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Introduction
The distressed patient holding a hand to the forehead is an
all too common sight in the GP clinic. So far as we know,
headaches are unique to homo sapiens and are part of the human
condition. In many languages, a tough problem is referred to
as a “headache”. Although largely benign, migraine and other
headaches are a major cause of disability and work loss. The
cost of migraine in Europe is estimated at €27 billion annually,
due to the high prevalence of the disorder and substantial
associated social, direct, and indirect costs.1

Prevalence
In the UK, 3% of GP consultations are
for headache, with the vast majority
of recurrent attacks being due to
migraine.2  5HJLRQDO GLͿHUHQFHV LQ
prevalence of headache have been
noted. The prevalence of migraine
is 14.7% of adults (8% of men and
17% of women) in Europe.3 It is
ORZ LQ WKH $VLD3DFLÀF UHJLRQ
(e.g. 1.0–1.7% in Taiwan),
with an even

lower estimate of 0.6% in a Malaysian study.4  7KHVH ÀJXUHV
PD\ UHÁHFW YDULDWLRQV LQ SUHYDOHQFH RI PLJUDLQHDVVRFLDWHG
JHQHVFRPELQHGZLWKVRFLRFXOWXUDOGLͿHUHQFHV

Causes of headache

7KHLQWURGXFWLRQRIWKH,QWHUQDWLRQDO&ODVVLÀFDWLRQRI+HDGDFKH
'LVRUGHUV ,&+' ² ,QWHUQDWLRQDO  +HDGDFKH 6RFLHW\ QRZ LQ
its 2ndedition5) has provided much clarity to headache
GLDJQRVLVSULQFLSDOO\WKURXJKGHÀQLQJGLDJQRVWLF
FULWHULD IRU WKH PDMRU 3ULPDU\ +HDGDFKHV
namely migraine; tension-type headache
77+  DQG FOXVWHU KHDGDFKH DQG RWKHU
trigeminal
autonomic
cephalalgias
(TAC).
Analysis of the character of the cranial
pain and associated symptoms is
well described in standard texts.
Migraine triggers are common and
serve as a valuable diagnostic
and therapeutic guide.
In a
large clinical study of

+RZHYHU LQ ´+RZ 'RFWRUV 7KLQNµ9, Dr. Jerome Groopman
likens a busy doctor to a circus performer, who, while “spinning
plates on sticks”, may neglect a crucial clinical detail. Another
factor involved in missing a rare condition in a sea of “normals”
is the phenomenon of automation complacency, initially
UHFRJQLVHGLQSLORWVDQGDLUWUDFFRQWUROOHUV10 In the medical
environment, evaluations of large numbers of normal people
FRXSOHGZLWKPXOWLSOHQHJDWLYHWHVWVLQDVSHFLÀFSDWLHQWPD\
lead to relaxing of vigilance. For instance, a chronic migraineur
who develops another illness may be told there is no need for
repeat tests because all previous batches were negative.

How much to investigate?
Most patients with headache are worried about brain tumor,
which is actually rare, with an annual incidence in the UK
of less than 0.01%. Brain and nervous system tumors made
up 6% of cancers in males in the Federal Territory in 2007.11
5LVNVWUDWLÀFDWLRQEDVHGRQKHDGDFKHSUHVHQWDWLRQLVOLVWHGLQ
Table 3.8
The clinician who is mindful of the need for prudent use of
health resources will have to select the tests required to exclude
non-benign conditions and to reassure the patient.
As a guide to the decision-making process, below are some
helpful questions:
x What is the reason for the headache consultation? Not
infrequently, the symptom has been present for some time.
x What is your concern?
x Why now?

