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ABSTRAK

Pendahuluan: Tamponade jantung akut adalah kondisi mengancam nyawa. Point of Care Ultrasound (POCUS) merupakan salah satu modalitas 
pencitraan yang dinilai sensitif dan spesifik untuk membantu diagnosis. Kasus: Laki–laki, usia 29 tahun, pasca-trauma tumpul dada disertai 
peningkatan tekanan vena jugular, suara jantung menjauh tanpa hipotensi. Pada pemeriksaan POCUS didapatkan tanda sonografi tamponade. 
Pasien didiagnosis tamponade jantung akut. Hemodinamik membaik pasca-percutaneous pericardiocentesis ultrasound guiding di trauma bay. 
Diskusi: Modalitas bedside, seperti ultrasonografi diperlukan untuk menunjang diagnosis dan tata laksana tamponade jantung akut.

Kata Kunci: POCUS, tamponade jantung akut, trauma tumpul dada

ABSTRACT

Introduction: Acute cardiac tamponade is a life-threatening condition. Point of Care Ultrasound (POCUS) is one of the imaging modalities 
considered sensitive and specific for diagnosis. Case: Male, 29 years old, post blunt chest trauma with increased jugular vein pressure, distant 
heart sounds without hypotension. On POCUS examination, sonographic tamponade was found. The patient was diagnosed with acute cardiac 
tamponade. Hemodynamics improved after percutaneous ultrasound guiding pericardiocentesis in the trauma bay. Discussion: Bedside 
modalities, such as ultrasonography are needed to support the diagnosis and management of acute cardiac tamponade. Yahdiel Alexander 
Nantara Tunggal, Dharmawan Mursjid Noor, Andri Octavallen. Ultrasonography for Acute Cardiac Tamponade Diagnosis after Chest Blunt 
Trauma

Keywords: POCUS, acute cardiac tamponade, blunt thoracic trauma

PENDAHULUAN
Trauma tumpul dada, meskipun sangat jarang, 
berkaitan dengan tingginya angka kematian 
pra-rumah sakit. Tekanan langsung dan 
mendadak pada mediastinum merupakan 
mekanisme trauma yang paling sering, 
menyebabkan jantung akan terdesak di antara 
tulang sternum dan vertebra. Gaya tekanan 
yang besar dapat merobek jantung, sehingga 
muncul perdarahan, khususnya di ruang 
interperikardial, menyebabkan tamponade 
jantung.1

Tamponade jantung adalah kondisi yang 
mengancam nyawa, sehingga perlu 
cepat dideteksi dan ditangani. Kecurigaan 
tamponade jantung sering didasarkan pada 
trias Beck (peningkatan tekanan vena jugular, 
hipotensi, dan bunyi jantung menjauh), pulsus 
paradoksus, dan hipotensi menetap tanpa 

sumber perdarahan yang nyata.2 Ultrasound 
(USG) memiliki sensitivitas dan spesifisitas 
sangat tinggi untuk mendeteksi cairan ruang 
perikardial meskipun hanya 20 mL.3 Kelebihan 
ini sangat membantu diagnosis tamponade 
jantung akut seperti pada kasus ini.

KASUS
Laki – laki berusia 29 tahun, datang ke instalasi 
gawat darurat (IGD) dengan keluhan sesak 
napas dan nyeri dada akibat terkena pentalan 
bagian dari senapan angin tidak berpeluru 
yang sedang diperbaiki, 30 menit sebelum 
masuk rumah sakit. Kesadaran kompos mentis, 
tekanan darah 103/65 mmHg, denyut jantung 
105 x per menit, laju napas 28 x per menit, 
saturasi oksigen 98%. Pada pemeriksaan 
fisik, ditemukan peningkatan jugular venous 
pressure (JVP), memar pada toraks, dan 
suara jantung menjauh. Dilakukan focused 

assessment sonography for trauma (FAST) 
di trauma bay, ditemukan efusi perikardial 
sirkumferensial disertai pengisian buruk dan 
kolaps diastolik ventrikel kanan (Gambar 1). 

