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The consideration of headache treatment absolutely depends, first and foremost, on the diagnosis of the headache condition in question. There are other factors which must also be considered however including disease related issues such as:

1. Relative severity of the condition

2. Frequency of the headaches

3. Rapidity of onset and time of occurrence

4. Associated symptoms, such as neurological symptoms, nausea and vomiting.

5. Triggering factors

6. Age of the subject

7. Other current and past illnesses

8. Current treatment being utilized.

Issues related to non-pharmacological treatment include
1. Treatments available for the diagnosis in question.

2. Cost and practicality issues

3. Factors related to other illnesses present.

4. Previous treatment

5. Patient bias

Issues to be considered concerning medication therapy include

1. Previous experience with medication, both specific varieties and in general.

2. Evidence of efficacy of medication in question

3. Nature of adverse events possible.

4. Other illnesses past and present

5. Cost and availability of medication

6. Patient bias.

All of the above may involve a complex decision making process for the healthcare provider. There may be many immediate treatment options present and there may be none. Many headache patients may require several treatments, particularly if they are suffering more than one condition simultaneously. There should be some logical reason for the sequence of treatment offered to the patient, with the most serious and disabling problems being treated first with the treatments most likely to succeed. That may well be the most expensive of several treatments or not. Patients often present the parameters of treatment based on their occupational, social or economic factors. Limitations such as being unable to ‘miss any more work’ are very real beyond the borders of our offices. 
Treatment of Specific Headache Varieties

1. Simple muscular tension type headache- These headaches would best be described as mild and generalized in nature. It would be unlikely that people would consult a doctor about this type of problem. This condition would most likely develop toward the end of the day, often related to extended computer use or normal psychological tension. Treatment is not usually required but if medications are used they should not be used frequently. Non-pharmacological treatment would include regular diet and avoidance of the foods known to cause headache, along with adequate sleep. Treatment of coexistent psychological issues may or may not be required.
2. More complex and severe muscular tension headaches: these headaches often develop throughout the course of a day and usually involve the neck and trapezius (Shoulder) areas primarily. They describe the pain as spasm or muscle tension. We find this often developing after a long day at a desk or in front of a computer. ( why we call it a ‘second half headache’) It appears to occur with extended periods of fixed position and often poor posture. The neck and upper back muscles may fatigue leading to a ‘forward thrusting’ neck posture. In many cases, a more generalized headache can develop from this headache, meaning that the pain goes up to the back of the head and spreads forward to the temple or frontal area. If this occurs on a daily basis, this may lead to what is known as ‘chronic daily headache’. A migraine type headache which is much more severe and disabling can be triggered by this kind of muscular headache in patients prone to migraine. Patients with cervical arthritis, or arthritis of the neck would be more likely to suffer these types of muscular headaches, because the extended positioning of an arthritic neck becomes painful. Pain in the neck area may lead to local muscle spasm making the diagnosis unclear. In this situation, the doctor could offer a variety of diagnoses including tension headache, cervicogenic headache, cervical arthritis, or migraine depending on the specific symptoms. 

Treatment of these complex muscle tension type headaches should always begin with simple mechanics. Avoiding long periods of sitting in front of a computer would be advisable. Those who do this for a living should stretch and get up frequently if at all possible. Observation of Posture is important, particularly avoiding curvature of the upper spine and forward thrusting of the neck and chin. Physical therapy can be very helpful in these patients to learn strengthening exercises and posture improvement. Massage therapy can also be useful, but would certainly be a short term option.  When there is associated cervical arthritis or migraine, these conditions may require specific treatment of a medicinal nature. In other words, if there is more than one condition present, more than one treatment option may be needed. 

