
Getting to Grips with Headache  
Brief Updates I -  Secondary Headaches  

ÅAss. Professor Fabio Antonaci, Instituto Mondino, 
Pavia, Italy:  

ÅMedication Overuse Headache  

ÅTemporal Arteritis   

ÅAss Professor Lars Bendtsen, Danish Headache 
Center, Denmark  

ÅTrigeminal Neuralgia  

ÅProfessor Rigmor H. Jensen, Danish Headache 
Center, Denmark  

ÅHigh -  and Low pressure headaches  

 



International Headache 
Classification, Revised Edition 
(ICHD -  II)   

IHCD-II 
14 subgroups 

 

Group 1- 4 
Primary headaches 

Group 5ς12 
Secondary headaches 

Group 13ς14 
Cranial neuralgias, etc   

 

Migraine  
Tension-type headache,  

Cluster headache 
 

Medication  
Trauma, stroke,   

Neoplastic and systemic  
disorders  

 

Trigeminal neuralgia,  
Other cranial neuralgia and  

Facial pain disorders 
 

? 



The 8 most important questions to 
ask a headache patient  

 

Have you one or several different types of headache?     
Describe them one by one 

How long does your headaches last? 
(seconds, minutes, hours, days)  

How frequent are your headaches?  
 

What is the intensity of pain ? 

What do you do during a headache attack?  

Where is the pain located ? 

Are there any associated symptoms?  
 

Do you take medication ?   
 



The 8 most important questions to 
ask a headache patient  

Have you one or several different types of headache?     
Describe them one by one 

One type, I think, vary in intensity 

How long does your headaches last? 
(seconds, minutes, hours, days)  

Constant, all day 

How frequent are your headaches? Constant lasted for more than 30 years, 
started as episodic at the age of 4 

What is the intensity of pain ? Moderate to severe 

What do you do during a headache attack?  Try to function, but have to lie down during 
severe pain 

Where is the pain located ? Holocranial 

Are there any associated symptoms? Photophobia, phonophobia, sometimes 
nausea 

Do you take medication ?  Yes, I have to, on a daily basis 



Diagnostic diary  
or headache  
calender for at  
least 4 weeks  



òWhen the cure become the causeò  

 
òErgotamine induced headacheò 
 
ñ Painkiller headacheò 
 
òAnalgesic rebound headacheò 
 
òDrug-induced headacheò 
 
òDrug abuse headacheò 
 
 

òMedication overuse headacheò (MOH) 
   



ICHD -II -  ñMedication-Overuse Headacheò  

é a system whereby medication overuse headache became a default diagnosis in all patients 
with medication overuse would encourage doctors all over the world to do the right thing, 
namely, to take patients off medication overuse as the first step in a treatment plan.  

A. Headache present on Ó15 days/month  
 

B. Regular overuse for >3 months of one or more acute/symptomatic 
treatment drugs as defined under sub form 8.2  

 1. Ergotamine, triptans, opioids or combination analgesic medications on 
Ó10 days/month on a regular basis for >3 months  

  
 2. Simple analgesics or any combination of ergotamine, triptans, 
analgesics, opioids on Ó15 days/ month on a regular basis for > 3 months 
without overuse of any single class alone  

 
C.   Headache has developed or markedly worsened during medication 

overuse  
  

II revision, 2006  



 
 
 Which drugs cause MOH?  

 
ÅCaffeine    

ÅErgotamine  

ÅDihydroergotamine  

ÅTriptans    

ÅSalicylates     

ÅAcetaminophen  

 

ÅParacetamol  

ÅNSAIDs   

ÅCodein     

ÅOpiates       

ÅTranquillisers  

ÅBarbiturates  

Combinations are frequent  

All pain killers can cause 
HEADACHE   



 
 
 Clinical features (MOH)  

  

  