migraineurs, 91% reported at least 1 migraine trigger, and
82.5% reported multiple triggers.6 The most common was
“emotional stress” (59%), followed by “too much or little sleep”
(53.5%), “odors” (46.5%), and “missing meals” (39%). The last
IDFWRULVVLJQLÀFDQWIRURYHUZRUNHGSHRSOHDQGUHOLJLRXVIDVWV
Contrary to popular belief, eye problems hardly ever cause
migraine. It is actually glare and eye strain (mostly related to
prolonged use of the computer and tech gadgets) which are
often unrecognised triggers.
Tables 1 and 27SURYLGHDXVHIXOIUDPHZRUNIRUFODVVLÀFDWLRQRI
primary and secondary headache and the new phenomenon of
“CT-negative headache”. The secondary headache disorders
account for fewer than 1% of patients. Yet, the onus is on
the clinician to identify the serious medical conditions in this
group. For instance, vascular conditions such as subarachnoid
hemorrhage, arterial dissection and giant cell (temporal)
arteritis are acute emergencies. Although they need urgent
diagnosis, it is a daunting challenge to identify these rare cases.
Besides analysis of the headache symptom and a targeted
neurological examination, systemic assessment may reveal
medical conditions such as arteritis, thyrotoxicosis and
hypercarbia. Review of systems may point to obstructive sleep
apnea and depression. A thorough drug history may indicate
medication overuse or medication-related headache. This
requires a careful time-line of intake of drugs, supplements,
etc. “Tonics” and weight-reducing products may contain
amphetamines or other vasoactive substances.
In summary, a detailed history and clinical examination will
UHYHDO WKH GLDJQRVLV LQ PRVW FDVHV ´5HGµ DQG ´RUDQJH ÁDJVµ
are well described (Table 48) and on a good day, these are easily
picked up by the competent practitioner.

At this stage, the decision may be any of the following:
 5HDVVXUH
 7UHDW
 5HIHUIRULQYHVWLJDWLRQ
 5HIHUIRULQWHUYHQWLRQHJHPRWLRQDOFULVLVSV\FKRSDWKRORJ\
 ,ILQGRXEWDUUDQJHIRUHDUO\UHYLHZ
,IDFRQÀGHQWGLDJQRVLVRISULPDU\KHDGDFKHKDVEHHQPDGH
routine blood tests are not necessary, unless there is concern
about medication-related alterations of renal or liver function.
,Q WKH FDVH RI VHFRQGDU\ KHDGDFKHV VSHFLÀF WHVWV PD\ UHYHDO
anemia, elevated ESR and/or CRP, infection, thyroid disease or
organ dysfunction. It should be noted that ESR may be normal
in chronic meningitis and giant cell arteritis.
,Q WKH DEVHQFH RI ´UHG ÁDJVµ H[SHFWDQW WUHDWPHQW ZKLOH
providing support may resolve the problem.

When should brain imaging be considered?
A vast number of brain scans performed in the out-patient
setting for unremarkable headaches are either normal or
GHPRQVWUDWH QRQVLJQLÀFDQW FKDQJHV  1HYHUWKHOHVV WKH\
do serve an important role in reassuring the patient. In the
allocation of health resources, it is a delicate judgement call
in deciding on a judicious scan, balanced against trial of
PHGLFDWLRQV ZKLFK KDYH SRWHQWLDO DGYHUVH HͿHFWV  &DUHIXO
questioning may reveal whether the patient’s primary concern
is reassurance or symptom relief. Guidance for tumor screening
is listed in Table 4.8

Medical treatment of migraine
The principles of headache treatment are well summarized
LQ WKH RQOLQH DUWLFOH RI WKH :+2 (XURSHDQ 3ULQFLSOHV RI
0DQDJHPHQW RI &RPPRQ +HDGDFKH 'LVRUGHUV LQ 3ULPDU\
Care. 12

