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Ce nu este, deocamdata, cunoscut la subiectul abordat

Mecanismul concret al aparitiei ticurilor, deocamdatd, nu
este clar, se cunoaste ca ele reflecta disfunctia de maturizare
a creierului. Deoarece multe medicamente, traditional folo-
site in RM pentru tratamentul SGT, din diverse cauze nu mai
sunt recomandate cu acest scop, este necesar de a adapta
recomandarile internationale contemporane la posibilitatile
locale.

Ipoteza de cercetare

Analiza calitativd a metodelor contemporane de diag-
nostic si tratament al Sindromului Gilles de la Tourette si a
ticurilor, descrise in literaturd, cu evaluarea disponibilitatii
acestora in Republica Moldova si propunerea unui algoritm
de diagnostic si tratament, adaptat conditiilor locale.

Noutatea adusa literaturii stiintifice din domeniu

La momentul actual in RM nu exista niciun ghid oficial de
diagnostic si tratament al sindromului Gilles de la Tourette
si/sau a ticurilor. Deseori pentru diagnosticarea lor se utili-
zeaza examindri inutile si costisitoare. Sunt analizate calitativ
recomandarile internationale referitoare la managementul
ticurilor, cu adaptarea lor la posibilitatile din RM.

Rezumat

Introducere. In ultimii ani s-a confirmat prevalenta fnal-
ta in populatia pediatrica si adulta a tulburarii de ticuri si al
sindromului Gilles de la Tourette (SGT). Deoarece, deocam-
datd, nu exista niciun tratament definitiv al ticurilor, iar toate
metodele terapeutice doar le reduc temporar, este necesar de
apreciat raportul dintre risc si beneficiu pentru fiecare paci-
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What is not known yet, about the topic

The etiopathogenesis of tics is not totally clear yet; althou-
gh it is already known; that tics reflect the neurodevelopmen-
tal disorder. Many medications traditionally used in RM for
the treatment of GTS are not any longer recommended for
this purpose, and it is necessary to adapt the international
guidelines to the local possibilities.

Research purpose

To perform a qualitative analysis of the contemporary me-
thods of diagnosis and treatment of the Gilles de la Tourette
syndrome and tic disorder, described in the current literature,
and to evaluate their disponibility in the Republic of Moldova,
as well to elaborate an algorithm of diagnosis and treatment,
adjusted to the local conditions.

Article’s added novelty on this scientific topic

Currently there is no official guide of diagnosis and treat-
ment of Gilles de la Tourette syndrome and/or tics in RM. Ex-
pensive but useless examinations are frequently suggested or
administered for the tics’ diagnosis. This article qualitatively
analyses the international recommendations referred to the
management of tics; and adapts them to the possibilities in RM.

Abstract

Introduction. In the last years, a high prevalence of the
tic disorder and Gilles de la Tourette syndrome (GTS) in the
paediatric and adult population was confirmed. The avail-
able therapies can just temporarily suppress the tics, but not
eliminate them altogether, which implies a strict individual as-
sessment of the risks and benefits for every patient. Recent



ent. Studiile stiintifice recente au confirmat eficienta unor
optiuni diagnostice si terapeutice ale ticurilor si au suprimat
altele. Astfel, a aparut necesitatea de a studia calitativ si de a
adapta recomandarile contemporane existente la conditiile si
posibilitatile actuale ale Republicii Moldova (RM).

Material si metode. in baza de date PubMed au fost gisi-
te ghidurile existente de diagnostic si tratament al tulburarii
de ticuri si SGT. Ulterior, s-a efectuat cautarea dupa cuvintele

“«

cheie , Tourette diagnosis’, , Tourette treatment? ,tic diagnosis*

sau  tic treatment” printre articolele publicate dupa 2011. Dis-
ponibilitatea pe teritoriul RM a medicamentelor recomandate
de ghidurile internationale a fost verificata prin intermediul
site-ului Agentiei Medicamentului si Dispozitivelor Medicale
din RM. Informatia finala a inclus analiza calitativa si sinteza
recomandarilor, cu adaptarea lor la conditiile si posibilitatile
din Republica Moldova.

Rezultate. In majoritatea cazurilor diagnosticul ticuri-
lor este posibil de stabilit doar pe baza observatiei clinice,
investigatiile paraclinice nefiind, In acest caz, necesare. Este
extrem de importanta selectia pacientilor cu ticuri care nu ne-
cesita tratament, ci doar monitorizare si informare. Exista trei
metode terapeutice ale ticurilor: comportamentala, farmacolo-
gica (1n special, clonidina, neurolepticele atipice si benzamide-
le, in doze mici) si, In cazuri particulare, cea neurochirurgicala
(stimularea cerebrala profunda). Primele douda metode sunt
accesibile in RM. Eficienta altor metode de tratament ale ticuri-
lor nu a fost confirmata. O atentie particulara se acorda mana-
gementului comorbiditatilor specifice ale SGT si ticurilor.

Concluzii. Diagnosticul ticurilor se bazeaza pe cunoasterea
manifestarii lor clinice si culegerea minutioasa a anamnezei.
Doar unii pacienti cu ticuri necesita tratament, insa toti dintre
ei trebuie sa fie informati despre natura ticurilor, cauzele si
evolutia acestora. Terapia comportamentala poate fi utila pen-
tru o parte dintre pacienti, pe cand pentru altii poate fi mai
convenabila cea medicamentoasa sau combinatia lor.

Cuvinte cheie: ticuri, sindromul Gilles de la Tourette, dia-
gnostic, tratament.

Introducere

Ticurile sunt niste miscari sau vocalizari bruste, rapide,
recurente, aritmice, cu o frecventa, tip si intensitate variabile,
care apar de obicei 1n salve si sunt efectuate fara vreun scop
particular [1]. Ticurile pot fi motorii si vocale (fonice).

Sindromul Gilles de la Tourette (SGT) reprezinta o combi-
nare a multiplelor ticuri motorii cu cel putin unul vocal, de-
butul ticurilor survenind Tnainte de varsta de 18 ani, iar du-
rata lor depasind 12 luni. Intensitatea ticurilor in SGT poate
fi variabila - unii pacienti pe parcursul vietii pot avea doar
ticuri usoare, altii - doar ticuri violente, ceilalti pot prezenta
combinatia de ticuri de diferita intensitate.

Prevalenta SGT, desi subestimata in trecut, este destul de
naltd, constituind 0,3-1% din populatie, in dependenta de gru-
pul de varsta inclus in studiul epidemiologic: in medie, aproxi-
mativ 1-2% la copii si 0,3-0,5% la adulti [1-4]. Prevalenta doar
a ticurilor cronice motorii si a celor vocale este de aproximativ
3-4% In populatia generala (adulti si copii) [5]. Ticurile tranzi-
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scientific studies confirmed the efficiency of some diagnostic
and therapeutic options; and refuted other options. Thus, a
qualitative analysis and adjustment of the contemporary rec-
ommendations to the actual conditions and possibilities of the
Republic of Moldova (RM) is required.

Material and methods. All the guidelines for the diagno-
sis and treatment of GTS and tic disorders were found in the
PubMed database. Afterwards, the articles containing the key-
words , Tourette diagnosis’,, Tourette treatment’, ,tic diagnosis”
or ,tic treatment“and published after 2011 were selected. The
disponibility in RM of the medications recommended by the
international guidelines was verified on the official site of the
Medicines Agency and Medical Devices of RM. The final text
included the qualitative analysis and synthesis of the recom-
mendations adapted to the conditions and possibilities of RM.

Results. The diagnosis of tics needs only clinical observa-
tion, and usually other investigations are not indicated. It is
extremely important to identify patients whose tics do not
need treatment, but still require monitoring and informing
about their nature. There are three therapeutic methods di-
rected against tics: behavioural therapy, pharmacotherapy
(low-dosed clonidine, atypical neuroleptics, benzamides),
and, in some particular cases, neurosurgical approach (deep
brain stimulation). The first two methods are available in RM.
The efficiency of other tics treatment has been not confirmed
yet. A particular attention is paid to the management of the
specific comorbidities of GTS and tics.

Conclusions. The diagnosis of tics is based on the recogni-
tion of their clinical manifestations and minutious anamnesis.
Only some patients with tics need treatment, but all of them
should be informed about the tics’ nature, causes and evolu-
tion. The behavioural therapy could be effective in some pa-
tients, while in others, pharmacotherapy or a combination of
both would be more convenient.

Key words: tics, Gilles de la Tourette syndrome, diagnosis,
treatment.

Introduction

Tics are sudden, rapid, recurrent, and arrhythmic move-
ments and vocalizations, which vary in frequency, type and
intensity, usually appear in bouts, and are performed without
any specific purpose [1]. Tics can be motor and vocal (phonic).

Gilles de la Tourette syndrome (GTS) is a combination of
the multiple motor tics with at least one vocal tic, starting be-
fore the age of 18 and persisting for more than 12 months. The
intensity of the tics in GTS can widely vary from mild tics in
some patients to violent tics or even a combination of tics of
different intensities in other patients.

The prevalence of GTS, although previously underestimat-
ed, is relatively high. GTS is present in almost 0.3-1% of the
population. The prevalence varies according to the studied
age group: GTS is found in about 1-2% of children and 0.3-
0.5% of adults [1-4]. The prevalence of only chronic motor and
of only vocal tics is of about 3-4% among the general popu-
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torii, cu rezolutie rapida spontana, se intdlnesc la aproximativ
20% din populatia pediatrica [6]. Ticurile sunt mult mai frec-
vent Intalnite la copii in comparatie cu adultii si sunt mai des
observate la persoanele de sex masculin (raportul bdieti:fete
de aproximativ 3-4:1) [1].

Prevalenta exacta a ticurilor in Republica Moldova nu este
cunoscutd la moment, insa rezultatele studiului-screening la
copiii de varsta prescolara indica una de 2,05% [7].

Ticurile reprezinta o manifestare a tulburarii de dezvoltare
neuronalg, fiind o afectiune cu baza etiopatogenica neurolo-
gica [1]. Desi exista multe cazuri de ticuri primare pure, fara
comorbiditati, deseori ticurile sunt asociate cu unele afectiuni
psihiatrice, precum ar fi tulburarea hiperkinetica de deficit
de atentie (THDA; 1. engl. attention-deficit/hyperactivity disor-
der — ADHD) si tulburarea obsesiv-compulsiva a personalitatii
(TOG; L engl. obsessive-compulsive disorder - OCD) [1].

Diagnosticul corect al ticurilor este elementul-cheie al
managementului lor adecvat. Abordarea terapeutica a ti-
curilor trebuie sa fie adaptata la intensitatea lor, gradul de
afectare a calitatii vietii pacientului si prezenta sau absenta
comorbidititilor. in unele cazuri nu ticurile, ci comorbiditatile
trebuie sa fie tinta majora a tratamentului.

Baza etiopatologica a ticurilor o constituie modificarile la
nivelul ganglionilor bazali si ale conexiunilor acestora (circu-
itele cortico-striato-talamo-corticale) [8] survenite In timpul
dezvoltarii si maturizarii neuronale cerebrale. Ticurile sunt
manifestarea disfunctiei la nivelul diferitor neuromediatori:
dopaminei, acidului gamma-amino-butiric, glutamatului, sero-
toninei etc.

in prezent, nu exista niciun tratament ce ar elimina ticurile
odata si pentru totdeauna. In acelasi timp, ticurile fluctueazi
spontan: uneori ele se intensificd, alteori diminueaza sau chiar
dispar pe un timp mai indelungat, fara vreo cauza aparenta.
La majoritatea pacientilor ticurile dispar de sine statator spre
varsta de 18-20 de ani. Deci, in cazul ticurilor usoare, care nu
afecteaza semnificativ calitatea vietii pacientului, ele nu nece-
sitd nici un tratament. Medicamentele, care actioneaza asupra
receptorilor neuromediatorilor implicati in generarea ticu-
rilor, pot fi utilizate pentru a suprima exacerbarile acestora.
Deoarece medicamentele respective au efecte adverse consi-
derabile, decizia de a initia tratamentul trebuie sa fie luata in
mod individual.

Pe baza proprietatii ticurilor de a fi suprimate voluntar pe
un timp scurt, au aparut strategiile comportamentale parti-
culare, care faciliteaza aceasta supresiune temporara. SGT nu
este cauzat de reactii psihoemotionale, insa ticurile deja exis-
tente sunt majorate in conditii de stres, oboseala, excitare [9].
Metodele de relaxare pot diminua intensitatea ticurilor.

Diagnosticul si tratamentul ticurilor au fost si sunt subiec-
tele cercetdrilor stiintifice aprofundate. Datele multiplelor
studii deja au confirmat unele ipoteze si au respins altele. Au
apdrut medicamente noi, care au mai putine efecte adverse.
insd nu toate optiunile moderne de tratament ale ticurilor
sunt accesibile in Republica Moldova, limitand posibilitatile
medicilor si ale pacientilor. Din aceste motive, un algoritm de
diagnostic si tratament al ticurilor adaptat la conditiile autoh-
tone este foarte necesar si oportun.
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lation (adults and children) [5]. The transient tics; with the
spontan rapid resolution, are found in approximatively 20%
of the paediatric population [6]. Tics are more common in chil-
dren compared to the adults and affect boys more frequently
than girls (the ratio boys: girls of about 3-4:1) [1].

The exact prevalence of tics in the Republic of Moldova
is not known yet, but the results of the screening study in
children of the preschool age show that 2.05% of them had
tics [7].

