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THE EVERYTHING® HEALTH GUIDE TO Migraines

Dear Reader,

Migraines hurt. Not just physically, but emotionally, socially, and even financially. Left untreated or improperly treated, this debilitating neurological condition diminishes overall quality of life. Fortunately, there are many treatment options available to stop migraine pain and even prevent migraine attacks. But a huge proportion of migraineurs remain undiagnosed or untreated simply because they don't have the knowledge they need to seek help.

As a person who has dealt with debilitating migraines since childhood, I know just how frustrating misperceptions of a migraine as “just a headache” can be. Even getting an accurate diagnosis can be a challenge; the public perception of head pain can cause us to downplay the condition for many years, and not all physicians have sufficient skills and experience in headache medicine.

And as a medical writer and editor and a patient advocate, I have discovered that empowering people with timely, accurate, and easy-to-understand information about their health is the best way to motivate them toward better care. An informed patient knows what questions to ask, work s with her doctor to set and achieve treatment goals, and doesn't settle for less when it comes to her health.

Remember — you alone have the power, and the responsibility, to manage your own health. I hope you will find this book a useful reference in get ting the diagnosis and care you deserve.

Sincerely,



[image: illustration]









THE EVERYTHING® Series

THE EVERYTHING® HEALTH GUIDES are a part of the bestselling Everything® series and cover important health topics like anxiety, postpartum care, and thyroid disease. Packed with the most recent, up-to-date data, THE EVERYTHING® HEALTH GUIDES help you get the right diagnosis, choose the best doctor, and find the treatment options that work for you. With this one comprehensive resource, you and your family members have all the information you need right at your fingertips.
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Alerts: Urgent warnings
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Essentials: Quick, handy tips
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Facts: Important snippets of information
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Questions: Answers to common problems

When you're done reading, you can finally say you know EVERYTHING®!
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Introduction

WHETHER YOU'VE BEEN diagnosed with chronic migraines, think you may have the condition, or care about someone who does, you'll find The Everything® Health Guide to Migraines an important guidebook to improving physical and emotional well-being. The impact of migraine goes well beyond the attack period; it can have farreaching repercussions at work and home, and it can affect every facet of your life, from the food you eat to the social activities you choose to participate in.

Migraine is a painful and debilitating neurological condition that costs Americans billions of dollars in health care spending, lost workplace productivity, and reduced quality of life. More than “just a headache,” a migraine attack is a severe episode of prolonged head pain that is frequently accompanied by nausea, vomiting, visual disturbances, sensitivity to light and sound, sensory changes, and mental confusion. And migraine doesn't begin, or end, with head pain. A migraine attack is often preceded and/or followed by a constellation of symptoms, and the entire episode may span a period of several debilitating days. This can result in significant disability for anyone experiencing frequent migraine episodes.

Migraineurs — those people living with chronic migraines — come in all shapes and sizes. While women are three times as likely to experience migraine as men, the condition can strike men and women, young and old. It's estimated that 28 million Americans have experienced a migraine headache. And more than half remain undi-agnosed — either due to a misdiagnosis or a reluctance to seek help. Getting a proper diagnosis may well be the most challenging step of migraine care.

There is a wide spectrum of effective treatments available for migraine, from acute analgesics that treat an attack already in progress to prophylactic medications that prevent migraines from occurring in the first place. Some complementary therapies, including acupuncture and certain vitamins and herbal supplements, have also shown promise, as have biofeedback and progressive relaxation. And there are exciting and promising new therapies on the research horizon.

Knowledge is your most important tool in managing this condition. Documenting your migraines with a headache diary, identifying potential triggers that may be causing your attacks, staying abreast of new treatment and research developments, understanding your treatment regimen, and being a smart health care consumer all contribute to successful outcomes for the migraineur. Knowing how to find an experienced health care provider who will be a partner in your care is also key. This book contains all these tools, along with practical information on lifestyle and advocacy issues surrounding migraine disease.

Living with a chronic condition can be emotionally difficult for both you and your friends and family. Migraineurs may experience depression or anxiety as a result of their condition, and healthy coping may become a challenge. This is why it's important to have a support network; again, knowledge makes things just a little easier. Share this book with those people that you care for so they can understand both the health and lifestyle implications of migraine and get tips on how they can help you survive, and even thrive, with chronic migraine.





