainda assim, sua frequéncia é bem mais baixa do
que as formas crénicas de migranea. Um dos motivos da CTT cronica ser menos
frequente que as formas crénicas de migranea é a sobreposi¢do do quadro clinico
de CTT cronica e de dor miofascial, quando esta acomete a cabeca, face e
pescoco®’.

Em estudo que comparou a casuistica de pacientes do AmbCef-UFMG
com um ambulatério odontolégico de dor orofacial, revelou-se que a CTT crbnica
foi o principal tipo de cefaleia na casuistica de pacientes com DTM desse
servico®. A hipétese é de que individuos com CTT cronica procuram servicos

odontolégicos especializados em dor orofacial em vez de ambulatérios médicos,
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pois o quadro clinico € muito parecido com o de DTM muscular orofacial. O papel
dessa condicdo na cronificacdo da CTT é decorrente do aumento da sensibilidade
dolorosa de estruturas miofasciais pericranianas e hipersensibilidade de
neurdnios de segunda ordem do trato espinhal do trigémeo®. Assim, é possivel
que o estimulo nociceptivo crénico de estruturas periféricas desencadeie
hipersensibilidade central e contribua para a cronificacdo da CTT*. Mas esse
mecanismo de cronificagdo ndo é exclusivo de CTT. Pelo contrario, os estudos
tém mostrado que expressivo nimero de pacientes com migranea apresenta DTM
como comorbidade®®, como visto neste estudo.

A existéncia desse tipo de comorbidade reforca a ideia de que estudos
epidemiolégicos com cefaleias sejam realizados por profissionais habilitados que
integram equipes multiprofissionais e interdisciplinares. Parece inviavel a
palpacdo da musculatura pericraniana por entrevistador leigo, ainda que treinado,
bem como a identificacdo de mais de um tipo de cefaleia no mesmo individuo. Em
significativa parcela dos casos investigados, tanto na comunidade de Capela
Nova como no AmbCef-UFMG, a migranea e a CTT mostraram-se associadas,
como descrito na literatura®.

Existe outra associacdo importante nos casos de CCD, que € com a MOH.
O uso excessivo de analgésico tende a mudar as caracteristicas semioldgicas da
cefaleia priméaria episédica prévia & cronificacd0®®. No caso da migranea, as
caracteristicas classicas das crises, como cefaleia unilateral, intensa e pulsatil,
vao dando lugar a uma dor mais leve e diaria, que tem as caracteristicas de CTT,
piorando em torno de duas vezes por semana com o padrao de cefaleia mais
intensa com foto e fonofobia®. A investigacdo desse tipo de fendmeno por
entrevistadores leigos também parece inviavel.

Esse foi um dos motivos pelos quais a campanha conduzida com a
participagdo da Organizacdo Mundial de Saude (OMS) para o enfrentamento
global do impacto da cefaleia salientou que o primeiro passo, em paises como o
Brasil, € a realizacdo de estudos epidemiolégicos com metodologia “padrdo-
ouro™?. Ou seja, o estudo nacional brasileiro com entrevistadores leigos, por

telefone?®3!

nao foi suficientemente representativo para definir a dimenséo do
problema que a cefaleia representa na populagéo brasileira.
Apesar da metodologia utilizada na presente pesquisa - entrevista direta

com especialistas - ser considerada a ideal, houve limitacdes que merecem ser
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mencionadas. Cita-se a falta de investigacdo do impacto das cefaleias em todos
0s grupos e de outros fatores que tém sido referidos na cronificacdo da cefaleia,
como o aumento do indice de massa corporal e disttrbios do sono®.

A compreensdo adequada dos dados obtidos a partir das comparacdes s6
podera ser feita com a realizacdo de novos estudos com esta metodologia. Isso
porque ndo foram encontrados na literatura outros trabalhos que utilizassem uma
mesma equipe avaliando individuos da comunidade com pacientes de um
ambulatorio especializado. A implicacdo pratica disso € importante, pois, a
principio, acredita-se que existam diferencas substanciais entre esses grupos>'.
Mas néo foi o que se viu nos casos de CCD.

Finalmente, a metodologia aqui utilizada parece absolutamente factivel de
ser realizada em diferentes regides brasileiras, ou seja, a estrutura da atencéo
primaria brasileira, que dispbe de 250.000 agentes comunitarios de saude,
poderia ser aproveitada na triagem dos casos para as avaliacdes especializadas
de centros de referéncias bem estabelecidos em diversas cidades brasileiras.
Estudo dessa natureza poderia ser o proximo passo para o enfrentamento da

cefaleia no Brasil.
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7 CONCLUSOES

e A cefaleia é um sintoma muito prevalente na populacdo. As causas mais
comuns na comunidade s&o a CTT e a migranea.

e A migranea é o principal tipo de cefaleia que mais demanda atendimento
médico, causando mais impacto que a CTT, e acomete principalmente as
mulheres da segunda a quarta década de vida.

e ACTT é mais frequente na comunidade do que no centro terciério.

e As mulheres sdo mais acometidas pela cefaleia em todos os cenarios. Mas
o percentual de homens com cefaleia migranea e CTT é mais alto na
comunidade, se comparada ao centro terciario.

e As cefaleias priméarias frequentemente mostram-se associadas na mesma
pessoa.

e A CCD, tanto na comunidade como no ambulatorio, é causada
principalmente por migranea associada a MOH, migranea crbénica e CTT
cronica, ndo havendo diferencas na frequéncia dos tipos.

e Os casos de CCD apresentam-se frequentemente associados a DTM,

principalmente a dor miofascial.
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8 PROPOSICAO E PERSPECTIVA

No Brasil precisam ser feitos estudos de base populacional sobre cefaleia,
com entrevista face a face com equipes de profissionais habilitados, para
investigar a dimenséao real do problema. A metodologia utilizada neste trabalho,
envolvendo os agentes comunitarios de saude na triagem dos casos, parece
viavel de ser replicada em diversas regides brasileiras.

Poderiam ser criados programas de prevencdo na atencdo primaria,
orientando 0s agentes comunitarios de saude para que alertem mulheres com
cefaleia recorrente e incapacitante a procurarem assisténcia meédica e evitarem o
uso excessivo de analgésicos. Nesse sentido, os médicos da comunidade
também precisam ser capacitados no diagnostico e no manejo clinico da
migranea.

Os centros especializados de atendimento, por sua vez, devem ter
abordagem multiprofissional e interdisciplinar, principalmente para a conducéo
dos casos de CCD.
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APENDICES E ANEXO

Apéndice A — Procefaleia

Anamnese:

1) Ha quanto tempo vocé tem dor de cabeca?
o Menos de 6 meses o Entre 6 meses e 1 ano
o Entre 1 e 3 anos o Mais de 3 anos
o Mais de 10 anos. Especifique:

2) Sua dor de cabecga ficou mais frequente (vindo mais vezes) ou mais forte de
algum tempo pra ca?
o Sim o Nao
o Ha quanto tempo?

3) Geralmente, como é sua dor de cabega?
o Pulsa/lateja
o E tipo peso/pressao
o Queima/arde
o Parece com choques no rosto
o Quitro tipo? Qual?

