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Introduction

SUNCT syndrome is a rare disorder. Sjaastad (1) first
described this syndrome in 1978. The patient suffers
short-lasting, unilateral crisis of a neuralgic-type pain
of a severe intensity, centred in the orbital/periorbital
area. This pain is accompanied by conjuctival injection,
tearing and rhinorhea (2-19).

This syndrome has some similarities with cluster
headache (17) and first-division trigeminal neuralgia.

The treatment is carbamacepine, amitrptyline, pred-
nisolone, indomethacin, verapamil, ergotamine, with
unlikely and uncertain results (18). Very few cases
have been reported up to now:

Case report

A 48-year-old woman consulted a physician in April
1997 due to a painful condition in the right orbitofrontal
area. She did not remember the exact date when symp-
toms began, but reported that they started approxi-
mately 4 or 5 years before our consultation. During those
years she consulted lots of other physicians without
satisfactory results. She experienced between six and
seven episodes a day. The temporal pattern was about
three or four times per week; of course this pattern was
related to exposition to pain triggers that she had
identified. Each one consisted of an abrupt and intense
peak of 3045 s, followed by a painful burning feeling
that lasted for 35 min to 2 h. The after-attack burning
sensation occurred systematically.

The neuralgic pain began in the medial canthus of
the right eye, involving later a triangular orbitofrontal
area and, with less intensity, the upper half of her
right cheek. During the peak of the pain there was ocular
congestion, tearing, oedema (observed only in the eye-
lids) and ipsilateral palpebral ptosis. Crises were not
only spontaneous, but also were triggered by touching
the periorbital area, brushing her teeth, yawning, chew-
ing and washing her hair. In addition, exposure to strong
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wind, lateral head movements to the right and rapid eye
movements also triggered the pain. After the painful
episodes she suffered from hyperesthesia in the affected
area and the skin of the ipsilateral frontal region looked
rough and irregular like ‘sandpaper’. Neurological
examination, except for the above description, was
always normal. The previous clinical history and the
CT scan were unremarkable. Indomethacin, amitripty-
line, ergotamine and verapamil treatments were not
helpful. The later use of prednisolone (60 mg daily for
6 days and then 20 mg daily for 10 days) and carbama-
cepine (800 mg per day for 11 weeks) brought benefit
by reducing the painful crises to one or two a day, but
not complete releif.

Because of these negative therapeutic results, we
considered surgical methods (17, 20, 21).

Image techniques

The patient was studied with cerebral magnetic reso-
nance imaging (MRI) using paramagnetic contrast.
Different pulse sequences were applied with a General
Electric Signa superconductive magnet of 1.5 Tesla
equipment. Axial, coronal and saggital images were
made in T1 y T2. Paramagnetic contrast was also given
to the patient. She was examined using F.L.A.LR. effect,
saggital T1 effect and Fast Spin ECO T2. We also
performed spectroscopic and perfusion studies.

The Fast Spin ECO T2 (Fig. 1) study showed absence
of demyelinating lesions in the axial as well as in
the coronal series. The region of the cerebellopontine
angle was free of expansive processes. We observed an
important change in a superior cerebellar artery root.
This vessel made contact with the right trigeminal nerve
that appeared toned down (Figs 1, 2 and 3).

Surgical technique
Under the effects of general anaesthesia with endo-

tracheal intubation and ECG, arterial pressure and
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Se presenta el caso de una mujer de 46 afios de
edad, diestra, casada, argentina, hija de padres
argentinos. Como tnicos antecedentes de jerar-
quia presenta cierta tendencia a la hipotension
arterial, fumadora de 40 cigarrillos/dia de los 17
a los 23 afos, con dos hijos (ambos nacidos por
cesirea). Niega antecedentes personales de dia-
betes, hipertensién, cardiopatias, alergias, alco-
holismo u otras internaciones. Como anteceden-
tes familiares su madre estd viva y sana (leve hi-
pertensién de reciente diagnéstico) y su padre
fallecié hace 25 anos de IAM. No hay antece-
dentes de jerarquia en el resto de la familia. En
el momento de la consulta no tomaba medica-
mentos en forma habitual, salvo reguladores del
transito gastrointestinal.

Comenzé aproximadamente once meses antes
de la consulta con trastornos de la visién de ini-
cio insidioso, pero que en un breve lapso notd
una importante dificultad en su visién, razén
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por la cual pensé que necesitaba regular el au-
mento de sus lentes. Este inicio es descripto fun-
damentalmente como “visién borrosa”, predo-
minantemente en el lado izquierdo de la vision.
Cinco meses después agrega escotomas en la mi-
tad izquierda de su campo visual. Presentd epi-
sodios esporadicos (2-3 en total) de cefaleas
opresivas generalizadas, de baja intensidad que
calmaban con analgésicos comunes; la paciente
lo recuerda debido a que no eran comunes las
cefaleas en ella.

Vale mencionar que desde que comenzaron
los sintomas hasta el momento de la consulta el
cuadro clinico varié muy poco, presentando se-
gun ella refiere, los mismos trastornos visuales
instalados varios meses antes (o quizas levemen-
te evolucionados).

Figura |
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Figura 2
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ENDARTERECTOMIA CAROTIDEA: MONITOREO INTRAOPERATORIO
CON DOPPLER TRANSCRANEANO

Roberto Herrera, Héctor Rojas, José Luis Ledesma, Julian Pastore, Andrea Uez Pata

Sanatorio Los Arroyos, Rosario; Clinica Adventista Belgrano, Buenos Aires, Clinica Centro, Pergamino, Argentina.

ABSTRACT

Objective: To evaluate the usefullness of intraoperative monitoring with transcranial doppler during the carotid endarterectomy.
Description: In the last two years we performed 15 carotid endarterectomies with transcranial doppler intraoperative monitoring.
In all cases we didn’t use a shunt during the procedure based on the monitoring results.

Results: All patients recovered without any neurological deficit.

Conclusions: Intraoperatve monitoring with transcranial doppler seems to be a good method to determinate the use or not of a shunt
during the procedure.

Key words: carotid endarterectomy, intraoperative Doppler control.

INTRODUCCION

E1 ACV se encuentra entre las tres primeras causas
de muerte, con pequenas variaciones segan la region
geografica. Si bien su mortalidad es elevada, quizas de
mayor jerarquia sea su morbilidad, que implica un alto
porcentaje de pacientes que sobreviven cronicamente
con distintos grados de incapacidad y dependencia.

Se estima que la enfermedad carotidea es la respon-
sable aproximadamente del 25% de los ACV.

Las opciones terapéuticas son el tratamiento médi-
co, endovascular y quirargico.

DESCRIPCION

Se presenta una serie de 15 casos de endarterecto-
mia carotidea (EC) operados desde enero de 2006 a
mayo de 2007, en los cuales se utilizo sistematicamente
el monitoreo intraoperatorio con Doppler transcranea-
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