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Disclaimer 
The information in this book is the personal opinion of 
author and is provided solely for EDUCATIONAL 
PURPOSES and NOT FOR CLINICAL PURPOSES. 
Information given in this book is to purely for educational 
purposes for the general public. Nothing in this book must 
be ever used for clinical purposes or patient care. You 
understand that any information and content such as text, 
graphics, and images found within this book is for general 
educational, entertainment, and informational purposes 
only. You understand that such information is not intended 
nor otherwise implied to be medical advice or a substitute 
for medical advice, diagnosis, or treatment. This book and 
its authors and publishers do NOT guarantee accuracy nor 
completeness of the information and content on it, and as a 
result such information does not encompass all conditions, 
disorders, health-related issues, or respective treatments. 
You understand that you should always consult your 
physician or other qualified healthcare provider to 
determine the appropriateness of this information for your 
own situation or if you have any questions regarding a 
medical condition, disorder, treatment plan, or other 
health-related issues. This book and its owners, 
contributors, publishers and assignees expressly disclaim 
any and all responsibility for any liability, loss, or risk 
personal or otherwise, which may be or is incurred as a 
direct or indirect consequence of the use or application of 
any of the information contained in this book. In no event 
shall we be liable for direct, indirect, consequential, special, 
exemplary, or other damages related to your use or non-
use or misuse or inability to use of the information in this 
book. If you think that you may have a medical emergency, 
call your doctor or 911 immediately. No action or inaction 
should be taken based solely on the contents of this 
information. Nor should you ever delay seeking medical 
advice or treatment due to the information contained in 
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this book. This book and its authors and publishers do not 
recommend or endorse any specific tests, physicians, 
products, procedures, opinions, or other information that 
may be mentioned on this site. Reliance upon the 
information provided by this book is solely at your own 
risk. In this regard you agree not to use any information in 
this book for the diagnosis and treatment of any health 
issue or for the prescription of any medication or 
treatment. This information in this book has not been peer 
reviewed and has not been evaluated or approved by the 
FDA or any other organization and is not necessarily based 
on scientific evidence from any source. These statements 
have not been evaluated by the Food and Drug 
Administration (FDA). The information in this book does 
not intend to treat, diagnose, mitigate, prevent, or cure any 
condition or disease. Usage of this book does not create a 
patient-doctor relationship in any form. 
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1. 
The World of 
Headaches – A First 
Look 

Sarah: Good morning, Dr. Kumar. Thank you for 

joining us today. We're embarking on a journey into one 

of the most common, yet often misunderstood, human 

experiences: the headache. It feels like everyone, at 

some point, has had one. But it's clearly not a "one size 

fits all" kind of pain, is it? 

Dr. Kumar: Good morning, Sarah. And you’re 

absolutely right. While "headache" is a catch-all term, it 

encompasses an incredibly diverse range of 

experiences. Think of it like saying "weather" – it could 

be a gentle breeze, a downpour, or a full-blown 

hurricane. Each requires a different understanding and, 
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crucially, a different approach. Today, we're just going 

to open the door to that vast world, giving our listeners 

a sense of the different "neighborhoods" of headache 

pain. 

Sarah: So, where do we even begin to categorize 

them? 

Dr. Kumar: The simplest, most fundamental way to 

categorize headaches is into two main groups: Primary 

Headaches and Secondary Headaches. 

Sarah: Primary versus Secondary. Can you give us the 

elevator pitch for each? 

Dr. Kumar: Absolutely. Primary headaches are the 

headache itself. The pain isn't a symptom of another 

underlying condition; it’s the condition. The headache 

mechanism is the problem. Think of them as standalone 

events. 

Sarah: And Secondary? 

Dr. Kumar: Secondary headaches, on the other 

hand, are the result of something else. They are a 

symptom. If you have a sinus infection, and it gives you 
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a headache, that's a secondary headache. If you hit your 

head and develop a headache, that’s secondary. The 

headache is a signal that something else is going on in 

the body. 

Sarah: That makes a lot of sense. So, let’s start with 

the Primary ones, since they’re the headache itself. What 

are the big players here? 

Dr. Kumar: The "big three" primary headaches that 

most people have heard of, and that we'll dive much 

deeper into in later chapters, are Migraine, Tension-

Type Headache, and Cluster Headache. 

Sarah: Let's touch on each briefly. Migraine, for 

instance, seems to carry a lot of stigma and 

misunderstanding. 

Dr. Kumar: It certainly does. When we talk about 

Migraine, we're typically talking about a moderate to 

severe headache, often described as throbbing or 

pulsating, and frequently on one side of the head. But it's 

much more than just a headache. Migraines often come 

with other debilitating symptoms like nausea, vomiting, 

and extreme sensitivity to light, sound, or even smells. 
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People often need to retreat to a dark, quiet room. There 

are even different types of migraines, like those with an 

"aura" – where visual disturbances, tingling, or speech 

difficulties might precede the pain. 

Sarah: So, it's a whole-body experience, not just head 

pain. What about the one people seem to dismiss as "just 

a headache" – the Tension-Type? 