Table 1 : Causes of primary and secondary chronic daily headache
Primary chronic daily headaches
&KURQLFPLJUDLQH
&KURQLFWHQVLRQW\SHKHDGDFKH
1HZGDLO\SHUVLVWHQWKHDGDFKH
&KURQLFSDUR[\VPDOKHPLFUDQLD
6KRUWODVWLQJXQLOWHUDOQHXUDOJLIRUPKHDGDFKHZLWKFRQMXQFWLYDOLQMHFWLRQDQGWHDULQJ
+\SQLFKHDGDFKH
+HPLFUDQLDFRQWLQXD
Secondary chronic daily headaches
Medication-related
0HGLFDWLRQRYHUXVHKHDGDFKH
0HGLFDWLRQLQGXFHGVLGHHͿHFWV
Posttraumatic
+HDGDFKHDWWULEXWDEOHWRKHDGLQMXU\
+HDGDFKHDWWULEXWDEOHWRQHFNLQMXU\RUZKLSODVK
Disorders of intracranial pressure
,QFUHDVHGLQWUDFUDQLDOSUHVVXUH SULPDU\RUVHFRQGDU\WXPRULGLRSDWKLFLQWUDFUDQLDOK\SHUWHQVLRQK\GURFHSKDOXV
'HFUHDVHGLQWUDFUDQLDOSUHVVXUH &6)OHDNZLWKLQWDFUDQLDOK\SRWHQVLRQSRVWOXPEDUSXQFWXUHKHDGDFKH
Structural
+HDGDFKHDWWULEXWDEOHWRFHUYLFDOVSLQHRUKHDGQHFNP\RIDVFLDOSDLQGLVRUGHUV
+HDGDFKHDWWULEXWDEOHWRWHPSRURPDQGLEXODUMRLQWGHQWDOSDWKRORJ\
Cranial neuralgias
7ULJHPLQDOQHXUDOJLD
2FFLSLWDOQHXUDOJLD
Vascular
6XEGXUDOKHPDWRPD
*LDQWFHOODUWHULWLV
,VFKHPLFRUKHPRUUKDJLFVWURNH
9HQRXVVLQXVWKURPERVLV
$UWHULDOGLVVHFWLRQ
6HYHUHDUWHULDOK\SHUWHQVLRQ
Infectious
0HQLQJLWLV WXEHUFXORVLVIXQJDOSDUDVLWLF
6LQXVLWLV VSKHQRLGVLQXVLWLV
Metabolic
2EVWUXFWLYHVOHHSDSQHDK\SR[LDK\SHUFDUELDFDUERQPRQR[LGH
7K\URLGGLVHDVH

Table 2 : Potential etiologies for headache that are often
overlooked on head CT
Vascular disease
6DFFXODUDQHXU\VPV
6XEDUDFKQRLGKHPRUUKDJH

Symptomatic therapy consisting of analgesics in combination
ZLWK DQWLHPHWLFV FDQ EH HͿHFWLYH HVSHFLDOO\ LI WDNHQ HDUO\ LQ
the course of the attack. Many patients self-medicate quite
HͿHFWLYHO\ ZLWK SDUDFHWDPRO &RPELQDWLRQV RI SDUDFHWDPRO
ZLWKFRGHLQHRUWUDPDGROFRQIHUPRUHHFDF\+RZHYHUWKHVH
drugs should be used sparingly to minimise risk of dependency.
$VSLULQ DQG 16$,'V DUH HͿHFWLYH IRU PLJUDLQH ,Q FDVH RI
G\VSHSVLD &2; LQKLELWRUV VXFK DV FHOHFR[LE DQG HWRULFR[LE
DUH JRRG DOWHUQDWLYHV  'LͿHUHQW DJHQWV PD\ EH FRPELQHG IRU
moderate attacks.