4) Geralmente, sua dor de cabeca é:
o Na frente da cabeca
o Na lateral da cabeca
o Na frente e na lateral da cabeca
o S6 de um lado, sendo sempre do mesmo lado? Qual?
[1 S6 de um lado, sendo cada vez de um lado
o No topo da cabeca
o Na parte de tras da cabeca
o Difusa em toda cabeca
o Envolvendo o pescoco

5) Geralmente, sua dor de cabec¢a (na maior parte do tempo):
oEleve ©oEmédia oE forte

6) Geralmente, sua dor de cabecga:
o Comeca leve e aumenta
o Comeca forte e diminui
o Comeca e fica de igual intensidade

7) Geralmente, sua dor de cabecga:
o E acompanhada de enjoo
o E acompanhada de vomitos
o A claridade incomoda mais do que quando esta sem dor
o Os barulhos incomodam mais do que quando esta sem dor de cabeca
o Os cheiros incomodam mais do que quando sem dor nenhuma
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8) Geralmente, durante a sua dor, vocé:
o Prefere caminhar ou se exercitar
o Prefere ficar quieto e recolhido a um canto escuro e tranquilo
o E indiferente a isto
o Outros

9) Geralmente, sua dor de cabeca dura:

o Até 2 horas (mesmo com remédio)

o Até 4 horas (mesmo com remédio)

o Até 6 horas (mesmo com remeédio)

o Entre 6 e 10 horas (mesmo com remédio)

o Mais de 12 horas (mesmo com remédio)

o Mais de 24 horas (mesmo com remédio)
Especifique a duracdo media:

Nome:

data_ / / prontuario
Sexo: Idade: Raca: E. civil
Endereco Residencial:
Telefone: ( ) Naturalidade:
Escolaridade: Profissao

10) Vocé GERALMENTE, sente dor de cabe¢ca (MESMO LEVE):
o Menos de 1 vez por més
o 1 vez por més
o 1 dia por semana
o 2 dias por semana
o 3 dias por semana
o 4 dias por semana
o 5 dias por semana
o 6 dias por semana
o 7 dias por semana

11) Vocé GERALMENTE toma remédios para a sua dor de cabeca?
o Sim © N&o

12) Quantas vezes por semana vocé GERALMENTE toma remédios para a sua dor
de cabeca?
o Menos de 1 vez a cada 10 dias
o Menos de 1 vez a cada 7 dias
o 1 dia por semana
o 2 dias por semana
o 3 dias por semana
o 4 dias por semana
o 5 dias por semana
o 6 dias por semana
o 7 dias por semana

13) Quantos tipos de remédios vocé GERALMENTE toma para crise de dor de
cabeca?
o 1 tipo de remédio
o 2 tipos de remédio
o 3 tipos de remédio
o Mais de 3 tipos de remédio
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14) Antes da sua dor de cabeca, vocé apresenta aura ou prodomos:
o Pontos brilhantes, manchas ou linhas na visao
o Fadiga ©Bocejos ©Formigamentos, dorméncia o Alteragéo de apetite
o Dificuldade transitdria para falar o Alteracdo de humor o Alteracao de consciéncia
o Outros?

15) Durante sua dor de cabecga, vocé apresenta:
o Um dos olhos vermelhos. Qual?
o Lacrimejamento em um dos olhos. Qual?
o Um lado do nariz entupido. Qual?

16) Sua dor de cabeca tem horario preferencial?
o Madrugada
o Manha
o Tarde
o Noite
o Acorda no meio da noite com dor, mesmo quando deitou sem ela
o Acorda pela manh& com dor, mesmo quando deitou sem ela.

17) Quais medicamentos vocé ja usou para sua dor de cabeca?
o Neosaldina o Cefaliv o Naramig © Atenolol o Topamax & Ormigrem o Cefalium o
Sumax © Flunarizina o Sandomigran o Paracetamol o Dipirona © Zomig o Amitriptilina
o Deserila o AAS o Dorflex o Maxalt o Nortriptilina = Diazepinicos = Naproxeno
o Tandrilax o Propranolol o Depakote
o OQutros? Quais?

18) Ha algum fator que ja desencadeou claramente a sua dor, mesmo que uma ou
duas vezes?
o Queijo amarelo o Doces o Salsichas o Chocolate
o Banana o Laranja o Péssego o Abacaxi
o Lim&o o Presunto o Salame o Vinho tinto
o Cerveja o Chope o Champanhe & Muito sol
o Jejum prolongado & Estresse ou ansiedade o Dormir menos @ Dormir mais
o Cheiros fortes o Menstruacao (Antes-durante-depois)
o Aspartame o Qutros?

19) Ha casos de dor de cabeca, mesmo diferente da sua, na sua familia?
o Av6 paterno o Avd materna o Avo paterno o Avo materna
o Tio paterno © Tia materna o Tio paterno © Tia materna
o Pai o M&e o Irm&o o Irma
o Filha = Filho o Sobrinho o Sobrinha
o Primo o Prima

20) Assinale quais as especialidades de profissionais, vocé ja procurou
ESPECIFICAMENTE por causa de sua dor de cabeca?
o Pediatra o Clinico Geral o Oftalmologista
o Otorrinolaringologista @ Neurologista o Neurocirurgido
o Ortopedista o Homeopatia o Acupunturista
o Dentista (S6 para a sua dor de cabecga) o Outros? Quais?

21) Esté tratando de alguma doen¢a?Usando medicagcdo mesmo para dor?
o Sim. Quais e quanto?
[0 Ndo. Tem alergia a algum medicamento? Qual?
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22) Existe alguma doenga que ocorre com frequéncia em sua familia?
o Sim. Quais?
0O Nao. U Diabetes tipo | O Neoplasia cerebral
o AVE hemorragico o Neoplasia

23) Vocé ja teve alguma doenca no passado ou realizou cirurgia?
o Asma e Bronquite o Tuberculose = Meningite = Hipertenséo
o Diabetes o Coma o Epilepsia o Convulsfes
o Doenca hepatica o Doenca renal o Transfusao o Gravidez
o Litiase ureteral o Cirurgias @ Traumatismo cranio-encefalico ou raquimedular
o Qutras? o Especifique datas e tipo
o N&o.

Exame
1) Exame fisico:
Presséao arterial: mmHg
Frequéncia cardiaca: bpm
Descrigéo:

2) Exame Neuroldgico:
Ectoscopia:

Orientacgéo:

Equilibrio e marcha:
Fala e voz:
Reflexos superficiais e profundos:

Pares cranianos:

Fundo de olho:

Forca muscular, ténus e trofismo:

Palpacéo da cabeca e pescoco:

Inspecéao:

Consciéncia:

Marcha, Equilibrio e Coordenacéo:

Sensibilidade:

Descreva aqui outros aspectos importantes do exame fisico:
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Diagnostico:
Tipo de Diagndsticos: (selecione o tipo!)
o Migranea com aura
o Migranea sem aura
o Migranea com e sem aura
o Cefaleia do tipo tensional (CTT). Qual?

o Cefaleia em salvas e outras cefaléias trigémino-autonémicas

o Qutras cefaleias primarias

o Cefaleia atribuida a trauma cefélico e/ou cervical

o Cefaleia atribuida a doenca vascular craniana ou cervical

o Cefaleia atribuida a transtorno intracraniano nao vascular

o Cefaleia atribuida a uma substancia ou a sua supresséao

o Cefaleia atribuida a infeccao

o Cefaleia atribuida a transtorno da homeostase

o Cefaleia ou dor facial atribuida a transtorno do cranio, pescoco, olhos, ouvidos, nariz,
seios da face, dentes, boca ou outras estruturas faciais ou cranianas.

o Cefaleia atribuida a transtorno psiquiatrico

o Qutra cefaleia, neuralgia craniana e dor facial central ou primaria

Tratamento:
Tratamento Agudo:

Profilaxia:

Evolucdao:
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Apéndice B — Termo de consentimento livre e esclarecido

Titulo do Projeto: Comparacao das caracteristicas das cefaleias primarias na comunidade com

as de um centro terciario de atendimento
Pesquisador Responsavel: Ariovaldo Alberto da Silva Junior CRM-MG 32762
telefones para contato: (31) 8748.1175 - (31) 32670515
Instituicdo: Universidade Federal de Minas Gerais.