CHAPTER 1


Migraine Basics

EVERY DAY, WORLDWIDE, over 19 million migraine attacks occur — 900,000 in the United States alone. Migraines are painful headache episodes, sometimes accompanied by visual and other sensory disturbances, which are caused by chemical, electrical, and vascular changes in the brain. They can last up to three days and frequently incapacitate the migraineur, or migraine sufferer. Despite the availability of new and effective preventative drugs and painkillers, migraine continues to be one of the most underdiagnosed and undertreated conditions in America.


Migraine by the Numbers

An estimated 28 million Americans, or 12 percent of the U.S. population, suffer from migraines. Adult women are roughly three times more likely to suffer from migraine than men; one in five women experience migraine headaches versus one in twenty men. The condition occurs most commonly between the ages of fifteen to fifty-five, and migraine occurrence seems to diminish with age; adults age eighteen to forty-four were nearly three times as likely to report suffering a migraine or severe headache over the past three months than adults age sixty-five or older.

Migraine is also an expensive disease. A 2006 survey found that migraines cost American health care and business a staggering $24 billion each year. This includes direct medical expenditures for migraine care (i.e., prescription drugs, emergency room care, and inpatient and outpatient treatment) of over $12 billion. In addition, American employers lose another $12 billion each year from employee absences, short-term disability insurance, and workers' compensation claims — and that doesn't include costs for lost productivity of employees who go to work during a migraine episode.

That cost may be exacerbated by the fact that many people living with migraine do not have adequate prescription drug insurance coverage. In a study of patients who used prescription triptan medication for migraine relief, 42 percent of those surveyed said that their insurance did not cover enough monthly medication to treat their migraine, and 37 percent had not filled a triptan prescription because of the out-of-pocket cost.




[image: illustration]
 Fact

During a migraine attack, men and women spend 4.5 hours and 6 hours confined to bed, respectively. Over the course of a year, that translates to about 3.8 bedridden days for men and 5.6 bedridden days for women, and over 112 million bedridden days for the total American migraine population.




Underdiagnosed


The American Migraine Prevalence and Prevention Study (AMPP), a large-scale, population-based epidemiological study of migraine and migraine prevention commissioned by the National Headache Foundation, found that only an estimated 48 percent of people with migraine symptoms receive the correct diagnosis. Among women, the percentage may be even lower.

The stereotypes and stigmas associated with migraine may prevent women from seeking help. Historically, headache pain has often been discounted as a legitimate medical condition. Patients may dismiss migraine symptoms as “just a headache” and fail to seek help. The fact that migraine often coexists with mood disorders like depression and anxiety may also contribute to this problem. Migraineurs may hesitate to seek help because of the fear that they'll be considered psychologically unstable or not taken seriously. Research shows, however, that migraine is clearly not a psychiatric or psychological condition — it is a biological brain disorder.

Some of the fault for the high underdiagnosis rate of migraine lies with the health care provider. Primary care physicians may not be knowledgeable in the diagnosis and treatment of the condition or familiar with the criteria. According to one study, less than half of internal medicine residents and 62 percent of family practice residents consider themselves prepared to treat patients with headache.

Many undiagnosed migraineurs are actually misdiagnosed with other types of headache. One study found that sinus headache was the clinical diagnosis given in 42 percent of migraine cases, and tension headache was the diagnosis in 32 percent of migraine cases. A patient's assertion that they believe they have sinus or tension headaches seemed to be a strong factor in misdiagnosis by doctors.


Undertreated


Migraine also seems to be undertreated, with more than half of migraine sufferers relying on over-the-counter pain relievers or simply toughing it out with no drugs at all to treat their migraine headache. Over 40 percent have never used preventative therapies such as propranolol (Inderal), topiramate (Topamax), and divalproex sodium (Depakote) to treat a migraine attack, although these drugs have been proven to significantly decrease migraine occurrence, severity, and duration. And an estimated 60 percent use over-the-counter treatments only to ease the pain of migraine. Overuse of some OTC treatments can result in rebound headaches, resulting in a constant cycle of headache pain (for more on rebound headaches, see page 98).