Gambar 1. FAST: Subxiphoid window

Panah merah: efusi perikardial sirkumferensial, 
kolaps diastolik ventrikel kanan

Dilakukan percutaneous pericardiocentesis 
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ABSTRACT

Introduction: A subsequent headache within seven days of a head injury (or after regaining consciousness after the head trauma)is referred to 
as a post-traumatic headache (PTHA); it is referred to as chronic or chronic post-traumatic headache (CPTHA) if it lasts longer than three months 
after the injury. Case : A 17-year-old male with headache since 3 months ago, 3 days after suffered a blow to his left head from falling from a 
chair. At that time, the patient fainted for about 15 minutes but had no complaints after regained consciousness. Pain is felt on the left side of 
the head, throbbing, mild-moderate intensity, and feels heavier with a loud sound or a too-bright light. Discussion: Post-traumatic headache is 
clinically diagnosed. Laboratory and routine diagnostic imaging studies are unnecessary and have minimal clinical utility. Conclusion: Chronic 
post-traumatic headaches often occur, especially after minimally traumatic brain injury. The clinical picture is variable and may be similar to 
tension-type headaches and/or migraines.

Keywords: Migraine, post-traumatic headache, tension-type headache.

ABSTRAK

Pendahuluan: Nyeri kepala dalam tujuh hari setelah cedera kepala atau setelah sadar kembali dari trauma kepala disebut nyeri kepala pasca-
trauma (post-traumatic headache/PTHA); disebut sakit kepala pasca-trauma kronis atau kronis (CPTHA) jika berlangsung lebih dari tiga bulan 
setelah cedera. Kasus: Seorang laki-laki berusia 17 tahun dengan keluhan nyeri kepala sejak 3 bulan, 3 hari setelah kepala kiri terbentur karena 
jatuh dari kursi. Saat itu, pasien pingsan sekitar 15 menit, tidak ada keluhan setelah sadar. Nyeri dirasakan di sisi kiri kepala, berdenyut, intensitas 
ringan-sedang, terasa lebih berat jika ada suara keras atau cahaya terlalu terang. Diskusi: Nyeri kepala pasca-trauma didiagnosis secara klinis. 
Laboratorium dan studi pencitraan diagnostik rutin tidak diperlukan dan memiliki utilitas klinis minimal. Simpulan: Nyeri kepala pasca-trauma 
kronis sering terjadi, terutama setelah cedera otak traumatis minimal. Gambaran klinisnya bervariasi dan dapat mirip nyeri kepala tipe tegang 
dan/atau migrain. Eric Hartono Tedyanto, I Made Oka Adnyana, I Putu Eka Widyadharma. Sakit Kepala Tipe Tegang dan Migrain sebagai 
Manifestasi dari Sakit Kepala Kronis Pasca-Trauma.

Kata kunci: Migrain, sakit kepala pasca-trauma, sakit kepala tipe tegang.

INTRODUCTION
Patients with brain injuries may experience 
chronic pain due to various causes; its 
prevalence rates range from 10 to 95%.1 A 
subsequent headache within seven days 
of a head injury is referred to as a post-
traumatic headache (PTHA) (or after regaining 
consciousness after the head trauma). If a 
post-traumatic headache lasts longer than 
three months after the injury, it is referred to as 
a chronic post-traumatic headache (CPTHA).2

CPTHA is probably the most prevalent 
type of pain following mild brain damage, 
but its cause and course of treatment are 
yet unknown.3 Clinical characteristics and 
neurological examination are the keys to 

diagnosing CPTHA.3

CASE
A 17-year-old male with headaches for three 
months, three days after a traumatic injury to 
his left head from falling from a chair, fainted for 
about 15 minutes; he regained consciousness 
with no complaints of a headache. Headache 
is on the left side of the head, throbbing, with 
mild-moderate intensity, and aggravated by 
loud sound or too-bright light; it is felt almost 
every day, approximately 10 times daily, and 
lasts about 5-10 minutes and interferes with 
his daily activities.

