
 

III./2.3.: Clinical characteristics, symptoms

III./2.3.1.: Migraine

According to some studies, migraine is the most common neurological disorder resulting
in a medical visit. Large-scale epidemiological studies have found that migraine affects
10 to 12% of the population, meaning there are 1 million migraineurs in Hungary. It is
less commonly known that, although most migraineurs have 2 to 3 attacks per month,
about 3% of the population suffers from chronic migraine (more than 15 migraine days
per month for more than 3 months). Migraine constitutes a significant burden: in the
European Union, migraine is the most costly neurological disorder with a 27 billion €
yearly expenditure, of which the indirect costs amount to 25.5 billion €. For the
individual, the effect of migraine on quality of life can be more severe than its economic
burden.

Migraine most commonly starts in childhood or adolescence, usually with milder and
less frequent attacks. While childhood migraine is equally distributed between the sexes,
after adolescence, it becomes approximately 3 times more frequent in women than in
men. Migraine affects mostly those in the active age groups (i.e. young adults);
according to some Western European data, one fourth of women suffer from migraine in
this age group. The prevalence of migraine decreases over 45 in both sexes.

Migraine has two major subtypes: migraine with aura accounts for 20 to 30% of the
attacks, while migraine without aura is responsible for 70 to 80%. Apart from the aura,
the characteristics of the attacks are similar in the two subtypes, although migraine
without aura may have more severe symptoms.

A migraine attack is more often unilateral than bilateral; it is severe enough to interfere
with the activities or prevent them (i.e. the intensity of pain is moderate or severe). Pain
is usually throbbing or pulsating and lasts from 4 to 72 hours if not treated adequately.
Attacks are accompanied by nausea, quite frequently vomiting, and hypersensitivity to
environmental stimuli (photophobia, phonophobia, osmophobia). Physical activity or
bending forward usually intensify the pain, therefore patients suffering from more severe
migraines prefer, if circumstances allow, lying down in a dark and quiet room till the
medications work or (in the case of a worse attack) the migraine terminates
spontaneously. According to some newer observations, most migraineurs experience
allodynia during the attacks, with non-noxious stimuli (combing the hair or stroking the
skin) resulting in painful sensations. The presence of allodynia (arguing for a
dysfunction in the central modulation of pain transmission) is an unfavorable sign; in
these cases acute medications are less effective than before its onset.

The diagnostic criteria of a migraine attack are summarized in Fig. 12.

Fig. 12:The diagnostic criteria of a migraine attack

In migraine with aura, the onset of pain is preceded by transient neurological symptoms,
most commonly lasting 5 to 60 minutes. The most common aura symptoms are visual
disturbances; sensory, motor or language disturbances are less frequently reported.



Fig. 13: Frequency of aura symptoms

Visual disturbances are the most common symptoms of a migraine aura. Most patients
would experience ‘plus’ (positive) symptoms: flickering lights, bright or colored zig-zag
lines. The latter occasionally resemble the layout of medieval fortresses, thus they are
called fortification spectra.

Fig. 14: Common aura symptoms: scintillating
scotoma

Fig. 15: Fortification spectrum and explanation of its
name

The visual disturbance usually moves and/or grows within the visual field; the positive
phenomena may be accompanied by a transient loss of the affected part of the visual
field (scotoma).

Despite their short duration, visual symptoms are usually distressing for the patients; for
a significant part of migraine with aura patients, the aura is more burdensome than the
headache itself. Many people suffering from migraine with aura would also experience
attacks not preceded by aura.

Provoking factors of migraine

It is a well-known fact that migraine attacks can be provoked by a number of things.
Some patients observe that certain factors would inevitably provoke an attack, and most
patients experience that the presence of certain factors would significantly increase the
possibility of an attack. It is important to clarify that provoking factors would only cause
an attack in those who have a propensity for migraine. The provoking factor is not the
cause of migraine, but something that would increase the possibility of an attack in the
given person.



Fig. 16: Migraine: the most common provoking factors

III./2.3.2.: Trigeminal autonomic cephalalgias

Gerhard van Swieten, the physician of Empress Marie Theresa, was among the first to
describe male patients suffering from severe, strictly unilateral, periorbital headaches
that were shorter lasting than migraine. In the last 30 years, various headache syndromes
were described in which unilateral head pain confined to the trigeminal territory was
accompanied by ipsilateral autonomic symptoms. In 2004, the second edition of the
headache classification created a new diagnostic group for these disorders under the
heading of Trigeminal autonomic cephalalgias.

Fig. 17:Classification of trigeminal autonomic cephalalgias

The most common type of trigeminal autonomic cephalalgias is cluster headache (CH).
CH is one of the most severe human pain syndromes: it is characterized by unilateral
attacks of head pain with local autonomic accompaniments. The name of the disorder
recalls the characteristic clustering of the attacks: during the cluster period that lasts
some weeks or months, the patient would experience frequent attacks, appearing up to 8
times a day, while after the termination of the period the patient will be headache-free
for months, or even years.

A CH attack is strictly unilateral; it is most commonly confined to the periorbital,
temporal or frontal regions, but can also involve other parts of the head. Pain is very
severe, usually stabbing or piercing, but can also be throbbing or burning. The attacks
recur, almost invariably, on the same side during the cluster period. The headache is
accompanied by characteristic ipsilateral symptoms; these either reflect the activation of
the cranial parasympathetic structures (lacrimation, rhinorrhea, nasal congestion,
dilatation of conjunctival and extracranial arteries) or local sympathetic dysfunction
(miosis, Horner’s triad). The head pain and autonomic accompaniments appear quite
suddenly; in some patients, autonomic symptoms precede the onset of pain. In 50 to
60% of the patients, ‘migrainous’ accompanying symptoms (nausea, vomiting, photo-,
or phonophobia) are also present during the attacks; therefore, their presence does not
argue against the diagnosis of CH. The attacks last 15 to 180 minutes in the absence of
an effective treatment. In 90% of patients, cluster headache runs an episodic course: the



cluster period - lasting a couple of weeks or months, and characterized by frequent
attacks - is followed by a pain-free period lasting for months or years. About 10% of CH
patients experience the chronic form of the disorder, with attacks frequently recurring
for more than one year, without any substantial interruption.

Fig. 18: The diagnostic criteria of cluster headache

Symptoms of other trigeminal autonomic cephalalgias resemble those of cluster
headache, but the duration of attacks is shorter and their frequency is higher than in CH.

Tension type headache

This is the most common headache type: 75 to 80% of the population experiences it at
least once during their lives, and 30 to 35% would suffer from recurrent attacks of this
type. Tension type headache was previously called muscle contraction headache,
psychomyogenic headache, stress headache, ordinary headache, and even common
migraine (!). The onset is usually during early adulthood. Pain is pressing or tightening,
its severity being mild or moderate, and it seldom prevents the patient from pursuing
normal daily activities. The length of the attack varies considerably, from half an hour to
a maximum of 7 days. It is bilateral in most cases, often band-like or involving the
whole of the head. Pain is not aggravated by normal physical activity and is usually not
accompanied by other symptoms, although an isolated photo-, or phonophobia may
occur. Pericranial muscles are often tender. Episodic and chronic forms of tension type
headache are distinguished by the number of attacks. In chronic tension type headache,
the number of days with headache is at least 180 days per year. The prevalence of the
chronic form is 3%.

Fig. 19: Diagnostic criteria of tension type headache