Nome do patrticipante:

Idade: anos R.G.
BU, o , abaixo assinado, ou responséavel legal pelo meu
parente ProxXimo, .......eeevevveeeeeiiiieeessiiee e , declaro que saber que:

1) O objetivo desta pesquisa € saber o diagndstico de sua dor de cabecga, o impacto que ela causa
em sua vida e se existe algum problema relacionado a ela. Tanto os fatores emocionais
(transtornos psiquiatricos) ou de dor no pescoco e na face (disfuncéo témporo-mandibular).

2) Para isto, vocé devera ser avaliado por neurologistas, dentistas, fisioterapeutas, psicologos e
psiquiatras. Além disto, vocé devera responder questionarios sobre sua qualidade de vida e sobre
como sua dor de cabeca afeta seu dia-a-dia.

3) Os resultados de sua avaliagdo serdo comparados aos dos moradores de uma pequena cidade
de Minas Gerais (Capela Nova) e serdo divulgados em revistas cientificas. Mas seu nome sera
mantido em sigilo. Ou seja, sua participagdo serd mantida de forma confidencial e sua privacidade
sera respeitada. Sé os dados de sua entrevista é que serdo analisados.

4) Beneficios: esta comparacgédo servird para oferecer sugestdes as autoridades publicas de saude
de como tentar aliviar o sofrimento das pessoas que sofrem de dor de cabeca.

5) Vocé sera informado sobre qualquer davida sobre os assuntos relacionados com a pesquisa e
sobre sua participagéo individual.

6) Vocé podera retirar o seu consentimento a qualquer momento e deixar de participar do estudo,
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Abstract

Background: Although the association between episodic migraine and psychiatric
comorbidities is well documented, few studies have focused on the comorbidity with
chronic migraine (CM) and discrepancies exist between population-based and clinic-based
data

Objectives. To compare demographic and psychiatric comorbidity correlates between CM
samples drawn from the community and tertiary care.

Methods: All inhabitants from a city borough were interviewed for the presence of
headaches occurring 15 or more days per month. CM and probable CM (pCM) were
diagnosed after subjects had been interviewed and examined by a headache doctor.
Participants were also assessed with a structured interview by a psychiatrist, who assigned
diagnoses based on the DSM-IV. The same investigators assessed al patients
consecutively seen in a University-based outpatient headache center over a4 month period.
Results: The samples consist of 41 individuals from the community and 43 from the
headache center. Sociodemographic profiles were similar between groups with the
exception of the mean number of years of formal education. Among individuals from the
community, psychiatric diagnoses were present in 65.9% of cases, relative to 83.7% in
those from the headache center (p=0.06). The relative frequencies of specific diagnoses
were not significantly different between the community and the headache center: phobias
(29.3% vs. 41.9%), generalized anxiety disorder (39% vs. 34.9%) and depression (29.3%
vs. 32.6%).

Conclusion: The frequency of psychiatric conditions in patients with CM/pCM is high, but

does not to differ between community and specialty care clinics.

Keywords: Migraine; chronic migraine; comorbidity; depression; anxiety.



Introduction

Migraine is the leading neurological cause for seeking medical care [1], and is
associated with significant disability in the sufferer [2]. The greatest impact is on
migraineurs with headaches on more days than not [3], a condition defined as chronic
migraine (CM) [4].

CM evolves from episodic migraine (EM) and is defined as at least 15 days of
headache per month in which half of the days fulfill migraine criteria and/or are treated
with specific migraine medications, in the absence of a diagnosis of medication overuse
headache (MOH) [4]. The distinction between CM and MOH requires the withdrawal of
the potentially offending medication and, thus, can only be done in longitudinal
assessments. As a consequence, in cross-sectiona studies, the distinction between CM and
MOH is often difficult, and subjects end up receiving a diagnosis of probable CM (pCM).
Actually, studies sometimes pool CM and pCM in asingle group [5].

Among migraineurs, defining risk factors for CM, or for the progression of EM to
CM, is an issue of scientific and public health interest [3]. Identified risk factors include
medication overuse, obesity, sleep problems, and psychiatric comorbidity [6-11].
Nonetheless, population studies fail to conduct face-to-face assessments, and clinic-based
studies carry the potential for selection bias.

Studies focusing on best methods to address this gap are of interest, and one strategy
Is to compare data obtained from the community with those from speciaty care, where
methods of collection have been virtualy identical, and that was the scope of this study.
We compared demographic data and psychiatric comorbidity in a sample of individuals
with CM/pCM from the community with another from a tertiary care clinic. In light of the

fact that patients suffering from migraine and comorbid psychiatric disorders are greater



health care service users [12], we hypothesized that the frequency of psychiatric disorders,

notably depression, is higher in patients followed in tertiary care.



M ethods

Community data were gathered in Capela Nova, a city from the state of Minas
Gerais, Brazil. According to the 2000 Brazilian Census, its population was 2066
inhabitants (1631 over the age of 10 years old). The present study is part of an
observational, cross-sectional and population-based study conducted in 2 phases [13, 14]

Initially, community health workers from the Family Health Program (FHP)
directly interviewed all inhabitants aged 10 years or older for headache symptoms in the
previous year. The FHP works through family health-care teams which are composed of
one physician, one nurse, one auxiliary nurse, and four to six community health workers,
and are assigned to specific geographical areas with defined populations of 600-1000
families. Activities provided by family health-care teams take place at primary care
facilities, in patients homes, and in the community [15].

In the first phase of our study (screening phase), trained community health workers
screened for the occurrence of headaches using the following question: “Have you had any
headache episode over the last 12 months?’ Those who screened positive were asked about
headache frequency in the past month, and those reporting 15 days or more of headache
were offered in-person assessment by neurologists with expertise in headache medicine.
Three neurologists independently examined participants, and headaches were diagnosed
according to the Second Edition of the International Classification of Headache Disorders
(ICHD-2) [4]. Assessments were conducted from December 2005 to March 2006. Detailed
methods have been previously described [13, 14].

Subsequently, al individuals with CM or pCM were assessed for psychiatric
comorbidities. Psychiatric assessment was performed by an experienced psychiatrist using
the Mini International Neuropsychiatric Interview (M.1.N.1.) [16] Diagnoses were based on

the DSM-IV-TR [17].



The same investigators involved in the community-based assessment used the very
same procedures to diagnose consecutive patients attended at a University-based headache
center in the first half of 2006. This center is the only headache clinic in the state of Minas
Gerais, Brazil. Once identified, CM and pCM patients were assessed for psychiatric
comorbidities as described above.

The study followed the guidance of the regulatory norms of the Brazilian National
Health Council (Resolution 196/1996) which is in accordance with the Helsinki
Declaration. The protocol and all forms were reviewed and approved by the local ethics

research committee.

Statistical Analysis

Demographics, clinical characteristics and comorbidities were compared between
groups. Data were transferred to Epi-info 2000 by a study coordinator and analyzed using
SPSS 12.0.

The relative frequencies of psychiatric comorbidities were stratified by headache
type and confidence intervals were calculated. The significance level was established at the
5% level. Discrete data were compared between groups using the Chi-Squared test or the
Fisher test (when anticipated values were small). For continuous non-parametric variables,

the Mann-Whitney test was used.



Results

In the community, of 1,605 interviewed inhabitants, 57 (3.6%) had headaches on at
least 15 days for at least three consecutive months. Of them, 43 had CM/pCM and 41
consented to being assessed by the psychiatrist (95.3% participation rate). In the headache
center, 43 patients had CM/pCM and all consented in participating in the psychiatric
assessment.

Sociodemographic profiles were similar between groups with the exception of the
mean number of years of formal education, lower in the community relative to the
headache center (Table 1).

