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Introduction

Headache disorders constitute a public health problem. In a survey by
Dutch general practitioners, headache was the 7th most frequent
complaint requiring consultation. Diagnosing headaches is a difficult
issue, as a high number of disorders present with headache as part of the
complaints. The first classification of headache disorders, based on the
detailed clinical description of the different headache types, was
published by the International Headache Society in 1998. The second
edition of the diagnostic criteria was published in 2004
(http://217.174.249.183/upload/CT_Clas/ICHD-IIR1final.pdf). This
classification distinguishes two groups of headaches: primary headache
disorders, and secondary (symptomatic) headaches. Facial pain
syndromes are grouped separately.
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Fig. 1:The classification of headaches

Primary headaches, which account for the majority of headache
complaints, are caused by a functional disorder in a structurally intact
nervous system. This group includes migraine, tension-type headache,
trigemino-autonomic cephalalgias (cluster headache and other, less
frequent types), and a heterogeneous group of rare headache disorders
(Fig. 2).

Fig. 2: The main diagnostic groups and subgroups of primary headache disorders

Primary headaches usually come in attacks, with the exception of some
chronic headache types where the pain may be continuous. The attacks
are characteristic of the headache type (as regards their length,
accompanying symptoms, the location and quality of pain, etc.). If left



untreated, the attacks would terminate spontaneously after a time that is
characteristic for each headache type. The attacks return with a
frequency and pattern that varies in the different headache types; the
repeated attacks usually present with similar characteristics. The
diagnosis of primary headaches is based on the classification of attacks
that requires taking a detailed headache history, and a negative
neurological examination.

The common characteristic of secondary (symptomatic) headaches is
that the head pain is only one of the symptoms that characterize the
pathological process. In some cases, headache is the leading symptom
(as in subarachnoidal bleeding, sinus thrombosis, or temporal arteritis),
in others a head pain is present, but overshadowed by other symptoms
(as in cerebral hemorrhage, sinusitis, influenza, etc.). The time course of
symptomatic headaches is different from that of primary headaches:
some have an acute onset and a non-recurrent nature (e.g. headaches
caused by subarachnoidal bleeding or sinus thrombosis), others may last
up to a couple of weeks after an acute or subacute onset (e.g. headaches
caused by sinusitis). A progressive course (with the gradual worsening of
headache severity, length, and/or frequency) is less frequent; it is the
characteristic course of headache associated with space-occupying
lesions.

Regardless of the time course, an important characteristic of all
secondary headaches is that, beside the head pain, other symptoms of the
underlying disorder are present and the headache occurs in close
temporal relation to the other disorder. Headaches that come in attacks
separated by headache-free periods, and have been recurring for years
(or decades) are probably not caused by other disorders; however, a
careful history taking and detailed neurological examination are
essential.

Secondary headaches are classified according to the underlying cause
(Fig. 3).

Fig. 3: The classification of secondary headaches

In some cases, the onset of headache signals a serious disorder; therefore
every physician should be familiar with the ‘red flags’ that, in the case of
a headache, suggest the presence of a serious condition (Fig. 4).



Fig. 4: Secondary headaches: ‘red flags’ suggesting organic causes

Medication-overuse
headache

Due to its high prevalence and the difficulty of treating it, medication-
overuse headache deserves our particular attention. It has been amply
substantiated in the last ten years that the regular use of analgesics,
regardless of the condition necessitating it, results in an increase of the
frequency of a previously existing migraine or tension type headache.
The different classes of drugs are somewhat different as regards the
frequency of analgesic consumption leading to medication-overuse
headache (Fig. 5).

Fig. 5: Doses leading to medication-overuse headache in different classes of analgesics

Medication-overuse headache affects 2 to 3% of the population.
Currently only a small part of general practitioners and neurologists are
aware that the regular use of painkillers can result in the chronification of
migraine and tension type headache and a notable difficulty in treating
them. The fact that at least 40% of ‘successfully’ treated patients would
relapse within a year constitutes a further problem.

The diagnostic criteria of medication-overuse headache include a regular
overuse, for more than 3 months, of one or more drugs that can be taken
for the acute treatment of headache, and a headache that is present on
≥15 days per month (Fig. 6). Headaches that are daily or near-daily
usually develop from migraine; as the attack frequency increases, the
accompanying symptoms of migraine may become less intense. A
significant proportion of patients also have depression. The same
quantity of analgesics is more likely to result in the chronification of
headache if distributed evenly during the month, than if taken in larger
but less frequent doses.



Fig. 6: Diagnostic criteria of medication-overuse headache

The upregulation of serotonergic receptors involved in the in the
regulation of pain transmission, and the phenomenon of central
sensitization may be central features in the pathomechanism of
medication-overuse headache. The treatment of medication-overuse
headache is a complex task that includes giving adequate information to
the patient about the disorder, the gradual withdrawal of the overused
medication (with, if necessary, a controlled amount of NSAIDs to treat
rebound headache), prophylactic treatment according to the original
headache type (valproic acid, topiramate, antidepressants etc), and
psychological counseling.

The other types of secondary headaches are not covered in this
chapter; the reader is referred to the relevant chapters of the e-learning
material. The neurologist often relies on the collaboration with
consultants of other medical specialties (internal medicine, ENT,
ophthalmology, rheumatology, psychiatry, etc.) for the diagnosis and
treatment of symptomatic headaches.


