
Approach to A Patient With Headache 



Objectives: 
1. Common	
  types	
  of	
  headache	
  “Migraine,	
  Tension	
  headache,	
  Cluster	
  headache”.	
  

2. How	
  to	
  approach	
  a	
  patient	
  with	
  headache. 
3. Red	
  Flags	
  and	
  indications	
  for	
  further	
  investigations	
  like	
  CT	
  brain,	
  MRI.

4. Brief	
  comment	
  on	
  Migraine,	
  Tension	
  Headache,	
  Cluster	
  headache,	
  benign.	
  

5. intracranial	
  tension,	
  temporal	
  arteritis,	
  space-­‐‑occupying	
  headaches. 
6. What	
  is	
  the	
  role	
  of	
  primary	
  health	
  care	
  physician	
  in	
  management	
  “Drug	
  

treatment	
  and	
  Prophylaxis”	
  like	
  propranolol,	
  topiramate,	
  amitriptyline,	
  ....	
  
7. What	
  investigations	
  could	
  be	
  requested	
  if	
  needed.

8. When	
  to	
  refer	
  to	
  specialist.	
  



PRIMARY SECONDARY
D o	
  not	
  have	
  red	
  flag	
  signs	
  and	
  

symptoms	
  are	
  at	
  low	
  risk	
  of	
  serious	
  
headache.

Caused	
  by	
  infection	
  or	
  vascular	
  
disease.	
  

Most	
  common	
  types:	
  Tension-­‐type	
  40%,	
  
Migraine	
  10%	
  and	
  Cluster	
  1%. Check	
  Dangerous	
  headache	
  section.





Tension-­‐type

The	
  most	
  common	
  form	
  of	
  headache,	
  and	
  
affects	
  more	
  than	
  40%.	
  

F	
  >	
  M
• Bilateral.
• Mild	
  to	
  Moderate	
  pressure.
• W/O	
  associated	
  Sx.

Normal	
  Neurological	
  PEx.
• Require	
  no	
  additional	
  laboratory	
  testing	
  or	
  

neuroimaging.

Treatment:

Recommendations include lifestyle, acute and 
prophylactic drug therapy, and management of tension-
type headache during pregnancy. Table-3

1st
lin

e

Special for anxiety or stress patients



Migraine

Key	
  words	
  to	
  distinguish	
  from	
  Tension-­‐type:
Nausea,	
  photophobia	
  (sensitivity	
  to	
  light),	
  and	
  
phonophobia (sensitivity	
  to	
  sound).	
  

Physical	
  activity	
  often	
  exacerbates	
  migraine	
  headache.
Combined	
  findings	
  can	
  be	
  summarized	
  by	
  the	
  POUNDmnemonic:	
  
Pulsatile,	
  duration	
  of	
  4	
  to	
  72hr,	
  Unilateral,	
  nausea	
  or	
  vomiting,	
  
disabling	
  intensity.	
  Must	
  meet	
  4 of	
  the	
  criteria	
  to	
  diagnose	
  
Migraine.

Aura	
  may	
  be	
  present	
  in	
  some	
  cases	
  of	
  migraine.	
  Aura	
  
consists	
  of	
  visual,	
  sensory,	
  or	
  speech	
  symptoms	
  that	
  appear	
  
gradually,	
  last	
  no	
  longer	
  than	
  60	
  minutes,	
  and	
  are	
  
completely	
  reversible.

-­‐ve aura:	
  LOC,	
  loss	
  of	
  sensation,	
  loss	
  of	
  vision...
+ve aura:	
  tingling,	
  numbness,	
  flashlights…



Treatment:

• Recommendations include lifestyle management, 
acute treatment, prophylaxis, menstrual migraine, 
and migraine treatment during pregnancy. 

1\ Acute

2\ Prophylaxis

1st line: Analgesics
2nd line: Triptans for moderate-severe headaches
3rd line: Injections for SEVERE headache + Triptans as Anti-emetics



Considerations regarding Migraine Management & Prophylaxis:

• COCP are C.I with migraine because it increase the risk of ischemic 
stroke.



Cluster

They are relatively rare.
The age of onset of cluster headaches varies, with 70% of patients 
reporting onset before 30 years of age.

