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Headache

R. AGRAWAL, R. AGA, G. PRAKASH

INTRODUCTION
Headache is one of the most frequent reasons for visits to doctors.'
Severe disabling headache is reported annually by at least 40% of
the population worldwide.'

Patients are mostly looking not so much for relief of pain as for
reassurance that the headache is not a sign of a serious intracranial
disease such as brain tumour. If this is the understood purpose for
consultation. the goal is to first ascertain and then provide reassur-
ance that the headache is not a sign of serious illness.

It is usually possible by history and physical examination
alone to distinguish headaches that are painful from those that are
harmful. Sometimes further diagnostic studies are required.

MECHANISM OF CRANIAL PAIN
Headache is a symptom of protean diseases. However, the pain-
inducing mechanisms are only a few:
1. The principal pain-sensitive structures are the intracranial

blood vessels. The response to distension, distortion and
inflammation is felt as pain.

2. Extracranial blood vessels are also pain-sensitive.
3. Sensory nerves and nerve roots are responsible for the pain of

neuritis, neuralgia and radiculitis.
4. Cranial pain can be referred from the eyes, paranasal sinuses,

teeth and the temporomandibular joints.

DIAGNOSTIC FEATURES
The patient should be questioned closely to determine the quality,
duration and location of the headache and the conditions whkh
produce, exacerbate or relieve it.

Quality
Most headaches are dull, deep, aching or throbbing and vary from
mild to severe; these features are of no diagnostic value. Migraine
is the most frequent cause of severe headache; subarachnoid
haemorrhage, meningitis and cluster headache also cause intense
cranial pain. Contrary to popular perception the headache of brain
tumours is not particularly severe. Sharp, brief. jabbing, multi-
focal cranial pain is invariably benign.

Duration
Rupture of an intracranial aneurysm causes an intense, instanta-

lndraprastha Apollo Hospitals. Sarita Vihar, New Delhi. India
R. AGRAWAL Department of Neurology
R. AGA Department of Gastroenterology

G. PRAKASH General Practitioner, New Delhi

Correspondence to R. AGRAWAL

@ The National Medical Journal of India /996

neous headache aptly likened to a thunderclap (one of our
patients described it as being 'kicked in the head'). Intracerebral
haemorrhage and meningitis also bring on a rapid onset headache.
Cluster headaches reach maximal intensity over minutes. last for
an hour and often occur at night. Migraine gradually increases
over hours, lasts several hours to days and is relieved by sleep.
Hangover headaches usually resolve by mid-day and are only
briefly outlived by the good resolutions invoked in their prime.

Location
The headache of giant cell arteritis is sharply localized to the
inflamed extracranial artery. Pain arising from the eyes or the
paranasal sinuses is usually easily recognized. The headache of
supratentorial lesions radiates to the fronto-temporal region while
posterior fossa lesions cause pain in the occipital area. Spondylosis
of the upper cervical spine in the elderly is a common cause of
chronic occipital pain.

Exacerbating factors
The patient may be aware of a recognizable association with
phenomena such as mental tension, anxiety, fatigue. hard physi-
callabour. exercise. lack of sleep. excessive sleep. sexual acti vity,
strong smells. hunger or menstruation. This invariably indicates
a benign headache.

HEADACHE SYNDROMES
Migraine
The pain is thought to originate from intracranial blood vessels.
Migraine is more common in females and a family history is often
present. The first attack usually occurs before the age ono and its
frequency and severity usually decrease with age. and cease by
middle age, although there may be a temporary exacerbation at
menopause. However, no age is exempt; migraine has been
recorded both in the elderly and in children.v'

The headache is usually unilateral. throbbing and moderate-
to-severe; nausea, vomiting and photophobia are commonly
present. The pain increases to maximum intensity over a few
hours and lasts from a few hours to three days; sleep frequently
terminates the attack.

Many patients come to recognize that their attacks are precipi-
tated by specific stimuli. Common ones include alcohol,' cheese,
chocolate, citrus fruits; food additives such as monosodium
glutamate, vasodilators (glyceryl trinitrate), stress. hunger.
fatigue, lack or excess of sleep and physical exertion.

The onset of classic migraine is signalled by premonitory
symptoms (aura) which are usually visual and less frequently
motor or sensory. The visual aura is usually a scotoma, a charac-
teristic visual hallucination (fortification spectra) has been
described in 10%of patients, in which a paracentral scotoma with
a luminous outer edge appears and expands slowly to finally
disappear over the periphery of the involved half of the visual
field.

Common migraine differs from classic migraine primarily by
the absence of aura. The quality of the headache is the same,
although it may be less severe. Tension headaches may overlap
into the broad category of common migraine as they are thought
to be pathogenetically similar.
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Basilar mig raine" ismanifested by vertigo, dysarthria, diplopia,
blindness and sensorial clouding-symptoms which arise from
disturbance of brain-stem function; a confusional state can occur.
A throbbing occipital headache follows.