Among individuals from the community, 65.9% of cases were diagnosed with any
psychiatric disorder, relative to 83.7% in those from the headache center (p = 0.06). The
relative frequencies of some specific diagnoses were remarkably high in both groups,
despite not being significantly different. In the headache center, the most prevalent
disorders were simple phobia (41.9%), generalized anxiety disorder (34.9%) and
depression (32.6%). In the community, the same disorders were also the most common
ones. generalized anxiety disorder (39.0%); phobias (29.3%); and depression (29.3%).
Bipolar disorder was not seen in the community and was diagnosed in 2 cases from the

headache center. Table 2 summarizes these data.



Discussion

To the best of our knowledge this is the first study to compare the frequency of
psychiatric comorbidity of CM in community and tertiary care clinic samples. In contrast
with our initial hypothesis, the frequency of psychiatric comorbidity in CM/pCM was
similar in both settings, being considerably elevated in relation to the general population.

While psychiatric comorbidity in EM has been well established in the literature [8,
18], psychiatric disorders have been less studied in CM. Only afew studies have addressed
psychiatric comorbidities of CM in population-based samples, finding increased levels of
depression and anxiety disorders even in comparison with EM patients [10, 19]. One
limitation of these studies was the use of self-report questionnaires rather than clinical
interview in ascertaining psychiatric diagnosis. In the present study, we tried to overcome
thisusing a validated structured clinical interview.

We found that up to athird of our patients in each setting had depression. A similar
rate was described in the American Migraine Prevalence and Prevention (AMPP) study, a
popul ation-based survey based on mailed questionnaires [10]. In that study, depression was
assessed by self-report of a physician diagnosis and by the Patient Health Questionnaire
(PHQ-9) — depression module. One interesting result from the AMPP study was that CM
patients were twice as likely to have depression as assessed by PHQ-9 in comparison with
EM patients (respectively, 30.2% and 17.2%; OR (95% Cl) = 2.0 (1.67 to 2.40), p<0.001).
CM patients were also approximately twice as likely to report anxiety (CM 30.2% vs EM
18.8%; OR (95% Cl) = 1.8 (1.51 to 2.15), p<0.001).

Regarding anxiety syndromes, generalized anxiety disorder and phobias seem to be
comorbid with the migraine spectrum [18], and we found evidence of this association.
Nonetheless, although evidence for this association has previously been considered to be

robust [21, 22], recent publications challenge whether true comorbidity between these



conditions exist [12, 20]. Interestingly the frequency of obsessive-compulsive disorder was
significantly high (between 20 and 25%) in CM/pCM patients in comparison with its
prevalence in the general population and in medicaly ill patients. Only few previous
studies have pointed out this association between obsessive-compulsive disorder and
migraine that may be associated with underlying serotonin system dysfunction [23].

Bipolar disorder is also comorbid with migraine; migraineurs without aura are 2.4
times more likely to have bipolar disorder type 1, and the ratio increases to 7.3 when the
diagnosisis migraine with aura[12, 20]. For bipolar disorder type 2, values are 2.5 and 5.2,
respectively [21]. We failed to detect this association, likely because of power issues.
Alcohol abuse has not been reported to be comorbid with migraine [12, 20, 24]. We also
found no evidence of this association.

Demographic profiles were similar in both groups, and the vast magority of
individuals with CM/pCM were women. This over-representation was expected due to the
epidemiological profile of migraine. The comparable frequency of psychiatric
comorbidities in both settings may suggest that the comorbidity of these conditions is
determined mostly by shared biological predisposition, rather than by environmental
influences [25].

It should be highlighted that the assessed community was from a small city, while
the patients at the headache center mainly came from a large urban center. Nonetheless,
studies of migraine that have enrolled subjects with different demographic features also
found striking similarities regarding the risk of psychiatric comorbidities, once more
pointing to shared biological factors as a plausible mechanism for the comorbidity [20, 22].
Specific genotypes coding D2 dopaminergic receptors, dysfunction in tyramine
conjugation, changes in the metabolism of serotonin and catecholamines and in estrogen

levels have been considered to explain the comorbidities [25-28].
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Our study has severa limitations and the most relevant is the relatively small
sample size. It is worth mentioning, however, that we have comprehensively and
systematically assessed almost all patients with CM/pCM from an entire population of a
small city. We also did not assess the differential disability associated with headache and
psychiatric disorders in the individuals. Finally, our findings are not adjusted for other
factors known to be comorbid with CM, such as obesity, sleep disorders and low income.
We partly justify these latter limitations by arguing that the demands on patients and
resources in conducting these missing assessments could jeopardize the community
assessment, since most interviews were conducted in participant households.

In conclusion, the present study suggests that the comorbidity of CM/pCM with
psychiatric conditions seems not to differ in the community relative to the specialty care
clinic in Brazil. Previous studies have not investigated whether the frequency of
psychiatric disorders differs between these two settings and thus our finding should be

confirmed by independent studies.
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Table 1: Demographic characteristics in individuals with chronic migraine or probable

chronic migraine.

Community  Headache Center p- value

(n=41) (n=43)
Gender
Men 7 (17.1%) 2 (4.7%) 0.085%*
Women 34 (82.9%) 41 (95.3%)
Education
Elementary or lower 26 (78.8%) 5 (11.6%) <0.001*
High School 5 (15.2%) 15 (34.9%)
Some college 2 (6.1%) 23 (53.5%)
Age
Mean (SD) 412 (17.2) 35.7 (12.6) 0.197***
Range 13-73 18-63

*Chi-squared ** Fisher *** Mann-Whitney
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Table 2: Psychiatric comorbidities in individuals with chronic migraine or probable

chronic migraine.

Community Headache Center p- value
(n=41) (n=43)

Any diagnose 36 (83.7%) 27 (65.9%) 0.059*
Somatization 7 (16.3%) 3(7.3%) 0.314**
Eating disorders 2 (4.7%) 1 (2.5%) 0.999*
Dysthymia 9 (20.9%) 9 (22.0%) 0.999**
Phobia 18 (41.9%) 12 (29.3%) 0.229*
Depression 14 (32.6%) 12 (29.3%) 0.744*
Obsessive compulsive disorder 9 (20.9%) 10 (24.4%) 0.705*
Generalized anxiety disorder 15 (34.9%) 16 (39.0%) 0.694*
Alcohol abuse 0 (0.0%) 2 (4.9%) 0.235%*

*Chi-sguared ** Fisher
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Relative frequency of headache types

A longitudinal study in the tertiary care

Ariovaldo Alberto da Silva-Junior', Bruno Engler Faleiros?,
Tales Michel dos Santos?, Rodrigo Santiago Gomez',
Antonio Lucio Teixeira'?

ABSTRACT

In order to properly assess patients with primary headache, one needs to follow the cases
up longitudinally. In Brazil, there were no studies using this methodology published after
the publication of the latest issue of the International Classification of Headaches in 2004 —
ICHD-2. This is especially important when we consider that it was only after such publication
that we had the criteria used to classify some types of headaches which evolve with daily, or
almost daily, spells, and which are very common in tertiary health care centers. Objective:
To assess the frequency of headache types in a tertiary health care center, in a longitudinal
fashion. Method: We assessed 95 consecutive patients. These patients were diagnosed
and classified according to the ICDH-2. The subjects were followed up for 18 months, they
were treated and reassessed. Results: Most of the individuals had more than one type of
headache. Among those with episodic migraine in 2007, 6 developed chronic migraine in
2008, producing an incidence rate of 7.2%. Among those with chronic migraine in 2007,
9 remitted, producing a remission rate of 75%. In 2007, 24 individuals abused analgesic
agents and 17 no longer showed abuse criteria in 2008 — when 7 new cases were found.
Conclusion: The diagnosis of migraine remained stable. On the other hand, treatment
brought about a reduction in the frequency of headaches caused by excessive use of
analgesic, although the frequency of daily chronic headache was almost unaltered.

Key words: headache, migraine, diagnosis.

