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Introduction: 

 Headache is one of humanities most common 
afflictions. 

  

 Life time prevalence for any type of headache as 
estimated from population based studies is more then 
90% for men and 95% for women. 

 



Topic will cover following  

1. Definition and Types of Headache 

2. Causes of Headache 

3. Approach to patient with Headache 

4. Warning signs in Headache 

5. When a doctor should be consulted? 



Definition 

 headache is defined as pain in the head that is  

 located above the eyes, or the ears behind the  

 head ( occipital ) or in the back of upper neck. 

 



Classification according to International Headache 
Society  

 Primary headache: 

    - Primary headaches are those in which headache and 
its associated features are the disorder in itself, 

 Secondary headache: 

    - secondary headaches are those caused by exogenous 
disorders 



Common Causes of Headache 
Primary headache Secondary headache 

type % type % 

Tension-type 
 

69 Systemic infection 
 

63 

Migraine 
 

16 Head injury 
 

4 

Idiopathic stabbing 
 

2 Vascular disorders 
 

1 

Exertional 
 

1 Subarachnoid 
hemorrhage 
 

<1 

Cluster 
 

0.1 Brain tumor 
 

.1 



Causes of Headache 

Acute 
   Meningitis 
   Intracranial hemorrhage (stroke, rupture of 
aneurysm) 
   Stroke 
   Acute increase in intracranial pressure (mostly from 
cerebral edema or hemorrhage, including hypertensive 
encephalopathy) 
   Acute glaucoma 
   Acute sinusitis 
   Acute metabolic disturbance (carbon monoxide 
poisoning, hypoglycemia) 
   Acute viral illness 
   Initial presentation of a persistent or recurrent 
headache 
 



Causes of Headache Contd. 

Recurrent  
  Tension-type headache 
   Migraine, with and without aura 
   Cluster headache 

  

 Glaucoma(Recurrent Acute): Red eye, see 
haloes, fixed big oval pupil, visual acuity 
decreased . 

    

 



Persistent 

    Intracranial mass lesion (neoplasm, abscess, subdural 
hematoma, large arteriovenous     malformation) 
   Indomethacin-responsive headache (ice pick,   
paroxysmal hemicrania) 
   Postconcussion syndrome 
   Cervical spine disease 
   Giant cell arteritis 
   Trigeminal neuralgia 
   Hypertension 
   Arteriovenous malformation 
   Bruxism/temporomandibular joint dysfunction 
   Medications 
   Substance abuse 

 

Causes of Headache Contd. 



Red flags for headaches: 

- Head or neck injury. 

- New onset of headache or onset of new headache type or 
changed to worse pattern of existing headache. 

- Progressively worsening headache. 

- New level of pain, eg.- worst ever. 

- Abrupt or split second onset. 

- Headache initiated by exertion or valsalva 
maneuver/cough. 

 



Red flags for headaches contd. 

- Age older than 50 years. 

- Neurological symptoms or abnormal signs such as seizure, 
confusion, impaired alertness, clumsiness, papilloedema or 
weakness (except those meet the criteria for migraine with 
typical aura). 

- Systemic signs and symptoms such as fever, weight loss, 
scalp artery tenderness or neuchal rigidity. 

- Secondary risk factors such as a history of cancer or HIV 
infection. 

 



Yellow flags for headaches 

 Awakens patients from sleep at night. 

 Headache always occur on the same side. 

 Prominent effect of change in posture on pain. 

 



Workup for a patient of Headache 
Symptoms analysis 
 

Q: When did the headache begin? 

 Sudden-onset, unprovoked: SAH, CVA (25% sudden-
onset headaches are SAH) 

 Sudden-onset, provoked by exertion, orgasm, cough, 
sneeze: benign transient intracranial pressure increase, 
SAH 

 Subacute, progressive over weeks to months: intracranial 
lesion (i.e., tumour/mass), subdural haematoma, 
hydrocephalus. 

 so think the headache is acute/recurrent/persistant 

Q: Is this the worst headache of their life? 

 Yes: consider subarachnoid haemorrhage (SAH). 

 

 

 

 



Q: Is this a 'typical' headache? 

 Yes: manage with analgesic medication, rest, 
hydration. 

 

Q: Did the patient's 'typical' headache improve after 
conventional treatment? 

 Yes: follow up with headache specialist 

 No: consider other diagnosis 

 Maybe: consider other causes (e.g., SAH, venous sinus 
thrombosis, meningitis). 

 

 

Symptoms analysis contd. 



Q: Is the patient older than 50, with their first headache? 

 Immediate considerations: giant cell arteritis. 

 

Q: What are the exacerbating factors? 

