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Overview:


Headache is and remains one of the most common complaints in the outpatient setting.  Approximately 45 million Americans experience some form of recurrent headache.  Losses estimated at 50 billion/yr are attributed to work loss and decreased productivity in the US work force secondary to headache.  Headache is largely benign in the general population with 90% felt to be primary in origin (ie no underlying pathology).  Interestingly, however, primary headache is the underlying etiology in only 2/3 of elderly patients.  Thus 1/3 of elderly patients have underlying systemic disease or intracranial pathology as the etiology of their head pain (ie-secondary headache).  The prevalence of headache is also known to decrease with advancing age.  Approximately ¾ of patients less than 50 will experience headache, while only ¼ of patients greater than 75 will have headache.  Given the increased risk for secondary headache in the elderly, a high index of suspicion is needed in the evaluation of these patients who present with headache.

Primary Headache:


There are three types of primary headache, and these include tension, migraine and cluster.  Migraine is subdivided into migraine with and without aura.  aura occurs in approximately 20% of “migraineurs” and typically occurs in 10 to 30 minutes before the migraine.  The most common aura is visual and consists of either “scintillating lights” or scotoma.  However, aura can also effect somatic sensation (auditory or olfactory), speech and motor function.  The diagnostic criteria below for mirgaine are from a 1988 publication by the International headache society.  The definitions of tension and cluster headache are summarized from Merritt’s Textbook of Neurology.


1.  Migraine without Aura

 
  A.  Atleast 5 attacks fulfilling criteria from B, C, D, and E


  B.  Headache lasts for 4 to 72 hours if untreated or unsuccessfully treated

C.  Headache has atleast two of the following features (unilateral, pulsating,                        moderate to severe, or aggravated by activity)

D.  During headache, atleast one of the following (nausea or vomiting or photophobia and phonophobia)

E.  History, physical and neurologic exam, and (if appropriate) diagnostic tests exclude unerlying related pathology.

       2.  Migraine with Aura


  A.  Atleast 2 attacks fulfill criteria B and C

  B.  Atleast 3 of the following 4 characteristics (fully reversible aura     symptoms, aura develops gradually over >4min, no single aura symptom lasts longer than 60min, and headache begins during aura or follows symptom free interval within 60min)

C.  History, physical and neurologic exam, and (if appropriate) diagnostic tests exclude underlying related pathology.

3.  Tension headache:  Mild, nondescript, bandlike discomfort that often involves the entire head.  Pain may be associated with throbbing component and/or “tight” muscles in the head and neck.  Interestingly, tension headache is now most commonly thought of as a continuum of migraine-like headache rather than as a distinct entity.  Most patients respond to tylenol or NSAIDs.

4.  Cluster headache:  Characterized by 1 to 3 attacks of severe periorbital pain each day for 4 to 8 weeks followed by a pain free interval with a mean of 1 year.  Men are effected 90% of the time, and associated symptoms include unilateral lacrimation, injected sclera, nasal stuffiness, and lid ptosis.  medical therapy is directed at preventing further attacks once an exacerbation has begun, and includes lithium, prednisone, ergotamine and sumatriptan.


It is important to note the natural history of migraine.  Typically, migraine has a waxing and waning course with decreasing frequency over the age of 50.  “triggers” are variable and include chocolate, cheeses, alcohol, caffeine withdrawal, bright lights, loud noises, strong scents, changes in weather or geograpy, and stress.  Particular mention should be made of “menstrual Migraine” or migraine secondary to falling estradiol levels prior to menses or monthly withdrawal of HRT or OCP.  Approximately 50-70% of migraines in women is related to the menstrual cycle, and this may account for migraines increased incidence women compared to men.  Treatment of menstrual migraine is similar to non-menstrual migraine with emphasis on propylactic therapy.  Lastly, it should be noted that miraine variants exist.  For example, only about 40% of migraine patients have unilateral headache and many experience photophobia or phonophobia, but not both.  Therefore, atypical migraine that does not meet specific criteria can be treated as migraine once secondary headache has been excluded.

Initial History and Physical Exam:


The initial patient interview should focus on history supportive or non-supportive of primary headache as defined above.  Additionally, particular attention must be paid to the “RED FLAGS” of headache.  These suggest secondary headache and, given the clinical setting, may warrant further evaluation.  The following “RED FLAGS” are summarized from a 1997 article from the National Headache Foundation:  onset of headache after age 50, new headache or change in headache, “worst” headache ever, subacute headache that worsens over time, headache associated with fever, stiff neck, nausea or vomiting, and any neurologic complaint.  The initial physical exam should include, but is not limited to the following:  vital signs, percussion of sinuses, palpation of temporal arteries, evaluation of cervical neck motion, fundiscopic exam and complete neurologic examination.  Any positive finding in this directed physical exam suggests secondary headache and warrants further evaluation.

Head Imaging:


Who needs a CT or MR of the head?  Good question…there remains debate within the neurology field itself in terms of specific indications for head imaging.  In general, CT/MR should be obtained if the patient has focal neurologic findings on exam, or history of seizure or any other neurologic symptoms during the headache.  “RED FLAGS”, as above, may also warrant head imaging based on the clinical setting.  patients with recurrent migraine and non-focal neurologic exam do not need imaging.