Avaliacdo longitudinal da frequéncia dos tipos de cefaléia em um centro terciério

RESUMO

Em casos de cefaléia priméaria é fundamental o acompanhamento longitudinal do
paciente. No Brasil ndo ha estudos que utilizaram essa metodologia apds a publicacéo
da Classificacdo Internacional de Cefaléias em 2004 (ICDH-2). Isso é especialmente
importante quando consideramos que, apenas apods tal publicacio, obtivemos critérios
para classificar cefaléias diarias, ou quase diarias, tio comuns em centros terciarios.
Objetivo: Avaliar longitudinalmente a frequéncia dos tipos de cefaléia em um centro de
cefaléias. Método: Foram avaliados 95 pacientes consecutivos. Estes pacientes foram
diagnosticados e classificados conforme a ICDH-2. Os individuos foram acompanhados
por 18 meses, tratados e reavaliados. Resultados: A maioria dos individuos recebeu mais
de um diagnostico. Entre aqueles com migranea episddica em 2007, 6 desenvolveram
migranea crénica em 2008, com 7,2% de incidéncia; entre aqueles com migréanea
crénica em 2007, 9 remitiram, sendo a taxa de remissdo de 75%. Em 2007, o abuso
de analgésicos foi encontrado em 24 individuos. Desses, 17 ndo apresentavam mais
critérios de abuso em 2008, enquanto 7 novos casos foram encontrados. Conclusdo:
Houve estabilidade diagndstica da migrénea. Por outro lado, a intervencdo terapéutica
permitiu a reducao da frequéncia dos casos de cefaléia por uso excessivo de analgésicos,
embora a frequéncia de cefaléia crénica diaria mostrou-se praticamente inalterada.
Palavras-chave: cefaléia, migranea, diagnéstico.
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Headaches affect over 50% of the adults from the gen-
eral population. In this setting, tension-type headache
(TTH) is the most common headache type, followed by
migraine"”. In the tertiary care, however, migraine and
chronic daily headaches (CDH), are far more common
than TTH*®, CDHs do not represent a distinct nosolog-
ic entity, as per the second edition of the International
Classification of Headache Disorders (ICDH-II)’. Indeed,
CDHs describe primary or secondary headache happen-
ing on 15 or more days per month, for at least 3 months,
lasting at least 4 hours per day'”.

Most studies conducted in the tertiary care are retro-
spective or cross-sectional®”. Few studies followed the pa-
tients longitudinally, using the ICDH-II to diagnose the
headaches. This is of particular importance for the CDHs,
since diagnosis requires following the patients for at least
3 months. Furthermore, because CDHs evolve from ep-
isodic headaches, longitudinal studies are of importance
in order to better understand the natural history of the
primary episodic headaches. Finally, the clinical pheno-
type of the CDHs often incorporates aspects of migraine
and of TTH, making differential diagnosis of CDH sub-
types sometimes difficult.

Accordingly, the aim of this study was to longitudi-
nally follow individuals with primary headache diagno-
ses seen at a university-based clinic, in order to classify
their headaches at different years.

METHOD

This study was conducted from June of 2007 to De-
cember of 2008. Sample consists of 95 patients consec-
utively seen.

At the first interview, participants responded to a semi-
structure interview where demographic characteristics as
well as the phenotype of the headaches were collected.

Patients were then diagnosed and headaches were
classified according to the ICDH-II criteria. CDHs were
divided in chronic migraine (CM), probable CM, chron-
ic TTH (CTTH), probable CTTH, chronic paroxysmal
hemicrania (CPH), new daily persistent headache, chron-
ic post-craniotomy headache, and medication overuse
headache.

After the first interview, individuals with CDHs were
submitted to an extensive therapeutic protocol. The pro-
tocol included starting preventive medications, detoxifi-
cation of offending medications when adequate, proper
acute treatment, and non-pharmacological therapies.

Patients were then followed for 18 months and reas-
sessed. Different than in the first assessment (when only
the ICDH-2 diagnosis was rendered), in addition of being
rediagnosed, all types of headaches presented by the par-
ticipants were classified in the second assessment.

Date was entering and analyzed using software Epi-
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Info®. The frequency of the headaches at the two assess-
ments was compared.

RESULTS

Mean age of participants was 42.0 years, and 90.5% of
them were women.

Migraine without aura was the most common diagno-
sis both in 2007 and 2008. In 2007, the second most com-
mon diagnosis was migraine with typical aura (29.5%); in
2008, it was idiopathic stabbing headache (ISH), 36.8%.

Most individuals had more than one diagnosis both
in the first and in the second assessments. In 2007, 47.3%
of the participants had more than one diagnosis; in 2008,
60.0% of them had it. In 2007 a total of 147 diagnoses
were rendered; in 2008, the number of diagnoses were
177. Established diagnoses are displayed in Table 1.

In the sample, 87.3% had any migraine subtype in
2007, for a total of 83 individuals, and 86.7% (n=82) in
2008. In 2007, 69 subjects had episodic migraine, and 11
had ISH. Other 12 individuals with migraine had chron-
ic migraine, and one had ISH. Also, 2 individuals were di-
agnosed with probable episodic migraine.

Among individuals with episodic migraine in 2007, 5
developed chronic migraines in 2008, for an incidence of
7.2%; of those with chronic migraine in 2007, 9 remitted
to episodic migraine in 2008, for a remission rate of 75%.
Accordingly, considering incident and remitted cases, in
2008, 72 patients had episodic migraine and 7 had chronic
migraine. Among them, 36 also had IHS.

CDH was diagnosed in 46.3% of the patients in 2007,
and 38.9% of the patients in 2008, although one patient in
2007 was diagnosed with two types of CDH and in 2008
four patients.

In 2007, medication overuse headache was diagnosed
in 24 individuals. Of them, 17 did not fill criteria for med-
ication overuse headache in 2008, while 7 new cases were
diagnosed, for a total of 14 cases in 2008. All cases of
medication overuse headache happened in individuals
with some migraine type.

Diagnostic subtypes of the CDHs are displayed in
Table 2.

DISCUSSION

The frequency of migraine remained stable over the
18 months of follow-up. Around 87% of the patients had
some form of migraine both in the first and second as-
sessments. Other studies conducted at the tertiary care
found that the prevalence of migraine at this setting rang-
es from 33 to 80%>**. A past study conducted in our clin-
ic diagnosed migraine in 79.2% of the patients®.

ISH was diagnosed in only 12.6% of the cases in the
first assessment, when spontaneous report was used.
However, in the second assessment, when diagnoses were
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Table 1. Established diagnosis as per for the Second Edition of the International Classification of Headache

Disorders.
2007 2008

Diagnosis N % N %
Migraine without aura 41 432 43 453
Migraine with typical aura 28 29.5 29 305
Chronic migraine 12 12.6 7 74
Probable migraine without aura 2 2.1 1 1.1
Probable chronic migraine - - 2 2.1
Infrequent episodic tension type headache - - 3 32
Frequent episodic tension type headache 7 74 1 1.6
Chronic tension type headache 5 53 12 126
Probable frequent episodic tension type headache 1 1.1 1 1.1
Probable chronic tensional type headache 1 1.1 3 32
Episodic paroxysmal hemicrania - - 1 1.1
Chronic paroxysmal hemicrania 2 2.1 2 2.1
Idiopathic stabbing headaches 12 12.6 35 36.8
Headaches attributed to exercises 1 1.1 1 1.1
New daily persistent headache - - 1 1.1
Chronic post-craniotomy headaches 1 1.1 - -
Temporal arteritis 1 1.1 1 1.1
Headaches due to Idiopathic Intracranial Hypertension 3 3.2 32
Medication overuse headache 24 253 14 14.7
Other disorders of head and face 2.1 3 32
Trigeminal neuralgia 2.1 2 2.1
Not classifiable 2.1 2 2.1

Table 2. Number of cases and relative frequency of the chronic daily headaches subtypes.