 Erect position: mass lesions 

 Exertion or Valsalva: mass lesions  

 Worse in the mornings: carbon monoxide, mass 
lesions 

 Foods: caffeine, monosodium glutamate. 

 

Symptoms analysis contd. 



Q: Does the patient have a fever? 

 Immediate considerations: meningitis, encephalitis, 
brain abscess 

 Other considerations: viral syndrome, dehydration. 

 

Q: Did the patient vomit? 

 Immediate considerations: meningitis, CVA, 
subarachnoid haemorrhage (SAH), subdural 
haematoma, epidural haematoma 

 Other considerations: migraine, carbon monoxide 
poisoning, pseudotumor cerebri. 

 

 

 

Symptoms analysis contd. 



Q: Does the patient have visual complaints? 

 Visual disturbance: CVA, meningitis, migraine, acute 
angle-closure glaucoma, giant cell arteritis, pseudotumor 
cerebri, venous sinus thrombosis 

 Photophobia: meningitis, migraine. 

Q: Did the patient have a seizure? 

 Immediate considerations: mass lesion, meningitis, 
encephalitis, CVA, toxic or metabolic causes 

 Other considerations: migraine. 

Q: Does the patient have confusion or altered mental status? 

 Immediate considerations: SAH, CVA, meningitis, 
encephalitis. 

 

Symptoms analysis contd. 



Q Does the patient have dizziness? 

 Immediate considerations: CVA 

 Other considerations: migraine, carbon monoxide 
poisoning, pseudotumor cerebri. 

Q: Does the patient have weakness or focal neurological 
deficits? 

 Immediate considerations: CVA, SAH 

 Other considerations: migraine with aura. 

Q: Does the patient have neck pain? 

 Immediate considerations: meningitis, SAH 

 Other considerations: tension headache, 
musculoskeletal pain (paraspinal muscle 
strain/tension). 

 

Symptoms analysis contd. 



Q: Is there recent head trauma? 

 Immediate considerations: subdural haematoma, 
SAH, epidural haematoma 

 Urgent considerations: concussion. 

Q: Is there recent infection in head or neck area? 

 Immediate considerations: brain abscess. 

Q: Does the patient have facial pain or tenderness? 

 Immediate considerations: giant cell arteritis  

 Other considerations: acute sinusitis, 
temporomandibular joint syndrome, trigeminal 
myalgia, dental pain. 

 

Symptoms analysis contd. 



Q: Does the patient also have eye pain? 

 Immediate considerations: acute angle-closure glaucoma 

 Other considerations: sinusitis (also with nasal congestion, 
pain that increases with head position, facial fullness, sinus 
tenderness). 

Q:Is the patient pregnant or recently postpartum? 

 Consider pre-eclampsia or eclampsia. 

Q: Is the patient female? 

 Premenstrual, perimenopausal, contraceptive pill. 

Q: Does the patient have COPD or hx of chronic cigarette 
smoking? 

 Consider hypoxia or hypercarbia. 

Q: Are other family members or pets sick? 

 Consider carbon monoxide poisoning. 

 

Symptoms analysis contd. 



Past medical history 

Q: Is the patient immunocompromised? 

 Consider meningitis, encephalitis, brain abscess, 
lymphoma, toxoplasmosis. 

Q: Was their medication changed recently? 

 Consider drug-related headache, withdrawal from caffeine 
or other stimulants. 

Q: Does the patient have a history of cancer? 

 Consider metastatic brain tumour. 

Q: Does the patient have hypertension? 

 Urgent considerations: hypertensive urgency. 

Q: What is the patient's FHx? 

 Consider migraine 

 Consider brain tumour (primary cancer or brain 
metastasis). 

 



Physical examination 

 The majority of patients with a headache will have a 
normal physical examination. There are a few clues and 
important aspects of the physical examination that 
require close attention. 

 Vital signs and vital considerations 

 Elevated BP: consider hypertensive emergency, 
hypertensive urgency 

 Temperature: consider infectious source 

 If increased ICP, may see Cushing's response 
(hypertension, bradycardia, and bradypnoea). 

 Head, eyes, ears, nose, and throat (HEENT) 

 



 Listening for bruit at neck, eyes, and head: AV 
malformation 

 Palpation of head and neck for tenderness: paraspinal 
muscle tenderness/tension headache 

 Tenderness over frontal and/or maxillary sinuses: 
consider sinusitis 

 Tenderness over temporomandibular joint: TMJ 
dysfunction 

 Neck stiffness/meningismus: meningitis  

 Palpation of temporal artery for tenderness: giant cell 
arteritis 

 Funduscopy and Snellen chart: papilloedema (causes of 
raised ICP) 

 

Physical examination contd. 