Dr. Kumar: Ah, the Tension-Type Headache. This is 

arguably the most common type of headache. It’s usually 

described as a mild to moderate pain, often feeling like 

a tight band around the head, or a dull ache. Unlike 

migraines, it typically doesn't come with nausea, 

vomiting, or those severe sensitivities to light and 

sound. People can usually carry on with their daily 

activities, though perhaps with some discomfort. It can 

be episodic, meaning it happens occasionally, or 

chronic, occurring frequently. 

Sarah: And then there's Cluster Headache. I’ve heard 

that name, but know very little about it. 

Dr. Kumar: Cluster Headache is fascinating, and 

fortunately, much rarer than migraines or tension 
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headaches. But for those who experience them, they are 

truly agonizing. They are characterized by excruciating, 

severe pain, almost always on one side of the head, 

typically around or behind the eye. What makes them 

unique is that they come in "clusters" – periods of 

frequent attacks, sometimes several a day, for weeks or 

months, followed by periods of remission. During an 

attack, you'll often see other symptoms on the same side 

as the pain: a drooping eyelid, a small pupil, tearing of 

the eye, redness of the eye, a stuffy or runny nose, and 

facial sweating. The pain is so severe that people often 

can't sit still; they might pace or rock. 

Sarah: Those are the "big three." Are there other 

Primary headaches we should be aware of, even if just in 

passing? 

Dr. Kumar: Yes, there are many others, each with 

their own unique characteristics. For example, there's 

Hemicrania Continua, a continuous, one-sided 

headache that responds dramatically to a specific 

medication. Or New Daily Persistent Headache, which, 

as the name suggests, starts suddenly and is daily from 
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onset. There are also primary stabbing headaches, 

primary cough headaches, primary exercise headaches, 

and even headaches related to sexual activity. Each of 

these has distinct features that help us differentiate 

them. And while not strictly a headache, Trigeminal 

Neuralgia is a severe facial pain that often gets 

discussed in this context due to its intense, shocking 

nature. The key takeaway for all primary headaches is 

that the head pain is the problem. 

Sarah: That's a comprehensive overview of the 

primary types. Now, let's pivot to Secondary Headaches. 

You mentioned they're a symptom of something else. 

What kind of "something else" are we talking about? 

Dr. Kumar: This is where it gets incredibly broad, 

Sarah. Secondary headaches can be caused by almost 

anything that affects the head or neck, or even systemic 

issues in the body. On the milder end, we have 

headaches caused by dehydration, caffeine withdrawal, 

sinus infections, eye strain, or even dental issues. Many 

people experience a hangover headache, which is 

another form of secondary headache. 
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Sarah: So, everyday things can trigger them. What 

about more serious causes? 

Dr. Kumar: Yes, and this is why sometimes a 

headache needs medical attention. Secondary 

headaches can also be caused by more serious, though 

thankfully rarer, conditions. These include head 

injuries (like concussions), medication overuse 

(paradoxically, taking too many headache medications 

can cause chronic headaches), high blood pressure, 

infections like meningitis, aneurysms, or, in very rare 

cases, brain tumors. The headache here is a warning 

sign, a signal that something needs to be investigated. 

Sarah: That's quite a range. So, how does knowing 

whether a headache is primary or secondary, or which 

specific type of primary headache it is, help a doctor? 

Dr. Kumar: It's absolutely crucial, Sarah! 

Understanding the specific type of headache is the first 

step towards effective treatment. You wouldn't treat a 

broken leg the same way you'd treat a common cold. 

Similarly, a migraine requires a different approach than 

a tension headache, and a headache caused by 
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dehydration needs fluids, not necessarily a potent 

painkiller. More importantly, recognizing the 

characteristics of a secondary headache can prompt us 

to look for and address the underlying cause, which 

could be anything from a simple fix to a life-saving 

intervention. 

Sarah: Dr. Kumar, this has been an incredibly 

enlightening preview. It really drives home that a 

headache is rarely "just a headache." It's a complex signal 

from our body. 

Dr. Kumar: Precisely. And that's why our upcoming 

chapters will delve into each of these types in much 

greater detail – exploring their specific symptoms, 

triggers, diagnostic processes, and, of course, the 

various treatment and management strategies available. 

The goal is to empower people with knowledge, so they 

can better understand their own experiences and seek 

the right help. 

Sarah: Thank you so much for this foundational 

discussion, Dr. Kumar. We look forward to exploring 

these topics further with you. 
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Dr. Kumar: My pleasure, Sarah. 
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2. 
Hypertensive 
Headaches: The 
Headache That Means 
Business  

"So, Brenda, how are we feeling this week? Any 

breakthroughs since our last session? More clarity on 

the root of your existential dread, perhaps?" Dr. Evans 

asked, adjusting her glasses and picking up her pen. 

Brenda sighed, a theatrical, full-body deflation that 

made the armchair creak. "Dr. Evans, I'm going to be 

honest with you. The only clarity I have is that my brain 

is trying to escape my skull via my eyeballs, and it's 

doing a truly terrible job of it. It's less 'existential dread' 
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and more 'my head feels like a poorly inflated basketball 

that someone keeps trying to dribble on concrete'." 