Medications which may be used with Muscle Contraction or tension headache: any medication that decreases pain including analgesics or anti-inflammatory medications may also reduce local muscle spasm, and therefore be useful. The limitations of these medications include rebound headaches (when migraine is present), Gastrointestinal or other organ side effects when they are used in excess. Specific muscle relaxants could be used, but frequently suffer from the disadvantage of being oversedating ( tizanidine, cyclobenzaprine). For this reason, they are often are used primarily in the evening hours. There are milder muscle relaxants which may be less sedating, but they don’t tend to work as well either. 

3. Simple uncomplicated Migraine headache disorders:

Migraine is a condition with wears many faces and,   therefore, is not amenable to one form of treatment
The diagnosis of Migraine refers to a hereditary condition of brain chemistry. In these patients, the brain tends to be ‘overexcitable’. The result of this is periodic outbursts of activity which lead to dilation of the blood vessels on the surface of the brain ( the meninges) and subsequent inflammation in the same areas. This produces intense pain which can last hours to days. Associated symptoms may include oversensitivity to sensory input (such as light), nausea, vomiting, and dizziness. Other neurological symptoms are less common but may occur as well. Migraine may be triggered by many things including the menstrual cycle, birth control pills, diet, letdown, weather change, neck pain,  stress, sleep disorders and many other events.

Treatment of lesser forms of migraine should always begin with educating the patient about the nature of the disease. Avoiding obvious migraine triggers is a good start ( dietary factors, perhaps birth control pills) Use of certain dietary supplements such as Magnesium Glycinate is useful. Other supplements such as coenzyme Q10 and riboflavin may also be suggested. If simple medications such as ibuprofen, naproxen or ‘Excedrin’ are effective, the migraine person should consider herself quite fortunate, but these medications should be limited to two days per week. Hundreds of medications might be offered at this point, including all varieties of NSAID’s, analgesics, muscle relaxants, narcotics, or more specific migraine treatments. All of them should be limited to two days a week.

In the past fifteen years, the triptan medications have been the most successful drugs for the treatment of migraine headaches. There are now seven of these medications on the market, including sumatriptan, rizatriptan, eletriptan, zolmatriptan, frovatriptan, naratriptan, and almotriptan. All of these work as serotonin agonist type drugs and cause specific constriction of the meningeal vessels. They differ in speed of onset and duration, but have all been proven effective in the treatment of migraine. A recent addition to the group is Treximet which is a combination of sumatriptan and naproxyn. These medications will often relieve migraine in an hour or less and may also relieve many of the associated symptoms. The side effects of these medications may include a pressure feeling over the head or neck areas and, in unusual cases, patients are unable to take them because of other side effects. Most headache specialists may try three or four of them before giving up on the group. 

Other medications which may be required in the treatment of migraine include pain medication or anti-emetics for relief of nausea. Steroids such as dexamethasone may shorten very extended headaches. 
4. Treatment of more complex migraine disorders:
Treatment of more complex forms of migraine begins with the simpler treatments described in the last section and moves on from there. Triggers of migraine should be considered carefully. Patients may have been on birth control pills for many years, for example, and not believe there could be any relationship to their headaches. They must be convinced otherwise. Treatment of associated cervical spine pain/disease is a particularly difficult area at times since structural disease of the neck is impossible to ‘fix’. Many of these patients are overusing their medications, both simple analgesics and triptans, which can lead to endless ‘rebound’ headaches. 
When headaches are occurring on a frequent basis and are very severe, the patients may require the addition of a prevention medication to their daily program. There are many of these medications available including topirimate, beta blockers (such as propranolol) and tricyclic antidepressants ( such as nortriptiline). It is still permissible to use occasional triptans or analgesics, but their use should not exceed two days per week. 

These patients may have very complex medical treatment programs which include treatment of associated conditions such as bipolar disease, fibromyalgia or chronic pain disorders. Sometimes a compromise between the desired treatment for each condition must be found. For example, severe chronic pain patients may require daily narcotic medications for maintenance even though the headache specialist would prefer no more than two days a week of such medications. 