Tics represent a neurodevelopmental disorder with a
neurologic background [1]. Although there are a lot of cases
of primary tics without comorbidities, tics are often coexis-
tent with some psychiatrical disorders as attention-deficit/
hyperactivity disorder (ADHD) and obsessive-compulsive dis-
order (OCD) [1].

The right diagnosis of tics is the key element of their ad-
equate treatment. The therapeutical approach to tics should
be adapted to their intensity, the degree of the impact of the
patient’s quality of life and to the presence or absence of the
comorbidities. In some cases, it is not tics but comorbidities
that should be the major goal of the treatment.

The etiopathologic basis of tics includes changes in the
basal ganglia and their connections (cortico-striato-thalamo-
cortical circuits) [8] during the development and maturation of
the brain. Tics are due to the dysfunction at the level of different
neuromediators: dopamine, gamma-aminobutyric acid, gluta-
mate, serotonine etc.

There is no treatment yet that would definitely eliminate
tics forever. At the same time, tics fluctuate spontaneously:
they can increase, decrease, or even disappear for some time;
without any explicit cause. The majority of patients become
tic-free at the age of 18-20. Therefore, if the tics are mild and
do not affect the quality of the patient’s life significantly, they
do not need any treatment. Tics are temporarily suppressed
by the drugs that act on the receptors of the neuromediators
implied in the tics’ generation. However, these medications
have some considerable side effects, and the decision of treat-
ment should be taken in each case individually.

Tics can be voluntarily suppressed for a short time. This
characteristic was used to develop particular behavioural
strategies that facilitate this temporary suppression. GTS is
not caused by the psychoemotional reactions, but the already
existing tics can be increased by stress, tiredness, and excite-
ment [9]. Their intensity could be decreased by the relaxation
techniques.

The ways of diagnosis and treatment of tics have been the
subject of the deep exploration during the last years. The data
of multiple studies have already confirmed some hypotheses
and contradicted the others. New drugs with fewer side effects
were developed. However, the lack of some of the treatment
options in RM significantly limits the possibilities of physi-
cians and patients with tics. Therefore, an algorithm of diag-
nosis and treatment adjusted to the autochtonous conditions
is required.



Material si metode

Initial, a fost efectuata cdutarea dupa cuvintele cheie , Tou-
rette guidelines” si ,tic disorder guidelines” (,ghid Tourette“ si
,ghid tulburare de ticuri”) printre publicatiile de pana in mar-
tie 2015 din baza de date online PubMed (serviciul Librariei
Nationale de Medicina a Instituitului National de Sanatate al
Statelor Unite; 1. engl. US National Library of Medicine, National
Institute of Health) [10]. Dupa examinarea titlurilor articolelor
gasite, au fost alese acelea, care reprezentau ghidurile oficiale
medicale cu indicatii de diagnostic si tratament ale tulburarii
de ticuri si SGT.

Ulterior, in baza de date PubMed, printre publicatiile Intre
2011 - martie 2015, a fost efectuata cautarea dupa cuvintele

cheie , Tourette diagnosis*, , Tourette treatment”, ,tic diagnosis*

sau ,tic treatment” (respectiv: diagnosticul Tourette, trata-
mentul Tourette, diagnosticul ticurilor, tratamentul ticurilor).
Prin includerea specificarii ,humans“ (,oameni“) au fost exclu-
se datele cercetdrilor preclinice. Limita inferioara a intervalu-
lui de timp al cautarii reiese din data publicarii Ghidului clinic
european al SGT si tulburarii de ticuri [1], care reprezinta o
evaluare critica a surselor de valoare publicate pana in 2011.
Acest ghid a fost creat de catre o echipa larga internationald de
specialisti in problematica SGT.

La necesitate, pentru precizarea unor notiuni sau
particularitati diagnostice si terapeutice, au fost consulta-
te surse aditionale de informatie. Recomandarile diagnosti-
ce si farmaceutice au fost examinate din punct de vedere al
relevantei si accesibilitatii lor in conditiile din Republica Mol-
dova (RM). Datele despre disponibilitatea medicamentelor in
RM au fost preluate de pe site-ul Agentiei Medicamentului si
Dispozitivelor Medicale [11].

Textul final a inclus sinteza recomandarilor, cu crearea al-
goritmului de diagnostic si tratament al ticurilor adecvat pen-
tru RM.

Rezultate

Prelucrarea informatiei

n baza de date PubMed au fost identificate ghidul cana-
dian, german si ghidul european de management al SGT si a
ticurilor. Ghidul european consta din 4 parti publicate aparte,
dintre care prima include prezentarea SGT si abordarea lui di-
agnosticg, iar celelalte 3 parti se refera la tratamentul ticurilor
(comportamental, medicamentos, neurochirurgical). Ghidul
canadian al SGT, publicatin 2012, constd din 2 parti: tratamen-
tul non-farmacologic si tratamentul farmacologic al ticurilor.
Ghidul german din 2012 descrie pe scurt particularitatile cli-
nice si diagnostice ale ticurilor, precum si oportunitatile tera-
peutice non-farmacologice si farmacologice existente la mo-
mentul publicarii.

Au fost gasite 819 de articole publicate intre anii 2011-
2015, care corespundeau criteriilor cautdrii. Dupa analiza ti-
tlurilor, 129 de articole au fost calificate drept probabil rele-
vante pentru tema lucrarii date, textul al 113 dintre ele fiind
posibil de accesat integral. In bibliografia finala a articolului
dat au fost incluse doar cele mai relevante surse dintre aces-
te 113, in numir de 53. in unele cazuri (de exempluy, in sco-
pul definirii exacte a unor termeni referitori la SGT, precizarii
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Material and methods

Initially, the search by the key words , Tourette guidelines”
and ,tic disorder guidelines” was performed through the pub-
lications until March 2015 in the online database PubMed (US
National Library of Medicine, National Institute of Health) [10].
After the examination of the titles, the papers representing of-
ficial guidelines for the diagnosis and treatment of the tic dis-
order and GTS were selected.

Afterwards, the search by the key words , Tourette diagno-
sis”,, Tourette treatment”, ,tic diagnosis“ or ,tic treatment” was
performed in the PubMed database through the publications
between 2011 - March 2015. The option ,humans“was active
in the search settings to exclude preclinical studies. The inferi-
or timeline limit was adjusted to the time of publication of the
European clinical guidelines for Tourette syndrome and other
tic disorders [1], a critical evaluation of the valorous sources
published until 2011. These guidelines were created by a large
international group of specialists in GTS.

To clarify some notions and facts, additional sources of
information were consulted. The diagnostic and therapeuti-
cal recommendations were assessed from the point of view of
their relevance and accessibility in the Republic of Moldova
(RM). The disponibility of the drugs in RM was checked on the
site of the Medicines Agency and Medical Devices of RM [11].

The final text includes a synthesis of recommendations
with an algorithm of diagnosis and treatment of tics adapted
for RM.

Results

Processing of the information

In the PubMed database, Canadian, German, and Euro-
pean guidelines for GTS and tics were identified. The Euro-
pean guidelines consist of 4 parts published separately, one
of which includes the presentation and diagnostic approach to
the GTS, and the remaining 3 parts describe the treatment of
tics (the behavioural, pharmacotherapeutical, and neurosurgi-
cal approach). The Canadian guidelines for GTS, which were
published in 2012, consist of 2 parts: the non-pharmacological
treatment and the pharmacological treatment of tics. The Ger-
man guidelines, which appeared in 2012, shortly describe the
clinical and diagnostical particularities of tics, as well as the
therapeutical non-pharmacological and pharmacological op-
portunities, which were present at the moment of publication.

From the total number of articles published between 2011
- 2015, 819 articles corresponded to the search criteria. After
the analysis of the titles, 129 articles were qualified as likely
relevant for the topic of the present work. The complete text
of 113 articles could be accessed.

The final bibliography of the articles includes only the 53
most relevant sources. In some cases (e.g., to define notions
referring to GTS, to clarify statistical data, and therapeutical
methods or characteristics of some medications), additional
literature (including publications before 2011) or internet
sites were consulted.
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datelor statistice, metodelor terapeutice sau caracteristicilor
unor medicamente), a fost necesar de consultat literatura
adaugatoare (inclusiv si cea publicata anterior de 2011) sau
informatia de pe site-uri internet.

Diagnosticul ticurilor

Metoda principald de diagnosticare a ticurilor este obser-
vatia clinicd a simptomelor. In cazul prezentirii tipice, este po-
sibil de a diagnostica ticurile fara investigatii suplimentare.

Diagnosticul ticurilor se bazeaza pe criteriile Manualului
Diagnostic si Statistic, editia a 5-a (DSM-5) [12], care prevede:

= Sindromul Gilles de la Tourette: (1) combinarea multiple-
lor ticuri motorii cu cel putin un tic fonic (vocal), ce au
fost prezente in aceeasi perioada de timp, dar nu numai-
decat concomitent (In acelasi moment); (2) ticurile sur-
vin de mai multe ori pe zi (de obicei, In salve), practic in
fiecare zi sau intermitent, timp de mai mult de un an; (3)
debutul afectiunii Tnainte de varsta de 18 ani; (4) ticurile
nu sunt cauzate direct de o altd afectiune medicala (de
ex., boala Huntington sau encefalita virald) sau utilizarea
unor substante (de ex., stimulenti).
Tulburarea persistentd de ticuri motorii sau vocale (ticuri
cronice, motorii sau vocale): (1) ticuri unice sau multi-
ple motorii sau vocale/fonice, dar nu ambele tipuri la
aceeasi persoana; (2) ticurile survin de mai multe ori pe
zi (de obicei, in salve), practic in fiecare zi sau intermi-
tent, timp de o perioadda de mai mult de un an; (3) de-
butul afectiunii inainte de varsta de 18 ani; (4) ticurile
nu sunt cauzate direct de o altd afectiune medicala (de
ex., boala Huntington sau encefalita virald) sau utilizarea
unor substante (de ex., stimulenti); (5) ticurile nu se in-
clud in criteriile pentru sindromul Tourette.
Tulburarea provizorie de tipul ticurilor (ticuri tranzito-
rii): (1) ticurile unice sau multiple motorii sau vocale;
(2) frecventa ticurilor poate sa se mareasca sau sa scada,
dar ele vor fi prezente pe o perioada totald nu mai mult
de 12 luni; (3) debutul afectiunii inainte de varsta de 18
ani; (4) ticurile nu sunt cauzate direct de o alta afectiune
medicala (de ex., boala Huntington sau encefalita virala)
sau de utilizarea unor substante (de ex., stimulenti); (5)
ticurile nu se includ in criteriile pentru sindromul Tou-
rette sau in cele pentru ticuri cronice.
Tulburarea nespecificatd de tipul ticurilor (ticuri nespe-
cificate): ticurile, ce nu se includ In celelalte grupuri de
ticuri (de ex., ticuri ce au aparut dupa 18 ani, ce persista
mai putin de 4 saptamani etc.).
= Alte ticuri specificate: se refera la ticuri secundare, cu

precizarea cauzei.

Ticurile in clasificatorul DSM-5 sunt incluse in sectia,, Tulbu-
rdri de dezvoltare neurald” (1. engl. Neurodevelopmental Disor-
ders), categoria , Tulburari motorii“ (1. engl. Motor Disorders).

De asemenea, exista criterii de diagnostic ale tulburarii de
ticuri si GTS 1n Clasificarea Internationala a Maladiilor, editia a
10-a (CIM-10) (1. engl. International Classification of Diseases,
10" edition - ICD-10), care sunt similare celor din DSM-5.

Astfel, diagnosticul ticurilor se bazeaza pe:
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Diagnosing tics
The main diagnostic option is the clinical observation of
tics. The typical presentation does not need any supplemen-
tary investigation.
The diagnosis of tics is based on the criteria of Diagnostic
and Statistical Manual, 5th Edition [12] that specifies:
= Gilles de la Tourette syndrome: (1) Both multiple motor
and at least one vocal tics have been present during ill-
ness, although not necessarily concurrently; (2) The tics
may wax and wane in frequency but have persisted for
more than 1 year since the first tic onset; (3): The on-
set is before the age of 18; (4). The disturbance is not
attributable to the effects of a substance (e.g., cocaine)
or another medical condition (e.g.,, Huntington'’s disease,
post viral encephalitis).
= Persistent (Chronic) Motor or Vocal Tic Disorder: (1) Sin-
gle or multiple motor or vocal tics have been present du-
ring illness, but not both motor and vocal; (2) The tics
may wax and wane in frequency but have persisted for
more than 1 year since the first tic onset; (3) The onset is
before the age of 18; (4) The disturbance is not attributa-
ble to the effects of a substance (e.g., cocaine) or another
medical condition (e.g., Huntington’s disease, post viral
encephalitis); (5) Criteria have never been met for GTS.
= Provisional Tic Disorder: (1) Single or multiple motor
and/or vocal tics; (2) The tics have been present for less
than1 year since the first tic onset; (3) The onset is befo-
re the age of 18; (4) The disturbance is not attributable
to the physiological effects of a substance (e.g., cocaine)
or another medical condition (e.g., Huntington’s disease,
post viral encephalitis); (5) Criteria have never been met
for GTS or persistent (chronic) motor or vocal tic disor-
der.
= Non-Specified Tic Disorder: The tics those are not inclu-
ded in other groups of tics (e.g., the ones that appeared
after the age of 18, the ones persisting for less than 4 we-
eks etc.).
= Other Specified Tics: refers to the secondary tics with the
specific cause.

