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About the book


Are you someone who suffers with headaches and wants to know how to manage them?


Headaches are a common part of many people's lives – for the most part causing the only minor inconvenience. However, for some, headaches can be a major burden. Around 10 million adults in the UK experience migraines, and more than 500,000 people are living with daily, or near-daily, headaches.


In this book, consultant neurologist and headache specialist, Dr Mark Weatherall explains the current scientific understanding of what headaches are, what causes them and why certain people get them. He examines how to manage headaches, the treatment options available and answers commonly asked questions.


This easy-to-understand guide will give you all the information you need to better understand headaches and take the next steps in managing or seeking treatment and improving your quality of life.









For my patients, past, present and future









Introduction


This book is the distillate of over twenty years’ experience as a neurologist, both in the NHS and private practice in the UK. For most of that time, the primary focus of my practice has been headache. This book covers the headache basics (the common types of headache and how they are diagnosed), the science behind headaches, treatment options (from lifestyle modifications to surgery) and answers some of the most frequently asked questions about headaches.


This book is not just a self-help manual, though I hope that people who suffer from headaches, and those who care for them, will find it very useful in helping them understand headaches better, and in providing some practical steps to improve matters. It is written rather in the spirit of Oliver Sacks’ book about migraine (now more than fifty years old) which aimed to explain what was known about the condition at the time, and to show people how multifaceted and extraordinary migraine could be. One of the values of Sacks’ book was that it was the first popular account of the various components of migraine attacks in which people could read and recognise their experiences, and understand that what they were experiencing was in fact ‘normal’. One of the most valuable aspects of talking to a clinician who looks after patients with migraine and other headache disorders, is that such a person can reassure patients that their experiences are not unique to them, that they are not imagining them, and that they do not presage or indicate the presence of any more dangerous neurological disorder. Migraine and other headache disorders can of course be serious enough in terms of the effect they have on people’s quality of life; knowing that what you are experiencing is due to migraine or another headache disorder is an important step in improving that quality of life for many patients.


Finally, the advice contained in this book is intended to be applied to the management of headache disorders in general terms, and is not to be regarded as in any way a substitute for a proper consultation with a headache specialist, if appropriate. If after reading this book, you find that you do not need to have that consultation, then I have succeeded in what I set out to do, and if you do need to have that consultation, I hope you will be able to have a fuller, more constructive conversation, which will, over time, allow you to live better with your headaches.









The Basics


What is a headache?




‘Begin at the beginning,’ the King said gravely, ‘and go on till you come to the end: then stop.’


Lewis Carroll (migraine sufferer), Alice’s Adventures in Wonderland (1865)1





To begin, therefore, at the beginning: what is a headache?


The International Association for the Study of Pain (IASP) defines pain as an ‘unpleasant sensory and emotional experience associated with, or resembling that associated with, actual or potential tissue damage.’ In the supporting notes, they state that pain is always a personal experience, influenced to varying degrees by biological, psychological and social factors. They further note that individuals learn the concept of pain through their life experiences, and stress that a person’s report of an experience as pain should be respected. They also note that, while pain usually serves an adaptive role, it may have adverse effects on function, and social and psychological well-being.


In the simplest terms, therefore, a headache is a pain that affects the head or the face. Attempts to describe and define headache date back thousands of years, but ever since the 1980s the globally accepted method of classification is that devised by the International Headache Society (IHS), and embodied in its International Classification of Headache Disorders (ICHD), now in its third edition. This draws a fundamental distinction between primary headaches and secondary headaches.


Primary headaches are those caused by conditions that create the experience of pain from abnormal functioning of sensory processing systems within the brain. In primary headaches there is no ‘actual or potential tissue damage’ (though it often feels like there is); these headaches are unpleasant sensory and emotional experiences that may resemble those associated with tissue damage, though they often have features all of their own. The commonest primary headache is tension-type headache. The commonest debilitating primary headache, by far, is migraine. Much of this book will be concerned with migraine, its manifestations and its treatment. There are (at present count) another fourteen primary headache disorders, most of which are rare and under-diagnosed.


Secondary headaches arise from the stimulation of pain receptors in and around the head, face and neck; here there is ‘actual or potential tissue damage’. The brain itself has no pain receptors, but the membranes that line the brain have them, as do cerebral blood vessels, muscles, joints, ligaments, tendons and other soft tissues. Secondary headaches are also common. Most of us get headaches if we have a cold or the flu.