&DURWLGRUYHUWHEUDODUWHU\GLVVHFWLRQV
,VFKHPLFVWURNH
&HUHEUDOYHQRXVVLQXVWKURPERVLV
9DVFXOLWLV
5HYHUVLEOHFHUHEUDOYDVRFRQVWULFWLRQV\QGURPH
Neoplastic disease
3DUHQFK\PDODQGH[WUDD[LDOQHRSODVPV HVSHFLDOO\LQWKH
posterior fossa)
3LWXLWDU\WXPRUDQGKHPRUUKDJH
0HWDVWDWLFEUDLQWXPRUV
Cervicomedullary lesions
&KODULPDOIRUPDWLRQ
)RUDPHQPDJQXPPHQLQJLRPD
$FRXVWLFVFKZDQQRPD
Infections
0HQLQJRHQFHSKDOLWLV
&HUHEULWLVDQGEUDLQDEVFHVV
Other
&6)OHDN LQWUDFUDQLDOK\SRWHQVLRQ
,QWUDFUDQLDOK\SHUWHQVLRQ
,GLRSDWKLFK\SHUWURSKLFSDFK\PHQLQJLWLV

Migraine treatment should encompass holistic management.
+HDGDFKHVHPHUJHDWDSDUWLFXODUWLPHLQWKHPLJUDLQHXU·VOLIH
IRUVSHFLÀFUHDVRQV7KHSDWLHQWVKRXOGEHJXLGHGWRLGHQWLI\
and thereby avoid, his/her trigger factors. More often than
not, a lifestyle issue like sleep hygiene or stress is compounding
the problem.

Acute migraine

$UWHULRYHQRXVPDOIRUPDWLRQV HVSHFLDOO\SRVWHULRUIRVVD

0HQLQJHDOFDUFLQRPDWRVLV

2QO\PLJUDLQHWKHUDS\ZLOOEHGLVFXVVHGLQWKLVDUWLFOH

0RUH VHYHUH DWWDFNV UHTXLUH VSHFLÀF DQWLPLJUDLQH GUXJV 7KH
WULSWDQV HJ RUDO DQG LQMHFWLRQ VXPDWULSWDQ  DUH HͿHFWLYH
DQG JHQHUDOO\ VSHFLÀF IRU PLJUDLQH  (UJRWDPLQH DORQH RU LQ
FRPELQDWLRQ ZLWK FDͿHLQH LV DOVR ZLGHO\ SUHVFULEHG :KLOH
HͿHFWLYHLWVXVHVKRXOGEHOLPLWHGLQYLHZRIULVNRIORQJWHUP
toxicity as well as rebound headache and ergotamine overuse/
dependency.
Many patients obtain relief from sleep (which often terminates
the attack).

Migraine prophylaxis

7KLV LV JHQHUDOO\ LQGLFDWHG LI WKH SDWLHQW VXͿHUV WZR RU PRUH
attacks per month.
%HWDEORFNHUVFDOFLXPEORFNHUV ÁXQDUL]LQH DQGDPLWULSW\OLQH
DUH HͿHFWLYH IRU PLOG WR PRGHUDWH PLJUDLQH  5HFHQWO\ LRQ
channel and transporter gene mutations have been reported in
IDPLOLDOPLJUDLQH7KLVPD\H[SODLQWKHHFDF\RIDQXPEHU
of antiepileptic drugs in moderate and severe migraine.13
These include valproate, topiramate, zonisamide, lacosamide,14
gabapentin and levetiracetam. The atypical neuroleptics
(olanzepine15, quetiapine16) also have a role in migraine
prophylaxis, particularly if there is an anxiety/depression
component.
Botulinum injection showed initial promise but there is
LQVXFLHQWHYLGHQFHWRVXSSRUWLWVXVHLQPLJUDLQHSUHYHQWLRQ

Table 3: Best estimates of risk of tumor with headache presentations in primary care and associated features. Derived from
primary care pretest probability (0.09%) and likelihood ratios derived mainly from secondary care.8
Clinical feature

Likelihood ratio (95%Cls)

Risk of tumor in headache
presentations in primary care, %

+HDGDFKHFDXVLQJZDNLQJIURPVOHHS

98 (10 to 960)

9

Dizziness or lack of coordination

49 (3 to 710)

4

Rapidly increasing headache frequency

12 (3 to 48)

1

Abnormal neurological examination

5.3 (2.4 to 12)