2007 2008

Diagnoses N % N %

Chronic migraine 12 26.7 17
Probable chronic migraine 0 0 2 4.8
Chronic tension type headache 5 1.1 12 296
Probable chronic tension type headache 1 2.2 3 73
Chronic paroxysmal hemicrania 2 4.5 2 48
New daily persistent headache 0 0 1 24
Chronic post-craniotomy headaches 1 22 0 0

Medication overuse headache 24 533 14 34.1
Total 45 100 41 100

formally established, relative frequency was 36.8%. In pa-
tients with migraine, ISH happened in 42.6% of them.
Piovesan and cols., following a population of 233 individ-
uals with migraine, found a prevalence of 40.4%"". Raskin,
found that 42% of the individuals with migraine, and only
3% of those without migraine, had ISH". These findings
support our results.
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CDH was similar to what has been reported in a pri-
or study®. In studies from Europe, prevalence of CDH
ranged from 27% to 60% at the tertiary care®”’. The di-
agnosis frequency had changed significantly among the
CDH between the two assessments, although the absolute
number remain relatively stable — n=45 in 2007 and n=41
in 2007. It is worth mentioning that the relative frequency
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of medication overuse headache decreased significantly,
from 25.3% in 2007 to 14.7% in 2008. For this CDH sub-
type the therapeutic protocol, which included detoxifying
patients excessively using medication, was effective.

This is the first Brazilian study conducted in the tertia-
ry care which follows patients longitudinally, applying the
ICDH-IL For CDH, assessing all headache types and fol-
lowing patients longitudinally are of particular relevance.
In cross-sectional studies it is difficult to assess all types of
headache in a single patient, since these studies are often
conducted with questionnaires. Furthermore, the quality
of information is sometimes compromised when only one
assessment is conducted. Because CDH lack biological
markers, applying the ICDH-II with the support of head-
ache diaries is necessary for formally assigning a diagnosis.

These difficulties are exemplified by medication over-
use headache, which require detoxification for a definitive
diagnosis. This can only be done prospectively, and after
establishment of therapeutic interventions. Accordingly,
we decided to only diagnose the most important head-
aches that patients had in 2007, to implement therapeu-
tics, and then to diagnose all subtypes headaches.

The relative frequency of migraine diagnoses remains
stable over time. Therapeutics interventions are associated
with decreased frequency of medication overuse headache.
The relevant frequency of the CDHs remained almost un-
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touched, suggesting that despite of all efforts, the thera-
peutic management of CDHs continues to be challenging.
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Abstract
Background: Specific primary headache syndromes, in special migraine, and temporo-
mandibular disorders (TMD) are comorbid. Nonetheless, most of the studies diagnosed the
diseases based on self-reported symptoms or on questionnaires.
Objectives: To investigate the relationship between TMD and headache syndromes by
conducting rigorous face to face assessments in patients from an orofacial pain clinic and a
headache tertiary center.
Methods: Sample consists of 289 individuals consecutively identified at a headache
center and 78 individuals seen in an oral clinic because of symptoms suggestive of TMD
(TMD). Headaches were diagnosed according to the Second Edition of the International
Classification of Headache Disorders (ICHD-2) (19) after a structured interview and
clinical examination. TMD was diagnosed as per the Research diagnostic criteriafor
temporomandibular disorders (RDC).
Results: Migraine was diagnosed in 79.8% of headache sufferers and 25.6% of those with
TMDs (p<0.001). TTH happened in 20.4% and 46.1% respectively (p<0.001). Among
TMD sufferers, painful muscular dysfunction happened in 49.5% of those with headache
vs. 23.1% in those form the TMDs group (p<0.001). Articular TMD was rarely observed
among those from the headache group (1.4%) but happened in 15.4% in those from the
TMDs group (p<0.001). Coexisting muscular and articular TMD happened in 59.0% of the
TMDs patients. TMD with myofascial pain happened in 48.1% of headache sufferers and
70.5% of those with TMDs (p<0.001).
Conclusions: We found strong evidence of comorbidity between both disorders and we
confirmed previous findings about the specificity of TMD pain and of TMD with muscular

symptoms in the comorbidity.



Introduction

Headache is a frequent cause of medial consultation at al levels of care. In the
genera population, headaches affect nearly 50% of the subjects (1). In Brazil, migraine
affects around 10% of the adults, while tension-type headache (TTH) happens in other
38% (1). In aface-to-face study in which the entire population of acity in Brazil was
investigated, one-year prevalence of headache was 65.4% (2), and distribution of headache
types were in alignment with other studies from Brazil (3,4). Headaches are a frequent
cause of consultation in the specialty care (5).

Temporomandibular Disorders (TMD) is a collective term which embraces a
number of clinical problems that involve the masticatory muscles, the temporomandibular
joint and the associated structures (6). Although the prevalence of TMD varieswidely, in
the Brazilian general population over 40% of subjects have at |east one TMD symptom,
and 10% have three or more (7). TMJ pain affects from 5-16% of the general population
and, as for migraine headaches, women are disproportionally affected (7-9).

Specific primary headache syndromes, in special migraine, and TMD are comorbid,
as demonstrated by clinic-based and population studies. Additionally, TMD is arisk factor
for increased headache frequency (9-18).Nonetheless, as with many of the identified risk
factors for increased migraine frequency, most of the studies diagnosed both migraine and
TMD based on self-reported symptoms or on questionnaires. Accordingly, the aim of this
study was to investigate the relationship between TMD and headache syndromes by
conducting rigorous face to face assessments in patients from an orofacial pain clinic and a

headache tertiary center.



Methods

Participants of this study consist of 289 individuals consecutively identified at the
Headache Specialty Center at Universidade Federal de Minas Gerais (Belo Horizonte,
Brazil), aswell as 78 individuals who sought care with complaints suggestive of TMD at
the Odontologic Training and Specializing Center (Belo Horizonte, Brazil). All patients
were independently assessed by neurologists with experience in headache medicine.
Headaches were diagnosed according to the Second Edition of the International
Classification of Headache Disorders (ICHD-2) (19) after a structured interview and
clinical examination. Headaches of interest included migraine, TTH, chronic daily
headache (CDH), and medication overuse headache, which was diagnosed only after
detoxification, as per the ICHD-2

Oral and muscular assessments were respectively conducted by dentists and
physical therapists. Trigger points, threshold for pain and the temporomandibular joint
were rigorously assessed. TMD was assessed using the Research diagnostic criteriafor
temporomandibular disorders (RDC) (6) through an interview and, subsequently, a
physical examination. The RDC/TMD consists of a dual-axis approach (Axis| and 1),
composed by a questionnaire and a physical exam. Additionally, the head and neck
muscles were examined and pain sensitivity to 2.0 kg straight pressure was assessed using
aLikert pain scale. Examiners were blinded to each other diagnoses.

Data were summarized using summary tables and descriptive statistics. Non-
parametric data between groups were compared using the Chi-Squared test or the Fischer
test (when anticipated values were small). For continuous variables, the Mann-Whitney

test was used. Gaussian variables were contrasted using the T-test.



Protocol and all forms were reviewed and approved by the Investigation Review

Board of the Federal University of Minas Gerais, Brazil.



Results

Among individuals with headache (n = 289), mean age was 42.7 years, whilein
individuals with TMD symptoms (TMDs), it was 37.1 years. Women represented 86.9% of
headache sufferers and 75.6% in the TMDs group (p=0.015). Most participants had |ess
than 8 years of formal education. Demographic data are presented in Table 1.

Migraine was diagnosed in 79.8% of headache sufferers and 25.6% of those with
TMDs (p<0.001). TTH happened in 20.4% and 46.1% respectively (p<0.001). CDH with
medi cation overuse was the diagnosed in16.6% of headache sufferers and 3.8% of TMD
sufferers (p=0.004) (Table 2).