It is generally the case that primary headaches will come and go in an intermittent, or episodic pattern, whereas secondary headaches will usually persist, at least until the underlying problem is dealt with, or resolves by itself. There are important exceptions to this general rule, but it is a useful starting point for diagnosis if you experience headaches, or are looking after someone who does. As we will see, there are a number of common misattributions, perhaps the most common of which is to misdiagnose migraine as either tension-type headache or ‘sinus headache’.


The ICHD is the bible for headache specialists, but like the Bible it is long, full of lists, and prone to generate sects and controversies. The main purpose of creating the classification was to ensure uniformity in assessing patients for research trials, and it is important to remember that not everyone’s headache has read the ICHD. People can have migraines without fulfilling the strict criteria listed in the document. Migraine attacks can be longer or shorter than the typical duration; they can have other features not listed in the ICHD, or be largely bereft of those features.


Nonetheless, classification and diagnosis is important. Getting a diagnosis is the first step on the road to getting effective treatment, and learning how to live with headaches.


What type of headache do I have?




I keep six honest serving-men


(They taught me all I knew);


Their names are What and Why and When


And How and Where and Who.


Rudyard Kipling, Just So Stories(1902)2





When diagnosing headaches, most of the relevant information lies in the history – that is, the description of the character and pattern of headaches. Most people can diagnose their own headaches correctly by paying attention to their own headache history.


Ask yourself a few simple questions:


What is the pattern of the headaches? Do they come and go? In other words, are they episodic headaches? Or are they there all the time, or pretty much so (chronic headaches)? If they come and go, how long do they typically last for? Minutes? Hours? Days?


How severe are your headaches? Are they mild enough that you can basically ignore them and get on with things? Or moderate – that is, bad enough to start to make it difficult for you to carry on with what you are doing, while remaining just about possible? Or severe – bad enough to stop you doing anything until the headache has passed?


Does anything happen when you get headaches? Do you feel sick? Do you find that lights or noises bother you, and make the pain worse? Does movement (such as shaking your head or running upstairs) make the headache worse? Do you experience any disturbances of your vision, or odd sensations in your head or body before or during the headache? Is there any redness or watering of the eye on the same side as the headache? Does your nose run or feel blocked?


If you have episodic headaches, then this relatively small amount of information will probably be enough to make a diagnosis, or at least a working diagnosis. There is a saying in medicine that ‘common things are common’. The commonest forms of primary headache are tension-type headache and migraine. Essentially, if you experience recurrent mild, featureless headaches, then these are probably tension-type headaches, and if you suffer from recurrent moderate or severe headaches, with other features such as nausea or light sensitivity, then these are probably migraines. When I teach medical students or junior doctors about headaches, I tell them to start with this presumption; if they do, most of the time they will get the diagnosis right.


There are exceptions, of course, the most common of which is cluster headache, a condition that typically (though not invariably) will wake people at night with excruciatingly severe, one-sided pain in and around the eye, often associated with redness and watering of the eye on that side, and a restlessness that is very different from what people with migraine experience. We will talk more about cluster headache later on in this chapter (see page 12).


Chronic headaches can be a little more difficult to diagnose. They are often simply highly frequent or persistent forms of episodic disorders such as tension-type headache or migraine, but it is almost always the case that there are other things going on, either directly related to, or separate from, the underlying disorder, that become involved in driving the headache forward. Again, I will discuss what to look out for in people with chronic headaches in a later section (see page 18).


Rarely, persistent or chronic headaches are caused by other, potentially more severe underlying problems, and it is certainly sensible to seek medical opinion if you are getting headaches all the time, especially if they are associated with features such as fever, blurred or double vision, or limb weakness, or if you have a previous history of cancer, or have a weakened immune system. It’s important to remember, however, that even if some of these features are present, it is still much more likely that your headache will be a benign, primary headache, than anything more worrisome.


Common primary headaches




No one, of course, will dispute that kephalaia, as the physicians call it, is a disease of the head. To say it briefly and in a concise sentence: this ailment is a chronic long-lasting and obstinate headache (kephalalgia), which flares up on minor provocation with such severe paroxysms that [the patients] cannot tolerate a noise, a loud voice or any bright light or motion but want to rest quietly in darkness because of the severity of the pain.


Galen, On the Affected Parts (2nd century CE)3





Tension-type headache


Most people experience tension-type headaches at some point in their lives. This is a mild ache, not usually associated with any other features, that will go by itself, or with a simple painkiller such as paracetamol or ibuprofen. Most people can carry on their usual activities while they have a tension-type headache. They rarely cause any problems unless they become frequent or chronic.