The headache increases with his daily activity 

with numeric pain rating scale (NPRS 3-4/10) 
and decreases after rests with NPRS 1/10. The 
patient also reported nausea and vomiting. 
A flash of white light was once reported 
before the headache. Persistent tension and 
pulling pain are also felt in the neck and 
back of the head. Paracetamol did not give 
any improvement. The patient denied any 
symptoms of double or blurred vision, half-
body weakness, tingling sensation, slurred 
speech, impaired walking, convulsions, 
projectile vomiting, and weight loss. The 
patient denied fainting, forgetfulness, anxiety, 
or depression.

The patient’s vital signs were within normal 
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limits. No abnormalities were found on physical 
examination; global or focal neurological 
deficits were not found. EEG showed no 
abnormalities. Laboratory examinations 
and head imaging were not indicated. A 
combination of paracetamol and ibuprofen, 
and amitriptyline gave an improvement on 
day 3 (NPRS 2-3/10). The patient fits post-
traumatic headache according to ICHD-3 
criteria. A secondary headache related to the 
trauma or injury (post-traumatic headache) 
is coded when a new headache develops for 
the first time in close temporal proximity to 
trauma or injury to the head and/or neck.

DISCUSSION
Post-traumatic headaches are defined by the 
most recent International Classification of 
Headache Disorders (ICHD-3) as a secondary 
headache with onset within seven days 
following trauma or injury, seven days after 
regaining consciousness, or seven days after 
regaining the ability to sense and report 
pain.15 However, this criteria has recently been 
contested, as some individuals may report 
symptoms between three months and one 
year following a shock or injury. The ICHD-
3 temporal criteria lack specific phenotypic 
diagnoses that would enable clinicians to 
treat and manage the various forms of PTHA.4 

Post-traumatic headaches are secondary 
headaches that develop after a traumatic 
brain injury. Mild to moderate symptoms like 
a tension-type headache may accompany 
a post-traumatic headache. Post-traumatic 
headaches may be intermittent or recurrent. 
If headaches remain for more than three 
months following a concussion, it is referred 
to as chronic post-traumatic headache.13

Persistent post-traumatic headaches and 
migraines are related to brain anatomy 
changes, possibly indicating distinct 
underlying pathophysiology. Compared to 
migraine patients, persons with persistent 
post-traumatic headaches have differences 
in regional volumes, cortical thickness, 
brain surface area, and brain curvature. The 
structures of the right lateral orbitofrontal 
lobe, left caudal middle frontal lobe, left 
superior frontal lobe, left precuneus, and right 
supramarginal gyrus varied between groups.12

People with tension-type CPTHA experience 
mild to moderate bilateral pain with pressing, 
tugging, and dull quality, worse by exertion, 

stress, and emotional strain. People with the 
migraine-type of CPTHA experience severe 
pounding, throbbing, and stabbing unilateral 
pain and are made worse by physical activity. 
Patients may also express sensitivity to loud 
noises or bright lights (photophobia and 
phonophobia). Less than one-third of CPTHA 
patients experience “mixed headaches,” 
which are symptoms of the various forms 
of headaches that overlap.4,5 It is coded as a 
secondary headache related to the trauma or 
injury (post-traumatic headache) when a new 
headache develops for the first time in close 
temporal proximity to trauma or injury to the 
head and/or neck. This still applies whether 
the newly developed headache resembles 
any of the primary headache diseases listed in 
Section 1 of ICHD-3.15 In this case report, the 
patient complains of mixed headaches for the 
first time related to head trauma. The patient 
complains of tension-type headaches and 
headaches resembling migraines. The patient 
fits the diagnosis criteria of post-traumatic 
headache. 