TMD happened in 67.1% of those with headache and 97.4% of those with TMDs.
Among the TMD sufferers, painful muscular dysfunction happened in 49.5% of those with
headache vs. 23.1% in those form the TMDs group (p<0.001). Articular TMD was rarely
observed among those from the headache group (1.4%) but happened in 15.4% in those
from the TMDs group (p<0.001). Coexisting muscular and articular TMD happened in
59.0% of the TMDs patients (Table 3). TMD with myofascia pain happened in 48.1% of
headache sufferers and 70.5% of those with TMDs (p<0.001). Local muscle soreness was

more common in the headache sufferers than in those with TMDs (p=0.047) (Table 4).



Discussion

Headache and TMD are two painful disorders that are comorbid and may
sometimes be disabled, requiring specialized treatment. Better characterization of the
comorbidity is necessary as a prelude to customized treatment. Our study adds to the field
by formally assessing patients from two specialty clinics using gold-standard diagnostic
criteria.

Asreported by others, women were more commonly affected by both disorders,
specially at young adulthood and middle-age (1-12), and it seems that the female
predominance is amplified at the specialty care, relative to community studies (2,5,18,20).
Since migraine and TMD have different physiopathology, we did not expect to find
identical gender ratio in both groups. Nonetheless, part of this difference may bejustified
by the fact that when TMD and migraine co-occur, migraine tends to be more severe than
when they do not, which would channel women with more severe TMD to the headache
center rather to the TMD center (9). Furthermore, it iswell established that women are
more likely than men to suffer pain episodes as a function of neuroendocrine events and of
the reproductive stage (9,21-23). Menstrual migraine iswell known to be more severe and
refractory to treatment than non-menstrual migraine (9,21), and alimitation of our study
was not to characterize this migraine subgroup, since this would require longitudinal
follow-up and use of dairies.

We found strong association between migraine and TMD pain, as previously
described (9-18). Gongalves et al., in a population-based study, found that TMD symptoms
are more likely to occur among those who present any headache type. When three or more
TMD symptoms were present, headache occurred in 72.8% versus 37.9% of those who did
not present any TMD symptoms (11), as confirmed by others (13). Furthermore, when

assessing a clinic-based sample, they found that the comorbidity of TMD with migraine,



CDH, and TTH, happened only for the muscular form, and not for the articular type (16).
They also found that severity of TMD correlated with increased headache frequency (13,
16). Our data strongly support their findings and this is of importance, since Bevilagua-
Grossi et al. reported that TMD with myofascial pain is strongly associated to increased

headache frequency (26).

Of interest isthe fact that we found more TTH sufferersin the TMD clinic than in
the headache center. TTH is the most prevalent of the primary headachesin the general
population, with prevalences ranging from 38-78% (1,25). In a telephone-based interview
conducted in Brazil, prevalence was 13%, while probable TTH happened in other 22.6%.
Thus, further studies should focus on the relationship between TMD and TTH. In another
clinic-based study, findings were similar to ours (27).

Finally, we also found evidence that CDH and TMD are comorbid, as suggested by
others, where painful TMD was strongly associated with specific CDH types (11, 12, 16,

18, 26, 28).
This study has several limitations, in addition to the lack of controlling for

menstrual cycle. First, both groups come from specialty care, without a contemporary
control from the population. Second, psychiatric comorbidities were not assessed and this
is of importance, since they may be related to both headaches and TMD. Finally, patients
were not matched by age and gender (since they were consecutively enrolled).

We conducted a study independently identifying patients from two specialty
centers, one in headache and one in TMD. We found strong evidence of comorbidity
between both disorders and we confirmed previous findings about the specificity of TMD
pain and of TMD with muscular symptoms in the comorbidity. We also found evidence of
an increased cluster of TTH sufferersin the TMD clinic, and this finding must be further

elucidated.



Table 1. Demographic data at the two specialty centers

Headache Oral Clinic ~ p-value

Center (n=78)
(n=289)
Sex
Women 86.9% (251) 75.6% (59) 0.015**
Men 13.1% (38)  24.4% (19)
Years of school
< 8years 52.3% (136) 23.2% (16) <0.001*
8-15 years 35.0% (91) 59.4% (41)
> 15 years 12.7% (33) 17.4% (12)

(*) Pearson's Chi-square Test; (**) Mann-Whitney Test;



Table 2. Headache types and frequency as a function of place of enrollment.

Migraine

Tension-type
Headache

Chronic Daily
Headache

Headache Center Oral Clinic p-value
(n=289) (n=78)
% Cl 95% % Cl 95%

79.80%  [74.16;83.63] 25.64% [15.73; 3555 <0.001*

2042%  [15.74;25.09] 46.15% [34.84;57.47] <0.001*

16.61% [12.29; 20.93] 3.85% [0.52;8.21]  0.004*

Cl: confidence interval; (*) Pearson's Chi-square Test;



Table 3. Temporo-mandibular diagnosis as a function of place of enrollment

Headache Oral Clinic ~ p-value
Center (n=78)
(n=289)
No TDM 32.9% (95) 2.6% (2) <0.001*
Muscular 49.5% (143) 23.1% (18)
Articular 1.4% (4) 15.4% (12)
Muscular and 16.3% (47) 59.0% (46)

articular
TDM: Temporomandibular Disorders; (*) Pearson's Chi-square test;




Table 4. Temporomandibular disorder types as function of place of enrollment.

Headache Center Oral Clinic |
Prevalence Cl95%  Prevalence  Cl 95% p-value
Disc dislocation
with reduction 3,46% [1,34; 5,58] 28,21% [17,99; 38,42] <0.001*

Disc dislocation
without reduction  0,35% [0,34; 1,03] 10,26%  [3,37;17,14] <0.001*

Spontaneous

dislocation 069%  [027:1,65  7,69%  [1,65 13,74] 0.002**
Synovitig/

capsulitis 17,65%  [9,24: 26,068] 42,31% [31,10;53,52] <0.001*
Myofascial pain 451004 [42,30;5389] 70,51% [60,17: 80,86] <0.001*
Local muscle

soreness 1834% [13,85:22,83] 897%  [2,49; 1546] 0.047*
Myospasm 0% - 897%  [2,49; 1546] <0.001**

(*) Pearson's Chi-sguare test; (**) Fisher's exact test



References

1-

11-

Stovner LJ, Hagen K, Jensen R, Katsarava Z, Lipton RB, Scher Al, et a. The global
burden of headache: a documentation of headache prevalence and disability
worldwide. Cephalalgia, 2007;27, 193-210.

Silva-Janior AA, Krymchantowski A, Moreira P, Vasconcelos L, Gomez RS,
TeixeiraAL. Prevalence of Headache in the Entire Population of a Small City in
Brazil. Headache 2009;49:895-899.

Queiroz LP, BareaLM, Blank N. An epidemiological study of headachein
Florianopolis, Brazil. Cephalalgia, 2005, 26, 122-127.

Pahim LS, Menezes AMB, LimaR. Prevalence and factors associated to migraine in
adult population, Southern Brazil. Rev Salide Publica 2006;40(4):692-8.
Silva-Janior AA, Faleiros BE, Santos TM, Gémez RS, TeixeiraAL. Relative
frequency of headache types. alongitudinal study in the tertiary care. Arq
Neuropsiquiatr 2010;68(6).

Dworkin SF, Sherman J, Mancl L, Ohrbach R, LeResche L, Truelove E. Reliability,
validity, and clinical utility of the research diagnostic criteriafor
Temporomandibular Disorders Axis || Scales. depression, non-specific physical
symptoms, and graded chronic pain. J Orofac Pain 2002;16(3):207-220.