Migraine


Migraine is by far the most common reason for people to experience recurrent, debilitating headaches. Later I devote a whole section to the question of what causes migraine, and why some people get them. Migraines typically cause moderate or severe head pain. They are often felt on one side of the head (the very name ‘migraine’ is a shortening of the Greek word ‘hemicrania’, meaning ‘half-head’), but they can occur anywhere in the head, often sitting in the forehead or at the base of the back of the skull. They may have a throbbing or pulsating character. They are often preceded by, or associated with, pain in the neck, and more rarely elsewhere in the body.


Migraines are ‘headaches plus’, in that the pain is usually associated with one or more other features. These may include nausea, vomiting, sensitivity to lights, noises or smells. They are often made worse by any form of movement. Migraine headaches usually last hours, or even a few days. They can last a shorter time in children.


It is a common misconception (including amongst doctors) that you cannot be having a migraine if you do not have an aura. This is a period of neurological dysfunction, usually affecting vision, that typically precedes the headache phase. But only about 25 to 30 per cent of people with migraine experience aura; far more people with migraine do not. The multifaceted manifestations of aura are the subjects of later sections.


About one in five people with migraine will get a warning that an attack is coming. This prodrome, or premonitory phase, may include symptoms such as fatigue, yawning, craving for sweet or salty foods, euphoria or frequent urination. At least as many people will experience a postdrome, or migraine hangover, during which, even though the pain has largely settled, they do not feel back to their usual selves, often struggling to concentrate or exert themselves physically.


In some cases aura, or even the prodrome and postdrome, can be more prolonged and debilitating than the headache itself. In other cases, the symptoms that occur in association with head pain – particularly nausea, light sensitivity or general malaise and ‘brain fog’ – can be more bothersome than the actual pain. Pain is the aspect of migraine that is most easily treated with medication; other symptoms can be more refractory to treatment.



Cluster headache



Cluster headache is a much rarer, but characteristic condition in which people experience invariably unilateral pain, in and around the eye, associated with activation of nerves over which we do not have voluntary control (autonomic nerves). This causes problems such as redness and watering of the eye on the side of the pain, running or blockage of the nose, swelling around the eye, drooping of the eyelid, excessive sweating and agitation or restlessness. People with cluster headache find it very difficult to stay still. They may rock to and fro, or pace around the house. In extreme cases they may actually hit their head against a wall to try to distract themselves from the pain. People with migraine may feel as if they want to do this, but they won’t, because they know that any form of movement will make their pain worse, and they will generally lie as still as they can.


Dubbed the ‘alarm clock headache’, cluster headaches often wake people in the night. (They have gathered many spectacular names over the years, including ciliary neuralgia; erythromelalgia of the head; erythroprosopalgia of Bing; hemicrania angioparalytica; hemicrania neuralgiformis chronica; histaminic cephalalgia; Horton’s headache; Harris-Horton’s disease; migrainous neuralgia (of Harris); petrosal neuralgia (of Gardner); Sluder’s neuralgia; sphenopalatine neuralgia; and vidian neuralgia.) Cluster attacks tend to be shorter than migraines, usually lasting no more than a couple of hours; but people can have multiple cluster attacks in one day.


Cluster headaches often come in bouts lasting a few weeks. There is a clear tendency for these bouts to come at certain times of year, often when day length changes in the spring or autumn. The diurnal and circannual rhythms of cluster headache may relate to activity in the hypothalamus – the bit of the brain that senses light and dark, and sets our body clock, and which is known to be involved in the systems that generate cluster attacks.


More men than women are affected by cluster headaches. It used to be thought that the ratio was as high as 9:1, but in recent years it has become clear that the condition has been under-diagnosed in women, so that ratio may be nearer 2–3:1. Migraine, by contrast, is much more common in women, at least 30 per cent of whom will experience it at some point in their lives.


Cluster headache is the most common of a class of primary headaches called the ‘trigeminal autonomic cephalgias’ that cause pain in the first division of the trigeminal nerve (the eye and forehead) and activation of the autonomic nerves. Paroxysmal hemicrania can be virtually identical to cluster headache, but the attacks are generally shorter (lasting minutes), and are responsive to a specific anti-inflammatory, indomethacin. SUNCT syndrome, and the related condition SUNA, comprise brief but excruciating neuralgic pains in and around the eye, associated with prominent redness and watering of the eye (in the case of SUNCT), and other autonomic symptoms (in the case of SUNA). These conditions are very rare, similar to trigeminal neuralgia, and can be highly refractory to treatment.


