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EPIDEMIOLOGY 

 Headache is among the most common medical complaints [Wippold F et al. Evaluation of headache in adults. UpToDate .2023.].

 Through the Global Burden of Diseases, Injuries, and Risk Factors (GBD) studies, headache has emerged as a major

global public health concern [Global, regional, and national burden of migraine and tension-type headache, 1990–2016: a systematic analysis for the Global Burden of Disease Study 2016 .

Errata Correction to Lancet Neurol 2018; 17: 954–76 November 17, 2021].

 Almost three billion individuals were estimated to have a migraine or tension-type headache in 2016: 1·89 billion

(95% uncertainty interval [UI] 1·71–2·10) with tension-type headache and 1·04 billion (95% UI 1·00–1·09) with

migraine [Global, regional, and national burden of migraine and tension-type headache, 1990–2016: a systematic analysis for the Global Burden of Disease Study 2016 . Errata Correction to Lancet Neurol

2018; 17: 954–76 November 17, 2021].

 Headache is a common symptom during childhood, affecting 12.8% of school-age children and increasing

progressively to 49% in the teenage years [Costa F.M., et al. Diagnosis and Treatment of Headache in a Pediatric Emergency Department. Pediatr. Emerg. Care. 2020].



PREVELANCE OF PRIMARY HEADACHE, 2016. [GLOBAL, REGIONAL, AND NATIONAL BURDEN OF MIGRAINE AND TENSION-TYPE HEADACHE, 

1990–2016: A SYSTEMATIC ANALYSIS FOR THE GLOBAL BURDEN OF DISEASE STUDY 2016 . ERRATA CORRECTION TO LANCET NEUROL 2018; 17: 954–76 NOVEMBER 17, 2021]. 
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PRIMARY 

HEADACHE. 

MIGRAINE

Migraine — Migraine is a disorder

of recurrent attacks. The

headache of migraine is often

but not always unilateral and

tends to have a throbbing or

pulsatile quality. Accompanying

features may include nausea,

vomiting, photophobia,

phonophobia, or osmophobia

during attacks.
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PRIMARY HEADACHE. 

TENSION TYPE 

HEADACHE (TTH) .

The typical presentation of a TTH

attack is that of a mild to

moderate intensity, bilateral,

nonthrobbing headache without

other associated features.

Discomfort may also frequently

involve the neck and jaw. Pure

TTH is a rather featureless

headache.
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PRIMARY HEADACHE.

CLUSTER HEADACHE.

Cluster headache is the most

common subtype of the trigeminal

autonomic cephalalgias, a group of

primary headaches which involve

unilateral, often severe headache

attacks and ipsilateral cranial

autonomic symptoms. Unilateral

autonomic symptoms are ipsilateral

to the pain and may include ptosis,

miosis, lacrimation, conjunctival

injection, rhinorrhea, periorbital

edema, facial sweating, and nasal

congestion.

Restlessness can also be a typical

feature of a cluster headache attack.

Attacks usually last 15 to 180

minutes.
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SNNOOP10 MNEMONIC FOR RED FLAG SYMPTOMS IN PATIENTS 

WITH HEADACHE
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DANGER SIGNS
 ●Strictly unilateral pain that does not switch sides (ie, side-locked pain) is associated with an increased 

likelihood of secondary headache disorders (especially cervicogenic headache and post-traumatic headache), 

although only a minority may be related to a serious underlying disease (eg, intracranial neoplasm, cervical 

arterial dissection, giant cell arteritis, cerebral venous sinus thrombosis). 

 ●Impaired vision or seeing halos around light suggests the presence of glaucoma. Suspicion for subacute angle 

closure glaucoma should be raised by relatively short duration (often less than one hour) unilateral headaches 

that do not meet criteria for migraine arising after age 50.

 ●Visual field defects suggest the presence of a lesion of the optic pathway (eg, due to a pituitary mass).

 ●Sudden, severe, unilateral vision loss suggests the presence of ischemic optic neuropathy or optic neuritis. 

Optic neuritis typically presents with painful, monocular visual loss that evolves over several hours to a few days. 