Dr. Evans paused, pen hovering. "Ah. The headaches 

again. Tell me, has there been any change in their… 

personality?" 

"Personality? Oh, they've definitely got one. It's a real 

morning person, which is just rude. I wake up, and it's 

already there, knocking on the back door of my brain, 

like 'Surprise! Your day starts with a dull, throbbing bass 

drum concert in your occipital lobe!' And I'm like, 'Can't 

you just wait until after coffee, you inconsiderate cranial 

carnival?'" Brenda gestured wildly, her hands flying 

around the back of her head. 

"So, worse in the morning, you say? And where 

exactly does this 'bass drum concert' take place?" Dr. 

Evans asked, trying to keep a straight face. 

"Oh, it starts at the base, right where my neck meets 

my head, you know? Like a tiny, angry gnome with a 

mallet. But then, it expands! It doesn't just stay put. It's 

like a slow, insidious creep. By the time I've stumbled to 

the kitchen for said coffee, it's already invaded the top of 
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my head, too. It's not a sharp pain, not like a migraine 

that's trying to drill a hole through my eye. No, this is 

more… pressurized. Like my brain is trying to inflate a 

balloon that's already reached maximum capacity." 

Brenda puffed out her cheeks for emphasis. 

"A pressurized, expanding feeling, starting at the back 

and moving to the top. Interesting. And the quality of the 

pain? You mentioned throbbing and dull. Is it constant?" 

"Constant? Oh, honey, it's a relentless dull ache. But 

then it has these little flourishes. Like, if I bend over to 

pick up the cat's rogue hairball – which, let's be real, is a 

daily Olympic event – suddenly it's not just a dull ache 

anymore. It's a pulsating dull ache. Like someone's put a 

tiny, very aggressive metronome inside my skull and 

cranked it up to 'insanity'. And if I try to, god forbid, 

exercise? Forget it. My head feels like it's going to detach 

and roll down the street like a bowling ball." 

Dr. Evans scribbled a note. "So, physical exertion 

exacerbates it. And how long does it typically last? Does 

anything make it better?" 
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"Well, that's the kicker! It's not like a regular headache 

where two Advil and a dark room send it packing. No, 

this one's got stamina. It hangs around for hours. 

Usually, it starts to calm down by the afternoon, kind of 

fades into a general sense of 'I'm vaguely uncomfortable 

and want to lie down on a cool floor.' But then it's back 

the next morning, bright and early, like an unwelcome 

houseguest who never got the hint. I've tried everything! 

Lavender oil, essential oils, not thinking about my ex, 

thinking too much about my ex – nothing. It's like my 

head just decided it's going to be perpetually annoyed." 

Brenda leaned forward conspiratorially. "I've been 

doing some Dr. Google research, you know. And I think 

it's stress. It has to be stress. I mean, my life is a pressure 

cooker. My boss is a sentient spreadsheet, my cat judges 

my every life choice, and I haven't seen the bottom of my 

laundry basket since 2019. It's all connected, right? My 

brain is just screaming, 'Too much pressure, Brenda! 

Too much pressure!'" 

Dr. Evans slowly put down her pen, a small, knowing 

smile playing on her lips. "Brenda, you know, sometimes 
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when the brain screams 'too much pressure,' it's not 

always a metaphorical cry for help." She picked up a 

small, sleek device from her desk. "How about we start 

today's session with a little less philosophy and a little 

more… blood pressure monitoring?" 

Brenda blinked. "Oh. Is that… related? I mean, I 

thought we were talking about my existential angst. Are 

you saying my head isn't trying to escape because of my 

unresolved issues with my mother, but because… it's 

just a bit… full?" 

"Sometimes, Brenda," Dr. Evans said, extending the 

cuff, "the simplest answer is the one that involves a trip 

to your general practitioner, not just my couch." 

The Headache That Means Business – 
Understanding Hypertensive Headaches 

Hey there, fellow health explorer! We've all had a 

headache, right? That dull throb, the temples pounding, 

the feeling like your head is in a vice. Most of the time, 

they're just a nuisance – a sign you need more water, less 

screen time, or a good night's sleep. But sometimes, a 

headache can be a little messenger, trying to tell you 
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something important. And when it comes to high blood 

pressure, that messenger can be quite insistent: "Hey! 

Something's up in here!" 

Let's dive into the world of hypertensive headaches – 

what they are, why they happen, and most importantly, 

what to do about them. 

Not Every Headache is a Hypertensive Headache 

(Phew!) 

First things first: it's super important to know that 

most people with high blood pressure don't get 

headaches from it. In fact, that's one of the reasons 

hypertension is often called the "silent killer" – it can 

sneak up on you without any obvious symptoms. So, if 

you have high blood pressure and don't get headaches, 

that's normal! And if you get headaches, it's far more 

likely to be a tension headache, a migraine, or something 

else entirely. 

However, when blood pressure gets really high, like 

in a hypertensive crisis or emergency (we'll talk more 

about that in a bit), a headache can definitely be a 
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prominent symptom. Think of it like a warning light 

flashing on your car's dashboard. 