With such effective treatments available to ease this debilitating condition, why do so many people continue to suffer the pain and poor quality of life associated with migraine? Sometimes, migraineurs who have had a bad previous experience with a doctor or course of drugs will attempt to self-treat the condition. The patient may discontinue a medication due to side effects, unaware that dosage adjustments or other medications are an option. Or, the patient and doctor may not be up-to-date on the available therapies. Understanding the nature of your condition and the choices available to you are key to getting the best possible care.
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 Fact

A 2006 study of adult migraineurs published in the journal Headache found that African American patients studied were less likely to receive a migraine diagnosis and/or treatment than their Caucasian counterparts. They were also less likely to seek out professional care for head pain and reported lower levels of trust in doctors.




Types of Migraine

Migraine is classified by two major types — migraine with aura and migraine without aura. An aura is a group of changes that proceed a migraine headache, including visual, sensory, and cognitive changes. Both types share some common features, including a duration of roughly four to seventy-two hours and a one-sided, pulsating headache that worsens with even light physical activity.

Around 80 percent of migraineurs have migraine without aura, also called common migraine. Their headache begins without the “early warning system” of the aura. However, some people with this type of migraine may experience a prodrome — a group of physical and/or emotional symptoms occurring up to seventy-two hours before a migraine headache (see page 8 for more on prodromes).

The International Headache Society (IHS), a worldwide organization for clinicians involved with the study of headache, has established diagnostic guidelines for migraine that have been adapted by most health care practice organizations worldwide, including the American Academy of Neurology.

The IHS criteria for a diagnosis of migraine without aura is at least five attacks fulfilling the following:


	
Headache attacks lasting four to seventy-two hours (untreated or unsuccessfully treated)



	
Headache has at least two of the following characteristics:

• Primarily felt on one side of the head (although referred pain may be felt anywhere on the face or head)

• Pulsating or throbbing quality

• Moderate to severe pain intensity

• Aggravation by or causing avoidance of routine physical activity (e.g., walking or climbing stairs)



	
During headache at least one of the following occurs:

• Nausea and/or vomiting

• Sensitivity to light and sound (photophobia and phonophobia)



	
Headache is not attributed to another neurological or physical disorder





Those patients who meet all the above criteria but have experienced fewer than five attacks are usually diagnosed with “probable migraine without aura.” Migraine attacks that occur for fifteen or more days of the month for at least three consecutive months are considered to be “chronic migraine without aura.”


Migraine with Aura


Migraine with aura is sometimes referred to as a classic migraine. The most common type of aura is visual. Migraine with aura is experienced by roughly 20 percent of all migraineurs.

The IHS criteria for a diagnosis of migraine with aura is at least two attacks fulfilling the following criteria:


	
Aura consisting of at least one of the following fully reversible symptoms, but no motor weakness:

• Visual symptoms including positive features (e.g., flickering lights, spots, or lines) and/or negative features (i.e., loss of vision)

• Sensory symptoms including positive features (i.e., pins and needles) and/or negative features (i.e., numbness)

• Dysphasic speech disturbance (difficulty speaking)



	
At least two of the following:

• Homonomous (affecting one-half of the visual fields of both eyes) visual symptoms and/or unilateral (or one sided) sensory symptoms (e.g., tingling of the arm)

• At least one aura symptom develops gradually over five minutes and/or different aura symptoms occur in succession over five minutes

• Each symptom lasts more than five and less than sixty minutes



	
Headache attacks lasting four to seventy-two hours (untreated or unsuccessfully treated) Headache begins during the aura or follows aura within sixty minutes and has at least two of the following characteristics:

• Primarily felt on one side of the head (although referred pain may be felt anywhere on the face or head)

• Pulsating or throbbing quality

• Moderate to severe pain intensity

• Aggravation by or causing avoidance of routine physical activity (e.g., walking or climbing stairs)



	
During headache at least one of the following occurs:

• Nausea and/or vomiting

• Sensitivity to light and sound (photophobia and phonophobia)



	
Headache is not attributed to another disorder





There are some uncommon health conditions that may mimic migraine with aura. For this reason, your physician will take a complete health history and perform a physical and neurological exam to rule out other causes of aura and headache. The diagnostic process is described in detail in Chapter 3.


Less Common Types of Migraine


Finally, there are several less common classes of migraine that fall outside of the two major classes described previously. These are:


	

Basilar Migraine: A migraine with aura causing neurological dysfunction in the area of the brain supplied by the basilar artery, the brainstem. It has a specific aura profile, and the migraine pain affects both sides of the head.