One-third of patients have visible optic nerve inflammation (papillitis) on funduscopic examination. 

 ●Episodic blurring, dimming, or doubling of vision, headaches upon waking early in the morning that improve 

when upright, and or loss of coordination and balance should raise the suspicion of raised intracranial pressure 

(ICP); this should also be considered in patients with chronic, daily, progressively worsening headaches 

associated with chronic nausea. Idiopathic intracranial hypertension (pseudotumor cerebri) typically affects 

females of childbearing age who are overweight. Characteristic features are headache, papilledema, vision loss 

or diplopia, elevated lumbar puncture (LP) opening pressure with normal cerebrospinal fluid (CSF) composition. 

 ●In patients who present with headache that is relieved with recumbency and exacerbated with upright posture, 

the diagnosis of headache attributed to spontaneous intracranial hypotension, or to spontaneous spinal 

cerebrospinal fluid (CSF) leak with normal CSF pressure, should be considered. 

 ●The presence of nausea, vomiting, worsening of headache with changes in body position (particularly bending 

over), a focal neurologic deficit, papilledema, new-onset seizure, and/or a significant change in prior headache 

pattern suggests a brain tumor as a possible cause. The features of brain tumor headache are generally 

nonspecific and vary widely with tumor location, size, and rate of growth. Brain tumor headache may resemble 

tension-type headache, migraine, or a variety of other headache types. 

 ●Morning headache is nonspecific and can occur as part of a primary headache syndrome (eg, migraine 

headache) or may be secondary to a number of disorders including sleep apnea, sleep-related bruxism, cervical 

spine disorders, chronic obstructive pulmonary disease, caffeine withdrawal, medication overuse headache, and 

the obesity-hypoventilation syndrome. 
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NEED FOR EMERGENCY EVALUATION
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 ●Sudden onset "thunderclap" headache – Severe headache of sudden onset (ie, that reaches maximal intensity within one minute after the onset of pain) is known 
as thunderclap headache because its explosive and unexpected nature is likened to a "clap of thunder." Thunderclap headache requires urgent evaluation as such 
headaches may be harbingers of subarachnoid hemorrhage and other potentially ominous etiologies. 

 ●Acute or subacute neck pain or headache with Horner syndrome and/or neurologic deficit – Cervical artery dissection is usually associated with local symptoms 
including neck pain or headache, and often results in ischemic stroke or transient ischemic attack. Horner syndrome is seen in approximately 39 percent of those 
with carotid and 13 percent of those with vertebral artery dissection.

 ●Headache with suspected meningitis or encephalitis – Fever, altered mental status, with or without nuchal rigidity may indicate central nervous system infection.

 ●Headache with global or focal neurologic deficit or papilledema – Headache is the primary symptom of increased ICP, which should be suspected when 
accompanied by bilateral papilledema, focal neurologic deficit, or repeated episodes of nausea and vomiting.

 ●Headache with orbital or periorbital symptoms – Headache with visual impairment, periorbital pain, or ophthalmoplegia could indicate acute angle closure 
glaucoma, infection, inflammation, vascular congestion from a cavernous sinus thrombosis or draining arteriovenous malformation, or tumor involving the orbits.

 ●Headache and possible carbon monoxide exposure – Headache is a nonspecific symptom of carbon monoxide exposure; the intensity varies with the carbon 
monoxide level. The headache tends to be bilateral and mild at low levels of carbon monoxide, pulsating at levels of 20 to 30 percent, and severe with nausea, 
vomiting, and blurred vision at levels of 30 to 40 percent.



OLDER PATIENTS

 ●Giant cell (temporal) arteritis (GCA) is a chronic vasculitis of large and medium
sized vessels. The disease seldom occurs before age 50 years, and its incidence rises
steadily thereafter. A new type of headache occurs in two-thirds of affected individuals.
The head pain tends to be located over the temporal areas but can be frontal or
occipital in location. The headaches may be mild or severe. Other common symptoms
can include fever, fatigue, weight loss, jaw claudication, visual symptoms, particularly
transient monocular visual loss and diplopia, and symptoms of polymyalgia
rheumatica. Laboratory testing may reveal an elevated erythrocyte sedimentation rate
and/or serum C-reactive protein, or thrombocytosis, but these are not specific.