So, What Makes a Hypertensive Headache 
"Hypertensive"? 

When blood pressure soars to dangerously high 

levels, it can increase pressure inside your skull. This 

isn't your everyday "I'm stressed" headache. Here's what 

often sets them apart: 

1. Location, Location, Location: Hypertensive 
headaches often feel like they're originating from 
the back of your head (the occipital region), 
sometimes radiating to the top or sides. It can 
feel like a dull, throbbing ache or a pulsating 
pressure. 

2. The Morning Alarm: A classic sign is waking up 
with the headache. Your blood pressure naturally 
dips a bit while you sleep, but if it's already sky-
high, that morning surge can bring on the pain 
right as you open your eyes. 

3. Intensity Matters: These aren't usually mild. 
They can range from moderate to severe, often 
described as a constant, oppressive feeling. 
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4. Friends in Unwanted Places: Hypertensive 
headaches often bring along other symptoms, 
like: 

• Blurred or double vision: Your eyes 
might struggle to focus. 

• Nausea or vomiting: Feeling queasy or 
actually throwing up. 

• Dizziness or lightheadedness: Feeling 
unsteady on your feet. 

• Nosebleeds: Another sign of increased 
pressure. 

• Fatigue or confusion: Feeling unusually 
tired or a bit disoriented. 

 

Why Does High Pressure Cause 
Headaches? (The Sciencey Bit, Made 
Simple) 

Imagine your blood vessels as a network of pipes. 

When the pressure inside those pipes gets incredibly 

high, it can put a strain on them. In your brain, this 

extreme pressure can lead to: 

• Swelling: The tiny blood vessels in your brain 
can leak fluid, causing swelling (edema). This 
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swelling increases pressure inside your skull, 
which your brain doesn't like! 

• Restricted Blood Flow: Paradoxically, very high 
pressure can also cause your blood vessels to 
constrict too much, reducing blood flow to 
certain areas of the brain, which can also cause 
pain. 

• Nerve Irritation: The increased pressure and 
swelling can irritate the pain-sensitive nerves in 
your brain and the surrounding membranes. 

It's your body's way of screaming, "Hey, we've got a 

problem here! We need to bring this pressure down, 

now!" 

When Your Headache Is a 911 Call: 
Hypertensive Crisis 

This is the most crucial part to understand. A 

headache associated with extremely high blood 

pressure (typically readings of 180/120 mmHg or 

higher) is often a sign of a hypertensive crisis. This is a 

medical emergency that requires immediate attention. 

There are two types of hypertensive crisis: 
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1. Hypertensive Urgency: Blood pressure is very
high, but there's no immediate organ damage.
You'll still need to see a doctor right away to get
your blood pressure down safely, usually within
a few hours.

2. Hypertensive Emergency: Blood pressure is very
high, and there's evidence of damage to organs
like your brain (stroke), heart (heart attack),
kidneys, or eyes. This is a life-threatening
situation, and you need to call 911 or go to the
nearest emergency room immediately.

The takeaway here: If you experience a severe 

headache, especially one with the characteristics we 

described, and your blood pressure is very high, do not 

wait. Seek medical help right away. 

What to Do If You Suspect a Hypertensive 
Headache 

1. Check Your Blood Pressure: This is your first
and most important step. If you don't have a
home monitor, now is the time to get one!

2. Don't Panic (Easier Said Than Done, I
Know!): Panicking can actually raise your blood
pressure further. Try to stay calm.
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3. If Readings are High (180/120 mmHg or higher) 
and You Have Symptoms: 

• Call 911 or go to the nearest emergency 
room immediately. Do not try to "wait it 
out" or take over-the-counter pain 
relievers. This is a situation for medical 
professionals. 

4. If Readings are High but Not in the Emergency 
Range (e.g., 160/100 mmHg) and You Have a 
Headache: 

• Contact your doctor right away. They can 
advise you on what to do next, whether it's 
adjusting medication, coming in for an 
urgent visit, or just monitoring. 

5. If Your Blood Pressure is Normal, but You 
Have a Headache: 

• Treat it like any other headache. Rest, 
hydrate, take an over-the-counter pain 
reliever if needed, and see if it subsides. If 
it persists or worsens, contact your 
doctor. 

The Bigger Picture: Managing Your Blood 
Pressure 

Ultimately, the best way to prevent hypertensive 

headaches (and all the other serious complications of 
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high blood pressure) is to keep your blood pressure 

under control. This means: 

• Regular Monitoring: Knowing your numbers is
power!

• Medication Adherence: If your doctor
prescribes medication, take it exactly as directed.

• Healthy Lifestyle: Eating a balanced diet (low
sodium!), getting regular exercise, maintaining a
healthy weight, managing stress, and getting
enough sleep are all superheroes in the fight
against high blood pressure.

• Regular Doctor Visits: Keep up with your
appointments to discuss your progress and any
concerns.