 Dental examination: caries/wisdom tooth impaction 
 Ear examination: otitis media. 
 Focused physical examination 
 Extracranial structure evaluation such as carotid arteries, 

sinuses, scalp arteries, cervical paraspinal muscles 
 Examination of the neck in flexion versus lateral rotation 

for meningeal irritation. Even a subtle limitation of neck 
flexion may be considered an abnormality. 

 Focused neurological examination 
 May be capable of detecting most of the abnormal signs 

likely to occur in patients with headache due to acquired 
disease or a secondary headache. This examination 
should include at least the following evaluations: 

 Assessment of orientation, consciousness (Glasgow 
coma scale), presence of confusion and memory 
impairment 

 

Physical examination contd. 



 Ophthalmology examination to include pupillary 
symmetry and reactivity, optic fundi, visual fields, and 
ocular motility 

 Cranial nerve examination to include corneal reflexes, 
facial sensation, and facial symmetry 

 Symmetrical muscle tone, strength (may be as subtle as 
arm or leg drift), or deep tendon reflexes 

 Sensation 

 Plantar response(s): gait, arm, and leg co-ordination 

 Abnormal plantar reflex (Babinski's sign): positive in 
CNS lesions 

 Painful knee extension with hip flexed (Kernig's sign); 
5% positive in meningism 

 Hip flexion with neck flexion (Brudzinski's sign): 5% 
positive in meningism. 

 

Physical examination contd. 



Common Headache 



International Headache Society Definition of Migraine 
without Aura (Common Migraine) 

A. At least 5 attacks fulfilling criteria B-D 
B. Headache attacks lasting 4-72 h (untreated or unsuccessfully 

treated) 
C.Headache has 2 of the following characteristics: 

1. unilateral location 
2. pulsating quality 
3. moderate or severe pain intensity 
4. aggravation by or causing avoidance of routine physical 

activity (eg, walking, climbing stairs) 
D.During headache 1 of the following: 

1. nausea and/or vomiting 
2. photophobia and phonophobia 

E. Not attributed to another disorder 
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Common Migraine Contd. 

Notes: 

 Pulsating means varying with the heartbeat 

 In children: 
 attacks may last 1-72 h 
 occipital headache requires caution 

 In young children: 
 photophobia and/or phonophobia may be inferred 

from their behaviour 
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Classic Migraine (Migraine with Aura ) 

Diagnostic Criteria 
   At least two attacks 
   At least three of the following four characteristics: 
      One or more fully reversible aura symptoms are present, 
indicating focal cerebral cortical or brainstem dysfunction. 
      At least one aura symptom develops gradually over >4 
min, or two or more symptoms occur in succession. 
      No aura symptom lasts >60 min; if more than one aura 
symptom is present, the accepted duration is 
proportionally increased. 
      Headache follows aura with a free interval of <60 min 
(it may also begin before or simultaneously with the aura). 
From Headache  
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Infrequent episodic TTH 

A. At least 10 episodes occurring on <1 d/mo (<12 d/y) 
and fulfilling criteria B-D 

B. Headache lasting from 30 min to 7 d 

C. Headache has 2 of the following characteristics: 
1. bilateral location 
2. pressing/tightening (non-pulsating) quality 
3. mild or moderate intensity 
4. not aggravated by routine physical activity 

D. Both of the following: 
1. no nausea or vomiting (anorexia may occur) 
2. no more than one of photophobia or phonophobia 

E. Not attributed to another disorder 
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Frequent episodic TTH 

 

As Infrequent episodic TTH except: 

 

A. At least 10 episodes occurring on 1 but <15 d/mo for 

3 mo (12 and <180 d/y) and fulfilling criteria B-D 
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Chronic TTH 

A. Headache occurring on 15 d/mo (180 d/y) for >3 mo 
and fulfilling criteria B-D 

B. Headache lasts hours or may be continuous 

C. Headache has 2 of the following characteristics: 
1. bilateral location 
2. pressing/tightening (non-pulsating) quality 
3. mild or moderate intensity 
4. not aggravated by routine physical activity 

D. Both of the following: 
1. not >1 of photophobia, phonophobia, mild nausea 
2. neither moderate or severe nausea nor vomiting 

E. Not attributed to another disorder 
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Cluster headache 

A. At least 5 attacks fulfilling criteria B-D 
B. Severe or very severe unilateral orbital, supraorbital 

and/or temporal pain lasting 15-180 min if untreated 
C. Headache is accompanied by 1 of the following: 

1. ipsilateral conjunctival injection and/or lacrimation 
2. ipsilateral nasal congestion and/or rhinorrhoea 
3. ipsilateral eyelid oedema 
4. ipsilateral forehead and facial sweating 
5. ipsilateral miosis and/or ptosis 
6. a sense of restlessness or agitation 

D. Attacks have a frequency from 1/2 d to 8/d 
E. Not attributed to another disorder 
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Cluster headache Contd. 