Specific comment on the ‘triggers of migraine’: It should be emphasized that Migraine is not a disease of headaches. In fact, it is a disease of Potential Headache and some event must trigger or bring out the headache. We have already mentioned some of these events, such as the menstrual cycle. Headache patients will often launch into exhaustive treatment programs aimed at a single possible trigger of their headaches, such as stress and anxiety, and devote more time to that treatment than is warranted. It might be said there could be a ‘doctor’ for each of the  major triggers of migraine. The best way to pursue the ‘triggers’ of migraine is first to be aware of them and ,second, to make a reasonable attempt to alter those triggers that can be changed. A list of triggers and treatment available follows:

1. Diet: Dietary factors in migraine patients are common. We recommend that our patients avoid fasting, even if it is included in a religious holiday. They should increase the protein in their diet and avoid the worst ‘headache foods’. We make sure they have a copy of the headache diet. It is not possible to follow the entire headache diet which is far too exhaustive for the average person in our practice. Foods most often considered ‘headache producing foods’ include aspartame ( artificial sweetener), alcohol, caffeine, MSG, nitrites, chocolate and fermented foods such as cheddar cheese and other hard cheeses.
2. Female hormonal issues: Headaches associated with the menstrual cycle are one of the most common migraine scenarios. The menstrual cycle can be stopped with the use of continuous estrogen therapy in some women. Other women need to avoid estrogen altogether since it can also cause or increase the occurrence of migraine. Menopause may worsen migraine because of the irregular secretion of estrogen during this time. Pregnancy is often associated with improving migraine, but the reverse may also occur. 

3. Sleep disorders: If sleep disorders appears to increase a headache condition, it is recommended that patients see a sleep specialist. Ironically, some patients may get a migraine from oversleeping.

4. Weather change: There is no question that migraine patients may get a severe headache associated with weather change or the season itself (usually fall and winter). There isn’t much that can be done about that. It has been theorized that the major reason for this type of headache is barometric pressure change. This also may be the reason behind headaches associated with flying and altitude ( usually above 5000 feet).

5.  Autoimmune disorders or inflammatory diseases of many varieties: there is a very strong correlation between fibromyalgia and other more specific autoimmune disorders and Headache. Even ‘allergy season’ may increase the incidence of headache. Infectious diseases, particularly with fever may increase headache. It has been our experience that treatment of the underlying disorder doesn’t usually alter the headache significantly, but it should certainly be attempted. 
6. Headache associated with medication overuse or ‘rebound’: this is an extremely important problem, particularly in patients with more complex and severe headache disorders. Triptans such as sumatriptan or rizatriptan can be associated with daily or rebound headache if used more than three days in a row. All pain medications are limited to two days a week ideally.

7. Headache associated with other medications ( not rebound): some medications may produce headache, generally because they are either vasodilators such as nitroglycerin or stimulating  like Zoloft. Many patients report this in clinical practice and are forced to stop some medication given to them for some other purpose.

8. Headaches related to sensory stimulation: it has been well recognized that headache can be triggered by bright light, flashing lights, sound and a variety of odors. Not much can be done about this, because it implies that the brain is overexcitable. These patients usually require some type of prevention medication on a daily basis such as topirimate.

9. Headaches related to exercise and/or dehydration: we have seen many patients who develop migraine following exercise. This can be hours later. The most likely origin is dehydration or electrolyte imbalance of some sort. We recommend that our patients keep well hydrated.

10. Headaches related to cervical pain or pain in adjacent areas: we find that neck or cervical pain is an extremely common trigger of migraine, particularly in older patients. A typical story is that chronic neck pain from arthritis or injury appears to lead into increasing migraine headaches. Treatment for both conditions is usually required. Dental pain or muscle spasm in the trapezius areas also seem to trigger migraine in some patients.