Characterized by brief (15 to 180 minutes) episodes of severe head 
pain most commonly describes as sharp, but it can also be pulsating 
and pressure-like. Can occur on both sides of the head, most patients 
report unilateral pain. Occurs in the retro-orbital area, followed by 
the temporal region, upper teeth, jaw, cheek, lower teeth, and neck.
Associated autonomic symptoms: eyelid edema, nasal congestion, 
lacrimation, or forehead sweating.

There tend to be several (up to eight) episodes in the same day, with 
each episode lasting between 15 and 180 minutes. Episodes occur 
daily for a number of weeks followed by a period of remission. On 
average, a period of cluster headaches lasts six to 12 weeks, with 
remission lasting up to 12 months.



Treatment:

• Recommendations include lifestyle management, acute treatment, 
prophylaxis, menstrual migraine, and migraine treatment during 
pregnancy. Table 4

1st line: 100% Oxygen



Dangerous	
  Headaches	
  “secondary”:

Patients with characteristics of secondary headache should be evaluated to
determine whether the headache is dangerous. CT scan of the head is the most
widely used imaging study for acute head trauma because of its availability, speed,
and accuracy. However, MRI of the brain is more sensitive for detecting subdural
hematoma, and is therefore particularly important in identifying smaller lesions.
(Table 7)
Below	
  from	
  432	
  teamwork

1. Idiopathic	
  intracranial	
  hypertension:	
  

Increased	
  intracranial	
  pressure	
  in	
  the	
  absence	
  of	
  a	
  tumor	
  or	
  other	
  diseases.	
  
Most	
  cases	
  occur	
  in	
  young	
  women	
  who	
  are	
  obese.	
  Patients	
  with	
  higher	
  BMIs	
  and	
  
recent	
  weight	
  gain	
  are	
  at	
  increased	
  risk.	
  

Symptoms:	
  
i. Diffuse	
  headache,	
  worse	
  in	
  the	
  morning.	
  
ii. Aggravating	
  by	
  coughing	
  and	
  sneezing.	
  
iii. Horizontal	
  diplopia
iv. Pulsatile	
  tinnitus	
  
Management	
  
1. Lumbarpuncture
2. Patients	
  without	
  visualloss:	
  carbonic	
  anhydrase	
  inhibitor(eg,acetazolamide).
3. Patients	
  with	
  severe	
  symptoms,	
  early	
  visual	
  field	
  loss	
  high-­‐dose	
  Corticosteroids.
4. Diuretics	
  
5. If	
  the	
  medication	
  is	
  not	
  useful	
  refer	
  to	
  neurosurgeon.	
  



2.	
  Temporal	
  arteritis	
  (Giant	
  cell	
  arteritis):

It’s	
  a	
  form	
  of	
  vasculitis that	
  affects	
  medium	
  and	
  
large	
  arteries	
  especially	
  external	
  carotid	
  artery	
  and	
  
its	
  branches.	
  
Risk	
  Factors:	
  
1. Age:	
  >50
2. Sex:	
  Women
3. Polymyalgia	
  rheumatic	
  
Symptoms
1. Sudden	
  onset	
  headache,	
  localized	
  to	
  the	
  

temporal	
  region.	
  
2. Tenderness	
  and	
  sensitivity	
  on	
  the	
  scalp.
3. Jaw	
  claudication
4. Unilateral	
  visual	
  loss	
  or	
  occasionally	
  diplopia.	
  
5. Constitutional	
  symptom.
Investigations:	
  arterial	
  biopsy	
  and	
  ESR.
Management:	
  
high	
  dose	
  corticosteroids	
  as	
  soon	
  as	
  possible	
  to	
  
prevent	
  blindness.	
  Refer	
  to	
  ophthalmologist	
  and	
  
rheumatologist.	
  

3.	
  Space	
  occupying	
  lesions:	
  

Usually	
  due	
  to	
  malignancy	
  but	
  it	
  can	
  be	
  caused	
  by	
  other	
  
pathology	
  such	
  as	
  an	
  abscess,	
  cysts	
  and	
  hematoma.	
  