	

Familial Hemiplegic Migraine: A severe but rare migraine with aura that causes weakness or paralysis on one side of the body and can result in coma.



	

Retinal (or Ocular) Migraine: A rare type of migraine associated with blindness or blurred vision in one eye for an extended period (to be distinguished from typical migraine aura which upon careful assessment involves the same points in the visual field of both eyes for five to thirty minutes).



	

Abdominal Migraine: Most common in children, abdominal migraine is characterized by bouts of abdominal pain, nausea, and vomiting that can last for up to seventy-two hours.



	

Migraine Aura Without Headache: In this type of migraine, the typical visual and neurological symptoms of aura occur, but there is no headache that follows.






Anatomy of a Migraine

A migraine progresses through four distinct phases: prodrome, aura, headache, and postheadache (or postdrome). Not every migraineur will experience every phase; some don't have auras and others don't have a prodrome. The feature virtually all share is the headache phase, which can last anywhere from four hours to three days. Rarely, some people experience a migraine aura without headache.


Prodrome


Symptoms that anticipate the start of a migraine attack are known as the prodrome phase of the migraine. Not everyone experiences a prodrome — it's estimated that between 25 and 60 percent of migraineurs experience prodromal symptoms anywhere from one to twenty-four hours prior to a migraine attack. Prodrome can occur in both migraine with aura and migraine without aura.

Prodromal symptoms can be physical and mental in nature. The most common reported symptoms are fatigue and mood changes such as irritability, depression, and euphoria. Gastrointestinal symptoms such as diarrhea, constipation, and stomach pain are also reported. Other prodromal symptoms include neck pain, sensitivity to smell and light, hearing loss, dizziness, yawning, weakness, food cravings, tingling of the head and/or extremities, and nose and sinus problems. Migraineurs may experience some, all, or none of these symptoms.
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 Essential

Triptan drugs such as sumatriptan (Imitrex), zolmitriptan (Zomig), and eletriptan (Relpax) may be useful in preventing a migraine headache if taken during the prodromal phase. For people with a short prodromal phase (two hours or less), a rapid-acting triptan like rizatriptan (Maxalt) may be recommended.




Aura


An estimated 20 percent of people with migraine experience an aura before or during headache. Aura symptoms can vary dramatically from person to person and can include tingling and/or numbness in the fingers, difficulty speaking or coming up with the right word (known as dysphasia), and motor weakness. The most common type of aura is visual disturbance. This often occurs as flickering spots or lines or areas of loss of vision. Imaging studies have shown that during a migraine aura, changes occur in blood flow to the brain and cerebral metabolic activity (see All about Auras section, page 12).


Headache


Migraine headache pain is triggered by a complex cascade of neurochemical and inflammatory responses involving the brainstem and vascular structures in the head. The pain usually occurs on one side of the head, often around the eye or temple, and is typically described as throbbing or pulsating. Migraine pain builds in intensity as the headache progresses and may generalize to involve both sides of the head. Physical activity — even routine movement such as standing from a sitting position, climbing stairs, or bending over to pick something up — intensifies the discomfort.

During the headache phase of migraine, the migraineur may experience heightened sensitivity to light and sound. Stomach upset is also very common; for this reason medications that stop nausea and vomiting (antiemetics) are frequently prescribed to migraineurs. Migraine headaches — both with and without aura — can last anywhere from four hours to three days, sometimes persisting through sleep.


Postdrome


Once the head pain of migraine resolves, patients may experience what is known as the postdrome — or what some migraineurs call the headache hangover. This phase may last anywhere from a few hours to more than a day. Fatigue, cognitive difficulties, mood change, dizziness, weakness, and a low-grade headache are all common features of postdrome. Because all of these symptoms may initially appear during migraine headache or even before the headache during prodrome, researchers aren't sure whether postdrome is a distinct phenomenon or if it's just a continuation and lessening of headache symptoms.

There have been only a few clinical studies of postdromes, but they seem to indicate that patients who experience a postdrome tend to have higher intensity migraine pain and more migraine triggers. They also are more likely to experience prodrome and aura.


