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Headache is an almost universal experience and can be-
come a debilitating problem for many patients. The
incidence of migraine, one of the most common types of
headache, has increased considerably in recent years ac-
cording to the Centers for Disease Control and Preven-
tion. From 1980 through 1989 the prevalence of mi-
graine in the United States increased nearly 60%, from
25.8 per 1000 persons to 41.0 per 1000 persons.1Fur-
thermore, it appears that many of these headaches are
being missed clinically. In a recent multicenter headache
study, 60% of women and 70% of men in a group of
23,611 migraine sufferers selected by a nationwide
household survey reported that they had never had mi-
graine diagnosed, although the survey revealed that they
clearly had migraine symptoms.2 These findings are of
special significance to family physicians who are the doc-
tors most likely to be consulted first by patients with
headaches.3

Headache patients are usually seen by a physician
either between attacks when they want a prescription
refilled and no headache is present, or during an attack
when a clear history may be unobtainable. In both cir-
cumstances diagnosis can be difficult. When confronting
an acute headache, the doctor may be entering a “diag-
nostic minefield.”

For years diagnosis has been plagued by ambiguity
in headache definition. A 1962 National Institute of
Health ad hoc committee attempted to clarify the situa-
tion by creating a headache classification system.4 They
defined classic and common migraine headache, “tension
headache,” “mixed headache,” “cluster” headache, and
others, and these definitions remained the standard for
many years. Recently these definitions have been criti-
cized as being too broad and imprecise, thus allowing too
much discretion to the individual physician in making a
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diagnosis. After consulting many headache specialists, in
1988 the International Headache Society (IHS) pub-
lished a new and more explicit classification of 129 df
ferent types of headache and head and neck pain.5Ths
admirable effort provides an excellent reference souce
for the headache expert, but it is hardly suitable for
routine use. In the headache studv reported in this ise
of the Journal,6 Becker and his colleagues found that te
classification was too cumbersome and too detailed for
routine use. A more user-friendly diagnostic classification
that would be of more practical value to the busy pac
titioner is needed.

Headaches may be broadly classified as primary a
secondary. Primary headaches, such as migraine, tersion,
and cluster, are those without underlying anatomic a
histologic pathology. Secondary headaches are causedly
underlying disease such as meningitis, tumor, henor-
rhage, increased intracranial pressure, or giant-cell arteri-
tis. A diagnosis of primary headache requires the piar
exclusion of a secondary headache. A previously day
nosed primary headache does not mean that a patient b
immune to developing a secondary headache. Therein
lies the challenge for the practitioner, a challenge that te
two Ambulatory Sentinel Practice Network (ASPN)
studies in this issue of the Journal begin to explore.67

Edmeads has developed a useful clinical checklist o
exclude the possibility of a secondary headache.8He lds
the following danger signals: headache of extraordinary
severity (“my worst headache ever”); onset of headache
with exertion (suggestive ofsubarachnoid hemorrhage a
increased intracranial pressure); decreased alertness a
cognition; nuchal rigidity suggesting infection or Hod
in the spinal fluid; abnormality in vital signs including
fever; and worsening of headache while under observe-
tion. According to Edmeads, who is a neurologist ad
eminent headache specialist, a complete neurological e¢
amination is not necessary' when evaluating patients with
headache in primary care. The pupils, fundi, and fadd
symmetry give neurological clues, as does testing te
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deltoids, handgrips, hip flexors, and ankle dorsiflexors for
pover. Tendon reflexes of the biceps, knee jerks, plantar
response, finger-nose test, and observation of gait com-
plete the examination. All of these tests can be performed
within the time usually allotted for a routine office visit.
Apositive finding on any one of the above tests should
prompt further investigation.

Should an acute subarachnoid hemorrhage be sus-
pected, a computerized tomography (CT) scan without
contrast is the preferred investigation and is able to
identify 85% to 90% of cases.9 It is speedier to perform
than magnetic resonance imaging (MRI), and this may
beimportant if the patient is unstable. A CT scan is more
sersitive in detecting blood in the first several hours and
is less costly.10 An MRI is more sensitive in detecting
aoute strokes, particularly brain stem and cerebellar in-
faras and smaller lesions as well as older collections of
blood. Both CT scan and MRI can reveal hydrocephalus
and most lesions large enough to produce headache as a
result of increased intracranial pressure.11 Lumbar punc-
ture will detect meningitis as well as the 10% to 15% of
subarachnoid hemorrhages missed by imaging. It is in-
dicated only if there are no focal neurological signs or
papilledema suggesting a mass lesion. A sedimentation
rate should be determined to exclude giant-cell arteritis in
the older patient with headache and tenderness over the
temporal artery.

Although the physicians in the ASPN study were
very selective in their use of CT scans, they found few
positive findings. Only 14 (5%) of 293 CT scans de-
tected clinically significant and potentially treatable ab-
normalities. Furthermore, false-positive CT scans and
irrelevant findings caused delays in treatment and in-
creased cost because of the follow-up investigations nec-
essary. The authors emphasize that, although headaches
in primary care patients are rarely caused by a brain
tumor, subarachnoid hemorrhage, or subdural he-
matoma, their occasional occurrence and devastating
consequences make it impossible to dismiss them from
consideration. Because of this ever-present threat of se-
rious disease, pressure from patients requesting CT scans,
and physician malpratice anxiety, CT scans and MRI of
the head will continue to be performed frequently in the
evaluation of new headache. Overuse of these costly and
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time-consuming tests may be reduced if indications such
as those recommended by Edmeads are adopted.

Headache management is an area of special respon-
sibility' for family practice and it is gratifying to see
studies from family practice in the Journal that deal with
this important topic. Wide-scale improvement in head-
ache care can only occur if family physicians put to good
use the increasing clinical information now available for
improved diagnosis and treatment. Good overall stan-
dards of care, which are already basic to family medicine,
are the essential components of effective headache care.
An empathic approach by the physician and careful his-
tory-taking and examination lead to a correct diagnosis
and appropriate treatment that makes most headaches
controllable.12
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