Most people get daily or weekly headaches, 
whereas a smaller percentage experience 
them only once a month or less frequently. 
Headaches were said to steadily worsen during 
the episodes, reach very high intensities (VAS 
or NPRS = 8–10), and be painful enough to 
prevent activities. People with CPTHA may 
also experience neck pain, described as a 
feeling of muscular spasm and tightness in the 
neck, particularly in the posterior area.2

There is still a lack of knowledge on the 
pathogenesis of post-traumatic headache 
(PTHA); several hypotheses include altered 
neurometabolic processes, poor descending 
regulation, and trigeminal sensory system 
activation with the probability of several 
overlapping pathways.6 Schwedt et al. 
showed that patients with PTHA had 
structural variations in cortical thickness 
and brain volume.14 Diffuse axonal damage 
after a brain injury may lead to structural 
remodeling of cortical and subcortical areas 
in the somatosensory and insular cortex, 
downregulating the neuromodulation of 
pain-modulating pathways.2

The hypothesis for the origin of PTHA centres 
on abnormalities in the neurometabolic 
system. Damage to cells caused by physical 
stress results in the uncontrolled release of 

ion-exchange neurotransmitters.3 Neuronal 
activity-induced metabolic stress (lactate 
and free radicals) causes axonal damage 
(secondary axotomy). Cortical spreading 
depression (CSD) is an electrical process 
during the migraine aura.7 In CSD, excessive 
glutamate and potassium release caused 
by cellular depolarization increases nerve 
excitability and activation of the trigeminal 
sensory system. CSD may contribute to PTHA 
by causing additional brain damage after 
brain injury.7 Due to neuroinflammation, the 
central nervous system (CNS) can become 
more excitable, causing CSD and activating 
the trigeminal sensory system. Due to 
overlapping communication pathways, 
nociceptive signals from upper cervical 
afferents can activate the trigeminal system. 
The convergence of cervical afferent and 
trigeminal nerve pathways supports the 
discovery that therapies for cervical neck pain 
generators can contribute to PTHA relief.4

Similar to other primary headaches, post-
traumatic headache is clinically diagnosed. 
Laboratory and routine imaging diagnostics 
are unnecessary and have limited clinical 
utility. A head CT scan without contrast may 
be performed to rule out acute cerebral 
hemorrhage, particularly in the elderly and 
patient with neurological deficit.8 Because this 
case is young and has no focal or generalized 
neurologic deficits, imaging tests are 
unnecessary.

Post-traumatic headaches are managed 
and treated using a multimodal approach, 
including oral medications, musculoskeletal 
manipulation and treatment, interventional 
techniques, and behavioral therapy; a 
multidisciplinary approach was the most 
effective in treating PTHA.9 Cognitive-
behavioral therapy (CBT), biofeedback, 
progressive muscle relaxation therapy, 
acupuncture, and physical therapy were 
investigated.9 Nonsteroidal anti-inflammatory 
drugs (NSAIDs), triptans, and intravenous 
antiemetics are used as acute therapeutic 
options.10 In preventive regimens, tricyclic 
antidepressants (TCAs), anticonvulsants, and 
gabapentin are all included. Most patients 
benefited from amitriptyline.16 Cushman 
et al. discovered that patients taking either 
gabapentin or amitriptyline improved 
compared to those who did not receive 
treatment.10

ultrasound guiding dengan kateter vena 14G 
cito. Akses melalui subxifoid dengan hasil 23 
mL darah, diikuti perbaikan klinis. Tekanan 
darah meningkat menjadi 129/81, denyut 
jantung 86 kali per menit, laju napas 24 kali 
per menit, JVP kembali normal dan suara 
jantung terdengar. Pada rontgen dada post- 
pericardiocentesis tidak ditemukan serpihan 
peluru, tidak ada fraktur costae, namun 
tampak siluet cairan di perikardium (Gambar 
2). Setelah observasi 2 x 24 jam di ICU, tidak 
didapatkan tanda tamponade jantung dan 
pasien diperbolehkan pulang pada hari ke-4.