Think of that headache as a wake-up call, a strong 

nudge from your body to pay attention. By 

understanding what it might be telling you and taking 

swift, appropriate action, you're taking a huge step 

towards safeguarding your health. You've got this! 
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3. 
The Uninvited Alarm 
Clock – Understanding 
Hypnic Headaches 

The digital clock glowed a faint 3:17 AM. Clara had 

been staring at it for what felt like an hour, though the 

dull throb behind her eyes told her it had only been 

about twenty minutes. It was always like this. She’d drift 

off, deep into sleep, and then, without fail, something 

would tug her back to consciousness. Not a nightmare, 

not a noise, just… the headache. 

She shifted, the rustle of the sheets barely audible in 

the quiet room. Beside her, Ben was a warm, heavy 

presence, his breathing slow and even. She hated 

waking him, but the loneliness of these nocturnal 
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episodes was starting to feel unbearable. She prodded 

his shoulder gently. 

“Ben?” she whispered, her voice a reedy thread in the 

darkness. 

He stirred, a soft groan escaping him. “Mmmph? 

What is it, babe?” His voice was thick with sleep. 

“I’m sorry,” she said, her voice tight with a familiar 

frustration. “It’s happening again.” 

He rolled onto his back, blinking slowly in the dim 

light cast by the clock. “The headache?” Concern began 

to etch itself onto his features, chasing away the last 

vestiges of sleep. “What time is it?” 

“Three seventeen,” she replied, wincing as she spoke, 

the slight vibration of her own voice aggravating the 

pressure. “It woke me up about twenty minutes ago. Just 

like the last two nights. And the night before that.” 

He reached for her hand, his fingers warm around 

hers. “Where is it? Is it bad?” 

“It’s… dull,” she started, trying to articulate the 

precise sensation. “Not searing, not like a migraine, just 
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this constant, throbbing pressure. It’s mostly behind my 

eyes, and across my forehead. Kind of both sides, but 

sometimes it feels heavier on one. It’s not like a cluster 

headache, though, no piercing pain, no tearing eyes.” 

She paused, trying to find the right words. “It’s just… 

there. It pulls me out of deep sleep, every single time.” 

Ben squeezed her hand. “Every time? Like, it’s never 

there when you go to bed, or when you wake up 

naturally?” 

“Never. Only when I’m asleep. It’s like it’s got its own 

alarm clock set. I’ll be out cold, dreaming, and then 

suddenly I’m just… awake. And it’s there, waiting.” She 

sighed, a small, defeated sound. “It’s always between 1 

AM and 3 AM, or sometimes a little later. But always in 

that window. And it never lasts all night. It’ll stick 

around for maybe an hour, sometimes two, then it just… 

fades. Like it came, did its job of waking me up, and then 

left.” 

“No nausea?” he asked, his brow furrowed in 

concentration, clearly trying to recall everything she’d 
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told him before. “No sensitivity to light or sound once 

you’re awake?” 

“Not really,” she confirmed, shaking her head slowly. 

“I mean, I’m awake in the dark, so I guess I’m not testing 

the light thing. But no, it’s not like when I get a proper 

migraine. I can talk, I can move. It’s just this… dull, 

insistent ache that makes it impossible to go back to 

sleep. It’s like my brain just decides to turn on a little 

pain switch in the middle of the night.” 

He sat up, leaning against the headboard, pulling her 

closer. She rested her head on his shoulder, the warmth 

of his skin a small comfort. “It’s so weird, Ben. I’m not 

stressed, I’m sleeping well otherwise, no new 

medications, nothing. It just started, out of nowhere, a 

few weeks ago. And it’s so consistent. Like a little 

nocturnal visitor.” 

“Hmm,” he hummed, stroking her hair. “Have you 

tried anything for it? Like, when it wakes you up?” 

“I took a couple of ibuprofen the first time, but it 

didn’t really seem to do much. It just ran its course. I 

haven’t bothered since. I just get up, walk around a bit, 
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maybe read until it goes away. Then I can usually fall 

back asleep.” 

“It’s always the same pain, too?” he pressed, his voice 

gentle but persistent. “Dull, bilateral, wakes you up, goes 

away within a few hours?” 

“Exactly,” she confirmed, a shiver running through 

her despite the warmth of the bed. “It’s so specific. It’s 

not just a random headache. It’s this headache. Every 

time.” 

He was silent for a moment, just holding her. Then he 

spoke, his voice thoughtful. “You know, I remember 

reading something about headaches that only happen at 

night. Like, they specifically wake you up from sleep.” 

“Really?” she asked, lifting her head to look at him, a 

flicker of hope in her eyes. “You think there’s a name for 

this?” 

“I think so,” he said, pulling out his phone, the screen 

a sudden, jarring light in the dark room. He squinted at 

it, his fingers tapping. “Let me just… yeah, here it is. 

‘Hypnic headaches.’ It says they occur exclusively during 

sleep, waking the person up. Often at a consistent time 
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each night. Usually dull to moderate, bilateral, lasting 15 

minutes to 4 hours. No associated symptoms like nausea 

or phonophobia. Often called ‘alarm clock headaches’.” 

He looked at her, his eyes wide. “Clara, this sounds 

exactly like what you’re describing. Every single detail.” 