0.5

+HDGDFKHZLWKIRFDOQHXURORJLFDOV\PSWRPV

3.1 (0.37 to 25)

0.3

Aggravated by exertion or Valsalva-like maneuver

2.3 (1.4 to 3.8)

0.2

Associated vomiting

1.8 (1.2 to 2.6)

0.2

Worsening headache

1.6 (0.23 to 10)

0.1

Table 4: Recommended guidance for investigating for
tumor in primary care8
5HGÁDJV
Presentations where the probability of an underlying
tumor is likely to be greater then 1%. These warrant urgent
investigation.
3DSLOORHGHPD
6LJQLÀFDQWDOWHUDWLRQVLQFRQVFLRXVQHVVPHPRU\
confusion, or coordination
1HZHSLOHSWLFVHL]XUH
1HZRQVHWFOXVWHUKHDGDFKH LPDJLQJSDUWLFXODUO\RIWKH
region of the pituitary fossa, required but non-urgent)
+HDGDFKHZLWKDKLVWUR\RIFDQFHUHOVHZKHUHSDUWLFXODUO\
breast and lung
+HDGDFKHZLWKDEQRUPDOÀQGLQJVRQQHXURORJLFDO
examination or other neurological symptoms (although
HYLGHQFHEDVHVXJJHVWVRUDQJHÁDJ
2UDQJHÁDJV
Presentations where the probability of an underlying tumor
is likely to be between 0.1 and 1%. These need careful
monitoring and a low threshold for inverstigation.
1HZKHDGDFKHZKHUHDGLDJQRVWLFSDWWHUQKDVQRW
emerged after 8 weeks from presentation
+HDGDFKHDJJUDYDWHGE\H[HUWLRQRU9DOVDOYDOLNH
maneuver
+HDGDFKHDVVRFLDWHGZLWKYRPLWLQJ
+HDGDFKHWKDWKDVEHHQSUHVHQWIRUVRPHWLPHEXWKDV
FKDQJHGVLJQLÀFDQWO\SDUWLFXODUO\DUDSLGLQFUHDVHLQ
frequency
1HZKHDGDFKHLQDSDWLHQWRYHU\HDUVROG
+HDGDFKHWKDWZDNHVWKHSDWLHQWIURPVOHHS
&RQIXVLRQ
<HOORZÁDJV
Presentations where the probability of an underlying tumor
is likely to be less than 0.1% but above the population rate of
0.01%. These require appropriate management, and the need
for follow-up is not excluded.
'LDJQRVLVRIPLJUDLQHRUWHQVLRQW\SHKHDGDFKH
:HDNQHVVRUPRWRUORVV
0HPRU\ORVV
3HUVRQDOLW\FKDQJH

FURTHER READING

5DVKPL%+DONHU(ULF9+DVWULWHUDQG'DYLG:'RGLFN&KURQLF'DLO\
+HDGDFKH$Q(YLGHQFH%DVHGDQG6\VWHPDWLF$SSURDFKWRD&KDOOHQJLQJ
Problem. Neurology 6'2,:1/EHGI
&KDG $ :K\WH DQG 6WHZDUW - 7HSSHU  3HDUOV  2\VWHUV 7ULJHPLQDO
autonomic cephalalgias. Neurology H '2, 
:1/EHGI

Three headache vignettes*

* Photos for illustrations only - not actual patients.
Case vignettes for illustrative purpose only.