ÅMon  ÅThur  ÅTue  ÅWed  

ÅMedication intake  

ÁDaily or almost daily 
headaches  

ÁMedication overuse  

ÁDull diffuse headache  
 

ÁMild to moderate  
 

ÁHolocranial  
 

ÁWithout associated symptoms  
 

ÁWake up with headache  
 

ÁSuperimposed migraine like 
attacks  



MEDICATION OVERUSE HEADACHE   

Triptans or opioids  

Pain killers  

Primary headache  

Other analgesics  

Prophylaxis  

Physical therapy  



HEADACHE AFTER DETOXIFICATION   

Primary headache  

Other analgesics  

Prophylaxis  

Physical  
 therapy  



Case 9  

Å17 year old girl with mild episodic posttraumatic 
headaches for 6 months presents in ER with 
subacute, severe holocranial headache for 2 
days. Double vision otherwise no visual 
symptoms  

 

ÅNo family history of headaches  

 

ÅNo reported exposition to hormonal therapy  

 

ÅQuestions: ?  



 





Case  9  



Klingebiel, R., Bauknecht, H.C., Bohner, G., Kirsch, R., Berger, J. & Masuhr, F.  
Comparative evaluation of 2D time -of- flight and 3D elliptic centric contrast -enhanced MR  
venography in patients with presumptive cerebral venous and sinus thrombosis.  
Eur J Neurol  2007; 14  (2),  139 -143.  
 



7. Headache attributed to  
non - vascular intracranial disorder  

7.1  Headache attributed to high cerebrospinal fluid pressure  
7.2  Headache attributed to low cerebrospinal fluid pressure  
7.3  Headache attributed to non - infectious inflammatory disease  
7.4  Headache attributed to intracranial neoplasm  
7.5  Headache attributed to intrathecal injection  
7.6  Headache attributed to epileptic seizure  
7.7  Headache attributed to Chiari malformation type I  
7.8  Syndrome of transient Headache and Neurological Deficits with 

cerebrospinal fluid Lymphocytosis (HaNDL)  
7.9  Headache attributed to other non - vascular intracranial disorder  

 

IHCD - II Cephalalgia 2004: 24:suppl 1  



7.1.1 Headache attributed to IIH  

B.  Intracranial hypertension fulfilling the following criteria:  
1.  alert patient  with neurological examination that either is normal or 

demonstrates any of the following abnormalities:  

 
a) papilloedema  
b) enlarged blind spot  
c) visual field defect (progressive if untreated)  
d) sixth nerve palsy  
 

2.  increased  CSF pressure (>200 mm H 2O [non -obese], >250 mm H 2O 
[obese]) measured by lumbar puncture in the recumbent position or by 
epidural or intraventricular pressure monitoring  

3.  normal CSF chemistry (low CSF protein acceptable) and cellularity  
4.  intracranial diseases (including venous sinus thrombosis) ruled out by 

appropriate investigations  
5.  no metabolic, toxic or hormonal cause of intracranial hypertension  



IIH - epidemiology  
 

ü Incidence 1 -2/100.000 in non -obese individuals  
 
ü Incidence 21/100.000 in obese women  
     
ü Prevalence?  

 
ü All ages (range 1 mth -?) but most frequent between 

20 -40 years  
 

ü Male/female ratio: 1/4 -15  



IIH  
Ocular symptoms and signs  

üVisual field defects   
 

üVI nerve palsy  
 

üDecreased visual function     
 

üEnlarged blind spot   
 

ü Impaired contrast sensitivity  
 

üColour vision defects  
 

üAfferent pupillary defect  
 



IIH -  differential diagnosis  

Å Vascular diseases:Cerebral venous sinus 
thrombosis;AVM  

Å CSF hyperviscosity  
Å Haematological/ Endocrinological diseases  
Å Guillain -Barré  
Å Infections: 

Syphilis;Meningitis/encephalitis;Sinuitis,Otitis  
Å Phamacological: Intoxications  
Å Circulatory:Hypertension;Congestive heart 

failure  
Å Neoplasms: Intracranial; lymphoma; Spinal 

cord tumour  
Å Others: Respiratory disease with CO2 retention; 

Sleep apnoea syndrome; Bechet; SLE  
Å Opthalmological diseases ?  