What Is Known, and Not Known

What makes one person more likely to develop migraine than another is not completely and clearly understood. While having a family history of migraine greatly increases the odds of developing the condition, certain environmental factors such as socioeconomic status and stress have also been linked to migraine disease. It's likely that a combination of both genetic predisposition and environmental triggers cause migraine.

Some risk factors that are associated with an increased risk of migraine include:


	

Heredity. Between 70 and 80 percent of people with migraine have a family history of the condition.



	

Gender and age. After puberty, migraine is two to three times more common in women and peaks in the thirties and forties.



	

Race. Caucasians are more likely to develop migraine than African Americans or people of Asian descent.
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 Alert

Migraine also increases your risk of developing a number of physical and psychological disorders, including epilepsy, certain sleep disorders, asthma, Raynaud's disease, depression, and panic disorder. See Chapter 19 for more information on these comorbidities.




Genetics and Heredity


Family history does play a role in migraine. Studies of families and twins have shown that migraine risk is much higher when there is a first-degree relative with a history of migraine, even when family members lived apart. This connection is particularly strong in the case of migraine with aura.

According to the National Headache Foundation, four out of five migraineurs report a family history of migraine. A child who has one parent with migraine has a 50 percent chance of developing the condition; if both parents have migraine the chance of the child developing migraine raises to 75 percent.

Researchers have not yet isolated the genes associated with migraine with aura and migraine without aura. However, three genes for familial hemiplegic migraine, a rare type of migraine with aura characterized by paralysis on one side of the body, have been identified (CACNA1A, ATP1A2, and SCN1A). While study is ongoing, researchers believe these genes are associated with the spreading cortical depression that may be the cause of migraine aura (see Visual Auras on page 12). Two of these genes have also been linked to epilepsy, which is one of the comorbidities (or associated disorders) of migraine.
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 Question


I get migraines. Will my daughter have them?


Family history is a strong risk factor for migraine. But that doesn't necessarily mean your daughter will develop them. Watch for the symptoms of migraine in your child, and consult with a pediatric neurologist if your child begins to complain of head pain. Chapter 12 has more information on children and migraines.




Environmental Factors


There are also a host of factors — including weather, food, stress, hormones, and sleep — that can trigger a migraine attack or episode in migraineurs. These migraine triggers are different from the risk factors described in the previous sections, and they are described in detail in Chapter 6.

There is some evidence that socioeconomic status may also influence the prevalence of migraine. The AMPP study found that adolescents from low-income families with no history of migraine were more likely to develop migraine than those teens from households with an income of $90,000 or higher. However, among those who did have a family history of migraine, there was no difference in migraine prevalence between low-income and higher-income households.

Studies of adult migraineurs have also found that low income is associated with higher migraine prevalence. This seems to indicate that environmental factors associated with low socioeconomic status, such as lack of access to health care, poor diet, and greater levels of stress, may potentially increase migraine risk. It's also possible that chronic migraines — which cause impaired productivity and lost hours in the workplace — may impact the potential for career and wage advancement. Further research is needed to determine the direct relationship between socioeconomic class and migraine.


All about Auras

Auras are associated with changes in blood flow and nerve activity in the brain. They typically last more than five but less than sixty minutes and signal the approach of the migraine headache. Only about one-fifth of the migraine population experiences aura. Bright visual disturbances that spread across the field of vision are the most frequent type of aura reported. Hippocrates described the “shining light” of visual aura as early as 400 B.C.



Visual Auras


Visual disturbance is often the first sign of migraine in many people, and it is the most common type of aura symptom. It may be gradual, building until the sufferer has trouble focusing on a book or computer screen. Or it may be sudden and hit without warning.

In many migraineurs, visual aura appears in the form of flashing lights (photopsia). It can also cause visual distortion, blurring, and blind spots (scotoma).

A curved, zigzagged band of flashing light that is known clinically as teichopsia or a fortification spectrum because of its resemblance to the design of a fort wall, may be seen in classic migraine. It often sits on the margin of a crescent-shaped blind spot and grows and moves across the visual field as the aura progresses. These auras can be as brief as five minutes or as long as an hour, but usually peak around twenty minutes after the first visual sign. On average, visual auras last fifteen to twenty minutes.