DISKUSI
Tamponade jantung adalah sindrom 
mengancam nyawa yang membutuhkan 
tata laksana segera, sehingga diperlukan 
keterampilan diagnosis yang komprehensif.2,4 
Tamponade jantung dapat disebabkan oleh 
trauma ataupun non-trauma. Trauma tajam 
merupakan salah satu penyebab paling sering, 
sebagian kecil kasus dapat disebabkan oleh 
trauma tumpul.5 Trauma tumpul dada dapat 
menyebabkan hemoperikardium secara cepat 
yang berimplikasi pada terjadinya tamponade.6 
Tamponade jantung pada dasarnya 
merupakan diagnosis klinis dipadukan 
dengan identifikasi mekanisme cedera serta 
pemeriksaan penunjang. Tanda medis klasik 
adalah trias Beck, yaitu peningkatan tekanan 
vena jugular, hipotensi, dan bunyi jantung 
menjauh.2 Namun, diperkirakan hanya 1/3 
pasien yang menampilkan trias Beck, bahkan 

10% pasien tidak bergejala.13 Sensitivitas 
peningkatan tekanan vena jugular hanya 
12,5%, sedangkan auskultasi muffled heart 
sound sebesar 37,5%.7 Temuan klinis lain pada 
pasien tamponade jantung antara lain pulsus 
paradoksus dan hilang atau lemahnya nadi 
pada saat inspirasi.4,8

Pada kondisi normal didapatkan kurang 
dari 50 mL cairan perikardium. Kondisi klinis 
pasien tamponade jantung tidak hanya 
dipengaruhi oleh volume cairan perikardium, 
namun juga saat onset. Penambahan volume 
cairan secara cepat meskipun sedikit dapat 
menimbulkan perubahan klinis, sedangkan 
pada kondisi kronis terjadi kompensasi 
melalui distensi progresif perikardium, 
sehingga pengisian ruang jantung cenderung 
tidak terganggu. Peregangan perikardium 
secara cepat akan mendesak ruang jantung 
yang menyebabkan penurunan compliance 
diastolik, sehingga menghambat aliran darah 
masuk ke jantung. Atrium dan ventrikel 
kanan akan kolaps. Kondisi tersebut berisiko 
syok akibat ketidakmampuan jantung untuk 
mengkompensasi penurunan curah jantung; 
ditandai dengan penurunan tekanan darah 
dan perfusi perifer. Hipotensi adalah tanda 
akhir sebelum henti jantung.4,6,8–10

Computed Tomography scan (CT scan) adalah 
modalitas standar emas untuk diagnosis 
trauma toraks khususnya pada perlukaan 
jantung.11 Namun, terdapat beberapa 

limitasi CT scan, seperti tingginya biaya 
dan paparan radiasi, serta tidak kompatibel 
untuk pasien dengan kondisi klinis tidak 
stabil. Ultrasonografi dapat menjadi alternatif 
modalitas pemeriksaan.12 Point Of Care 
Ultrasound (POCUS) saat ini menjadi salah satu 
modalitas bedside emergency dan menjadi 
modalitas standar trauma center karena 
non-invasif, real time, bebas radiasi, rendah 
biaya, dan dapat digunakan pada pasien 
tidak stabil di trauma bay.1,5,13–15 Dalam kasus 
trauma, POCUS disebut juga sebagai Focused 
Assessment with Sonography for Trauma (FAST). 
FAST bertujuan untuk mengidentifikasi cairan 
bebas, seperti pada kantong peritoneal 
ataupun perikardium. FAST memiliki tingkat 
sensitivitas 100% dan spesifisitas 97%, 
sehingga dinilai dapat menjadi standar emas 
untuk identifikasi tamponade jantung.16 FAST 
mampu mendeteksi cairan dalam volume 
kecil, bahkan 20 mL cairan perikardium dapat 
terdeteksi.3 Karakteristik sonografi tamponade 
adalah efusi perikardial sirkumferensial, 
disertai pengisian yang buruk dan/atau kolaps 
diastolik ventrikel kanan.13

Pemeriksaan lain, seperti rontgen toraks, dapat 
menjadi salah satu modalitas untuk identifikasi 
cairan bebas di perikardium, akan tetapi 
dibutuhkan setidaknya akumulasi 200 mL 
cairan untuk mendapatkan gambaran siluet 
jantung yang membesar.11,14 Meskipun tingkat 
sensitivitasnya cukup baik (71%), namun 
tingkat spesifisitasnya rendah (41%) untuk 
menilai efusi perikardium.14 Electrical alternans 
dan low QRS voltage pada elektrokardiografi 
(EKG) merupakan tanda yang tidak spesifik 
dan tidak sensitif.2