11. Headaches related to stress: Patients often report headache related to stressful life circumstances, either tension type headaches or migraine. Often, in our opinion, the headache is more likely related to life style changes that have occurred such as poor diet, increase in alcohol or disturbance is sleep pattern. Whatever makes life more pleasant and calmer has a good chance of improving these patients. It should be emphasized, however, that this is NOT the most important trigger in migraine patients and patients shouldn’t be approached with this attitude. Many other factors appear to be more important.

12. Letdown headaches: often migraine people report migraine following a major life event, everything from weddings to funerals. We tell our patients they are more likely to get a headache the day after the hurricane.

This may be from the sudden drop off of adrenalin or other stimulating natural substances following the stressful situation. Unfortunately, the letdown phenomenon can lead to a Weekend Headache every weekend in some of our patients. We recommend that they make a great effort to avoid schedule changes on weekends ( time getting up, usual time of breakfast and coffee, general level of activity). Some of them who insist on sleeping in on weekends, will set their alarm for the usual time, take a migraine pill and go back to bed. That will often prevent the weekend headache and would not be considered a great risk to their health.

5. The  Specific problem of the Migraine Aura: In some patients, the aura of the migraine is much more severe than the headache. That aura can be a long period of neurological impairment which might include numbness, loss of speech, vertigo, paralysis and visual disturbances. Some of these patients appear as if they have had a stroke and in these cases are diagnosed as ‘complicated migraine’. The correct  diagnosis is made by knowing the patient’s whole history. This is a problem that has occurred over and over again in these patients and other factors such as age are against the diagnosis of a traditional ‘stroke’.
One variety of ‘hemiplegic migraine’ that occurs in families in known as ‘Familial Hemiplegic Migraine’ and has been extensively studied. There is a chromosomal defect that can be noted with testing in these patients which distinguishes it from traditional migraine in which there is no apparent chromosomal abnormality. Many variations on this theme have been observed, meaning that the patients are quite variable in their clinical appearance. 
Patients with complicated migraine, or migraine with severe aura have certain special treatment issues. One concern is that they are more prone to Stroke than traditional migraine patients. They should avoid ESTROGEN therapy and be particularly warned about smoking both of which significantly increase their stroke risk. They should not use triptans for their migraine treatment, which severely reduces treatment options. These are the patients in our practice who may have to depend on opiates for their acute headache. These patients should also be put on prevention drugs in most cases. Medications which have been used frequently in patients with severe aura include verapamil and other calcium channel blockers. Topirimate may be used but hasn’t been shown to have any particular utility in these patients to prevent aura. Recent literature suggests that lamotrigine ( Lamictal), another medication often used for bipolar disease and epilepsy, may be more useful than other medications for prevention of aura.

Another treatment that has been suggested for patients with significant Aura is the use of certain supplements. These include Magnesium ( preferably glycinate in a dose around 400mg a day), Riboflavin or B2 (in a dose around 100mg a day), and CoQ10( in a dose from 100-300mg a day). These have been of value in our practice and don’t appear to have much downside. Diarrhea can be a problem with magnesium.
In the past five years, there have been reports that a device producing magnetic pulses could abolish migraine aura when placed on the back of the skull at the onset of the aura. This device had some success reported in the literature, but was never released to the public. It was apparently rejected by the FDA or is still being considered at this time. 

A small percentage of migraine patients only suffer the aura, generally of a visual nature, and never have headaches at all. A larger percentage of migraine sufferers have migraine headaches with or without aura sometimes and just the aura at other times. We have noted that Migraine with visual aura is often triggered by visual stimuli. Many times the visual trigger resembles their aura, being flashing or sparkling or strobing in nature. The commonest ones we have heard include headlights at night or the appearance of sun across water. There is no particular treatment recommended for aura without headache and none is required if it is not severe. If the aura is extremely severe, however, prevention drugs such as lamotrigine or verapamil could be attempted. 