Headache	
  tends	
  to	
  be	
  quite	
  a	
  late	
  feature,	
  and	
  it	
  is	
  usually	
  very	
  
severe,	
  waking	
  patients	
  from	
  sleep.	
  
Presentation:	
  
1. Papilledema.
2. Vomiting.
3. Focal	
  neurological	
  symptoms,	
  or	
  non-­‐focal	
  

neurological	
  symptoms.
Investigations:	
  CRP,	
  ESR	
  and	
  brain	
  CT	
  or	
  MRI.
Management:	
  (refer	
  to	
  specialist)	
  

• Lumbar	
  puncture	
  is	
  contraindicated	
  with	
  space	
  occupying	
  
lesions.



V.	
  Imp





Chronic daily headache is defined as the presence of a
headache on 15 days or more per month for at least three
month. It is further divided into headaches of short or long
duration. (Check table in last page).
Headaches of short duration are defined as lasting less
than 4hr, whereas headaches of long duration are defined
as lasting more than 4hr.

For patients with migraine, modifiable risk factors for
progression to chronic migraine include: obesity,
medication over use, stressful life events, snoring, caffeine
overuse, and other causes of chronic pain.
(Important to ask for during Hx)
Unless systemic symptoms are present, there is no role for
laboratory testing. It is important to evaluate for red flags
that may suggest a secondary cause of headache or a
headache requiring more immediate evaluation.

Check next Table



Short duration Long duration
Trigeminal autonomic cephalalgias:

Have unilateral trigeminal distribution with autonomic features, and 
include chronic cluster headache, paroxysmal hemicrania, and short-

lasting unilateral neuralgiform headache attacks with cranial 
autonomic symptoms or with conjunctival injection and tearing.

Have migraines or tension- type headaches. Other types of long-
duration chronic daily headache include hemicrania continua and new 

daily persistent headache.

Brief headache syndromes:
Include hypnic, primary stabbing, primary cough, and primary 

exertional headaches.

Transformed migraine: 
Occur in patients with a history of migraines who have a rapid or 

gradual progression to chronic daily headache and patients commonly 
have a daily headache with flare-ups similar to their previous migraine.

Overuse of abortive medication:
Including acetaminophen, NSAID, triptans, butalbital, caffeine, and narcotics.

It is present when patient with migraine or tension-type of headache use combination of analgesics, opioids or triptans on >10d/mon OR
Acetaminophen or NSAID on  >15d/mon.

Tension-type headaches: 
are characterized by occipital or bilateral bandlike discomfort that 

builds slowly and may persist for several days. Unlike migraine, there 
is usually a lack of associated nausea or photophobia.

New daily persistent headache:
is generally more refractory to treatment than chronic tension-

type headache. The headache becomes constant within 72 hours.





How	
  to	
  approach	
  a	
  patient	
  with	
  headache.
History	
  Taking:

• Thunderclap headache, which is characterized by sudden-onset headache pain, with peak 
intensity occurring within several minutes, requires prompt evaluation. DDx:	
  
Subarachnoid	
  hemorrhage,	
  Hypertensive	
  emergencies,	
  Vertebral	
  artery	
  dissections,	
  &	
  Acute	
  
angle-­‐closure	
  glaucoma.

• Use of illicit drugs, including cocaine and methamphetamine, can increase the risk of 
intracranial bleeding or stroke. Prescription or over-the-counter medications such as 
aspirin, other NSAID, anticoagulants, and glucocorticoids increase the risk of intracranial 
bleeding. 

• A history of HIV infection or other immunosuppressive conditions in patients with headache 
may suggest a brain abscess, meningitis, or malignancy of the CNS. Coexisting infection
in the lungs, sinuses, or orbital areas may precede and cause a CNS infection. 

Physical	
  Examination

• Abnormalities are one of the best predictors of CNS pathology. A focal neurologic deficit should not be attributed to migraine headache unless a similar pattern has 
occurred with a previous migraine. Abnormal findings on examination can be pronounced, such as meningismus or unilateral vision loss, or subtle, 
such as extensor plantar response or unilateral pronator drift. 

• Obtundation or confusion suggests a dangerous headache.