Deteksi dini akumulasi cairan di ruang 
perikardium sangat penting. Tanda klinis 
tamponade jantung akan muncul apabila 
akumulasi cairan melebihi 200 mL. Pada 
volume cairan yang lebih sedikit, tanda klinis 
belum jelas menyebabkan keterlambatan 
diagnosis.2 Oleh karena itu, POCUS memiliki 
peranan penting untuk identifikasi tamponade 
jantung secara cepat dan tepat.1–5,7,8,12–18

Needle decompressive pericardiocentesis (NDP) 
adalah tindakan penyelamatan nyawa pada 
tamponade jantung yang dapat dilakukan 
tanpa ultrasound guiding (“blind”), namun 
lebih direkomendasikan dengan ultrasound 
guiding untuk meningkatkan keberhasilan dan 
menurunkan komplikasi.13,17–19 Percutaneous 

Gambar 2. Rontgen dada post-pericardiocentesis

Panah merah: siluet efusi perikardial
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pericardiocentesis ultrasound guiding (PPUG) 
telah berkembang sejak diperkenalkan pada 
tahun 1979.17 Studi observasi selama 12 tahun 
di Jewish General Hospital, McGill University, 
Montreal, Quebec, Canada, mengidentifikasi 
tingkat keberhasilan PPUG mencapai 98,6% 
dengan tingkat komplikasi rendah (1%).17

Tujuan utama pericardiocentesis adalah 
menurunkan tekanan perikardial, sehingga 
cardiac output meningkat diikuti dengan 
perbaikan klinis. Pericardiocentesis biasanya 
dilakukan di dua lokasi, yaitu subxifoid 
dan paraxifoid;17 lebih baik dilakukan oleh 
operator berpengalaman karena berisiko 
komplikasi, terutama tusukan ruang jantung, 
aritmia, tusukan arteri koroner, hematotoraks, 

pneumotoraks, pneumoperikardium, dan 
cedera hepar.2,17 Sekalipun demikian, NDP 
pada tamponade harus segera dilakukan 
di trauma bay.5,19 Operator menentukan 
lokasi penusukan terbaik berdasarkan 
hasil USG. Sudut antara jarum dan probe 
disesuaikan untuk memberikan visualisasi 
ujung jarum terbaik. Lokasi subxifoid lebih 
dipilih karena memberikan visualisasi ujung 
jarum terbaik. Setelah ujung jarum mencapai 
ruang perikardial, dilakukan aspirasi secara 
perlahan.17 Aspirasi cairan sebanyak 20–40 mL 
cukup untuk membuat tamponade jantung 
menjadi pericardial effusion.8 Tidak disarankan 
menarik cairan perikardium dalam volume 
besar karena berisiko menyebabkan cardiac 
decompression syndrome, yaitu perburukan 

hemodinamik paradoks, disfungsi ventrikel, 
dan edema paru pasca-pericardiocentesis.2

SIMPULAN
Trias Beck tidak selalu ada pada kasus 
tamponade jantung. POCUS membantu 
diagnosis dan tata laksana kasus dengan 
gambaran klinis tidak khas. Efusi perikardial 
sirkumferensial disertai pengisian buruk 
dan/atau kolaps diastolik ventrikel kanan 
merupakan karakteristik sonografi tamponade. 
Ultrasonografi bisa menjadi pilihan 
modalitas bedside emergency. Percutaneous 
pericardiocentesis ultrasound guiding pada 
kasus ini menghasilkan perbaikan klinis.
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ABSTRACT

Introduction: A subsequent headache within seven days of a head injury (or after regaining consciousness after the head trauma)is referred to 
as a post-traumatic headache (PTHA); it is referred to as chronic or chronic post-traumatic headache (CPTHA) if it lasts longer than three months 
after the injury. Case : A 17-year-old male with headache since 3 months ago, 3 days after suffered a blow to his left head from falling from a 
chair. At that time, the patient fainted for about 15 minutes but had no complaints after regained consciousness. Pain is felt on the left side of 
the head, throbbing, mild-moderate intensity, and feels heavier with a loud sound or a too-bright light. Discussion: Post-traumatic headache is 
clinically diagnosed. Laboratory and routine diagnostic imaging studies are unnecessary and have minimal clinical utility. Conclusion: Chronic 
post-traumatic headaches often occur, especially after minimally traumatic brain injury. The clinical picture is variable and may be similar to 
tension-type headaches and/or migraines.