Rarely a patient will be seen with constant migraine aura, usually described as constant static in their vision. These have been called persistent visual aberrations. We have always attempted prevention meds for these patients with inconsistent results. The presumption has been that these  patients have had something akin to a stroke involving the visual cortex. It has always been assumed that visual aura  arises from the cerebral cortex rather than retina itself, because that is certainly true of more complex aura ( such as hemiplegic migraine). There may be an exception with clear-cut retinal migraine or ocular migraine during which patients can go temporarily blind in one or both eyes and a complete stoppage in retinal blood flow can be seen during opthalmoscopic examination. Fortunately, these are very rare cases. 

6. The use of Preventative medications in  migraine treatment: The idea of using medications to prevent the occurrence of migraine headaches has been around for more than thirty years. There has been increasing interest in this method of treatment in recent years with the current view that migraine can be considered a form of learned behavior. This implies that migraine gets worse with repetition. Certainly, in clinical practice we observe that phenomenon, as migraine tends to worsen over the years in almost every case up to age 45. 

There are a number of different medications used to prevent  migraine. 

A. Anti-convulsants such as topirimate or valproic acid.

B. Blood pressure meds including beta blockers, calcium channel blockers and ‘ARB’ type medications.
C. Tricyclic type antidepressants.

D. Supplements, including magnesium, B2 and CoQ10.

              The preventer type medications work by effecting the   

              Neurochemistry of the brain or by reducing the excitability

              of neurons themselves. 
I will discuss a few of these meds which are most commonly used. 

Propranolol, brand name Inderal, has been used for more than thirty years as a migraine prevention drug. About a fifty percent success rate would be typical. Success would imply a moderate improvement in the number and intensity of migraine headaches. The downside of this medication is that it causes lowering of blood pressure which can be a problem for patients who already have low blood pressure ( many female migraine sufferers). It can also produce exercise intolerance, worsen fatigue and asthma. The drug would tend to be an ideal choice for a migraine person with higher than normal blood pressure.

Benicar is a member of a group of blood pressure medications known as angiotensin reuptake blockers. It is a more recent addition to the blood pressure medication inventory. We have found it successful in about 50% of migraine patients with minimal side effects. The disadvantage of this medication is the cost of the drug which is significantly more than propranolol. 

Nortriptiline is an old drug, a type of ‘tricyclic antidepressant’ medication. There are several of these medications which are similar, all of which have been used to treat lower level chronic daily headaches and chronic pain in general. They are safe and worth a trial in many headache patients. The downside of this group is a tendency to produce sedation and weight gain. 

Topirimate, brand name Topamax, is an anticonvulsant which has been used for the treatment of migraine headaches and chronic daily headache for more than ten years. This medication is the most widely used prevention medication by headache specialists in the world. It can reduce migraine 50-90% when used correctly, but has many potential side effects. When this medication is employed, it should be used by a physician who is familiar with the dosing and side effect issues. In our practice 90% of patients can use the drug and the majority of those patients find it valuable. 

Magnesium is a supplement which is often used in severe migraine patients. The type we prefer is magnesium glycinate and the dose around 400mg a day. It may take three months for it to work, meaning to help reduce the frequency and intensity of headaches. The primary side effect noted in some patients is diarrhea. 

7. The use of Botox in the treatment of headache disorders. 

Botox or botulinum toxin has been used in the treatment of the worst headache dilemmas for ten years, but has been gaining popularity for the past few years in particular. Botox basically paralyzes muscles where it is injected and that effect lasts about three months. Some portion of nearly all headache pain is from muscle spasm either on the surface of the headache or cervical muscles. It has been observed that patients who are most likely to be helped by Botox are those patients with observable muscle spasm or tender muscles over the head or neck areas. Only the worst headache problems, meaning patients with frequent severe headaches would be considered good candidates for Botox treatment. The downside of Botox is the significant cost and difficulty getting coverage through medical insurance.  
            Other Common Headache Varieties

A.  Cervicogenic ( neck related) headache: headaches that 

          arise from the neck are often related to either old 

          injury or cervical arthritis. The pain is primarily in the neck  

          and the back of the head, and would be worsened by activities

          that involved movement of the neck, including driving or 

          housework. The pain can be derived from the neck itself or the

          muscles of the area which react to the pain by going into spasm.