Common secondary headaches




IV. Headache of nasal vasomotor reaction. V. Headache of delusional, conversion, or hypochondriacal states, VI. Nonmigrainous vascular headache, VII. Traction headache, VIII. Headache due to overt cranial inflammation. IX-XIII. Headache due to disease of ocular, aural, nasal, and sinus, dental or other cranial or neck structures.


Categories of secondary headache, according to the 1962 American Headache Society classification





Headaches caused by other medical conditions are not at all rare, and it is usually obvious when this is the case. Most people get a headache when they have an infection, for example. Headache is an almost invariable accompaniment to influenza, and even the common cold. In the last few years, there has been a lot of interest in headaches associated with coronavirus infection. Early studies that emerged from the epicentre of the pandemic in Wuhan indicated that about one in eight patients with Covid-19 experienced headache as a symptom. It is also clear, as we will discuss in the section on chronic headaches (see page 18), that infections can stir up or trigger a tendency to migraine or other primary headache disorders; this may account for the apparently high numbers of people developing persistent headaches after Covid-19, or after Covid vaccination.


Headaches can arise from any pain-sensitive structure in or around the head, face and neck. Many people believe that they are suffering from sinus headaches, but while acute inflammation of the sinuses can be excruciatingly painful, recurrent headaches that seem to be associated with sinus congestion are in fact unlikely to be related to sinus infection, but are more probably migraines (the feeling of congestion being due to the effect of a neurotransmitter released in migraine attacks that causes the blood vessels in the nasal passages to expand, thereby causing a localised tissue swelling that feels similar to that caused by a sinus infection). If you have a headache associated with a fever, nasal discharge and pain when you tap your forehead or cheek over the place where the pain is located, then the pain might indeed be coming from your sinuses; if not, it’s probably not.


The neck, however, is a different matter. There is no doubt that people can experience head pain that arises from the neck. The soft tissues of the neck (the muscle, tendons and ligaments) and the vertebral facet joints all feed information into a bit of the brain (the trigeminocervical complex (TCC)) that is implicated in generating migraine pain, and which can almost certainly generate the experience of headache under other circumstances. An interesting study published in 2013 by a team in Los Angeles showed that, if they stimulated the high cervical nerve roots, this generated pain in the neck, but also pain higher in the head (and even at the front of the head, in an area served by a completely different set of nerves, though connected in the TCC in the brain). Frontal pain was much more likely to occur in people with a history of migraine, and it is likely to be the case that problems with the neck are one of the most common triggers that set off, or worsen, an intrinsic tendency to migraine. There is more on this in the FAQ section on the role of the neck in headache disorders (see page 158).


Headaches that arise directly from the neck can generally be recognised by the fact that certain movements bring on the pain, or that pressure on certain structures in the neck does so. Cervicogenic pain of this type can be transient (consisting of an electric shock-like or neuralgic quality), or more persistent, with a burning or itching character, arising from trapping of the occipital nerves as they pass through the muscle layers on their way down to the high cervical nerve roots. If those nerves fire off by themselves, this causes occipital neuralgia; if the signals are simply a little scrambled by pressure on the nerves at some point, the pain may have more of a neuropathic (or nerve-pain) quality. These cervicogenic headaches are usually associated with tenderness of some of the neck structures, and often with restriction of neck movements.


There are a multitude of other reasons why people may experience pain in the head. The modern-day successor to the 1962 classification mentioned at the start of this chapter (the third edition of the International Classification of Headache Disorders) lists dozens of pain syndromes originating in pain-sensitive structures in and around the head and neck, as well as from metabolic disturbances (such as excessively high or very low blood pressure, or abnormal levels of blood oxygen or other constituents), the presence of withdrawal of drugs (prescribed or otherwise) and so on. In most cases these causes will emerge in the course of usual history-taking and examination, but in some cases they will only be found if the right investigations are requested and relevant results obtained. Diagnosing primary headaches (even rare varieties) can usually be done on the history alone; unusual secondary headaches may be harder work.



What causes chronic headaches?





But although this Distemper most grievously afflicting this noble Lady, above twenty years (when I saw her) having pitched its tents near the confines of the Brain, had so long besieged its regal tower, yet it had not taken it: for the sick Lady, being free from a Vertigo, swimming in the Head, Convulsive Distempers, and any Soporiferous symptom, found the chief faculties of her soul sound enough.