The tics in DSM-5 are included in the section ,Neurodevel-
opmental Disorders”, category ,Motor Disorders”.

There are also criteria of diagnosis defined by the Interna-
tional Classification of Diseases, 10" edition (ICD-10) that are
similar to those of DSM-5.

Therefore, the diagnosis of tics is based on:

1. Anamnesis:

Anamnesis is indispensable for the tics’ diagnosis be-
cause it allows establishing their specific particularities. It is
important to collect anamnesis referring not only to the tics,
but also to their common comorbidities (ADHD, OCD, and im-
pulse-control disorder) and to ask about the clinical signs of a
neurological disorder with secondary tics. The antenatal and
heredocolateral (familial) anamnesis in children is indispens-
able for the differential diagnosis.



1. Culegerea anamnesticului:

Anamnesticul permite stabilirea caracteristicilor specifice
ale ticurilor, indispensabile pentru diagnosticul lor. Este ex-
trem de importanta si culegerea detaliata a anamnesticului ce
se refera la simptomatica ticurilor si a comorbiditatilor frec-
vente (THDA, TOC, tulburare de control al impulsurilor), pre-
cizarea absentei/prezentei altor simptome neurologice sau
cauzelor ticurilor secundare. Pentru diagnosticul diferential al
ticurilor la copii este necesar de precizat istoricul antenatal si
cel heredocolateral (familial).

In timpul discutiei cu pacientul se precizeazi numaidecat
[1,12]:

= Caracteristicile ticurilor (ce fel de ticuri are pacientul,
unde sunt localizate, cat de frecvente si cat de puternice
sunt);

Varsta de debut a simptomaticii (cel mai frecvent ticuri-
le primare apar intre al 5-lea si al 8-lea an de viatd),
circum-stantele aparitiei;

Evolutia ticurilor - exacerbari diurne, diminuarea sem-
nificativa sau absenta In timpul somnului, fluctuatii in
intensitate uneori pana la disparitia totala pe un anumit
timp (ore, zile, chiar luni), disparitia unor pattern-uri de
ticuri si aparitia altor;

Posibilitatea de a suprima voluntar ticurile pe un anumit
timp (poate sa nu fie posibila la copiii mici) si aparitia
senzatiei neplacute de presiune interna in timpul supre-
siunii ticurilor;

= Anamneza heredo-colaterala: desi transmiterea ticurilor
este non-mendeliand, iar etiogeneza lor include com-
binarea factorilor genetici cu cei ai mediului ambiant,
membrii de familie ai pacientilor deseori pot prezenta
ticuri, THDA sau TOC.

Consecintele fizice ale ticurilor (durere, leziuni etc.)
si impactul psihosocial (asupra relatiilor sociale,
invatdmantului, lucrului, somnului s.a.);

Evaluarea situatiei psihosociale intrafamiliale, starii fi-
nanciare, prezentei conflictelor interpersonale din cauza
ticurilor;

Prezenta comorbiditatilor frecvente ale ticurilor: TOC
(obsesii, ritualuri), THDA (tulburare de atentie, hiperac-
tivitate), depresiei, anxietatii, tulburarii de control al im-
pulsurilor;

Prezenta altor semne clinice patologice (inclusiv neuro-
logice), prezenta altor maladii;

Tratamentul actual si cel administrat in trecut, dozele si
eficienta tratamentului.

Diagnosticul de SGT poate fi sustinut de scorul asa-
numitului Indice de Confidentda de Diagnoza al SGT (I. engl.
Diagnostic Confidence Index) [13].

2. Examinarea fizica:

Examinarea fizica contribuie la stabilirea diagnosticului
corect. Ea include examenul general al pacientului (depistarea
semnelor altor maladii somatice, dismorfismului ce ar putea
sugera un sindrom genetic) si examenul neurologic complet,
cu cautarea altor simptome patologice, care ar sugera origi-
nea secundara a ticurilor. Se apreciaza fenotipul ticurilor, se
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Therefore, during the discussion, a patient should be asked
about [1, 12]:

= Tics’ particularities (which tics the patient has, where
they are localized, how frequent and how strong they
are);

= Onset age (tics usually begin between the 5th and 8th
years of life), circumstances of the first manifestation;

= Evolution of tics - diurnal fluctuations, decrease or ab-
sence during the sleep, long-time fluctuations with pos-
sible vanishing for hours, days or even moths, changes in
the tics’ pattern;

= Short-time voluntary suppression of tics (not always
possible in little children) and the particular unpleasant
feeling of an internal tension during the suppression;

= Heredocolateral anamnesis: although the transmission is
non-mendelian, and tics are due to the combination of
the genetic and ambient factors, the relatives of the pati-
ents can also exhibit tics, ADHD or OCD.

= Physical consequences of tics (pain, lesion etc.) and the
psychosocial impact (on the social relations, learning,
work, and sleep);

= Evaluation of the psychosocial intra familial situation, fi-
nancial state, interpersonal conflicts caused by tics;

= Presence of the comorbidities: OCD (obsessions and ri-
tuals), ADHD (attention disorder and hyperactivity), de-
pression, anxiety, and impulse-control disorder;

= Other pathological signs (including the neurological
ones) and other diseases in the anamnesis;

= Treatment anamnesis, doses and efficiency of the medi-
cation.

The diagnosis of GTS can be supported by the so-called Di-
agnostic Confidence Index [13].

2. Physical examination:

The physical examination contributes to the right diag-
nosis. The general examination of the patient (symptoms of
other somatic disorders or of a dysmorphism indicating a
genetic syndrome) and the exhaustive neurological examina-
tion (detection of some secondary causes of tics) should be
performed. The tics’ phenotype, their suggestibility (they in-
crease when somebody talks to the patient about them), and
the voluntary suppressibility for a short time are assessed.
During the medical consultation, patients can consciously or
unconsciously suppress their tics. In such a case, parents or
relatives of the patient are asked to film the tics at home.

3. Paraclinical examination:

At the moment, there is no paraclinical examination indis-
pensable for the diagnosis of the typically manifested primary
tics [1, 13]. The paraclinical exams are useful only if tics are
atypical, e.g. the first-time appearance of tics after the age of
18, the presence of the symptoms suggesting another disease,
the antecedent of a cranial traumatism etc.

If the symptomatics suggests a metabolic (e.g. Wilson dis-
ease) or an autoimmune (e.g. Sydenham chorea) condition, a
blood analysis is performed (blood count, creatinkinase and
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testeaza sugestibilitatea lor (ticurile se intensifica atunci cand
pacientului i se aminteste de ele) si suprimabilitatea volunta-
rd pe un anumit timp. Deseori, in timpul consultatiei medica-
le pacientii isi suprima constient sau inconstient ticurile. in
astfel de cazuri, pentru a vedea fenotipul miscarilor, poate fi
util de rugat parintii sau rudele pacientilor sa filmeze ticurile
survenite acasa.

3. Examene paraclinice:

La moment, nu existd niciun examen paraclinic obligator
pentru diagnosticul ticurilor primare cu manifestare tipica [1,
13]. Examenele paraclinice sunt utile doar in cazul manifestarii
neobisnuite, precum ar fi debutul ticurilor la o varsta mai mare
de 18 ani, prezenta semnelor clinice sugestive pentru alta ma-
ladie, aparitia ticurilor dupa un traumatism cerebral etc.

In cazul simptomaticii sugestive pentru o maladie metabo-
lica (de ex., maladia Wilson) sau imuna (de ex., coreea Syden-
ham s.a.), se indica analiza generala si biochimica a sangelui
(formula sanguing, nivelul creatinkinazei, ceruloplasminei,
glicemiei), se determina titrul antistreptolizinei, prezenta an-
ticorpilor antifosfolipidici, iar la necesitate, si a anticorpilor
anti-neuronali [1, 13, 15]. Daca simptomele aditionale lasa de
suspectat o maladie metabolicd, inflamatorie sau neurodege-
nerativa, poate fi utila si punctia lombara sau analiza urinei.

Simptomatica clinica proprie mai mult epilepsiei, decat ti-
curilor (accese convulsive sau mioclonice, absente etc.) repre-
zinta indicatia pentru efectuarea electroencefalografiei. Pentru
diagnosticul ticurilor tipice, care nu sunt acompaniate de alte
simptome, electroencefalografia este inutila [1]. Rareori poate
fi utila electromiografia, insa, de obicei, diferentierea ticurilor
si a mioclonusului poate fi usor efectuata pe baza observatiei
clinice.

Rezonanta magnetica cerebrald, de asemenea, se indica in
cazul suspectdrii clinice a unei leziuni cerebrale de origine tra-
umaticd, infectioasa, autoimund, metabolica, neurodegenera-
tiva. In cazul ticurilor primare, imagistica cerebrala utilizata in
clinica nu demonstreaza modificari structurale [1, 15]. Analiza
genetica este efectuatd doar in scopuri stiintifice. La moment,
nu au fost depistate modificari genetice comune unei populatii
largi de pacienti cu ticuri.

Testarea neuropsihica poate detecta THDA, TOC sau depre-
sie comorbide. In cazul suspectirii afectiunii comorbide din
spectrul autistic, se recomanda ca pacientul sa fie evaluat de
catre un specialist in acest domeniu. Tulburarea de ticuri si
SGT necomplicate prin alte maladii nu se manifesta prin tulbu-
rare de dezvoltare mentali sau fizica. in cazul depistarii unui
handicap mental si/sau fizic, este necesar de cautat alta cauza
a acestora.

Precum a fost mentionat, examenele paraclinice sunt utile
doar in cazuri particulare, cind manifestarea clinica a ticurilor
este atipica sau asociata cu alte semne patologice. Utilizarea
nejustificata si excesiva a diferitor metode paraclinice nu aduce
contributii pentru diagnosticul si tratamentul ticurilor si a SGT.

Diagnosticul diferential al ticurilor primare

Diagnosticul diferential al ticurilor este un proces complex,
care necesita cunoasterea suficienta a manifestarilor clinice a
maladiilor neurologice cu manifestiri similare ticurilor. In ma-
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ceruloplasmin level, glucosemia), the antistreptolysin titer is
assessed, and the presence of the antiphospholipidic or an-
tineuronal antibodies is tested [1, 13, 15]. If the additional
symptoms suggest a metabolic, inflammatory or neurodegen-
erative disease, the urinalysis or cerebrospinal fluid analysis is
administered or recommended.

If the clinical presentation suggests more of an epileptic
condition (convulsive or myoclonic seizures, absences etc.),
the electroencephalography should be performed. For the di-
agnosis of typical tics without any additional symptoms, the
electroencephalography is useless [1]. In some rare cases, the
electromyography could help to differentiate tics and myoclo-
nus, although these two entities usually have different clinical
appearance.

The magnetic resonance imaging scan is ordered in case of
suspicion of traumatic, infectious, metabolic, or neurodegen-
erative brain lesion. There are no specific structural changes
on the magnetic resonance imaging scan of a patient with pri-
mary tics [1, 15].

The genetic analysis is performed only for the scientific
purpose. No genetic changes common for a large population
of patients with tics have been detected yet.

The neuropsychological testing could discover the co-
morbid ADHD, OCD, or depression. If there is a suspicion of
a coexistent autistic spectrum disorder,; the patient should be
evaluated by a specialist in this domain. The uncomplicated tic
disorder and GTS do not induce any mental or physical abnor-
mality. If there is a mental and/or physical handicap, another
explanation of its origin should be searched.

As it has been already mentioned, the paraclinical exami-
nations are useful only in some particular cases when the
clinical manifestation of the tics is atypical or there are other
pathological signs. The unjustified and excessive use of differ-
ent paraclinical methods does not contribute to the diagnosis
and treatment of the tic disorder and GTS.

Differential diagnosis of the primary tics

The differential diagnosis of tics is a complex process that
requires sufficient knowledge of the clinical manifestation of
the neurological diseases similar to tics. In the majority of cas-
es, the anamnesis and clinical examination can be sufficient
for the right diagnosis of tics. It is important to take into ac-
count the individual variability and intensity of tics in GTS.

Primary tics and GTS should be differentiated from [1, 4,
16-19]:

1. Primary tics associated with the major psychiatric comor-
bidities, such as autistic spectrum disorders, mental retarda-
tion, major ADHD, major OCD etc. If the comorbidities have
a severe evolution while tics are mild, the treatment should
be oriented against the symptoms most affecting the patient’s
quality of life. As an example, in a patient with major ADHD
and extreme mild tics (e.g. blinking), only ADHD should be
treated, even if the stimulant medications could somehow in-
crease the tics.

2. Secondary tics that could be:

= Caused by drugs and other substances, e.g. amphetami-



joritatea cazurilor diferentierea este posibild deja la nivelul
anamnezei si a examinarii clinice. Este important de tinut cont
de variabilitatea individuala a ticurilor si a intensitatii lor in SGT.

Ticurile si SGT primare se diferentiaza de [1, 4, 16-19]:

1. Ticuri primare asociate cu comorbiditdti neurologice sau
neuropsihiatrice majore, asa ca: afectiunile spectrului autis-
tic, retardul mental, THDA majord, TOC majora etc. in cazul
prezentei comorbiditatilor foarte pronuntate, asociate cu ti-
curi usoare, tratamentul trebuie sa fie orientat asupra simpto-
maticii ce diminueaza calitatea vietii pacientului. De exemplu,
in cazul pacientului cu THDA extrem de pronuntatd si ticuri
usoare, precum clipitul, se va trata tulburarea de atentie, chiar
daca medicamentele stimulante ar putea agrava putin ticurile.