Goncaves AGG, Fabbro ALD, Campos JADB, Bigal ME, Speciali JG. Symptoms of
temporomandibular disorders in the population: an epidemiological study. J Orofac
Pain 2010;24(3):270-8.

Mobilio N, Casetta |, Cesnik E, Catapano S. Prevalence of self-reported symptoms
related to temporomandibular disordersin an Italian population. J Oral Rehab 2011.
Plesh O, Adams SH, Gansky SA. Temporomandibular Joint and Muscle Disorder-
type Pain and Comorbid Painsin a National US Sample. J Orofac Pain
2011;25(3):190-198.

Silva-Junior AA, Costa EC, Gomes JB, Leite FM, Gomez RS, Vasconcelos LP,
Krymchantowski A, Moreira P, Teixeira AL. Chronic Headache and Comorbidities:
a Two-Phase, Population-Based, Cross-Sectional Study. Headache 2010;50:1306-12.
Goncaves DAG, Biga ME, Jales LCF, Camparis CM, Speciai JG. Headache and
Symptoms of Temporomandibular Disorder: An Epidemiological Study. Headache
2010;50:231-41.



12-

13-

15-

16-

17-

18-

20-

21-

22-

23-

Goncalves DAGm Speciali JG, Jales LCF, Camparis CM, Bigal ME.
Temporomandibular symptoms, migraine and chronic daily headachesin the
population. Neurology 2009;73:645-6.

Ballegaard V, Thede-Schmidt-Hansen P, Svensson P, Jensen R. Are headache and
temporomandibular disorders related? A blinded study. Cephalalgia 2008;28:832-41.
Fragoso YD, Alves HHC, Garcia SO, Finkelsztejn A. Prevalence of parafunctional
habits and temporomandibular dysfunction symptoms in patients attending atertiary
headache clinic. Arq Neuropsiquiatr 2010;68(3):377-80.

Kang JK, Ryu JW, Choi JH, Merrill RL, Kim ST. Application of ICDH-II criteriafor
headachesin a TMJ and orofacial pain clinic. Cephaagia 2009;30(1):37-41.
Goncaves DAG, Camparis CM, Speciali JG, Franco AL, Castanharo SM, Bigal ME.
Temporomandibular Disorders are Differentially Associated with Headache
Diagnoses: A Controlled Study. Clin J Pain 2011.

Ozkan NC, Ozkan F. The relationship of temporomandibular disorders with
headaches. aretrospective analysis. Agri 2011;23(1):13-17.

Franco AL, Gongalves DAG, Castanharo SM, Speciali JG, Bigal ME, Camparis CM.
Migraineisthe Most Prevalent Primary Headache in Individual s with
Temporomandibular Disorders. J Orofac Pain 2010;24:287-92.

Headache Classification Committee. The internationa classification of headache
disorders, cranial neuralgiaand facial pain. Cephalalgia 2004;2(Suppl 1):S1-S160.
Felicio AC, Bichuetti DB, Santos WA, Godeiro Junior CO, Marin LF, Carvalho DS.
Epidemiology of primary and secondary headaches in a Brazilian tertiary-care
center. Arq Neuropsiquiatr 2006;64:41-46.

Nappi RE, Berga SL. Migraine and reproductive life. Handbook of Clinical
Neurology 2010;97:303-22.

Liverman CS, Brown JW, Sandhir R, McCarson KE, Berman NE. Role of the
oestrogen receptors GPR30 and ERalphain peripheral sensitization: relevance to
trigeminal pain disorders in women. Cephalalgia. 2009 Jul;29(7):729-41.

Gupta S, McCarson KE, Welch KM, Berman NE. Mechanisms of pain modulation
by sex hormones in migraine. Headache. 2011 Jun;51(6):905-22.

Crystal SC, Robbins MS. Epidemiology of Tension-type Headache. Curr Pain
Headache Rep 2010;14:449-54.



25-

26-

28-

Queiroz LP, Peres MF, Piovesan EJ, Kowacs F, Ciciarelli MC, Souza JA, Zukerman
E. A nationwide population-based study of tension-type headache in Brazil.
Headache. 2009 Jan;49(1):71-8.

Bevilagua-Grossi D, Lipton RB, Napchan U, Grosberg B, Ashina S, Bigal ME.
Temporomandibular disorders and cutaneous allodynia are associated in individuals
with migraine. Cephalalgia. 2010 Apr;30(4):425-32.

Koenig MA, Gladstein J, McCarter RJ, Hershey AD, Wasiewski W; Pediatric
Committee of the American Headache Society. Chronic daily headache in children
and adol escents presenting to tertiary headache clinics.

Stuginski-Barbosa J, Macedo HR, Bigal ME, Speciali JG. Signs of
temporomandibular disorders in migraine patients. a prospective, controlled study.
Clin JPain. 2010 Jun;26(5):418-21.


http://www.ncbi.nlm.nih.gov/pubmed?term=%22Koenig%20MA%22%5BAuthor%5D�
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Gladstein%20J%22%5BAuthor%5D�
http://www.ncbi.nlm.nih.gov/pubmed?term=%22McCarter%20RJ%22%5BAuthor%5D�
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Hershey%20AD%22%5BAuthor%5D�
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Wasiewski%20W%22%5BAuthor%5D�
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Pediatric%20Committee%20of%20the%20American%20Headache%20Society%22%5BCorporate%20Author%5D�
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Pediatric%20Committee%20of%20the%20American%20Headache%20Society%22%5BCorporate%20Author%5D�

	UNIVERSIDADE FEDERAL DE MINAS GERAIS
	Programa de Pós-Graduação em Neurociências
	COMPARAÇÃO DAS CARACTERÍSTICAS
	DAS CEFALEIAS PRIMÁRIAS NA COMUNIDADE
	COM AS DE UM CENTRO TERCIÁRIO DE ATENDIMENTO
	ARIOVALDO ALBERTO DA SILVA JÚNIOR
	Belo Horizonte - MG
	COMPARAÇÃO DAS CARACTERÍSTICAS
	Belo Horizonte - MG
	Às pessoas que sofrem com dor crônica,
	espero que este estudo ajude-as nessa passagem.
	AGRADECIMENTOS
	RESUMO
	ABSTRACT
	Keywords: Epidemiology. Primary headaches. Chronic daily headaches. Tension-type headaches. Migraine.
	LISTA DE ABREVIATURAS E SIGLAS
	LISTA DE ILUSTRAÇÕES
	SUMÁRIO
	O diagrama da FIG. 1 a seguir representa de forma esquemática a estrutura de construção dos artigos da tese.
	1 INTRODUÇÃO
	2 ARTIGO 1 -
	3 OBJETIVOS
	4 MÉTODOS
	4.1 Análise estatística
	5 RESULTADOS
	A FIG. 6 representa o tamanho amostral de cada grupo investigado.
	FIGURA 6 – Tamanho da amostra dos grupos avaliados
	5.6 Artigo 7
	7 CONCLUSÕES
	Pesquisador Responsável: Ariovaldo Alberto da Silva Junior CRM-MG 32762
	Instituição: Universidade Federal de Minas Gerais.
	Belo Horizonte, ______ de __________________ de________
	Folha de Rosto ARIOVALDO ALBERTO DA SILVA JuNIOR.pdf
	Ficha catalografica Ariovaldo Silva Júnior
	Folha de Rosto ARIOVALDO ALBERTO DA SILVA JÚNIOR
	COMPARAÇÃO DAS CARACTERÍSTICAS
	Belo Horizonte - MG


	ARTIGO 4.pdf
	Methods

	Artigo 6.pdf
	Frequency of primary headaches in the Community and in Specialty Care
	Introduction

	Artigo 7.pdf
	5.6 Artigo 7
	Temporo-Mandibular Disorders and Chronic Daily Headaches in the Community and in Specialty Care
	Introduction

	Artigo 8.pdf
	Discussion