Blood flow and magnetic resonance imaging (MRI) have shown that during a visual aura, changes take place in the cerebral cortex — the part of the brain that is responsible for thought, memory, and cognition. Blood flow to this part of the brain is reduced, while the activity of the neurons — the nerve cells that transmit and receive electrical and chemical signals across the brain — are suppressed. That suppression spreads across the cortex at a rate of three to six millimeters a minute, which correlates with the rate at which the aura travels across the visual field. This phenomenon is known clinically as spreading cortical depression.
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 Alert

Visual disturbances that last three to ten minutes, involve a darkening or dimming of vision, and rapidly move across the visual field from the bottom up or from top to bottom, like a shade, may be signs of a transient ischemic attack (TIA), or ministroke, and require immediate medical attention.




Nonvisual Characteristics of Auras


Spreading cortical depression can be associated with the mild speech problems (called dysphasia) and one-sided tingling or numbing sensation in an arm or leg (called paresthesia) during an aura. Other nonvisual characteristics of aura include dizziness, weakness, and occasionally, nausea.


Migraine Myths and Misconceptions

As previously noted, there is abundant misinformation about the causes and treatment of migraines in the general population and, in some cases, among health care professionals. If you or someone you love live with migraine, it's important to separate fact from fiction and educate those around you who seem convinced of some of the more common misconceptions about this disease.

Learn how to debunk the following common migraine myths:


	

“It's just a headache.” It's easy for those who have never experienced the pain and disability caused by migraine disease to trivialize the disorder. But migraine is not “just a headache.” It's a neurological disorder that can impact your ability to work, go to school, and enjoy life — especially if your migraines are frequent.



	

“Sure, it hurts, but I just have to deal with it.” The head pain of migraine is not something you have to suffer through. By getting a proper diagnosis and working with your health care provider, you can find the treatment option that's right for you.



	

“My chronic headaches can't be migraines, because they only happen when I'm stressed.” Stress is a common trigger for a migraine attack. Many people believe that because their head pain is triggered by stress, they must have a tension headache. Migraines are usually focused on one side of the head, while the pain of tension headache is usually described as a tight band around the head. A full diagnostic work up by your health care provider can help you determine what type of headache you have.



	

“Migraine is a symptom of mental health issues.” While some mental disorders, such as depression and anxiety disorder, occur more commonly in migraineurs, they are not the cause of migraine and not everyone with migraine experiences these conditions. Furthermore, it's unclear whether the association is the result of living with chronic migraine pain or if it's truly a comorbid condition. Depression and anxiety are certainly valid reactions to dealing with chronic migraine pain.



	

“I'm still able to function, so it must not be a migraine.” Migraine pain may be moderate to severe. If you're just getting by when you suffer a migraine attack, remember that there are many treatment options available to you that can improve your quality of life tremendously.



	

“Most people who have migraines are just hypochondriacs.” Migraine has a clear diagnostic framework. Neurological imaging studies show visible changes in the brain during a migraine attack. Specific genes have been linked to some types of migraine. It is a medical disorder that has been documented extensively in the medical literature, and the physical, emotional, and financial toll migraine takes is very real.









CHAPTER 2


When It's Not a Migraine

WHILE A MIGRAINE is perhaps the most well-known headache type, not all chronic head pain is migraine. Often, headache is a symptom of an underlying medical condition. Sinus problems, vision disorders, cardiovascular disease, infections, and certain neurological issues may cause frequent headache and in some cases may mimic migraine. There are also several other headache types, such as cluster headaches and tension headaches, which can cause persistent head pain that is just as debilitating as migraine.


Cluster Headaches

Intense and often excruciating unilateral pain that is accompanied by one-sided facial symptoms such as flushing, congestion, and swollen eye, may be cluster headache. The pain is described as stabbing or knifelike, and it radiates toward the eye or jaw from the temple.

The name “cluster headache” comes from the frequency and course of the condition. These headaches occur in distinct patterns of close and frequent attacks, or clusters, recurring over two weeks to three months, followed by headache-free “remission” periods that can last anywhere from a month to several years. About half of cluster headache sufferers experience a headache daily during a cluster episode, and an estimated 33 percent experience two or more headaches in a twenty-four-hour period. The headaches themselves often occur at the same time each day and last fifteen minutes to three hours, with an average headache duration of forty-five minutes. Many experience headache waking them one to two hours after falling asleep.