Episodic cluster headache 

A. Attacks fulfilling criteria A-E for Cluster headache 
B. At least two cluster periods lasting 7-365 d and 

separated by pain-free remission periods of 1 mo 

Chronic cluster headache 

A. Attacks fulfilling criteria A-E for Cluster headache 
B. Attacks recur over >1 y without remission periods or 

with remission periods lasting <1 mo 
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‘Chronic’ 
Notes 

 In pain terminology, chronic denotes persistence over a 
period of more than 3 months 

 For primary headache disorders that are more usually 
episodic, chronic is used whenever headache occurs on 
more days than not over more than 3 months 

 The trigeminal autonomic cephalalgias are an 
exception: 

 in these disorders, chronic is not used until the 
condition has been unremitting for more than 1 
year 
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Diagnostic criteria for secondary headaches 

A. Headache with one (or more) of the following [listed] 
characteristics and fulfilling criteria C and D 

B.  Another disorder known to be able to cause headache 
has been demonstrated 

C. Headache occurs in close temporal relation to the 
other disorder and/or there is other evidence of a 
causal relationship 

D. Headache is greatly reduced or resolves within 3 mo 
(shorter for some disorders) after successful treatment 
or spontaneous remission of the causative disorder 

 

 



Investigations 
 CT brain 

 When considering SAH, CVA, subdural haematoma, epidural 
haematoma, meningitis, sinus venous thrombosis, pseudotumor 
cerebri. 

 MRI brain 

 When considering mass lesion, brain tumour. 

 Lumbar puncture 

 Order an LP after a negative CT without contrast if the patient: 

 Has the worst headache of their life, or a 'thunder-clap headache' 
(SAH) 

 Has a fever (brain abscess, meningitis, encephalitis) 

 Has neck stiffness (SAH, meningitis) 

 Is young, overweight, and female (sinus venous thrombosis, 
pseudotumor cerebri). 

 After negative CT when considering SAH, meningitis, 
pseudotumor cerebri. 

 



Investigations contd. 

 Laboratory tests 

 ESR, when considering giant cell arteritis 

 ABG, when considering hypoxia or hypercapnia  

  

 FBC and liver function tests are performed if pre-
eclampsia is suspected. Urinalysis is also required in 
these patients. 

 



Recent two Headache of Discussion  



Chronic daily headache 

1.  The broad diagnosis of chronic daily headache (CDH) 
can be applied when a patient experiences headache on 15 
days or more per month.  

2. CDH is not a single entity; it encompasses a number of 
different headache syndromes, including chronic TTH as 
well as headache secondary to trauma, inflammation, 
infection, medication overuse, and other causes .  

3. Population-based estimates suggest that about 4% of 
adults have daily or near-daily headache 

 



MEDICATION MISUSE HEADACHE 

 Culprits  are mixed analgesic  containing codeine 
or prescribed  opiates , ergotamine and  triptans.It 
is  a common reason for episodic headache 
becoming daily headache .The culprit must be  
with drawn, and a preventive added (e.g  tricyclics, 
valproate, gabapentine. 

 



   Many people who suffer from mild headache  medicate 
themselves with  over the counter analgesic , and they 
usually do not seek medical care .Nevertheless , the 
symptom  of primary and secondary headache can 
overlap. Therefore , the doctor should be consulted if 
there is : 

 Severe (the worst ever ) 
 Different than the usual headache  
 Starts suddenly during exertion &  Aggravated during 

exertion , coughing, bending or sexual activity 
 Associated with  persistent nausea and vomiting  
  

When should one consult the doctor? 



Doctor Consultation Contd. 

 Associated with stiff neck , fever , dizziness , blurred 
vision, slurred speech, unsteady gait , and weakness ,or 
unusual sensation of the arm or legs ,excessive drowsiness 
or confusion . 

 Associated  with seizure  

 Associated with recent trauma or fall  

 Not  responding to treatment and is getting worst  

 Disabling , and interfering  with work and quality of life . 

 Requires more than the recommended  dose of over the 
counter  analgesic for relief . 

 



Key Massage 

 
1. Diagnosis and management is based on a careful clinical 

approach augmented by an understanding of the anatomy, 

physiology, and pharmacology of the nervous system 

pathways that mediate the various headache syndromes. 

2. Headache is a common problem in the society and when 

red flag signs are present patient should consult a doctor 

for proper diagnosis and management. 

 



Thank You 