A strange mix of relief and unease washed over her. 

Relief that it had a name, that she wasn't just imagining 

this bizarre pattern. Unease that it was a real, named 

condition that could be affecting her. 

“Hypnic headaches,” she repeated, the words feeling 

foreign on her tongue. “So it’s… a thing? It’s not just me 

losing my mind?” 

He pulled her into a tight hug. “No, babe. It’s a thing. 

And now that we know what it is, we can figure out what 

to do about it. We’ll talk to the doctor tomorrow. Maybe 

there’s something they can do, or some way to manage 

it.” 

She leaned into his embrace, the dull throb still 

present, but now accompanied by a faint glimmer of 

hope. The middle of the night still felt long, but knowing 

it had a name, and that she wasn't alone in this strange, 
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nocturnal battle, made the darkness a little less 

daunting. 

The Uninvited Alarm Clock – 
Understanding Hypnic Headaches 

Imagine being roused from a peaceful slumber, not 

by the gentle chime of an alarm, but by a throbbing, 

insistent pain in your head. You check the clock – it's the 

middle of the night, or perhaps the early hours of the 

morning, long before you intended to wake. This 

unwelcome phenomenon, often dubbed the "alarm clock 

headache" due to its uncanny ability to wake sufferers at 

consistent times, has a medical name: Hypnic 

Headache. 

For anyone experiencing this peculiar nocturnal 

visitor, it can be unsettling, disruptive, and even 

frightening. This chapter aims to demystify hypnic 

headaches, explaining what they are, who they affect, 

why they might occur, and most importantly, how they 

can be managed, all in a way that's clear and reassuring. 
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What Exactly is a Hypnic Headache? 
At its core, a hypnic headache is a rare primary 

headache disorder characterized by headaches that 

only occur during sleep, waking the individual up. The 

term "primary" means the headache itself is the main 

problem, not a symptom of another underlying 

condition (like a tumor or infection). 

Think of it as your brain's internal alarm system 

misfiring. Instead of gently nudging you awake, it 

triggers a headache that forces you out of sleep. 

Key Characteristics: 

• Timing: Almost exclusively occurs during sleep,
usually at a consistent time (e.g., always between
2 AM and 4 AM, or always after a certain number
of hours of sleep).

• Waking: The headache itself wakes the person
from sleep.

• Duration: Typically lasts anywhere from 15
minutes to 3 hours, though some can linger
longer. The pain often subsides completely once
the person is fully awake.



D. KUMAR, M.D 

31 
 

• Frequency: Can happen daily, or several times a 
week, making consistent sleep incredibly 
difficult. 

• Exclusivity: The headaches don't occur when the 
person is awake. 

The Unwelcome Wake-Up Call: What Does 
It Feel Like? 

The pain of a hypnic headache can vary from person 

to person, but common descriptions include: 

• Type of Pain: Often described as dull, aching, 
throbbing, or sometimes a sharp, piercing pain. 
It's generally not as severe as a migraine or 
cluster headache, though it can still be quite 
bothersome. 

• Location: Can be on one side of the head 
(unilateral) or both sides (bilateral). It might 
affect the front, back, or all over the head. 

• Intensity: Usually mild to moderate, but can 
occasionally be severe. The key is that it's intense 
enough to wake you. 

• Associated Symptoms (or Lack Thereof): This is 
a crucial distinguishing feature. Unlike 
migraines, hypnic headaches typically do 
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not come with the usual accompanying 
symptoms like: 

• Nausea or vomiting

• Sensitivity to light (photophobia)

• Sensitivity to sound (phonophobia)

• Aura (visual disturbances, tingling, etc.)

Occasionally, some individuals might report mild 

nausea or light sensitivity, but these are not dominant 

features. The absence of these symptoms helps 

differentiate hypnic headaches from other sleep-related 

headache disorders. 

Who Gets These "Alarm Clock" 
Headaches? 

While anyone could theoretically develop a hypnic 

headache, there's a distinct demographic pattern: 

• Age: They predominantly affect older adults,
typically beginning after the age of 50. This is why
they are sometimes referred to as "headaches of
the elderly." However, cases in younger
individuals have been reported.

• Gender: There's a slight female predominance,
though men can certainly experience them too.
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• Health Status: Most people who develop hypnic 
headaches are otherwise healthy and have no 
prior history of other headache disorders. This 
can make their sudden appearance even more 
perplexing. 

The Mystery of the Night: Why Do They 
Happen? 

The honest answer is: we don't fully know. Hypnic 

headaches are still somewhat of a medical enigma. 

However, researchers have proposed several theories, 

often focusing on how the brain's pain systems and 

sleep-wake cycles interact: 

1. REM Sleep Connection: Many hypnic headaches 
occur during or shortly after the Rapid Eye 
Movement (REM) stage of sleep, which is when 
we dream most vividly. During REM sleep, our 
brain activity is high, but our pain modulating 
systems (the parts of the brain that control how 
we perceive pain) are less active. It's theorized 
that this shift in brain activity might make us 
more susceptible to pain signals. 