          Many of our patients note that the cervical pain can trigger

          their migraine which tends to be a much more severe headache.  
          Treatment of this variety of headache depends on the exact 

          nature of the condition. Physical therapy, local injection or 

          medications may all be useful.

          This variety of headache is often one of older individuals.

B.  Sinus Headache: this variety of headache is grossly 

          overdiagnosed in this country. There is a tendency to refer to 

          any frontal headache as a sinus headache. The true sinus

          headache should be related to an active infection in one of the 

          sinus cavities in the front portion of the skull. There should be 

          colored secretions representing infection present. The 

          headache itself is rarely severe and is more often described as 

          a pressure sensation. The headache would often be quickly 

          improved by antibiotic therapy. When there appears to be 

          chronic or recurring sinusitis, patients should have a CT scan

          of  their sinuses to confirm this diagnosis.
        There are two types of sinus disease which can be a special

         problem: frontal and sphenoid sinusitis. Frontal sinusitis 

         involves the sinuses over the eyes. They can cause more 

         traditional frontal headaches than the other varieties. 

         Sphenoid sinusitis involves the small sinus cavity behind the 

         others under the pituitary gland. When it becomes infected, the 

         pain may reflect to the top of the head and it can be very 

         difficult to diagnose without scanning procedures. 

C. Headaches from hypertension or high blood pressure.
        The blood pressure must be very high to cause headaches. 

         Usually this would be on the order of 200/120. Mild hypertension 

         on the order of 160/90 would not cause headache issues. 

         Headaches from increased blood pressure are usually in the back 

         of the head and described as moderate intensity. Extremely high 

         blood pressure can result in headache with severe neurological

         associations. 
        There can be some confusion when a patient with another 

         variety of headache such as migraine is noted to have mild 

         hypertension. It would be expected that any variety of severe 

         pain will raise the blood pressure. 

D. Headaches from Head trauma
        Head injuries very often cause headache for some period of time.

        The nature of the headache will depend upon the nature of the

        injury, and may include elements of neck injury, scalp injury and 

        intracranial injury. The headaches may coexist with migraine,

        inner ear injury/dizziness, and brain injury with 

        cognitive/thinking impairment. Unfortunately, some patients

        with head trauma may continue to suffer long term chronic 

        headaches which appear to be out of proportion to the original 

        injury. Thus, many of these cases end up in the legal system in 

        some kind of a debate with lawyers on both sides.

        At our clinic, we feel that a proportion of these patients should

        be in the category of New Daily Persistent Headaches which will 

        be discussed below.

E. New Daily Persistent Headaches 
This is a special variety of headache first described in 1986 but being more recently rediscovered. These patients have minimal prior history of headache, and abruptly change over a period of a few days to chronic daily headaches, often severe in nature.  The headaches appear to arise from a chronic inflammatory process in the meninges covering the brain, something akin to viral meningitis. The headache may suddenly appear without any warning or antecedent event or may follow a viral type illness, possible chronic sinus infection, surgery or trauma. Some of our numerous patients with this condition have autoimmune disorders or previous cancer/chemotherapy. I will not launch into all the theories about the genesis of this condition here, but suffice to say it is most likely a chronic immunological ‘overreaction’ on the meninges or coverings of the brain. 
This variety of headache is often generalized, meaning bilateral and not suggestive of migraine. It is daily and can often be very severe, so much so that the patient is completely disabled by the headache. All the traditional studies usually done for headache patients are normal including brain scans. After three months, the headaches usually don’t spontaneously resolve in our experience. ( we are aware that some patients may have had this type of headaches and get better without ever seeing a doctor). 