Secondary Headache:


If the initial history and physical exam reveal abnormalities suggestive of secondary headache then further history and evaluation should be undertake.  Below is a list of some of the common causes of secondary headache as well as keys to diagnosis and treatment.


Brain Tumor:  Headache is presents in approximately 60% of patients with brain tumor.  However, rarely, do patients have a space occupying lesinon without neurologic or cognitive sequalae.  head imaging has been evaluated in patients with chronic headache and normal neurologic exam.  combining three studies from the early 1990s of a total of 1282 patients only two patients had significant intracranial disease.  Traditional features of brain tumor such as awakening from sleep or positional component are present only in a minority of cases.  Key to diagnosis remains a thorough history and neurologic exam as well as a high index of suspicion in the elderly.


Subarachnoid hemorrhage (SAH):  Classically presents as the “worst headache of my life” and is typically associated with nausea, vomiting, meningismsu, and focal neurologic symptoms.  Non-constrast CT has been studied extensively in the evalution of SAH.  Sensitivity is estimated at 95% within the first 24 hours of symptoms decreasing to 75% at 72 hours.  In patients with high clinical suspicion for SAH who present 48-72 hours from onset of the initial event, a lumbar puncture with spectrophotometric analysis should be obtained to evaluate for xanthochromic CSF.  Treatment consists of urgent neurosurgical consultation and supportive measures.  Remember the relationship of polycystic kidney disease and “berry” aneurysm for Boards.


Giant Cell Arteritis (GAC):  A large vessel vasculitus seen almost exclusively in patients over age 50 and associated with unilateral headache, scalp tenderness, arthralgias, jaw claudication, fever and weight loss.  Visual loss occurs in up to 40% of patients if not treated.  diagnostic criteria from the American College of Rheumatology require 3 of the following 5:  Age > 50, new onset localized headache, temporal artery tenderness or decreased pulse, ESR > 50, and postivie biopsy.  Temporal artery biopsy with classic findings of necrotizing arteritis with a predominance of mononuclear or multinucleated giant cells is in of itself sufficient for diagnosis.  Medical therapy consists of prednisone, and rapid clinical improvement (24-48 hours) often confirms the diagnosis.  Remember the association between GAC and PMR for the boards (15% of patients with PMR will have GAC).


Infection:  Bacterial meningitis is a medical emergency and typically presents with headache, fever, stiff neck, and photophobia.  Typical bacterial pathogens include S. pneumoniae, N. meningitides and listeria monocytogenes.  Other etiologies include aseptic meningitis, HSV encephalitis, and tick borne disease (Lyme, RMSF, ehrlichia).  Diagnosis requires lumbar puncture and early antibiotics as indicated.


Hypnic Headache: A rare, newly described entity seen only in patients >65 that typically presents as a bilateral headache lasting 30 to 60 minutes and awakening patients from sleep once or twice every night.  Patients have a dramatic response when given lithium 300 to 600mg prior to bedtime.

Other causes of secondary headache include subdural or epidura hematoma, CVA, carotid artery dissection, hypertensive encephalopathy, vasculitus, cerebral venous thrombosis, pseudotumor cerebri, and medications.

Treatment:


Treatment of primary headache consists of two arms, abortive and prophylactic.  Tension headache, as above, typically responds to Tylenol or NSAIDs.  Prophylactic therapy is not indicated for tension, or mild, headache.  Medical management of migraine headache, however, often requires both abortive and prophylactic therapy.  Early treatment is the key to abortive therapy.  Patients should be instruted to promptly take first line analgesics at the onset of headache to obtain maximal benefit.  Some migraine headache patients have an adequate response to Tylenol or NSAIDs; however, the majority will require prescription analgesics alone or in combination.  Common PO abortive medications include:  midrin, fiorinal, fioricet, and tylenol #3.  Parenteral dihydroergotamine (DHE) is often effective and is commonly given in the ER.  DHE can cause arterial vasoconstriction and is, therefore, contraindicated in patients with CAD, PVD and in pregnant females.  Imitrex (sumatriptan) and the other “triptans” (naratriptan and rizatriptan) have become the first line agent for may “migraneurs”.  Imitrex can be taken PO, SC or by nasal spray and can be administered well after the onset of headache.  The triptans alone or in combination with other analgesics typically provide sustained relief of migraine headache pain.  The “triptans”, like DHE, are contraindicated in CAD, uncontrolled HTn, and hemiplegic migraine.


Prophylactic therapy typically involves beta-blockers or tricyclic antidepressants.  Propanolol, amitriptyline, and nortriptyline are the most commonly studied and used.  Patients should expect on average a 50% reduction in headache symptoms.  Prophylactic medications often require 8-12 weeks of use before maximal benefit is achieved.  Suggested indications for prophylactic therapy include:  6 or more headache days/month, need for abortive therapy more than twice a week, and complicated migraine with focal neurologic deficits.  


Effective therapies for patients with headache exist.  Diagnosis and subsequent treatment requires a thorough medical history, physical exam, and knowledge of available abortive and propylactic medications.
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