2. Ticuri secundare, care pot fi:

= Induse de medicamente si alte substante: amfetamine

sau alti stimulenti ai sistemului nervos central, inhibi-
torii serotoninergici, cocaina, levodopa, carbamazepi-
na, fenitoina, fenobarbitalul, lamotrigina, cafeina si alte
substante blocante ale receptorilor dopaminergici (tou-
rettism si ticuri tardive);

= Induse de maladii ereditare: neuroacantocitoza, scleroza

tuberoasa, maladia Wilson, neuroferitinopatii, sindro-
mul Lesch-Nyhan (tulburarea metabolismului purinic),
fenilcetonuria s.a. Ticurile nu sunt manifestarea unica a
acestor maladii, fiind prezente si alte semne clinice;

= Induse de maladii infectioase si autoimune: coreea Sy-

denham, afectiuni pediatrice neuropsihiatrice autoimu-
ne asociate cu infectia streptococica (PANDAS), sindro-
mul antifosfolipidic, encefalita virala, neurosifilis, boala
Lyme. Sunt prezente si alte semne de infectie, inflamatie,
disfunctie a sistemului nervos central;

= Ticuri asociate cu maladii cromozomiale: sindromul
cromozomului X fragil, sindromul Down, sindromul Kle-
infelter, cariotipul XYY, trisomia X, trisomia partiala 16,
sindromul Beckwith-Wiedemann etc. Pacientii, de obicei,
prezinta dismorfism somatic si alte semne caracteristice
sindroamelor date;

Ticuri cauzate de traumatism cerebral sau, rareori, cel
periferic (de ex., ticuri dupa traumatismul umarului);
Ticuri induse de alte afectiuni: accident vasculo-cerebral
cu lezarea circuitului fronto-subcortical, encefalopatia
hipoxica-ischemica etc.

3. Simptomaticd asemdndtoare cu ticurile, care insd nu re-
prezintd ticuri: stereotipii, deprinderi, manierisme, rituale,
coreea, balism, mioclonus, distonia, tremur, accese epileptice
(mai ales cele mioclonice), akatizia, hiperekplexia, sinkinezii,
compulsii, sindromul picioarelor nelinistite, miscarile din ca-
drul maladiilor psihiatrice, miscari psihogene.

Ticurile nu au cauza psihogena si trebuie sa fie diferentiate
de miscari din cadrul tulburarii somatoforme, care necesita
o abordare terapeutica diferita. Poate fi dificil de diferentiat
compulsiile din TOC de ticuri, mai ales daca ele vor fi comor-
bide. in Tabelul 1 se prezinta unele criterii, conform carora,
compulsiile pot fi diferentiate de ticuri.

Algoritmul abordarii diagnostice a ticurilor este prezentat
in Figura 1.
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nes or other central nervous system stimulants, sero-
tonin reuptake inhibitors, cocaine, levodopa, carbama-
zepine, phenytoin, phenobarbital, lamotrigine, caffeine
and other dopamine receptor blockers (tourettism and
tardive tics);

= Caused by hereditary diseases, e.g. neuroacanthocytosis,
tuberous sclerosis, Wilson’s disease, neuroferritinopa-
thies, Lesch-Nyhan syndrome (purine metabolism di-
sorder), phenylcetonuria etc. Tics are not the only ma-
nifestation of these diseases, and usually there are other
pathologic manifestations;

= Caused by infectious or autoimmune diseases, e.g.
Sydenham’s chorea, paediatric autoimmune neurop-
sychiatric disorders associated with streptococcal in-
fections (PANDAS), antiphospholipidic syndrome, viral
encephalitis, neurosyphilis, and Lyme’s disease. Other
infectious, inflammatory and central nervous system'’s
dysfunction signs are usually present;

= Tics associated with chromosomal syndromes, e.g. fragi-
le X syndrome, Down'’s syndrome, Kleinfelter’s syndro-
me, XYY karyotype, X trisomy, partial trisomy 16, Beck-
with-Wiedemann syndrome etc. A somatic dysmorphism
and other specific symptoms are usually observed;

= Tics caused by brain traumatisms or even by peripheral
traumatism (e.g. tics after shoulder injury);

= Other causes of tics: vascular stroke with lesion in the
fronto-subcortical circuit, hypoxico-ischaemic encepha-
lopathy etc.

3. Other movement disorders similar with tics: stereoty-
pies, habits, mannerisms, rituals, chorea, ballism, myoclonus,
dystonia, tremor, seizures (especially the myoclonic ones),
akathisia, hyperekplexia, synkinesias, compulsions, restless
legs syndrome, psychiatric disorders with pathological move-
ments, and psychogenic movement disorders.

Tics are not psychogenic and should be differentiated from
the pathological movements in somatoform disorders that
should be treated differently. It could be difficult to differenti-
ate tics from compulsions in OCD, especially if they are comor-
bid. In Table 1 some differential criteria of tics and compul-
sions are presented.

The diagnostic algorithm of tics is described in Figure 1.

Treatment of tics

Selection of patients that need treatment

Only a small part of patients with tics seek the medical ad-
vice, and only some of those patients really need to be treated.
The existent GTS medication does not provide a total cure but
just temporarily suppresses tics during the treatment. These
drugs also have significant or major adverse effects.

The modern scientific studies proved that tics have neural
origin and represent a variant of the normal cerebral matura-
tion. About 20% of all children have transient tics that will dis-
appear spontaneously [6]. Other children have not disturbing
mild chronic tics that do not affect their social life. The evolu-
tion of tic disorder and GTS is fluctuating, and there could be
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Tabelul 1. Diferente si similitudini dintre ticuri si compulsii in
cadrul TOC*.
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Table 1. Differences and similarities between tics and compulsions
in OCD*.

Ticuri Compulsii din TOC

Tics Compulsions in OCD

Diferente

Efectuate fara vre-un scop anume Actiuni directionate, cu un scop
anumit (de ex.: ,Dacd nu bat de trei
ori in palme - nu imi va merge”)
Acompaniate de senzatia interna de Acompaniate de ganduri persis-
necesitate de a efectua ticul (l. engl, tente

urge)

Deseori nu sunt asociate cu anxietate ~ Majoritatea sunt asociate cu anxi-
etate

Semivoluntare sau involuntare Voluntare

Varsta tipicd de debut: 6-8 ani Varsta tipicd de debut mai mare de

8 ani

Evolutie natural fluctuanta Absenta fluctuatiilor evolutionale

semnificative

Similitudini
Suprimabile (pe timp scurt) Suprimabile (pe timp lung)
Diminueaza in timpul concentratiei Diminueaza in timpul concentratiei

Se majoreazad la emotii Se majoreazad la emotii

Nota: *- tabelul este adaptat dupa Ghidul European al sindromului Tourette
si tulburdrii de ticuri, partea I [1].

Tratamentul ticurilor

Selectarea pacientilor cu ticuri care necesitd tratament

Din toti pacienti cu ticuri doar o minoritate se adreseaza la
medic si doar o parte din aceste persoane intr-adevar necesi-
ta tratament medical. Medicamentele utilizate in tratamentul
SGT nu asigura ,insanatosirea totald", ci doar suprima ticurile
pe durata administrarii lor. Aceste medicamente, de reguld, au
efecte adverse importante.

Datorita studiilor stiintifice moderne a fost demonstrata
nu numai originea neurald a ticurilor, ci a fost stabilit si fap-
tul, cd iTn marea majoritate a cazurilor, ticurile reprezintd o
varianta fiziologica a maturizarii cerebrale. Aproximativ 20%
dintre copii au ticuri tranzitorii, care dispar spontan [6]. Altii
pot prezenta ticuri cronice usoare, care nu-i deranjeaza si nu
afecteaza incadrarea sociala a acestor persoane. Cu atat mai
mult, evolutia naturala fluctuanta a tulburarii de ticuri sia SGT
deseori asigura prezenta perioadelor libere de ticuri, cu dura-
td de saptamani sau chiar luni. Spre varsta de 18-20 de ani la
90% din persoane ticurile diminueaza semnificativ sau dispar
total, desi nu este posibil de a prezice, la care pacienti ticurile
totusi vor persista [1].

Reiesind din cele enumerate mai sus, un moment decisiv al
managementului terapeutic al ticurilor este luarea deciziei in
mod individual, daca pacientul dat trebuie tratat sau nu [20,
21]. Ticurile recent aparute (saptamani sau luni), in majorita-
tea cazurilor, vor dispare spontan si nu necesita nici un trata-
ment. Acelasi fapt se refera si la ticurile cronice. Drept indici,
ca ticurile ar trebui sa fie tratate, pot servi urmatoarele acuze
din partea pacientului [3]:

= Ticurile sunt foarte puternice si provoaca durere muscu-

lara, neuropatica sau chiar leziuni ale pielii (ticuri de tip

Differences

Goal-oriented actions with a
purpose (e.g.: ,If I do not clap my
hands three times, I will not be
lucky today”)

Purposeless

Accompanied by an urge to tic Accompanied by obsessive

thoughts

Usually are not associated with anxiety =~ Usually are associated with
anxiety

Semi voluntary or involuntary Voluntary

Typical onset age of 6-8 Typical onset age of more than 8

Fluctuant natural evolution No significant fluctuations in

evolution

Similarities
Suppressible for a short time Suppressible for a short time

Decrease if attention is focused on other Decrease if attention is focused
things on other things

Increased by emotions Increased by emotions

Note: *- the table is adapted from the Clinical European Guidelines for To-
urette syndrome and tic disorders, part I [1].

weeks and even months free of tics. At the age of 18-20, tics
decrease or vanish in 90% of patients, although it is not pos-
sible to individually predict their evolution [1].

Therefore, a decisive moment of the therapeutical manage-
ment of tics is the individual decision of whether to treat them
or not [20, 21]. Tics with a recent onset usually disappear in
some weeks or months and do not need any treatment. In the
majority of cases, the chronic tics will too spontaneously dis-
appear after some years. However, under the following condi-
tions, tics should be treated [3]:

= Tics are violent and cause muscular or neuropathic pain

or even skin lesions (e.g. biting tics), muscular lesions,
articular luxations, or bone fractures.

= Tics cause social problems, for example, isolation and

stigmatizing. As parents frequently tend to supraestima-
te the impact of tics, as well as the adolescent patients, it
is important to evaluate the real influence of the tics and
comorbidities on the social life of the patient.

= Tics induce the major negative psychoemotional reac-

tions such as reactive depression, phobias, anxiety, low
self-esteem etc. In this case, a psychological support and
treatment should be also offered.

= Tics interfere with the functional abilities of the patient.

For example, the academic performance could decrease
if a patient is all the time busy with the tics’ suppression.
Sometimes the motor or vocal tics could affect the effici-
ent communication with other people.

Management of patients needing no treatment
The parents’ wish alone to treat their child with tics should
not serve as an indication to start the treatment if tics are mild



Miscari sau vocalizdri spontane fara vre-un
scop aparent?

Nu
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. — 'l
Da
| —

Pot fi explicate exclusiv prin utilizarea
medicamentelor sau altor substante?

—Null

Explicabile printr-o leziune organica cauzata
de encefalita, tumoare, infectie streptocica,
etc.?

Absenta ticurilor

Da

Da

Nu
N—

Corespund criteriilor pentru
epilepsie/coree/balism/mioclonus
/stereotipii?

Nu
—

Simptomatica motorie nu corespunde unui
context neurologic, ci contextului
psihoemotional? Semne sugestive de tulburare
somatoforma/de conversie?

Da

Tulburare de ticuri indusa de medicamente si alte
substante. Stoparea/inlocuirea medicamentelor,
reevaluarea simptomelor.

Examinarile necesare pentru diagnosticul afectiunii
primare (analize de laborator, examene imagistice,
punctii si biopsii, la necesitate).

Examinarile necesare pentru diagnosticarea afectiunii
primare (EEG, imagistica cerebrald, analize de laborator).
in cazul suspectirii stereotipiilor - precizarea
circumstantelor survenirii (emotii placute, bucurie).

Nu
N—

Miscari sau vocalizari voluntare cu scopul
diminudrii anxietatii?

Nu
Ne—

Miscari repetitive autoagresive sau care
provoaca senzatii placute?

Nu l
N—

Miscari stereotipe repetitive la persoana cu
trasdturi autiste sau handicap mental?

- Nu
l

Tragerea de propriul par sau ruperea lui, care
produce satisfactie si calmare?

Da
Miscari psihogene, tulburarea de conversie. Cercetarea
m— criteriilor de diagnostic al acestor maladii, consultatia
psihologului sau psihiatrului la necesitate.
Da
\—

Da

Da

Da

Tulburare obsesiv-compulsiva. Consultatia psihiatrului.

Tulburari comportamentale, borderline etc. Consultatia
psihologului specializat sau a psihiatrului.

Stereotipii si ticuri din cadrul tulburarii din spectrul
autistic, handicapului mental, sindromului X fragil etc.
Consultatia specialistilor in aceste maladii.

Nu
——

Manierisme, corespunderea criteriilor pentru
psihoze?

Tricotilomania, compulsii. Consultatia psihiatrului.

Da

Nu
N——

Simptomele sunt prezente mai putin de 1 an?

Nu
N—

Combinarea ticurilor motorii si vocale?

Nu
—

>

Psihoza. Consultatia psihiatrului.