These patients are nearly always misdiagnosed being called tension headache, chronic daily headache or chronic migraine. Unfortunately, they respond poorly to all the usual treatments for headache including migraine medications. The exception to this latter statement would be in the patient who ALSO has migraine headaches along with New Daily Persistent Headache. 

Programs of treatment that should be considered would include: topirimate, singulair/ minocycline ( a special treatment that seems to help some of these people), and analgesics or pain medications in general. It isn’t logical to continue to offer these patients lists of migraine drugs when this condition in NOT migraine. Botox may have a role in some of these patients. We are now commencing a clinical trial using intrathecal triamcinolone acetonide and are hopeful that it will be beneficial.

   F.Cluster headache: this variety of headache occurs 

            primarily in males, often above middle age. It is one of the

            most severe painful conditions suffered by anybody on the 

            planet. The headaches often occur in clusters, meaning a 

            period of 4-12 weeks at a time with headache freedom for a 

            year or more between clusters. Wide variations occur in these 

            numbers. The headaches themselves often build up than taper 

            off during the cluster period. They frequently occur once a 

            day in the middle of the night, but they can be multiple times a 

            day at any time. The pain is in one eye and the adjacent area of

            the head. Eye watering or nasal drainage is common during the

           headache. The pain is the worst imaginable. On a scale of ten, it

           is often described as eleven. The headaches persist from 30-60 

           minutes in the great majority of cases. Patients rarely are 

           immobile during the headache. They often pace back and forth  

           holding their heads. Migraine patients, in contrast, try to 

           remain absolutely still and don’t want to be touched in most 
           cases. 

          Treatment of cluster headaches has some elements in common

          with migraine, but some major differences as well. It is 

          presumed that the pain of cluster headache is vascular in 

          origin. These patients will often respond to sumatriptan

          injections. Oxygen is always worth a try and is often helpful.

          Preventative medications used include topirimate, valproic 

          acid and verapamil ( among many others). Some patients will

          use analgesics such as opiates, but often these medications

          don’t  have their full effect until the headache is nearly over.

          Steroids or prednisone may improve a cluster quickly, but that 

         effect is short lived. When the medication is tapered after a

         week, the headache usually returns. We use steroids in the very 

         worst cases in which the patient seems to be at the end of his 

         rope.
       Other Rare Headache Varieties 
         A. Brain tumors and other serious intracranial 

disorders: in spite of the fears of our new patients, brain tumors and serious intracranial disorders are a rare cause of headache disorders. Any kind of tumor inside the head would produce many symptoms beyond headache, complaints such as seizures, paralysis, and speech disorders. When in doubt, it is reasonable to have an MRI scan of the head. Clinical circumstances that suggest the need for further testing include:

1 Headache associated with some variety of neurological abnormality as noted above.

2 .Significant change in a headache disorder or progressive increasing difficulties.

3. Headaches associated with exertion/coughing/ or sexual activity.

4. Sudden headaches which suggests the possibility of aneurysm.

5. Headache in the very young or old, groups not generally prone to frequent or severe headache.

6. Headache associated with certain diseases such as cancer or the use of blood thinners.

7. Headache following head injury.

          B. Temporal arteritis: This disorder most commonly

              effects the older population. It is an inflammatory

              disorder which effects the blood vessels of the

              head predominantly. Symptoms include generalized             

              aching and fatigue along with headache often over

              the temporal areas of the scalp. There may be

              palpable blood vessels over the temporal regions as 

              well and these vessels are often quite tender. In the 

              worse cases, blindness or a sudden stroke may occur.

             A very simple diagnostic blood test can be done. 

             This test is called the sedimentation rate or ESR. The normal

            value for this test is under 20, but in this disease is 

            often elevated beyond 100. A biopsy of the temporal

            artery is usually performed. Treatment with 

            steroids ( such as prednisone) will quickly reverse 

            the symptoms, and unfortunately may be required 

            for many months. 