2. Hypothalamus Involvement: The hypothalamus 
is a small but mighty part of the brain that acts as 
our body's internal clock, regulating sleep-wake 
cycles, hormones, and pain perception. 
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Dysfunction in this area could potentially 
contribute to the timed awakening with a 
headache. 

3. Neurotransmitter Imbalances:

• Melatonin: This hormone regulates sleep.
Levels naturally decrease as we age, and
some theories suggest a link between this
decline and hypnic headaches.

• Serotonin: This neurotransmitter plays a
role in mood, sleep, and pain. Imbalances
could be a factor.

• Caffeine Receptors: Interestingly,
caffeine is often an effective treatment
(more on that later). This suggests that
adenosine, a chemical that builds up
during wakefulness and is blocked by
caffeine, might play a role. Lower
adenosine levels during sleep could
potentially trigger the headache.

4. Aging Brain: As we age, there are natural
changes in brain structure and function,
including alterations in pain pathways and sleep
architecture. These changes might make older
individuals more vulnerable to this specific type
of headache.
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It's important to reiterate that these are theories. The 

exact mechanism likely involves a complex interplay of 

these factors. 

Diagnosis: How Do Doctors Figure It Out? 
Diagnosing hypnic headaches is primarily a process 

of exclusion. This means your doctor will rule out other, 

potentially more serious, causes of your nocturnal 

headaches before settling on a diagnosis of hypnic 

headache. 

Here's what you can expect: 

1. Detailed History: This is the most crucial step. 
Your doctor will ask many questions about your 
headaches: 

• When do they occur? (Only during sleep?) 

• What time do they wake you up? Is it 
consistent? 

• How long do they last? 

• What does the pain feel like? (Dull, 
throbbing, sharp?) 

• Where is the pain located? 
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• Are there any other symptoms? (Nausea,
light sensitivity, etc. – remember,
the absence of these is key for hypnic
headaches).

• How often do they happen?

• What medications do you take?

• Do you have any other medical
conditions?

• Have you tried anything to relieve the
pain?

• Do you have a history of other headache
types?

2. Physical and Neurological Exam: Your doctor
will perform a general physical exam and a
thorough neurological exam to check your
reflexes, balance, vision, and cognitive function.
This helps rule out other neurological conditions.

3. Imaging (MRI or CT Scan): This is almost always
recommended. A brain MRI (Magnetic
Resonance Imaging) or CT (Computed
Tomography) scan is vital to rule out secondary
causes of headaches that could be waking you up,
such as:

• Brain tumors
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• Aneurysms (weakened blood vessel walls) 

• Bleeding in the brain 

• Hydrocephalus (fluid buildup in the 
brain) 

• Other structural abnormalities 

• Crucially, in hypnic headaches, the brain 
scan will typically be normal. 

4. Sleep Study (Polysomnography): In some cases, 
your doctor might recommend a sleep study. 
This overnight test monitors your brain waves, 
breathing, heart rate, and oxygen levels during 
sleep. It can help identify other sleep disorders 
that might be contributing to headaches, such as 
sleep apnea. While not always necessary for 
diagnosis, it can provide valuable insights. 

The "Diagnosis of Exclusion": Once all other 

potential causes have been thoroughly investigated and 

ruled out, and your symptoms perfectly fit the 

description, your doctor can confidently diagnose you 

with hypnic headache. This can be a relief, as it means 

the headaches are not indicative of a more serious 

underlying condition. 
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Finding Relief: Treating Hypnic 
Headaches 

While there's no "cure" in the sense of making them 

disappear forever, hypnic headaches are often very 

responsive to treatment. The goal is to prevent them 

from waking you up or to shorten their duration and 

reduce their intensity. 

1. Acute Treatment (Taking something when the

headache starts): 

• Caffeine: This is the most consistently effective
acute treatment for hypnic headaches. Many
people find that drinking a strong cup of coffee
or taking a caffeine pill (e.g., 60mg to 100mg)
right before bed can prevent the headache, or
taking it immediately upon waking with the
headache can shorten its duration. The exact
mechanism isn't fully understood, but it's
thought to involve caffeine's action on adenosine
receptors in the brain.

• Caution: Too much caffeine can disrupt
sleep further, so it's a balance. Experiment
with the timing and dosage.
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2. Preventive Treatment (Taking something 

regularly to stop them from occurring): 

Since hypnic headaches are often predictable, 

preventive medications are frequently used. 

• Lithium: This medication, often used for bipolar 
disorder, is considered the gold standard 
preventive treatment for hypnic headaches. It's 
thought to work by influencing neurotransmitter 
systems in the brain. Doses for hypnic headaches 
are typically much lower than those used for 
mood disorders. 

• Important: Lithium requires careful 
monitoring with regular blood tests to 
ensure levels are safe and effective, as it 
can have side effects on the kidneys and 
thyroid. 

• Indomethacin: This is a non-steroidal anti-
inflammatory drug (NSAID) that is effective for 
certain types of headaches. It can be tried as a 
preventive medication for hypnic headaches, 
particularly if lithium is not tolerated or effective. 
It's usually taken before bed. 