TICURI MOTORII sau VOCALE TRANZITORII

SINDROMUL GILLES DE LA TOURETTE

TICURI MOTORII sau VOCALE CRONICE

Fig. 1 Arborele decizional al diagnosticului diferential al ticurilor (adaptat dupa Ghidul European al sindromului
Tourette si tulburdrii de ticuri [1]).
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No ll
Explained by the brain lesion caused by
encephalitis, tumour, streptococcal infection,
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No tics

No
Spontaneous purposeless movements or /
vocalisations? '_’|
. — 'l
Yes
\—
i i i Yes
Can be explained by the use of medications or ——
other substances? —

etc.?

No
N—

Fit the criteria of
epilepsy/chorea/ballism/myoclonus
/stereotypies?

No
N—

The motor symptomatic fits the criteria for a
psychogenic condition but not for a
neurological condition? Signs of somatoform/
conversion disorder?

Yes

Tics secondary to the drugs and other substances.
Stop/modify the medication, reevaluate the symptoms.

Diagnosis of the primary disease (laboratory analysis,
imagistic investigations, punctions, and biopsies if
needed).

Diagnosis of the primary disease (EEG, brain imagery,
laboratory analysis). If suspected stereotypies - specify
the conditions of occurrence (pleasant emotions,
happiness).

No
N—

Voluntary movements or vocalizations in
order to decrease the anxiety?

No
N—

Stereotype movements in a person with
autistic treats or intellectual disability 7

No
—

Enjoying pulling out one’s hair?

Psychogenic movements, conversion disorder. Assess the
diagnostic criteria for these disorders, consult the
psychologist or psychiatrist.

Yes
Autoagressive but enjoyable movements? —
g JOy: o >
No l
Yes

Obsessive-compulsive disorder. Consult the psychiatrist.

Behavioural disorder, borderline disorder, etc. Consult
the specialized psychologist or psychiatrist.

Stereotypies associated with the autismus spectrum
disorder, intellectual disability, fragile X syndrome etc.

No
—

Fits the psychosis criteria? Mannerisms?

Tricotillomania, compulsions. Consult the psychiatrist.

Yes

No
—

Symptoms present more than 1 year?

No
N—

-

Combination of the motor and vocal tics?

No
—

Fig. 1 Decisional algorithm for the differential diagnosis of tics (adapted from the Clinical European Guidelines for Tourette

>

Psychosis. Consult the psychiatrist.

PROVISIONAL MOTOR or VOCAL TICS

GILLES DE LA TOURETTE SYNDROME

CHRONIC MOTOR or VOCAL TICS

syndrome and tic disorders [1]).



,muscatura“), leziuni musculare, luxatii articulare, frac-
turi osoase.

Ticurile cauzeaza probleme sociale pentru pacient, pre-
cum izolarea sociala, stigmatizarea. Deoarece deseori
parintii supraapreciaza impactul social al ticurilor, la fel
ca si adolescentii, este important de a evalua influenta
reald a ticurilor si/sau a comorbiditatilor existente asu-
pra vietii sociale a pacientului.

Ticurile provoaca pacientului reactii psihoemotionale
negative majore, cum ar fi depresia reactiva, fobii, anxie-
tate, autoapreciere joasi etc. In acest caz poate fi necesar
si ajutorul psihologului.

Ticurile interfera cu abilitatile functionale ale pacientu-
lui. De exemplu, poate scadea performanta academica
din cauza atentiei concentrate asupra supresiunii ticu-
rilor, dar nu asupra procesului de studiu. Unele ticuri
motorii si vocale pot altera comunicarea eficienta cu alte
persoane.

Managementul pacientilor cu ticuri care nu necesitd trata-
ment
Este important de tinut cont de faptul, ca dorinta neapa-
ratd a pdrintilor de a-si trata copilul de ticuri nu reprezinta o
indicatie pentru initierea tratamentului, in cazul daca ticurile
sunt usoare si nu au un impact semnificativ nici asupra starii
psihoemotionale si celei fizice, nici asupra integrarii sociale a
copilului. Tn acest caz este necesar de explicat parintilor copi-
lului cu ticuri, ca efectele adverse posibile ale medicamentelor
depasesc beneficiile aduse de suprimarea ticurilor la copilul
dat. In acelasi mod se informeazi si pacientii adulti, care au ti-
curi usoare. La astfel de persoane se prefera strategia de supra-
veghere si psihoeducatie, cu oferirea suportului psihologic la
necesitate - asa-numita strategia ,,observa si asteapta“ (l. engl.
watch and wait) [22, 23].
Psihoeducatia include [22-24]:
= Informarea pacientului sau parintilor pacientului in mod
clar si simplu despre particularitatile clinice si etiopato-
genetice ale ticurilor. Este important de subliniat faptul,
ca ticurile nu sunt cauzate de o maladie maligna, nu sunt
o afectiune rara si, de fapt, deseori reprezinta doar o va-
riantd a normei;
= Informarea despre evolutia fluctuanta si particularitatilor
de varsta ale ticurilor. Se enumera factorii care pot agrava
sau diminua intensitatea si frecventa ticurilor. In mod par-
ticular se accentueaza probabilitatea inalta a disparitiei ti-
curilor spre varsta adults;
= Prezentarea comorbiditatilor tipice ticurilor;
= Explicarea necesitatii informarii personalului de la
institutiile prescolare sau scolare (daca pacientul este
un copil), colegilor de lucru, rudelor. Deseori prezenta-
rea informatiei adecvate si clare despre natura ticurilor
amelioreaza relatiile sociale.

Unele persoane cu ticuri usoare pot avea comorbiditati se-
vere (TADH sau TOC majore, tulburare de control al impulsu-
rilor, depresie etc.) care necesita un tratament specific acestor
afectiuni. De asemenea, din cauza fluctuarii semnificative in
timp a intensitatii, frecventei si a tipurilor de ticuri, pot sur-
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and do not affect the psychoemotional and physic state and the
social integration of the child. In such a case, parents should
be informed about the side effects of the tics’ medication that
overweigh the benefits for this patient. In the same way, adult
patients with mild tics should also be informed. These people
should be supervised and psychoeducated, and a psychologi-
cal support should be offered if needed. In other words, for the
mild non-disturbing tics, the so-called ,watch and wait” ap-
proach is preferred [22, 23].
The psychoeducation includes [22-24]:
= [Information of the patient or the parents about the clini-
cal and etiopathogenical particularities of tics in a clear
and simple way. [t is important to specify that tics are not
a malignant disease and not a rare disorder, and repre-
sent a variation of normal development;

= [nformation about the fluctuant (waxing and waning)

evolution and age-related particularities of the tics. The
factors that could positively or negatively influence the
tics’ intensity and frequency should be specified. The high
probability that tics will disappear after the age of 18 sho-
uld be accentuated;

= Description of the typical comorbidities of tics;

= Explanation of the importance of informing the pre-scho-

ol or school staff (for children with tics), the coworkers
and relatives. An adequate and clear information about
the tics’ nature frequently ameliorates the social rela-
tionships.

Some people with mild tics could have severe comorbidi-
ties (major ADHD or OCD, impulse control disorder, depres-
sion etc.), that need a specific treatment. As tics fluctuate in
time, there could be periods when they increase and need
a short-term treatment until the next ,remission” when tics
calm down again.

Management of patients needing treatment: non-pharmaco-
logic non-surgical methods

The already described psychoeducation is a key-element
in the management of any patients with tics. The recent stud-
ies proved that paying attention to the tics contributes to their
exacerbation, and on the contrary, tics decrease when ignored.
Therefore, some experts consider that a person with tics and
his or her ambiance should ignore tics, while paying attention
to them and the voluntary suppression of tics decrease the
probability that they will disappear [25].

At the same time, there are many behavioural methods
based on voluntary suppression of tics. They proved to be effi-
cient in some patients. The disadvantage of behavioural treat-
ment is the need of the permanent concentration on the tics’
suppression, which is difficult for a person leading an active
everyday life. Additionally, the majority of patients feel a spe-
cific unpleasant sensation during the tics’ suppression, similar
to a pressure, internal tension, or itching - the so-called urge.
Sometimes this feeling is insufferable. There are also some
people with tics who have no premonitory sensation and,
thus, are not eligible for the behavioural treatment. Patients
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veni perioade cand ele se agraveaza, necesitand un tratament
pe timp scurt, pana ce nu survine perioada de ,remisie”, caind
ticurile la pacientii cu SGT iarasi diminueaza.

Managementul pacientilor cu ticuri ce necesitd tratament:
metode non-farmacologice non-chirurgicale
Psihoeducatia, descrisa mai sus, este elementul-cheie in ma-
nagementul oriciror pacienti cu ticuri. In plus, studiile recente
au demonstrat ca, concentrarea asupra ticurilor provoaca ex-
acerbarea acestora, iar sustragerea atentiei le diminueaza. De
aceea, unii experti sunt de opinia, ca persoana cu ticuri si, mai
ales, cei din ambianta ei ar trebui sa Incerce sa ignoreze ticurile
si sa nu le suprime voluntar, deoarece aceasta doar majoreaza
frecventa lor si diminueaza sansele de disparitie in viitor [25].
In acelasi timp, deja existd multe metode comportamen-
tale, care vizeaza intdrirea supresiunii voluntare a ticurilor.
Desi rationalitatea lor este controversata, aceste metode sunt
eficiente la unii pacienti. Punctul slab al tratamentului com-
portamental este necesitatea concentrarii permanente asu-
pra supresiunii ticurilor, ceea ce e dificil pentru o persoana cu
viatd cotidiana activa. In plus, majoritatea pacientilor cu ticuri
percep in timpul supresiunii o senzatie neplacuta particulara,
asemanatoare cu presiune, tensiune internd, usturime - asa-
numitd ,necesitate” de a efectua ticul (l. engl. urge). Uneori
aceasta senzatie poate fi insuportabila. Exista si unele persoa-
ne cu ticuri care nu au nici o senzatie premonitorie si, astfel, ei
nu sunt eligibili pentru tratamentul comportamental. Terapii-
le comportamentale sunt mai eficiente la persoanele cu ticuri
usoare unice, mai ales - la adulti sau copii mai mari.
Mai frecvent sunt practicate urmatoarele metode de
interventie comportamentala [13, 23, 26-31]:
= Terapia de inversare a deprinderii (1. engl. Habit Reversal
Therapy) - pacientul este antrenat de a observa momen-
tul aparitiei ticului si a activa muschii antagonisti, printr-
0 miscare competitiva, stopand ticul;
= Expunerea si prevenirea raspunsului (1. engl. Exposure
and Response Prevention) - pacientul este nvatat sa-si
suprime ticul, indurand senzatiile neplacute si straduin-
du-se sa se obisnuiasca cu ele.

Este indispensabil, ca psihologul care conduce terapia
comportamentala sa fie special antrenat in lucrul cu pacientii
cu ticuri. Tehnicile de psihanalizd sau metodele utilizate in
tratamentul miscarilor psihogene si a tulburarilor de con-
versie nu se recomanda pentru SGT sau tulburarea de ticuri,
deoarece cauza ticurilor este una neurologica. in acelasi timp,
suportul psihologic poate fi util in cazul depresiei, stresului,
autoaprecierii joase, conflictelor intrafamiliale din cauza ti-
curilor.

Metodele de relaxare care reduc stresul diminueaza ex-
citabilitatea structurilor nervoase, sunt conectate cu sursa
neuronald a ticurilor. Aceste metode actioneaza benefic asu-
pra intensitatii si frecventei ticurilor. Sportul si, Indeosebi,
fnotul au un efect pozitiv asupra ticurilor. Stresul, anxietatea,
insuficienta somnului, consumarea substantelor excitante (de
ex., cafea si ceai tare) amplifica ticurile.
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with few mild tics could especially benefit from such kind of
therapies.
The most practicable are the two behavioural methods [13,
23,26-31]:
= The Habit Reversal Therapy - the patient is trained to ob-
serve the moment when a tic appears and to activate the
antagonist muscles in order to stop the tic with a compe-
titive movement;
= The Exposure and Response Prevention - the patient is
trained to suppress the tic trying to get used to the un-
pleasant sensations.

The behavioural therapy must be performed by a psycho-
therapist specially trained for this. The psychoanalysis or oth-
er methods used for the treatment of psychogenic movement
disorders and conversion disorders are not recommended for
GTS and tic disorders, because tics have a neural origin. At the
same time, a psychological support could be used to cope with
depression, stress, low self-esteem, and intrafamilial conflicts
caused by tics.

The anti-stress relaxation methods decrease the excit-
ability of the neural structures connected with the neuronal
source of tics. These methods have a beneficial effect against
the intensity and frequency of tics. Sport activities, especially
swimming, have a positive effect on tics. Stress, anxiety, insuf-
ficient sleep, and stimulants consumption (e.g. strong coffee
and tea) increase tics.

Management of patients needing treatment: pharmaco-
therapy

The etiopathogenic mechanism of tics is not known yet.
Thence, GTS and tic disorders are treated with the drugs act-
ing on different neuromediator systems (e.g. dopaminergic,
serotoninergic, noradrenergic, glutamatergic, GABA-ergic,
cholinergic, and opioid systems). During the evaluation of the
efficiency of the drug therapy, the natural fluctuant evolution
of the tics should be considered. If the period of the spontane-
ous remission or; vice versa, the intensification of tics, occa-
sionally coincides with the use of medication, it could lead to
false conclusions about its efficiency.