Patient #1: Intractable Migraine: Underlying Depression
Mr R.S., a male Indian engineer now aged 41, has been
VXͿHULQJ IURP UHOHQWOHVV PLJUDLQH KHDGDFKHV IRU WKH SDVW 
\HDUV  )RXU \HDUV DJR WKH SDLQ LQWHQVLÀHG DQG WUDQVIRUPHG
WR FKURQLF GDLO\ KHDGDFKH &'+   +H UHTXLUHG FRPELQDWLRQ
DQDOJHVLFV DQG FDͿHLQHHUJRWDPLQH DOPRVW RQ D GDLO\ EDVLV
+H KDG F\FOHG WKURXJK D QXPEHU RI PLJUDLQH SURSK\ODFWLFV
LQFOXGLQJ DPLWULSW\OLQH ÁXQDUL]LQH DQG WRSLUDPDWH  7KHVH
were augmented with olanzepine which was later switched

to quetiapine to manage severe insomnia. Subsequently, it
emerged that the patient was depressed because of work and
marital problems but he resisted referral for psychotherapy.
The headaches eventually subsided after commencement of
lacosamide combined with increase in quetiapine dosage.
+H VWLOO QHHGV UHVFXH WKHUDS\ ZLWK FDͿHLQHHUJRWDPLQH DQG
SDUDFHWDPROWUDPDGRO  +H KDV DJUHHG WR UHVXPH SV\FKLDWULF
treatment.

Patient #2: Constant Headache after Viral Fever: Post-Infectious Headache
Mr J.B., a male Caucasian architect aged 53 was warded for viral
fever in December 2012. There was transient thrombocytopaenia
with negative tests for dengue. After discharge, he experienced
continuous headache of a dull/burning character over the face,
temples and ears. It was present on waking, with improvement
by mid-day. Routine tests were back to normal. There was not

PXFKEHQHÀWIURPDQDOJHVLFV SDUDFHWDPROFRGHLQHWUDPDGRO
etoricoxib). A month later, olanzepine was added. The
headache settled gradually and the patient was largely well
DW WKH HQG RI WKUHH PRQWKV  +H ZDV GLDJQRVHG WR KDYH postinfectious New Daily Persistent Headache, DVXEW\SHRI&'+

Patient #3: Prolonged Headache with Sterile CSF: Chronic Meningitis
0DGDP/<)D\HDUROG&KLQHVHKRPHPDNHUZDVUHIHUUHG
from Johor with subacute onset of headache, dizziness and
vomiting in February 2013. It was unrelated to posture. The
patient was treated for maxillary and ethmoidal sinusitis, with
two operations performed. In early March she was noted to
have bilateral VI nerve palsy, followed by visual hallucinations
DQG RWKHU QHXURSV\FKLDWULF V\PSWRPV  /XPEDU SXQFWXUH
showed sterile CSF with no cells and elevated protein. The
patient was treated presumptively as tuberculous meningitis.

When reassessed in April 2013, ESR and C-reactive protein
were normal. Repeat lumbar puncture showed clear CSF
under pressure, with lymphocytic pleocytosis and high protein.
Bacteriological, serological and PCR tests for TB and other
LQIHFWLRQV UHPDLQHG QHJDWLYH  'XUDO ELRSV\ VKRZHG ÀEURWLF
changes. Antituberculous treatment was resumed. The patient
later required a ventriculoperitoneal shunt which resulted
in improvement of VI nerve palsy and neuropsychiatric
symptoms.
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CPD questions: Headaches in Primary Care Practice in Malaysia

1

The most common cause of recurrent headache presenting to the general practitioner is
tension-type headache.

2

The social and economic cost of migraine worldwide is trivial since it does not cause physical
disability.

3  +HDGDFKHSUHYDOHQFHLVORZHULQWKH$VLD3DFL¿FUHJLRQFRPSDUHGZLWK:HVWHUQFRXQWULHV
4

The annual incidence of brain tumour recorded in tumour registries around the world does
not exceed 1%.

5

In suspected chronic meningitis, absence of CSF pleocytosis rules out any possibility of
infection.

6

In the treatment of acute migraine, the only effective oral agent is an ergotamine-containing
compound.

7  1RQVWHURLGDODQWLLQÀDPPDWRU\GUXJVDQGSDUDFHWDPRODUHQRWXVHGLQDFXWHPLJUDLQHVLQFH

they have no vasoconstrictive effect.
8

COX-2 inhibitors can control mild-to-moderate pain in acute migraine.