The diagnosis of GCA is based on histopathology or imaging exams. Histopathologic evidence of
GCA is most often acquired by temporal artery biopsy. When the diagnosis of GCA is still suspected
in a patient who has had a negative temporal artery biopsy and/or CDUS, the possibility of large
vessel involvement can be evaluated by imaging the torso with CT/CTA, MRI/MRA, or positron
emission tomography (PET).

 ●Trigeminal neuralgia is defined by sudden, usually unilateral, severe, brief, stabbing
or lancinating, recurrent episodes of pain in the distribution of one or more branches
of the fifth cranial (trigeminal) nerve. The incidence increases gradually with age; most
idiopathic cases begin after age 50 years. Once the diagnosis is suspected on clinical
grounds, it is important to search for secondary causes. Patients with suspected
trigeminal neuralgia or those with recurrent attacks of pain limited to one or more
divisions of the trigeminal nerve and no obvious cause (eg, herpes zoster or trigeminal
nerve trauma) should undergo imaging to help distinguish classic trigeminal neuralgia
from secondary causes. MRI and MRA of the head without and with contrast tailored to
evaluate the trigeminal nerve is the preferred imaging exam to evaluate for
compression of the nerve by adjacent vessels or other structures.

 ●Chronic subdural hematoma may present with the insidious onset of headaches,
light-headedness, cognitive impairment, apathy, somnolence, and occasionally
seizures. Imaging with noncontrast CT or MRI is essential to confirm the diagnosis.

 ●Acute herpes zoster and postherpetic neuralgia often involve cervical and 
trigeminal nerves. Pain is the most common symptom of zoster and approximately 75 
percent of patients have prodromal pain in the dermatome where the rash 
subsequently appears. The major risk factors for postherpetic neuralgia are older age, 
greater acute pain, and greater rash severity. Acute herpes zoster is usually a clinical 
diagnosis based upon the characteristic vesicular lesions in a restricted dermatomal 
pattern. The diagnosis of postherpetic neuralgia is made when pain persists beyond 
three months in the same distribution as a preceding documented episode of acute 
herpes zoster. 

 ●Brain tumor should be considered as a possible cause of new-onset headaches in 
adults over age 50 years, as discussed above. 

 ●Hypnic headache, also known as "alarm clock headache," occurs almost exclusively 
after the age of 50 years and is characterized by episodes of dull head pain, often 
bilateral, that awaken the sufferer from sleep and resolve within four hours. The 
diagnosis requires the exclusion of nocturnal attacks caused by other primary and 
secondary headaches. Therefore, imaging of the brain, preferably by MRI without and 
with contrast, should be obtained to look for a structural cause. 

 ●Primary cough headache most often affects people older than age 40 years and is 
provoked by coughing or straining in the absence of any intracranial disorder. Patients 
presenting with de novo headache precipitated by coughing should have imaging, 
preferably brain MRI without and with contrast, to exclude a structural lesion. 
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MISCONCEPTIONS

 Although sinus headache is commonly diagnosed by clinicians and self-diagnosed by patients, acute or
chronic sinusitis appears to be an uncommon cause of recurrent headaches, and many patients
presenting with sinus headache actually have migraine.

 ●Patients frequently attribute headaches to eye strain. However, an observational study suggested that
headaches are only rarely due to refractive error alone. Nevertheless, correcting vision may improve
headache symptoms in some of patients with headache and refractive error.

 ●Some patients believe that hypertension is the cause of their headaches. While this can be true in the
case of a hypertensive emergency, it is probably not true for typical migraine or TTH. As an example, a
report from the Physicians' Health Study of 22,701 American male physicians ages 40 to 84 years
analyzed various risk factors for cerebrovascular disease and found no difference in the percentage of
males with a history of hypertension in the migraine and nonmigraine groups. Furthermore, a
prospective study of 22,685 adults in Norway found that high systolic and diastolic blood pressures were
actually associated with a reduced risk of nonmigrainous headache.
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