The treatment should be started with low doses that will
be gradually increased until the desired effect is obtained. A
total elimination of tics is not always the ultimate goal, or it
might not be possible. The necessary doses of medications
are usually much lower than the doses of the same drugs for
other diseases. After some months of the efficient treatment
the doses could be progressively decreased even until the dis-
continuation of the drug. It is important to take into account
the fact that the existent medications do not cure but only
suppress tics while administered [22, 31-36].

In the tics’ treatment, the post-synaptic dopaminergic D2
receptors’ blockers have already been used that and are effi-
cient in about 70% of cases [37]. This group of medications
includes neuroleptics both typical (haloperidol, pimozide)
and atypical (olanzapine, quetiapine, risperidone, zipraz-
idone, and aripiprazol). Although the neuroleptics are the
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Tabelul 2. Medicamentele recomandate in ghidurile internationale pentru tratamentul ticurilor cronice si SGT*.

Examindri paraclinice necesare

Medicamentul Indicatia Doza initiala (mg/zi) Doze terapeutice (mg/zi)  Reactii adverse frecvente la initierea si mentinerea trata-
mentului
Agonisti alfa-adrenergici
Clonidina TADH'/SGT* 0,05 0,1-0,4 (in 1-4 prize) Hipotensiune ortostaticd, sedare, TAll, ECGT
patch - 0,1 patch - 0,1-0,3 somnolenta, xerostomie, cefalee

Guanfacina 0,5-1,0 1,0-4,0 (in 1-2 prize)

Neuroleptici atipici

Aripiprazol SGT 2,5 2,5-3,0 Sedare, akatizie, SE™, cefalee, ma- Formula sangvind, TA, ECG, masa
jorarea apetitului (mai putin decat corporald, transaminazele, glice-
alte neuroleptice), hipotensiune mia
ortostatica

Olanzapina SGT/TOCS 2,5-5,0 2,5-20,0 (in 1 priza) Sedare, cresterea apetitului, acatizie

Quetiapina SGT 25-50 100-600 (in 2 prize) Sedare, majorarea apetitului, agitatie, Formula sangving, TA, ECG, masa
hipotensiune ortostatica, rareori - SE corporalg, electrolitii, transamin-

azele, prolactina, profilul lipidic,

Risperidona SGT/TOC 0,25 0,25-6,0 (in 2 prize) Sedare, majorarea apetitului, glicemia
hipotensiune ortostaticd, depresie si
disforie, rareori - SE

Benzamide

Sulpirid SGT/TOC 50-100 (2 mg/kg) 2-10 mg/kg (In 2-3 prize)  Sedare, dissomnie, crestere Formula sangvina, ECG, masa
ponderald, hiperprolactinemie cu corporald, transaminazele, pro-

Tiaprid SGT 50-100 (2 mg/kg) 2-10 mg/kg (in 2-3 prize)  amenoree si galactoree lactina, electrolitii

Nota: * - adaptat dupa Ghidul European al sindromului Tourette si tulburdrii de ticuri, partea II [22]. Cu italic sunt marcate medicamentele aprobate in Republica
Moldova. Neurolepticele tipice nu sunt incluse, din cauza existentei multiplelor medicamente cu efecte adverse mai slabe si/sau mai rare.
Abrevieri: T- tulburare de hiperactivitate si deficit de atentie; *- sindromul Gilles de la Tourette; $ - tulburare obsesiv-compulsiva; I - tensiune arterial3; - electro-

cardiografie; ** - simptomatica extrapiramidala.

Managementul pacientilor cu ticuri ce necesitd tratament:
metode medicamentoase

La moment, nu se cunoaste mecanismul etiopatogenic pre-
cis al ticurilor, de aceea, In tratamentul SGT si a tulburarii de
ticuri se utilizeaza medicamentele ce actioneaza asupra diferi-
tor sisteme de neuromediatori (dopaminergic, serotoninergic,
noradrenergic, glutamatergic, GABA-ergic, colinergic, opioid
etc.). Evaluand eficienta terapiei medicamentoase, este im-
portant de a lua In consideratie evolutia spontana fluctuanta a
ticurilor. Daca perioada de remisiuni spontana sau, invers, de
intensificare a ticurilor intAmplator coincide cu administrarea
medicamentului, aceasta poate induce concluzii false despre
eficienta acestuia.

Initierea tratamentului se face cu doze mici, care se majo-
reaza treptat fiecare saptdmang, pana la obtinerea efectului
dorit. De obicei, nu se vizeaza eliminarea totala a ticurilor,
care nici nu este Intotdeauna posibilg, ci diminuarea lor. Do-
zele medicamentelor utilizate pentru tratamentul tulburarii
de ticuri si SGT deseori sunt cu mult mai slabe, decat in cazul
altor maladii, tratate cu aceleasi substante. Dupa o anumita
perioada de tratament eficient (cateva luni) se incearca de a
diminua doza medicamentului utilizat sau de a-1 stopa trep-
tat. Este necesar sa se tina cont de faptul, cd medicamentele
existente doar suprima ticurile pe perioada administrarii tra-
tamentului [22, 31-36].

Timp de 40 de ani in terapia ticurilor se utilizeaza blocan-
tii receptorilor dopaminergici post-sinaptici D2, ele fiind efi-

most widely used and very efficient anti-tics drugs, they can
cause severe side-effects (extrapyramidal symptomatics, hy-
perprolactinemia, and abnormality of the cardiac repolariza-
tion) [22, 31, 40-42]. At the same time, although the reasons
have not been identified, the neuroleptic-induced tardive dys-
kinesia is rare in GTS patients [43]. Atypical neuroleptics are
primarily recommended for the treatment of tic disorder and
GTS because they have less side-effects than typical neurolep-
tics [22, 31-42].

In the Republic of Moldova the following neuroleptics are
accessible of all atypical neuroleptics recommended for the
treatment of tics: olanzapine, quetiapine, and risperidone
[11]. Out of these, risperidone is the most efficient. The way
of administration and the dosage of these drugs are present-
ed in Table 2.

The atypical neuroleptic aripiprazol is largely used in the
worldwide practice; it has a good effect on tics in patients old-
er than 6 years and less side-effects than other neuroleptics.
This drug is not available in the RM. Aripiprazol should be
started in very small doses (1.25-2.5 mg/day) and increased
by 1.25-2.5 mg every week or by 5 mg every 2 weeks until
the desired effect (the lower intensity and frequency of tics)
is observed. The usual maintenance doses are 3-5 mg/day, in
case of severe tics they could be progressively increased un-
til 10-15 mg/day. Aripiprazol has a good effect on tics, which
could be seen in 70% of cases [31, 44-46].
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Table 2. Medication recommended in international guidelines for the Gilles de la Tourette syndrome and tic disorder *.

Loading dose

Dru Indication
& (mg/day)

Therapeutical dose (mg/day) Frequent side effects

Paraclinical examinations at
the start of the treatment and
its maintenance

Alpha-adrenergic agonists

Clonidine ADHD'/GTS*  0.05 0.1-0.4 (divided in 1-4 doses) Orthostatic hypotension, sedation, som- BP!, ECG"
or 0.1 patch patch - 0.1-0.3 nolence, xerostomia, headache

Guanfacine 0.5-1.0 1.0-4.0 (in 1-2 doses)

Atypical neuroleptics

Aripiprazole GTS 2.5 2.5-3.0 Sedation, akathisia, ES”, headache, in- Blood count, BP, ECG, weight,
creased appetite (less than other neuro- transaminases, blood glucose
leptics), orthostatic hypotension

Olanzapine GTS/0CD$ 2.5-5.0 2.5-20.0 (once a day) Sedation, increase in appetite, akathisia

Quetiapine GTS 25-50 100-600 (in 2 doses) Sedation, increase in appetite, agitation, Blood count, BP, ECG, weight,
orthostatic hypotension, rarely - ES electrolytes,  transaminases,

prolactin, lipid profile, blood

Risperidone GTS/0CD 0.25 0.25-6.0 (in 2 doses) Sedation, increase in appetite, orthostat- &lUcose
ic hypotension, depression and dyspho-
ria, rarely - ES

Benzamides

Sulpiride GTS/0CD 2-10 mg/kg (in 2-3 doses) Sedation, dyssomnia, increased weight, Blood count, ECG, weight,
hyperprolactinemia with amenorrhea transaminases, prolactin, elec-

Tiapride GTS 2-10 mg/kg (in 2-3 doses) and galactorrhea trolytes

Note: *- adapted from the Clinical European Guidelines for Tourette syndrome and tic disorders, part II [22]. The drugs approved in the Republic of Moldova are
marked in italic. The typical neuroleptics are not included, because nowadays there are other medications with milder or lesser side-effects.
Abbreviations: - attention deficit hyperactivity disorder; *- Gilles de la Tourette syndrome; - obsessive-compulsive disorder; - blood pressure; - electrocardi-

ography; ** - extrapyramidal symptomatic.

ciente in aproximativ 70% de cazuri [37]. Din grupul acestor
medicamente fac parte neurolepticele, atat tipice (haloperidol,
pimozid), cat si atipice (olanzapina, quetiapina, risperidona,
ziprazidona, aripiprazol). Desi neurolepticele reprezinta cea
mai pe larg utilizata si foarte eficienta clasa de medicamente
pentru tratamentul ticurilor, ele poseda efecte adverse severe
(simptomaticd extrapiramidald, hiperprolactinemie, altera-
rea repolarizarii cardiace) [22, 31, 40-42]. In acelasi timp, din
motive inca neclare, diskinezia tardiva indusa de neuroleptice
este rar intalnita la pacientii cu SGT [43]. Deoarece neurolep-
ticele atipice au mai putine efecte secundare decat cele tipice,
ele sunt prioritar recomandate pentru tratamentul tulburarii
cronice de ticuri sia SGT [22, 31-42].

In Republica Moldova, sunt disponibile urmitoarele ne-
uroleptice atipice din cele recomandate pentru tratamentul
ticurilor: olanzapina, quetiapina si risperidona [11]. Cea mai
bine cunoscuta este eficienta risperidonei in terapia ticurilor.
Modul administrarii si dozele acestor medicamente sunt pre-
zentate Tn Tabelul 2.

Neurolepticul atipic aripiprazol este pe larg utilizat in prac-
tica mondiala, avand un efect bun asupra ticurilor la adulti si
copii mai mari de 6 ani, cu mai putine efecte adverse compara-
tiv cu alte neuroleptice. Acest medicament nu este disponibil in
RM. Tratamentul cu aripiprazol se initiaza cu doze mici (1,25-
2,5 mg/zi), ele fiind majorate cu 1,25-2,5 mg fiecare saptamana
sau cu 5 mg fiecare 2 saptdmani, pana la diminuarea ticurilor
(de obicei, sunt necesare doze de 3-5 mg/zi, iar in cazul ticurilor

The alpha-adrenergic agonist such as clonidine and guan-
facine have less side effects and yet less efficacy. Only clonidine
is available in the RM [11]. There are no large-scale studies
investigating the role of clonidine in the tics’ treatment, but
the small trials concluded that it has a better effect on tics in
patients with a comorbid ADHD and has a positive influence
on the ADHD symptomatic [39, 47-51]. This drug is used in
doses of 0.0025-0.0055 mg/kg/day in tablets or as a patch
0.1-0.3 mg/day (the patch is not disponible in the RM). Usu-
ally it is started with 0.05 mg/day, preferably taken before
sleep. The dose is gradually increased. The maximal mainte-
nance dose is of 0.3-0.4 mg/day divided in 2-3 doses [20, 22,
31, 51]. Side effects of clonidine are presented in table 2.

Benzamides (tiapride, sulpiride, and amisulpride) repre-
sent another group of drugs used for the tics’ therapy, acting
on the D2 dopaminergic receptors of the ventral striatum and
limbic system, as well as on the 5SHT3 and 5HT4 serotonine
receptors [22, 31, 41, 52]. There are no large-scale studies on
amisulpride. Sulpiride has proven effective against tics in 59%
of studies [51]. This drug is accessible in the RM. The particu-
larities of the sulpiride administration are presented in Table 2.

Benzodiazepines, GABA-ergic modulators, have a long his-
tory of usage in GTS. Although they are efficient in the tics’
treatment (more efficient than clonidine since the positive
result is present in about 71% of cases [53]), their use is li-
mited by the development of dependency in some weeks and,



extrem de severe fiind admisibil doze de 10-15 mg/zi). Efectul
aripiprazolului asupra ticurilor este destul de pronuntat si se
remarca in aproximativ 70% de cazuri [31, 44-46].

Din medicamentele cu mai putine efecte adverse, Insa cu
efectul mai slab, fac parte agonistii alfa-adrenergici: clonidina
si guanfacina. In RM este disponibild numai clonidina [11]. La
moment, lipsesc trialuri largi ce ar investiga efectul clonidi-
nei asupra ticurilor, Insa studiile mici au ajuns la concluzia ca
ea diminueaza semnificativ ticurile, mai ales, la pacientii cu
TADH [39, 47-51]. Acest medicament se administreaza in doze
de 0,0025-0,0055 mg/kg/zi in pastile, sau sub forma de patch
0,1-0,3 mg/zi (patch-ul nu este disponibil in RM). De obicei, se
incepe cu 0,05 mg/zi, de preferat inainte de culcare, iar ulteri-
or, doza se majoreaza treptat si se trece la administrare de 2-3
ori/zi. Doza maximala este de 0,3-0,4 mg/zi [20, 22, 31, 51].
Efectele adverse ale clonidinei sunt descrise in Tabelul 2.