• Patients with headache and fever, papilledema, or severe hypertension (systolic pressure greater than 180 mm Hg or diastolic pressure greater than 120 mm Hg) 
require evaluation for CNS infection and ICP. 
Patients also should be evaluated to determine if their BP should be lowered to safer levels to avoid intracranial hemorrhage from malignant hypertension. Contusions 
and facial or scalp lacerations increase the likelihood of associated intracranial hemorrhage. 



ü The indications for referral to a neurologist or headache specialist may include diagnostic uncertainty,
unsuccessful outpatient therapy, or the desire to administer more specialized treatment, such as
onabotulinumtoxinA. Patients with severe psychiatric illness should be evaluated by a psychiatrist. It may
be necessary to hospitalize some patients (e.g., those with intractable migraine, those who are opioid
dependent) to discontinue abortive medications in a monitored setting, to treat the headache with
intravenous medications, such as dihydroergotamine, and Pregnant female wants headache prophylaxis.



Diagnostic	
  Neuroimaging:	
  

Indicated for all patients who present with signs or symptoms of dangerous
headache, because they are at increased risk of intracranial pathology.
American College of Radiology has made a few specific recommendations
(Table 8).

Lumbar Puncture LP is useful for identifying infection, the presence of RBCs
(which suggests bleeding), and abnormal cells associated with some CNS
malignancies. In adults with suspected subarachnoid hemorrhage, it is important
to perform LP to check for blood or xanthochromia.

CT scan of the head should be performed before LP, even if the results of
neurologic examination are normal, because there is a risk of central
herniation of the brain even in the absence of physical examination findings of
subarachnoid hemorrhage.



Role	
  of	
  Primary	
  Health	
  Care	
  Physician:	
  

1. To	
  arrange	
  specific	
  consultations	
  for	
  headache.	
  
2. To	
  institute	
  a	
  system	
  of	
  detailed	
  history	
  taking,	
  patient	
  education	
  at	
  the	
  outset	
  of	
  the	
  

consultation.	
  
3. To	
  institute	
  a	
  process	
  of	
  management	
  that	
  is	
  individualized	
  for	
  each	
  patient,	
  using	
  a	
  

new	
  algorithm.	
  Assessing	
  the	
  impact	
  on	
  the	
  patient's	
  daily	
  life	
  is	
  a	
  key	
  aspect	
  of	
  
diagnosis	
  and	
  management.	
  

4. To	
  prescribe	
  only	
  treatments	
  that	
  have	
  objective	
  evidence	
  of	
  favorable	
  efficacy	
  and	
  
tolerability.	
  

5. To	
  utilize	
  prospective	
  follow-­‐up	
  procedures	
  to	
  monitor	
  the	
  success	
  of	
  treatment.	
  
6. To	
  organize	
  a	
  team	
  approach	
  to	
  headache	
  management	
  in	
  primary	
  care.	
  





Non-pharmacological:

• Several behavioral modifications are recommended for patients with chronic daily
headache. These include cessation of caffeine and tobacco use, improved sleep
hygiene, diet changes, and regular mealtimes.

• Acupunture also has proven effective for reducing the frequency of headaches in
persons with both migraine and tension-type headache.

• Internet-based biofeedback and relaxation techniques that have been shown to
decrease headache frequency and severity, and medication use.

• Cognitive behavior therapy for chronic daily headache, both in group and
individualized settings to reduce headache frequency and severity.



Pharmacological:

• Abortive drug therapies for acute headaches include acetaminophen, NSAID, 
tramadol (Ultram), and triptans. 

• Chronic daily headache, concerns about headache from medication overuse should 
prompt the phy- sician to consider headache prophylaxis to lessen the need for 
abortive therapy. 

• 1st line for chronic headache: Propranolol, a beta blocker, also reduces the 
frequency of headache for persons with migraine. 

• 2nd line: A tricyclic antidepressant, reduces headache duration and severity for 
chronic tension- type headache. 

• 3rd line: Valproate (Depacon) and topiramate (Topamax) are anticonvulsants that 
can reduce the frequency of chronic migraine by 50%. 



Medication over use:

• Migraine sufferers are particularly 
prone to developing medication-
overuse headache. 
Recommendations for diagnosis 
and management of medication-
overuse headache are shown in 
Boxes 8 and 9 .