Cluster headache attacks that occur in episodes of one week to a year, but are separated by a remission period of a month or longer, are called episodic cluster headache. Some people with episodic cluster headache may only experience one attack a year, at the same time each year. However, for between 10 and 15 percent of cluster headache sufferers, the condition is chronic — meaning that they have cluster attacks that last longer than a year with no remission, or they experience remission periods of less than one month.

Unlike most headache disorders, cluster headache occurs more frequently in men than in women. Men are three to four times more likely to develop cluster headaches, and the condition typically makes its first appearance between the ages of twenty and forty years old. Cluster headache is relatively rare, impacting less than 1 of every 1,000 adults, according to the World Health Organization.


Making the Diagnosis


Cluster headache is one of a group of headache types known clinically as trigeminal autonomic cephalgias, or TACs. These head-aches involve the trigeminal nerve (fifth cranial nerve), the largest nerve of the head that is the gatekeeper for the nerve conduction that supplies sensation to the face. No one knows for sure what triggers the pain of cluster headache. It may be caused by a disorder of the brain's pacemakers, and recent observations suggest that there are abnormalities in the structure and connections in the part of the brain called the hypothalamus in individuals who suffer with this condition. This region of the brain is also responsible for many of the body's autonomic, or involuntary, nervous system functions, and so it is not surprising that these headaches are accompanied by a chain reaction of autonomic responses including facial flushing, tearing of the eye, and drooping of the eyelid.

Sometimes, an undiagnosed cluster headache sufferer will seek help for the facial symptoms of the disorder. A dentist or ear-nose-throat (ENT) specialist may be consulted about recurring tooth, jaw, and/or sinus pain.

Because the pain of cluster headache is on one side of the head, it can be misdiagnosed as migraine. The severity and the pattern of the headache pain can help distinguish cluster headache from migraine. In addition, cluster headache can cause a general sense of restlessness and agitation, while migraineurs, in contrast, typically feel the need to withdraw and rest in a darkened quiet room.

The International Headache Society (IHS) defines cluster headache as five or more episodes of head pain that meet the following diagnostic criteria:


	
Severe or very severe one-sided pain in or above the eye or in the temporal (temple) area of the head that lasts fifteen minutes to three hours (if left untreated)



	
The headache is accompanied by at least one of the following symptoms:

• Swelling and redness and/or tearing of the eye on the same side as the head pain

• Congestion and/or runny nose on the same side as the head pain

• Swelling of the eyelid that is on the same side as the head pain

• Sweating of the face and forehead on the same side as the head pain

• Constriction of the pupil and/or drooping of the eyelid on the same side as the head pain

• A sense of restlessness or agitation



	
Attacks have a frequency from one every other day to eight per day



	
Pain is not attributable to another medical disorder





It's important to note that although the above criteria places a time limit on an untreated headache episode, the IHS also says that up to half of attacks may be of shorter or longer duration, and some of these may also be less severe. In addition, the frequency of attacks (i.e., one every other day to eight per day) in a single headache “cluster,” or course, may be lower up to half of the time.
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 Fact

Cluster headache often follows seasonal or time-of-day patterns. For this reason, researchers believe that cluster headache may be caused by abnormalities of the hypothalamus, which regulates our circadian cycles (or internal clock). Positron emission tomography (PET) scans have shown heightened activity in the hypothalamus during a cluster attack.




Triggers


There are a number of known triggers for cluster headaches, and recognizing and avoiding them can help reduce the frequency of cluster episodes. Some triggers occur only during an attack period, and others will bring on a cluster episode after months of remission. For example, drinking alcohol during a remission period may not bother you at all, but having a drink during an active cluster period can cause a sudden cluster headache. And many people with cluster headaches have seasonal triggers for their cluster periods; for example, they may experience a cluster period every autumn.

Researchers have discovered a strong correlation between sleep patterns and cluster headache frequency and recurrence, so if you suffer from cluster headaches it's important to stay on a regular, fixed sleep schedule. Variances, such as an afternoon nap or a late night of studying, can trigger an attack.

Other known cluster headache triggers include:


	
Smoking and alcohol



	
Nitroglycerin used to treat heart conditions



	
Exposure to solvents and gasoline



	
Hypoxia (insufficient oxygen) due to sleep apnea or high altitude






Treatment


One of the most effective and safest treatments for cluster headache pain is oxygen therapy. Inhaling 100 percent oxygen delivered at seven liters per minute through a mask can usually provide relief within five to fifteen minutes, with no side effects. However, because of the equipment involved, some patients may find oxygen therapy impractical. And while it is effective in about 90 percent of cluster headache patients, it doesn't work for everyone. And in some cases, head pain returns after the oxygen is discontinued.