Thomas Willis, writing about Lady Anne Conway,


Two Discourses of the Soul of Brutes Which


Is The Vital and Sensitive Soul of Man (1672)4





When trying to work out what is causing chronic headaches, it is important to start at the beginning.


The pattern of how chronic headaches start can be crucial in sorting out what is causing them. Did you have episodic headaches before you started to get more frequent or chronic headaches? Did things build up steadily from a point where you were getting occasional headaches to a point where you were getting them all the time? Or did they start suddenly one day, and just never go away? If they started suddenly, then what were the circumstances in which that happened? Was there any particular event – a head injury, an infection, or anything else that might give a clue? What has been the pattern since then? Have things got steadily worse, or has it reached a plateau and just not improved? Are there periods of remission or improvement?


It is then useful to think about the character of the headaches. Are they the same day after day, or are there bad days, and less bad days? If there is a baseline low-level headache, what is that like? Does the pain change during the day? Is it there when you wake up in the morning, or does it come on as the day goes on? What are the headaches like at their worst? Are there any features, for example, of migraine, or any other primary headache disorder?


Out of all of this, there are two common patterns that emerge. The first is a pattern epitomised by (and most commonly due to) a condition that was christened ‘transformed migraine’ in the 1980s by the American headache expert Ninan T. Mathew. This term has rather fallen out of favour in recent years, but it captures the evolution from an episodic to a chronic form of migraine that is quite a common process. This evolution can happen for a number of reasons. Sometimes it is just migraine doing what migraine does, but in other cases it may be driven by factors such as the overuse of painkillers, the secondary effects of migraine on neck pain and sleep (which can set up a vicious cycle that winds up migraine attacks), or other external factors. Over the years, for example, obesity, depression, anxiety and other medical problems have been shown to be associated, at least, with this type of progressive headache. This kind of transformation can happen with other primary headache disorders, but it is much rarer than with migraine.


The other common pattern is what has been dubbed in the headache world, ‘new daily persistent headache’. This is not a diagnosis as such, but a descriptive term for a headache syndrome characterised by the development of a headache one day that then never goes away. It is an important pattern to recognise, because within this category lie most of the more serious reasons for people to get headaches. Theoretically one cannot diagnose this syndrome until people have had ‘a headache’ for more than three months. There are people who get occasional runs of migraines that may go on for a week or two, and of course bouts of cluster headache will typically last for a few weeks, or a small number of months. If the headaches have persisted beyond this timescale, or even if they haven’t but are getting steadily worse, then they do warrant assessment. Having said that, it remains the case that the vast majority of people with this type of headache do not have a serious underlying neurological problem, other than a chronic headache disorder.


One of the most common scenarios is that a person who has previously had episodic migraine, or even just a family history of the condition, suddenly starts to experience regular headaches after a minor head injury, an infection, or even a vaccination. Why this happens to some people, and not others, is not known. This phenomenon has been seen widely in recent years with large numbers of people contracting Covid, and/or having Covid vaccinations, but it is not at all specific to the coronavirus. Whilst this reaction to an often innocuous trigger is uncommon, when large numbers of people were being exposed to such triggers at the same time, a small tidal wave of people with persistent headaches ensued. This was all made much worse in April 2021 by the nocebo effect (that is, the opposite of the placebo effect, whereby the expectation of a negative outcome creates that outcome) engendered by reports of life-threatening blood clots following administration of the AstraZeneca Covid vaccine, leading to Accident and Emergency departments being temporarily overrun by people with headaches. Fortunately simple measures were rapidly devised to sort the worried well from those with serious pathology, and the panic died down. The natural history of persistent migraines set off in this way, is generally that they will persist for weeks or even months, before gradually starting to improve, eventually settling back to the patient’s previous baseline. In a small number of cases, however, things never seem to improve; it was these patients, who could pinpoint the day that their headache had started, and were still suffering years later, who were first given the diagnosis ‘new daily persistent headache’; for this reason, this condition was for many years considered the most refractory of all headache types to treatment, but over time it has become apparent that, like most headache disorders, there is a spectrum of severity, at one end of which people can suffer unremitting headaches for years or even decades.


These types of headache are very rarely life threatening, but they can have an enormous adverse effect on people’s quality of life. It is important to try to understand what causes them, and perhaps more importantly what perpetuates them, in individual cases, so that the best possible treatment can be found.


When does having headaches become an illness?




To have pain is to have certainty; to hear about pain is to have doubt.


Elaine Scarry, The Body in Pain (1985)5
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