Benzamidele (tiaprid, sulpirid, amisulprid) reprezin-
ta un alt grup de medicamente utilizate in terapia ticurilor,
actionand asupra receptorilor dopaminergici D2 din striatu-
mul ventral si sistemul limbic, si asupra receptorilor serotoni-
nergici 5SHT3 si 5HT4 [22, 31, 41, 52]. Efectul amisulpridului a
fost descris doar in prezentari de cazuri unice, lipsind studiile
de scard larga. Sulpiridul a fost demonstrat a fi eficient contra
ticurilor in 59% de cazuri [51]. Acest medicament este dispo-
nibil in RM. Particularitatile administrarii sulpiridului sunt
prezentate in Tabelul 2.

Benzodiazepinele, modulatori GABA-ergici, au o lunga is-
torie de utilizare in SGT. Desi ele sunt efective in tratamentul
ticurilor (mai efective decat clonidina, rezultatul pozitiv fiind
observat in aproximativ 71% de cazuri [53]), administrarea lor
este limitata de dezvoltarea rapida (peste cateva saptamani) a
dependentei si, in special, a tolerantei, devenind necesare doze
tot mai mari si o administrare tot mai frecventa [54]. Efecte-
le adverse, de asemenea, sunt destul de importante (sedarea,
somnolenta, tulburarile de memorie de scurta durata si de
concentrare, confuzie, ataxie, reactii paradoxale de insomnie,
anxietate). Reactiile de sevraj sunt pronuntate: anxietate, in-
somnie, fobii, reactii psihotice, tremor, cefalee, diskinezii etc.,
de aceea este interzisa stoparea brusca a medicamentului. Din
benzodiazepine face parte clonazepamul (cu doze initiale de
0,125-0,5 mg/zi si cele de sustinere de pana la 6 mg/zi). El este,
uneori, administrat pentru un tratament de scurta durata (zile-
saptamani) in timpul perioadelor de agravare a ticurilor [55].

Tetrabenazina, inhibitorul transportorului vezicular de tip
2 al monoaminelor,; videaza stocurile presinaptice ale dopami-
nei si serotoninei si blocheaza receptorii dopaminergici post-
sinaptici. Tetrabenazina nu este disponibila in RM. Ea este pe
larg utilizata in lume pentru tratamentul ticurilor, fiind medi-
camentul de prima intentie n Statele Unite ale Americii [22,
31, 40, 56]. Eficienta tetrabenazinei asupra ticurilor a fost pre-
zentata diferit in diverse studii, osciland de la 33% la 94% [57].

Rareori se indica injectii de toxind botulinicd, fiind o optiune
terapeutica locala contra ticurilor, mecanismul de actiune fi-
ind explicat prin chemodenervare focal3, cu influenta asupra
componentului sensorial [61]. Eficienta toxinei botulinice este
variabila. De obicei, ea se utilizeaza pentru tratamentul ticu-
rilor unice simple motorii, mai ales, la nivelul gatului si a fetii,
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particularly, tolerance (progressively higher doses adminis-
tered with an increasing frequency are needed) [54]. Benzo-
diazepines also have other major side effects, e.g. sedation,
somnolence, short-memory disturbance, concentration disor-
der, confusion, ataxia, paradoxal insomnia, and anxiety). The
withdrawal can lead to important reactions such as anxiety,
insomnia, phobias, psychotic reactions, tremor, headaches,
dyskinesias etc., therefore, the treatment discontinuation
should be gradual. One of benzodiazepines used for the tics’
therapy is clonazepam (the initial dose of 0.125-0.5 mg/day
and maintenance dose until 6 mg/day). It could sometimes be
used as short-term acute treatment (days-weeks) in case of
violent tics [55].

Tetrabenazine, a vesicular monoamine transporter type 2
inhibitor, depletes the presynaptic stock of dopamine and se-
rotonin and blocks the postsynaptic dopamine receptors. Tet-
rabenazine is not available in the RM. It is largely used world-
wide for the tics’ therapy, being the first intention drug in the
United States of America [22, 31, 40, 56]. The beneficial action
of tetrabenazine on tics was proved in many studies ranging
between 33% and 94% [57].

The injections of botulinum toxin could be a local thera-
peutic option against tics. Their action is explained by a focal
denervation that has an influence on the sensory component
of the tics-related brain circuits [61]. The efficacy of the botu-
linum toxin is variable. It could be used for the treatment of
simple motor tics, especially in the face and neck area, the dos-
age being of 2500-3000 U [31]. The side effects include hypo-
phonia, ptosis, and temporary loss of muscular force.

For other medications (cannabinoids [59], ecopipam, topi-
ramate, nicotine, fluphenazine, etc.) there are either no suf-
ficient clinical studies to establish their effect on tics, or the
severe adverse effects limit their use in GTS [60, 61]. There are
no large scale studies confirming the efficacity of the valproic
acid on tics, and the side effects after the long-term therapy
with this drug (teratogenicity, endocrine hormonal side ef-
fects, and hepatotoxicity) limit its use, especially in women of
childbearing age and in children. Thus, valproat is no longer
recommended for the tics’ treatment [62].

The coexistence of comorbidities implies an adjuvant
treatment of ADHD (e.g., clonidine and methylphenidate) [63]
or OCD (e.g., sertraline, fluoxetine, and fluvoxamine) [64] in
regular doses.

The European guidelines for GTS and other tic disorders
recommend initiating pharmacotherapy with risperidone as
the first line medication, and clonidine - as the second line
medication, followed by aripiprazol [22]. The data of the mul-
tiple studies conducted after the publication of these guide-
lines confirm the high efficacity and good tolerability of ari-
piprazol, and this drug is nowadays widely used for the treat-
ment of tics [21, 44-46, 65].

Management of patients needing treatment: surgical me-thods
GTS is considered refractory to treatment if there is no
response to 3 different drugs including neuroleptics of both
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dozele utilizate fiind de 2500-3000 U [31]. Efectele adverse
includ hipofonia, ptoza, slabiciunea musculara temporara.

In cazul altor medicamente (cannabinoizi [59], ecopipam,
topiramat, nicotina, flufenazina etc.) fie nu exista studii clinice
suficiente pentru a stabili efectul lor asupra ticurilor, fie efec-
tele secundare grave limiteaza semnificativ administrarea lor
in SGT [60, 61]. Nu exista studii de scara larga ce ar confirma
efectul acidului valproic asupra ticurilor, iar efectele adverse
ce apar la administrarea de lunga durata a acestui medicament
(efectul teratogen, efectele hormonale endocrine, hepatotoxi-
citate) 1i limiteaza prescrierea, mai ales la femeile de varsta
apta de reproducere si la copii. Astfel, la moment, valproatul
nu este recomandat pentru tratamentul ticurilor [62].

Existenta comorbiditatilor implica tratamentul addaugator
indicat pentru TADH (de ex., clonidina, metilfenidat) [63], TOC
(de ex., sertralina, fluoxetina, fluvoxamina) [64] in doze uzuale.

Ghidul european al sindromului Gilles de la Tourette si
tulburarii de ticuri recomanda in cazul initierii terapiei me-
dicamentoase risperidona ca tratament de prima alegere,
clonidina - drept unul de a doua linie, urmand aripiprazolul
[22]. Datele multiplelor studii, realizate dupa publicarea ghi-
dului dat, sugereaza o eficienta inalta si tolerabilitate bund a
aripiprazolului, acesta fiind prescris tot mai frecvent pentru
tratamentul ticurilor [21, 44-46, 65].

Managementul pacientilor cu ticuri care necesitd tratament:
metode neurochirurgicale

SGT este numit refractar la tratament, in cazul esecului
a trei medicamente diferite, inclusiv neuroleptice de ambe-
le tipuri - tipice si atipice (insa nu ,sau tipice, sau atipice”),
cu dozaje adecvate, administrate pe o perioada suficienta de
timp, fara vre-o ameliorare semnificativa a ticurilor sau cu
aparitia efectelor adverse severe, care impun intreruperea tra-
tamentului [66-69]. Daca este posibil, in acest caz se incearca
tratamentul comportamental (cel putin 12 sesiuni). Drept o
optiune terapeutica acestor pacienti li se poate propune sti-
mularea cerebrala profunda (1. engl. Deep Brain Stimulation,
DBS) [20, 23, 66-70]. Din cauza complicatiilor majore posibile
[71-73], aceastda metoda este limitata la ticuri severe. Selectia
candidatilor pentru DBS se efectueaza dupa criterii riguroase
[67, 69,70, 74]. DBS se efectueaza la nivelul diferitor structuri
ale striatumului (mai frecvent - globus pallidus internus) si ta-
lamusului. La momentul actual, in RM nu se efectueaza trata-
mentul neurochirurgical al SGT.

Alte metode de tratament al ticurilor

Utilizarea acupuncturii, meditatiei, masajului, metodelor
fizioterapeutice, fitoterapiei dau rezultate contradictorii si
mecanismul actiunii lor asupra ticurilor nu este clar la mo-
ment [22]. Ticurile diminueaza in timpul relaxarii (ascultarea
muzicii, odihna) sau concentrarii atentiei asupra altor lucruri
(de ex., in timpul jocurilor video), de aceea activitatile care re-
laxeaza pacientul sau 1i consuma atentia, alese ITn mod indivi-
dual, pot fi benefice. Din motive inca neclare, activitatea fizica
si, mai ales, Tnotul, diminueaza temporar ticurile.

Stimularea magnetica transcraniana [55, 75] este o meto-
da experimentala de tratament, rezultatele ei fiind variabile si
deseori nereproductibile [23, 55, 74].
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types - typical and atypical (but not “typical or atypical”), ad-
equately dosed and administered for a sufficiently long period
of time, without any significant amelioration of tics or with de-
velopment of severe side effects imposing the discontinuation
of the treatment [66-69]. If possible, at least 12 sessions of be-
havioural therapy should also be attempted. If nothing helps,
deep brain stimulation could be offered as another therapeuti-
cal option (DBS) [20, 23, 66-70]. Because of the possibility of
major complications [71-73], this method is limited to severe
tics. The selection of the candidates for DBS is based on rigor-
ous criteria [67, 69, 70, 74]. The DBS’ targets are represented
by different regions of striatum (e.g. globus pallidus internus)
and thalamus. At the moment, the neurosurgical treatment of
GTS is not available in the RM.

Other methods of the tics’ treatment

Acupuncture, meditation, massage, phytotherapy, and
physiotherapeutical methods give contradictory results, and
the mechanism of their action on tics is not clear yet [22]. By
relaxing (listening to the music and resting) or directing at-
tention towards the other things (e.g. computer games), one
could have less tics than usually, and this kind of activities
could be beneficial if individually adjusted. The physical activ-
ity, especially swimming, decreases tics, but the etiopathology
of this effect is not yet clear.

The transcranial magnetic stimulation [55, 75] represents
an experimental treatment method the results of which are
varied and not usually reproducible [23, 55, 74].

The algorithm of the therapeutical management of tics is
presented in Figure 2.

Discussion

Tics represent the clinical manifestation of the neurodevel-
opmental disorder and belong to the spectrum of disorders
including transient tics, chronic tics, GTS, ADHD, and OCD. The
phenotype and intensity of tics may significantly vary from
the barely observable and rare to the violent and frequent
tics. The right diagnosis of tics is the key element of their suc-
cessful therapeutic management. The diagnosis of tics usually
requires nothing more than the detailed anamnesis and minu-
tious physical examination of the patient. Only if there is an
atypical presentation of tics and another disease is suspected,
other investigations could be necessary for the purpose of
differential diagnosis, e.g. laboratory analysis, brain imagery,
electroencephalography etc. Secondary tics are accompanied
by the clinical symptoms of the subjacent disease. Some tics
can be confounded with the chorea, myoclonus, ballism, psy-
chogenic movements etc., and vice-versa.

In childhood, tics frequently disappear spontaneously af-
ter several weeks or months, and do not need treatment. The
chronic tics could persist for years and decrease at the age of
18-20. Only the tics negatively impacting the physical state of
the child (cause pain or body lesions) or affecting the social
life of the patients require treatment. Providing the psycho-
logical support and informing about the benign nature of tics
and the probability of their spontaneous resolution could be



Ticuri

Informarea despre natura benigna a ticurilor, particularitatile si evolutia lor.
Ignorarea ticurilor (mai ales - a celor usoare) are rezultate mai bune pentru disparitia
lor, decat concentrarea atentei asupra ticurilor sau supresia lor voluntara.

~

Pentru prima datd au aparut cu mai
mult de un an in urma
(tulburare cronica de ticuri sau SGT)

)

Indicatii pentru tratament (ticurile au

Pentru prima data au aparut cu mai
putin de un an in urma
(tulburare provizorie de ticuri)

un 1m-pac_t .n.cga?lv scn}n}ﬁcatlv <€ > Nu necesita tratament
asupra starii fizice, psihice, sau Monitorizare
integrarii sociale)
Comorbiditatile afecteaza calitatea .|  Tratamentul comorbiditatilor
vietii mai mult, decat ticurile - (THDA, TOC etc.)