Although the data for migraine in childhood are soft and
underrated, it is estimated that 4-1 0% of all school children suffer
from migraine.' Features useful in making the diagnosis are aura,
nausea, unilateral pain and a positive family history.tFacial pallor
may be present.

Treatment. Reassurance as to the benign nature of the disease
is important as is patient education about its recurrent nature and
management.

The acute attack usually responds to aspirin (600 mg) or
paracetamol (I g) which should be given as early as possible in
the episode. Other non-steroidal anti-inflammatory drugs
(NSAIDs) such as ibuprofen or naproxen can be used. The
addition of caffeine (acup of coffee) can be highly effective. Drug
absorption is impaired in migrainous attacks due to a decrease in
peristalsis and therefore dispersible or effervescent preparations
are preferable.

If analgesics fail, ergotamine tartrate can be administered
orally in a dose of 1-2 mg at the onset with additional doses of
0.5-1 mg at intervals of 30-60 minutes. Recommended doses
must not be exceeded and caution must be exercised in vascular
disease. Nausea, vomiting, abdominal pain and muscle cramps
are common side-effects.

Sumatriptan is a new 5-HT agonist which can be administered
orally? or subcutaneously. It is recommended as initial therapy in
unresponsive cases but is effective even when the headache has
been underway for several hours. In a third of cases, the headache
can recur within 24 hours.

Codeine is rarely required for relief of pain. Nausea responds
to metoclopramide, domperidone or phenothiazines (chlorpro-
mazine).

Prophylaxis is indicated if attacks occur more often than 2-3
times a month. It reduces the frequency and severity of attacks in
60-75% of cases. Propranolol (60-240 mg/day) or amitriptyline
(30-100 mg/day) are the mainstays of prophylaxis. Other useful
drugs are pizotifen, valproate and verapamil. Because of poten-
tially serious side-effects, only recalcitrant cases should be
administered phenelzine or methysergide. Many patients are
successfully weaned off prophylactic medication with long term
regression of symptoms.

Tension headache
This is characterized by a steady, bilateral, constricting, cranial
tightness which occurs daily and may wax and wane. It may be
frontal, occipital or involve the entire cranium. Neck muscle
rigidity may be present. It is associated with stress and anxiety.

Treatment. Simple analgesics (aspirin, paracetamol) are effec-
tive but if features of migraine are present, antimigraine measures
may be useful.

Cluster headache
This is commonly seen in young males but no age is exempt. It is
characterized by clusters (2-3 attacks per day) of sudden, intense,
unilateral periorbital or temporal pain associated with unilateral
signs of autonomic dysfunction (lachrymation, nasal congestion,
conjunctival injection). Clusters occur daily for days or weeks
with remissions of months to years in between. The pain increases
to amaximal intensity in a few minutes and lasts for about an hour.
It often recurs at the same time every day, appearing during sleep
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in half the cases. Alcohol can precipitate attacks and should be
avoided.

Treatment. It is important to diagnose this form of headache
correctly as it shows a gratifying response to prophylactic treat-
ment with prednisolone or lithium. Other useful drugs are
verapamil, ergotamine and methysergide. The acute attack can be
relieved by oxygen inhalation (9 Uminute of 100% oxygen for
15minutes), sumatriptan (subcutaneous) or intranasal lignocaine
(2-4%) delivered to the most caudal aspect of the inferior nasal
turbinate.

Subarachnoid haemorrhage
Recognition of this condition IS Important as it is eminently
treatable and, if undiagnosed, can be fatal. Aneurysmal rupture
presents as sudden, severe, instantaneous headache followed by
transient loss of consciousness and vomiting; neck stiffness is
present.

Treament. CT scan is diagnostic except in the first few hours
when lumbar puncture (shows uniformly blood-stained cerebro-
spinal fluid) may be required. Early aneurysmal clipping is life-
saving.

Post-traumatic headache
A large group of patients suffer from chronic headache and
variably vertigo, impaired memory and concentration following
head trauma or whiplash injuries. Particular victims are unpre-
pared occupants of motor vehicles involved in rear-end colli-
sions." It is important to exclude subdural and extradural
haematomas especially in the elderly in whom these can follow
trivial and even unnoticed trauma.

However, most patients with post-traumatic headache have no
evidence of an anatomical intracranial lesion to explain their
symptoms. The syndrome has a neurobiological rather than a
functional basis as the symptoms often outlive any litigation or
pecuniary benefit that may accrue as a consequence ofthe trauma.
The syndrome eventually remits and management lies in symp-
tomatic and sympathetic support.