Because the head pain of cluster headaches comes on severely and quickly, most over-the-counter analgesics aren't very effective. Medication for cluster headache is often administered via nasal spray or injection for rapid absorption.

Drug therapies for acute cluster headache pain include:



Abortive medications:




	

Sumatriptan (Imitrex): An effective drug delivered via nasal spray or subcutaneous injection. It's not recommended for people with certain heart problems.



	

Zolmatriptan (Zomig): A triptan drug available in oral and nasal spray form. Side effects may include dry mouth, dizziness, sweating, and weakness. Zomig should also be avoided in patients with heart conditions.



	

Ergotamine: Available in injectable, inhaler, and sublingual form. Nausea may be a problem with the use of these medications, which can also be dangerous if used more frequently than prescribed.



	

Intranasal lidocaine: This topical pain reliever is delivered in nasal drops or spray. It can decrease pain within five minutes and abort a headache within thirty-five minutes but is not consistently effective.



	

Intranasal capsaicin: Also applied to the inside of the nasal cavity, capsaicin has been shown to reduce headache severity after a week of treatment.





Prophylactic, or preventative, therapies are used for chronic or episodic cluster headache. These include:



Prophylactic medications:




	

Verapamil: An oral drug usually taken three times daily or once daily in a sustained-release preparation that can reduce the frequency of cluster attacks. A common side effect is constipation.



	

Prednisone: An oral steroid usually prescribed along with another prophylactic. Prednisone works quickly to prevent cluster headache, but because the adverse side effects of the drug start to increase with the length of time it is taken, prednisone is usually used temporarily while another prophylactic medication works its way up to therapeutic levels.



	

Ergotamine derivatives: A fast-acting drug available in a tablet that dissolves under the tongue and is taken thirty to sixty minutes before an anticipated attack. Ergotamine derivatives can be particularly helpful for patients who experience cluster attacks during sleep. These drugs cannot be used in conjunction with triptans.



	

Lithium: Effective in cluster prevention, but patients can become resistant to the drug over time. Long-term use and excessive dosing can produce tremor and can cause damage to the kidneys and thyroid, so frequent blood tests are required.



	

Valproic acid (Depakote): Usually helps prevent attacks within four days after starting treatment. Frequent blood and liver function tests are required for patients taking this therapy.





In patients not responsive to oxygen or drug therapy, an anesthetic nerve block injected into the occipital nerve may be attempted for pain relief. Surgical options involving manipulation or destruction of a portion of the facial nerves are also available, but due to the high risk of permanent nerve damage, these are a last-resort treatment.


Tension Headaches

Tension-type headache (TTH) is the most common type of primary headache, with up to 78 percent of the general population experiencing a headache episode in their lifetime. An estimated 38 percent of people with TTH have experienced a headache within the past year, and studies suggest that most people with TTH experience headache once or twice each month and describe the head pain as moderate in intensity. Like migraine, TTH is more common in women than in men.

The pain of a tension-type headache is often described as a tight band encircling the top of the head, mild to moderate in severity. It differs from migraine and cluster headache in that it is felt on both sides of the head and there is no nausea involved. While a TTH may infrequently cause hypersensitivity to light or sound, as a migraine does, only one of these symptoms usually occurs (not both together as happens frequently with migraine).

A TTH lasts from thirty minutes to seven days and has at least two of the following characteristics:


	
Bilateral (both sides of the head)



	
Pain is tightness or pressure (“viselike”), not pulsating



	
Mild to moderate intensity



	
Not made worse by routine physical activity





In some cases, the head may be tender to the touch (called pericranial tenderness). Pain may be felt in the back of the neck and at the base of the skull. The headache itself may cause sleep problems, irritability, difficulty concentrating, and fatigue.

If tension-type headaches are occurring for fewer than fifteen days a month, they are considered episodic tension-type headaches. When tension-type headaches last for hours and are continuous during fifteen or more days of the month for a period of longer than three months, they are considered chronic tension-type headaches.
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