      C.  Glaucoma: In this condition, there is an increase in 

            the pressure within one or both eyes. This can result 

            in visual loss and pain in the eyes. Patients may

            report seeing halos around lights. In some patients,

            there is an episodic headache disorder that can be 

            quite difficult to diagnose. Patients with 

            unexplained headache, particularly when associated 

            with visual disturbance should see their eye doctor

            for the simple test for glaucoma. Treatment 

            involves either eye drops or surgery.

      D.Exertional headaches: this is a general category of 

            headache in which the headache occurs during 

            physical exertion, such as straining, lifting

            weights, coughing, sneezing or sexual activity. In 

            about ten percent of these patients, there can be 

            some type of serious intracranial disorder ( such as 

            a tumor) so they should all have an MRI scan of the

            brain. The origin of the pain in the majority of these        

            cases is unclear. It has been suggested that it 

            reflects an injury to one of tendon-like structures 

            that hold the brain stable within the skull or an 

            injury to the meninges (coverings) of the brain. These 

            patients often have spontaneous resolution of the 

            problem without treatment, but may be treated with
            indomethacin quite successfully. This is a potent

            anti-inflammatory drug that has been used for 

            arthritis or gout in the past.
E. Ice-pick or idiopathic jabbing headache: Patients

   may report ice-pick or sharp jabbing sensations 

   over their scalp. These can be located anywhere. They

   can be single episodes or frequent. About forty 

   percent of migraine patients suffer some of these

   events periodically. There doesn’t appear to be any
   particular risk or disease process associated with 

   ice-pick pains except migraine. No treatment is 

   required and they may improve as migraine is 

   treated. 

F. Hemicrania continua: This variety of headache is characterized by very persistent and often severe one sided headache without explanation. These headaches fail to respond to the usual treatments of headache, specifically migraine medications. The treatment which is virtually diagnostic for this condition is indomethacin, the same treatment used for exertional headache. There is no recognized origin of this headache type in the medical literature, but we have seen it associated with Hashimoto’s disease ( thyroid antibody disease).  

There are many other headache varieties which I have not included in this paper. These would include a number of short-duration severe headache varieties, such as the neuralgias or variations of the hemicrania continua mentioned. There isn’t an issue of the Headache Journal that doesn’t include some new type or sub-type of headache disorder. Any of these very unusual conditions would probably require a headache specialist to make the diagnosis. 
Comorbidity in headache disorders
 Comorbidity implies conditions that may exist together or be seen together in medicine. In terms of headache, there are a number of disorders which appear to exist along with migraine on a genetic basis. By this I mean that the genetic disease Migraine is associated with other apparent genetic disorders in a frequency that would be beyond chance. 

The most common comorbidity associated with migraine headache is psychiatric disease. Bipolar disease is the most frequent type of psychiatric comorbidity noted. In patient with classical migraine, meaning migraine with associated aura, the risk of having bipolar disease is up to five times the expected rate. There is also an increased rate of depression and anxiety disorders in migraine people. This does not imply that being depressed or anxious produces headache issues. Comorbidity suggests that the conditions exist together but are independent or not causal. Another condition that exists more than chance in migraine people is Mitral Valve Prolapse which is a benign cardiac condition likely to cause palpitations and a heart murmur. Vestibular disorders or inner ear disease may exist with migraine as comorbidity. It isn’t entirely clear with this problem could actually be caused by the migraine or just exist with it. 

In our office, bipolar patients are a particularly challenging group because they do have so many headaches and they often arrive in our clinic already on a number of medications. It is an interesting fact that many of the medications used to treat bipolar disease are also effective migraine drugs ( topirimate and valproic acid for example).

Many other acquired health conditions may have associated headache but are not genetic disorders. Hypertension and fibromyalgia would be two examples. 
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