Keywords: Migraine, post-traumatic headache, tension-type headache.

ABSTRAK

Pendahuluan: Nyeri kepala dalam tujuh hari setelah cedera kepala atau setelah sadar kembali dari trauma kepala disebut nyeri kepala pasca-
trauma (post-traumatic headache/PTHA); disebut sakit kepala pasca-trauma kronis atau kronis (CPTHA) jika berlangsung lebih dari tiga bulan 
setelah cedera. Kasus: Seorang laki-laki berusia 17 tahun dengan keluhan nyeri kepala sejak 3 bulan, 3 hari setelah kepala kiri terbentur karena 
jatuh dari kursi. Saat itu, pasien pingsan sekitar 15 menit, tidak ada keluhan setelah sadar. Nyeri dirasakan di sisi kiri kepala, berdenyut, intensitas 
ringan-sedang, terasa lebih berat jika ada suara keras atau cahaya terlalu terang. Diskusi: Nyeri kepala pasca-trauma didiagnosis secara klinis. 
Laboratorium dan studi pencitraan diagnostik rutin tidak diperlukan dan memiliki utilitas klinis minimal. Simpulan: Nyeri kepala pasca-trauma 
kronis sering terjadi, terutama setelah cedera otak traumatis minimal. Gambaran klinisnya bervariasi dan dapat mirip nyeri kepala tipe tegang 
dan/atau migrain. Eric Hartono Tedyanto, I Made Oka Adnyana, I Putu Eka Widyadharma. Sakit Kepala Tipe Tegang dan Migrain sebagai 
Manifestasi dari Sakit Kepala Kronis Pasca-Trauma.

Kata kunci: Migrain, sakit kepala pasca-trauma, sakit kepala tipe tegang.

INTRODUCTION
Patients with brain injuries may experience 
chronic pain due to various causes; its 
prevalence rates range from 10 to 95%.1 A 
subsequent headache within seven days 
of a head injury is referred to as a post-
traumatic headache (PTHA) (or after regaining 
consciousness after the head trauma). If a 
post-traumatic headache lasts longer than 
three months after the injury, it is referred to as 
a chronic post-traumatic headache (CPTHA).2 
CPTHA is probably the most prevalent 
type of pain following mild brain damage, 
but its cause and course of treatment are 
yet unknown.3 Clinical characteristics and 
neurological examination are the keys to 

diagnosing CPTHA.3

CASE
A 17-year-old male with headaches for three 
months, three days after a traumatic injury to 
his left head from falling from a chair, fainted for 
about 15 minutes; he regained consciousness 
with no complaints of a headache. Headache 
is on the left side of the head, throbbing, with 
mild-moderate intensity, and aggravated by 
loud sound or too-bright light; it is felt almost 
every day, approximately 10 times daily, and 
lasts about 5-10 minutes and interferes with 
his daily activities.

The headache increases with his daily activity 

with numeric pain rating scale (NPRS 3-4/10) 
and decreases after rests with NPRS 1/10. The 
patient also reported nausea and vomiting. 
A flash of white light was once reported 
before the headache. Persistent tension and 
pulling pain are also felt in the neck and 
back of the head. Paracetamol did not give 
any improvement. The patient denied any 
symptoms of double or blurred vision, half-
body weakness, tingling sensation, slurred 
speech, impaired walking, convulsions, 
projectile vomiting, and weight loss. The 
patient denied fainting, forgetfulness, anxiety, 
or depression.

The patient’s vital signs were within normal 
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