Cough headache
This form of headache shows a strong male predominance and
usually follows a respiratory infection. A brief, severe cephalic
pain occurs on performing any manoeuvre that increases intracra-
nial tension such as coughing, lifting or bending. The syndrome
is invariably benign, self-limiting and responsive to indomethacin.
Rarely, the symptom may persist or worsen when an intracranial
lesion such as a posterior fossa tumour or an Arnold-Chiari
malformation should be considered.

Orgasmic headache
Again a condition predominantly affecting males (4:1), it is
manifested by an acute, severe, explosive cranial pain (lasting
minutes to hours) which occurs periorgasmically and is relieved
by interrupting coitus. It starts inexplicably, does not occur with
every orgasm and remits spontaneously. In contrast, the precoital
headache recorded in lay literature appears to exclusively afflict
females and may aetiologically and pathogenetically be quite
different.

Treatment. Prophylaxis with propranolol or indomethacin is
effective.

Intracranial tumour headache
Pain arises from the distorting effect of the tumour on the
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intracranial blood vessels and can be very variable. The headache
is initially paroxysmal, occurring mainly at night and in the early
morning; later it becomes continuous. Coughing, sneezing or
stooping increases the pain. Vomiting is often an associated
symptom and in posterior fossa tumours this may precede the
headache. Focal signs and symptoms and papilloedema may be
present. A posterior fossa lesion causes pain in the occiput, and a
supratentorial mass in the frontal region.

Giant cell arteritis
This is a common disorder of the elderly in western countries but
is less frequently seen in India. It can result in rapidly developing
blindness if not recognized early and treated promptly with
steroids. The pain is usually temporal (occasionally occipital) and
is described as superficial, boring in nature and severe. The
extracranial arteries affected may be red and inflamed and can be
exquisitely tender. Fever, weight loss. jaw claudication and
polymyalgia rheumatic a may be present. The erythrocyte sedi-
mentation rate is raised and temporal artery biopsy is conclusive.

Treatment. If clinical grounds for making the diagnosis are
strong, prednisolone (60-80 mg/day) should be commenced
while awaiting the histopathology report.

Headache and H1V infection
Headaches are common in HIV infection and increase in fre-
quency as the disease progresses." These headaches can be due to
HIV-l infection itself (acute aseptic meningitis), caused by op-
portunistic processes or by HIV -specific medications such as
zidovudine. "

Opportunistic central nervous system infections occur when
immunosuppression is advanced. The commonest ones are cryp-
tococcal meningitis, neurosyphilis, tubercular meningitis, toxo-
plasma encephalitis, cytomegalovirus encephalitis and progres-
sive multi focal encephalopathy. Fever. meningeal signs, mental
status changes and focal deficits may dominate the clinical
picture."

Headache and hypertension
Contrary to common perception, headache is not usually caused
by hypertension. The exceptions to this rule are malignant hyper-
tension and phaeochromocytoma in which headache may be a
striking feature.

Ocular headache
Often overdiagnosed, the eye is rarely the seat of headache in the
absence of redness and refractive error.

Sinusitis headache
Sinusitis is likely to be the cause of headache only if signs and
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symptoms of sinusitis (nasal congestion, discharge, post-nasal
drip. fever and tenderness over the inflammed sinus) are present.

ROLE OF DIAGNOSTIC STUDIES
I. If the history suggests a typical benign headache syndrome,

e.g. migraine, tension headache or cluster headache and physical
examination is normal, there is no need for further investigation.

2. The skull radiograph is not often of diagnostic value but may
on occasion be therapeutic.

3. Head CT scan with contrast, for all practical purposes, is
sufficient to exclude serious causes of headache. In acute
trauma a plain CT scan is preferred.

4. MRI is required only if suspicion of an organic lesion is high.
despite a normal CT scan.

5. Do not hesitate to perform a lumbar puncture if meningitis is
suspected. A normal CT does not exclude this.

6. An electroencephalogram is of little or no value.

CONCLUSION
The vast majority of headaches are fortunately of a benign nature
and only occasionally does a headache signify a disease of serious
import. In general, headaches requiring urgent evaluation are
those which are debilitating, of sudden or recent onset, have
changed in character recently, are associated with focal neuro-
logical features or neck stiffness. The diagnoses of treatable
conditions such as meningitis. brain abscess. extradural or subdural
haematoma, subarachnoid haemorrhage and brain tumour must
not be missed.

Every effort should be made to distinguish benign from serious
forms of headache on clinical grounds as investigation usually
involves expensive imaging of the cranium with CT and/or MRI.

The diagnosis and management of headache can on occasion
be difficult and in these instances obtaining a neurological opin-
ion is worthwhile.
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