9

Beta-blockers are very effective in prophylaxis of severe migraine.

10  )RUPLJUDLQHSURSK\OD[LVDQXPEHURIDQWLHSLOHSWLFGUXJVKDYHEHHQVKRZQWREHHI¿FDFLRXV

To take the test, please go to:
www.mims-cpd.com.my
Login
MIMS CPD Portfolio
Sponsored Drs CPD

Headache:

Is Treatment with Paracetamol* and
&D;HLQH&RPELQDWLRQ0RUH(;HFWLYHWKDQ
Standard Paracetamol?

+

eadache disorders are one of the most common neurological disorders which cause substantial ill-health and disability,
ZLWKDVLJQLÀFDQWLPSDFWRQSXEOLFKHDOWKWKURXJKRXWWKHZRUOG+HDGDFKHGLVRUGHUVDUHRIWHQXQGHUUHFRJQL]HGXQGHU
GLDJQRVHGDQGXQGHUWUHDWHG2QO\DPLQRULW\RISHRSOHZLWKKHDGDFKHDUHSURIHVVLRQDOO\GLDJQRVHG:RUOGZLGHLWLV
estimated about 50% of people with headache are self-treating.1
Two of the primary headache disorders, tension-type headache and migraine, are widespread, prevalent and often life-long
conditions.1

Tension-type headache
(TTH)
Tension-type headache (TTH) is the most common type of
KHDGDFKH6WUHVVDQGPHQWDORUHPRWLRQDOFRQÁLFWPD\WULJJHU
pain by contracting muscles in the neck, face, scalp, and jaw.
This type of headache may also be caused by jaw clenching,
intense work, missed meals, depression, anxiety, or too little
sleep. Sleep apnea may also cause tension-type headaches,
especially in the morning. The pain is usually mild to
moderate and feels as if constant pressure is being applied to
the face, head or neck. It may feel like the tightening of a belt
around the head.
77+ DͿHFWV ZRPHQ VOLJKWO\ PRUH RIWHQ WKDQ PHQ 7KH
headaches usually begin in adolescence and reach peak
activity in the 30s. They have not been linked to hormones
and do not have a strong hereditary connection.2

Migraine
Migraine is three times more common in women than in
PHQ ,W DͿHFWV DERXW  SHUFHQW RI SHRSOH ZRUOGZLGH DQG
has a genetic cause. The pain of a migraine headache is often
described as an intense pulsing or throbbing pain in one area
of the head. It is usually diagnosed by its pain and number of
attacks (at least 5, lasting 4-72 hours if untreated). Additional
symptoms include nausea and/or vomiting, or sensitivity to
both light and sound. In some patients, onset of migraine is
preceded by an “aura”, ie, visual disturbances that appear as
ÁDVKLQJOLJKWV]LJ]DJOLQHVRUDWHPSRUDU\ORVVRIYLVLRQ$
number of triggering factors, such as stress, anxiety, hormonal
FKDQJHV EULJKW RU ÁDVKLQJ OLJKWV DQG ODFN RI IRRG RU VOHHS
can cause recurring attacks in people with migraine. Migraine
in some women may be related to hormonal changes during
their menstrual cycle.
Migraine treatment is aimed at relieving symptoms and
SUHYHQWLQJ DGGLWLRQDO DWWDFNV 6PDOO DPRXQWV RI FDͿHLQH
may help relieve symptoms during a migraine’s early stages.
$QDOJHVLFVQRQVWHURLGDODQWLLQÁDPPDWRU\GUXJV 16$,'V 
RU DQWLGHSUHVVDQWV FDQ EH XVHG WR WUHDW 77+ 7ULSWDQ GUXJV
barbiturates and ergot derivatives may provide relief to people
ZKRVXͿHUIURPERWKPLJUDLQHDQG77+2,3

*

when used as directed/always read label or consult your doctor
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