\
Indicatii pentru tratament Terapia de inversare a deprinderii (I. engl.,
comportamental si dorinta »| Habit Reversal Therapy) sau Expunerea ti

pacientului de a-1 urma prevenirea raspunsului (1. engl., Exposure
and Response Prevention)

Persistenta ticurilor cu impact
important asupra pacientului

Combinarea terapiei
comportamentale cu cea
medicamentoasa

v R - - . K
S Terapia medicamentoasa (doze mici, special adaptate
Indicatii pcntru tratament pentru ticuri)*
medicamentos — ticuri usoare si medii: clonidind, aripiprazol,

sulpirid, amisulprid, risperidona, olanzapina,
quetiapind sau tetrabenazina;

— ticuri severe: aripiprazol, sulpirid, amisulprid,
risperidona, olanzapind, quetiapind sau
tetrabenazina.

Psihoterapia: inutila pentru tratamentul ticurilor, dar poate ameliora conflictele interpersonale
(de ex., in familie) cauzate de ticuri. Tehnicile de relaxare, masajul: pot diminua intensitatea
ticurilor; eficientd neclard, actiune simptomatica. Activitatea fizica, inotul: efect benefic asupra
ticurilor. Ignorarea ticurilor: favorizeaza diminuarea si dispartitia lor. Clonazepam: risc inalt de
dependenta si tolerantd, sevraj, efecte adverse importante; rareori, se utilizeaza pentru cateva zile
pentru cuparea ticurilor violente. Neurolepticele tipice (ex., haloperidol): efecte adverse majore,
pentru tratamentul ticurilor se prefera neuroleptice atipice. Valproat: efecte adverse importante,
actiune insuficientd asupra ticurilor. Stimularea cerebrala profunda: in cazul ticurilor refractare
la tratament; criterii de selectie stricte; nu este disponibild, la moment, in Republica Moldova.

Fig. 2 Algoritmul alegerii tratamentului ticurilor (adaptat dupa
Ghidul European al sindromului Tourette si tulburarii
de ticuri [22]).
* — cu italic sunt scrise medicamentele disponibile, la moment, in Repu-
blica Moldova. Abrevieri: SGT - sindromul Gilles de la Tourette; THDA
- tulburare de hiperactivitate si deficit de atentie; TOC - tulburare ob-
sesiv-compulsiva.

Algoritmul managementului terapeutic al ticurilor este
prezentat In Figura 2.

Discutii

Ticurile nervoase primare reprezintd manifestarea clini-
ca a tulburarii de maturizare a creierului si fac parte dintr-un
spectru larg de afectiuni, care includ ticuri tranzitorii, ticuri
cronice, SGT, TADH si TOC. Fenotipul si intensitatea ticurilor
variaza semnificativ - de la cele abia observabile si rare la
unele persoane afectate, pana la cele violente si frecvente la
altele. Diagnosticul corect al ticurilor este elementul-cheie al
abordarii lor terapeutice de succes. Diagnosticarea ticurilor,
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Tics

Informing about the benign nature of tics, their particularities and evolution.
Ignoring tics (especially the mild ones) increases the chances of their
spontaneous disparition.

~

First-time occurrence more than one

First-time occurrence less than one

year ago (chronic tic disorder or year ago
GTS) (provisional tic disorder)
Indications for the treatment (tics v
have a significant negative impact on € > No treatment.
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Habit Reversal Therapy
or
Exposure and Response Prevention

Indications for the behavioural
treatment and desire to follow it

A 4

Persistence of tics with a

Lo . i Behavioural therapy
significant impact on the patient

combined with
pharmacotherapy

— Pharmacotherapy (low doses, specially adapted for
Indications for the tics)*
pharmacotherapy —mild and moderate tics: clonidine, aripiprazol,

sulpiride, amisulpride, risperidone, olanzapine,
quetiapine or tetrabenazine;

— severe tics: aripiprazol, sulpiride, amisulpride,
risperidone, olanzapine, quetiapine or tetrabenazine.

Psychoterapy: not useful for the causal treatment of tics, could decrease interpersonal conflict
(e.g. in the family) caused by tics. Relaxation techniques, massage: of unclear efficiency
symptomatic effects, could decrease the intensity of tics. Physical activity, swimming: benefi
action on tics. Ignoring tics: promotes the decrease and disappearance of tics. Clonazepam: hig
risk of dependance and tolerance, withdrawal, important side effects; could sometimes be useful t
abort the violent tics. Typical neuroleptica (e. g., haloperidol): major side effects, the atypica
neuroleptics are preferred for the tics' treatment. Valproate: important side effects, insufficien
influence on tics. Deep brain stimulation: limited to the tics refractory to the treatment, rigurou

Fig. 2 Algorithm of selection of the tics’ treatment (adapted from
the Clinical European Guidelines for Tourette syndrome and tic
disorders [22]).
*Therapeutical options available in the Republic of Moldova are
marked in italic. Abbreviations: GTS - Gilles de la Tourette syndrome;
ADHD - attention deficit hyperactivity disorder; OCD - obsessive-com-
pulsive disorder.

much more important than pharmacotherapy. Social prob-
lems could be decreased by providing explicit information the
patient’s relatives, colleagues, and friends about the origin
and particularities of tics. A recent theory affirms that chances
of convalescence are higher if the affected person and other
people would try to ignore tics, which, nevertheless, could be
difficult in case of severe tics.

GTS and tic disorders do not have any psychogenic cause.
Therefore, the psychotherapy is not useful for treating tics. At
the same time, the psychologist’s help is needed to treat the
accompanying depression, low self-esteem, and psychosocial
problems.
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in majoritatea cazurilor, necesita doar culegerea detaliata a
anamnezei si examinarea fizica atent3, inclusiv, cea neurologi-
ca a pacientului. Doar in cazul prezentarii atipice a ticurilor, fi-
ind suspectata alta maladie, pentru diagnosticul diferential se
utilizeaza testele de laborator, imagistica cerebrald, electroen-
cefalografia etc. Ticurile secundare, de obicei, sunt asociate cu
alta simptomatica neurologica. Unele ticuri pot fi confundate
cu coree, mioclonus, balism, miscarile psihogene s.a., precum
si viceversa.

Majoritatea ticurilor la copii dispar spontan timp de ca-
teva saptamani sau luni, si nu necesita tratament. Alte ticuri,
cronice, pot sa persiste timp de ani de zile, diminuand spre
varsta de 18-20 de ani. Numai o parte din aceste ticuri, cu un
impact important asupra starii fizice a pacientului (provoaca
durere sau leziuni corporale) sau asupra incadrarii lui sociale,
necesita tratament. Suportul psihologic si explicarea naturii
benigne a ticurilor si a posibilitatii rezolutiei totale spontane,
deseori pot fi cu mult mai importante, decat tratamentul me-
dicamentos. Problemele sociale pot fi semnificativ diminuate
prin informarea persoanelor din ambianta pacientului despre
natura ticurilor si particularitatile acestora. O teorie recenta
afirma, ca sansele de disparitie a ticurilor se majoreaza, daca
persoana afectata si cei din jurul ei Incearca sa le ignore (ceea
ce este mai usor in cazul ticurilor slabe sau medii).

SGT si tulburarea de ticuri nu au cauze psihogene. De aceea,
psihoterapia nu este utild in tratamentul ticurilor. in acelasi
timp, poate fi necesara consultatia psihologului daca ticurile
cauzeaza stari depresive, autoapreciere joasd, probleme psi-
hosociale cu rudele si colegii.

Metodele comportamentale de tratament au eficienta varia-
ta la diferiti pacienti. Utilitatea lor este controversata: facilitarea
supresiunii voluntare a ticurilor diminueaza observabilitatea
lor, Ins3, in acelasi timp, concentrarea atentiei asupra ticurilor
le stimuleaza. Aceste metode necesitd perseverenta din partea
pacientului si pot fi complicate pentru viata cotidiana.

Tratamentul medicamentos recomandat al ticurilor inclu-
de antagonisti dopaminergici (mai ales, neuroleptici atipici,
precum aripiprazol, quetiapina, risperidona), agonisti alfa-
adrenergici (clonidina), benzamide (sulpirid, amisulprid),
tetrabenazind. Nu toate aceste medicamente sunt disponibile
in Republica Moldova. Clonazepam nu este medicamentul de
prima intentie in tratamentul ticurilor, din cauza dezvoltarii
rapide a dependentei si tolerantei. Totusi, acest medicament
poate fi utilizat pe un timp scurt pentru cuparea intensificari-
lor spontane ale ticurilor violente. Acidul valproic nu se reco-
manda pentru terapia ticurilor, din cauza eficientei mai slabe
comparativ cu medicamentele sus-enumerate si a efectelor
secundare importante, in cazul administrarii de durata, mai
ales, asupra unui creier in maturizare (la copii), precum si a
efectelor teratogene posibile (limitarea administrarii la femei
de varsta reproductiva).

Metodele neurochirurgicale constau din stimularea ce-
rebrala profunda a structurilor striatale sau talamusului. Ele
se indica doar pacientilor cu ticuri rezistente la tratamentul
medicamentos aplicat, selectia indicatiilor fiind efectuata con-
form criteriilor riguroase. Stimularea cerebrald profunda la
pacienti cu SGT nu este practicata in RM.
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The behavioural therapies have varied effectiveness in dif-
ferent patients. Their utility remains controversed. The facili-
tated voluntary suppression of tics decreases their observabil-
ity but focusing attention on tics increases them. Behavioral
methods need perseverance and could be difficult to practice
in everyday life.

The pharmacological treatment of tics includes dopami-
nergic antagonists (especially the atypical neuroleptics, e.g.
aripiprazol, quetiapine, and risperidone), alfa-adrenergic ag-
onists (clonidine), benzamides (sulpiride and amisulpride),
and tetrabenazine. Not all of these drugs are available in the
Republic of Moldova. Clonazepam is not the first-intention
medication for tics because of the rapid development of de-
pendence and tolerance. However, it could be used as an acute
treatment to terminate the spontaneous increase of violent
tics during the natural tics’ fluctuations. Valproic acid is less
efficient than the aforementioned drugs and could cause dras-
tic side effects, especially on the brain in development (in chil-
dren), as well a possible teratogenicity (when used in women
of childbearing age), if administered for a long period of time,.
It is no longer recommended for the tics’ treatment.

The neurosurgical methods consist of the deep brain stim-
ulation of the striatal structures and thalamus. They are indi-
cated for severe tics resistant to all other treatments. Candi-
dates are selected according to the rigorous criteria. The deep
brain stimulation is not disponible in the RM.

Tics fluctuate spontaneously and could even disappear for
weeks or months. Therefore, the treatment should be adapted
to these fluctuations, and sometimes the dosage should be
progressively decreased or the drug administration should
even be terminated.

The studies exploring other medication methods (acu-
puncture, phytotherapy, massage, meditation etc.) give con-
tradictory results, although rest and relaxation decrease tics.
The physical activity and swimming have a positive influence
on tics as well as taking the focus of attention off tics.

Patients with tic disorders or GTS could frequently, but not
always, have specific psychiatric comorbidities, such as ADHD
and OCD. Similarly to tics, these disorders are caused by the
dysfunction of the cortico-striato-thalamo-cortical circuits.
The treatment of these comorbidities could significantly ame-
liorate the quality of life of a patient.

Conclusions

1) The recommendations referring to the diagnosis and
treatment of tics were considerably modified to correspond to
the results of the recent scientific studies. The diagnosis of tics
should be based on the clinical observation and minutious an-
amnesis. Not all patients with primary provisional or chronic
tics or GTS need to be treated, and only some of them need
pharmacological treatment. The most used drugs against tics
are clonidine, risperidone, sulpiride, and aripiprazol (the last
is not available in the RM).

2) The adequate management of tics and their comorbidi-



Ticurile fluctueaza in timp de sine statator si uneori dispar
pe saptamani sau luni. De aceea, tratamentul lor trebuie sa fie
adaptat la aceste fluctuatii, cu diminuarea progresiva lenta a
dozelor, iar uneori - cu stoparea totald a medicamentului.

Rezultatele studiilor efectuate asupra altor metode de tra-
tament (acupunctura, fitoterapia, masajul, meditatia etc.) au
dat rezultate contradictorii, desi in timpul oricarei relaxari si
calmari, ticurile diminueaza. Activitatea fizica si inotul au un
efect bun asupra ticurilor, precum si activitatile ce concentrea-
za atentia asupra altor lucruri.

Deseori, insa nu intotdeauna, pacientii cu tulburare de ti-
curi sau SGT, prezintd niste comorbiditati psihiatrice specifice
- THAD si OCD. Afectiunile date, precum si ticurile, sunt cau-
zate de disfunctia circuitelor cortico-striato-talamo-corticale.
Tratamentul acestor comorbiditati poate ameliora semnifica-
tiv calitatea vietii pacientilor cu ticuri.

Concluzii

1) Tinand cont de rezultatele studiilor stiintifice recente,
recomandarile de diagnostic si tratament ale ticurilor au sufe-
rit modificari considerabile. Diagnosticul ticurilor se bazeaza
pe observare clinicd si anamneza minutioasa. Nu toti pacientii
cu ticuri primare (tulburare tranzitorie sau cronica de ticuri,
SGT) au nevoie sa fie tratati; doar unii necesita tratament me-
dicamentos. Medicamentele cele mai frecvent utilizate si reco-
mandate sunt: clonidina, risperidona, sulpiridul si aripiprazo-
lul (ultimul nu este disponibil in RM).

2) Managementul adecvat al ticurilor si comorbiditatilor
asociate reprezinta elementul-cheie in asigurarea pentru
pacienti a unei calitati mai bune a vietii si unei integrari maxi-
male in societate.
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