• Caution: Long-term use of NSAIDs can 
lead to stomach issues, kidney problems, 
and cardiovascular risks. 
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• Caffeine (as a preventive): Some individuals find
that a small dose of caffeine (e.g., a small cup of
coffee or a caffeine pill) taken before bed
consistently prevents the headaches. This is
often the first-line preventive approach due to its
simplicity and relatively low side effects.

• Other Medications (less common, or for
specific cases):

• Melatonin: Given the theories about
melatonin's role, some doctors might
suggest a melatonin supplement before
bed, especially in older adults.

• Verapamil: A calcium channel blocker,
sometimes used for other headache types,
may be considered.

• Topiramate: An anti-seizure medication
that can also be used for migraine
prevention.

Working with Your Doctor: It's crucial to work 

closely with your neurologist or headache specialist to 

find the most appropriate and effective treatment plan 

for you. What works for one person may not work for 

another. They will consider your overall health, other 

medications you take, and potential side effects. 
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Living with Hypnic Headaches: Practical 
Tips 

Beyond medication, there are several lifestyle 

adjustments that might help manage hypnic headaches 

and improve your overall sleep quality: 

1. Maintain a Consistent Sleep Schedule: Go to bed 
and wake up at roughly the same time every day, 
even on weekends. This helps regulate your 
body's natural sleep-wake cycle. 

2. Optimize Your Sleep Environment: Ensure your 
bedroom is dark, quiet, and cool. 

3. Avoid Late-Night Stimulants: Limit caffeine and 
alcohol intake, especially in the hours leading up 
to bedtime. While caffeine is a treatment, 
consuming it too late in the day can disrupt sleep. 
Alcohol might initially make you feel sleepy but 
can lead to fragmented sleep later in the night. 

4. Regular Exercise: Engage in regular physical 
activity, but avoid strenuous exercise too close to 
bedtime. 

5. Stress Management: Practice relaxation 
techniques like meditation, deep breathing, or 
yoga to reduce stress, which can sometimes 
exacerbate headaches. 
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6. Keep a Headache Diary: This is invaluable. Note
down:

• When the headache started (exact time).

• How long it lasted.

• Pain intensity and type.

• Any associated symptoms.

• What you did to treat it and if it helped.

• What you ate or drank before bed.

• This information will be incredibly
helpful for your doctor in diagnosing and
tailoring your treatment.

The Road Ahead: Outlook and 
Reassurance 

While hypnic headaches can be incredibly frustrating 

and disruptive, especially given their nocturnal nature, 

the outlook is generally positive. 

• Benign Nature: The most important thing to
remember is that once diagnosed, hypnic
headaches are considered a benign condition.
They are not a sign of a brain tumor, stroke, or
other life-threatening illness. The diagnostic
process is thorough precisely to ensure this
reassurance.
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• Treatable: Most people find significant relief 
with the right treatment, often with a simple and 
well-tolerated option like caffeine before bed. 

• Patience is Key: Finding the right treatment 
might take some trial and error. Be patient with 
yourself and your doctor, and communicate 
openly about your experiences. 

Waking up to a headache is never pleasant, but 

understanding that you're experiencing a recognized, 

albeit rare, condition can be the first step towards 

managing it effectively. With proper diagnosis and 

treatment, you can reclaim your nights and ensure that 

your alarm clock remains the only thing waking you up. 
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4. 
The Lingering Echo – 
Understanding Post-
Trauma Headaches 

The scent of old leather and polished wood filled the 

air of Mr. Davies’ office, a familiar comfort that did little 

to ease Sarah’s internal tension. She sat opposite him, 

hands clasped tightly in her lap, the late afternoon sun 

casting long shadows across the Persian rug. 

“So, Sarah,” Mr. Davies began, his voice a low, 

measured baritone, “we’ve covered the initial impact, 

the hospital stay, the physical therapy. How are you 

feeling overall, now that it’s been… what, three 

months?” 



HEADACHES: What you do not know could hurt you! 

46 

Sarah sighed, a small, tired sound. “Physically, the 

whiplash is better. My neck still gets stiff, especially if 

I’m on the computer too long, but it’s not the constant 

ache it was. And the bruising is gone, obviously.” She 

paused, looking down at her hands. “But there’s 

something else, Mr. Davies.” 

He leaned forward slightly, pen poised over a legal 

pad. “Go on.” 

“It’s my head,” she said, finally meeting his gaze. 

“It’s… persistent. Not like a normal headache, not a 

migraine even. It’s different.” 

“Different how?” he prompted, his tone encouraging. 

“It’s a dull, constant pressure behind my eyes, right 

at the base of my skull. It’s always there, like a low hum 

of pain, but then it flares up. If I try to concentrate too 

hard, or if there’s a sudden loud noise, or even just too 

much light, it’s like a hammer blow. It throbs, and the 

pain shoots right through my temples.” She massaged 

her forehead instinctively. “Sometimes it’s so bad I get 

dizzy, and I feel nauseous. I’ve had to leave work early a 

few times because I just can’t function.” 
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Mr. Davies scribbled a few notes. “And this started 

immediately after the accident?” 

“Yes. The day after, actually. The first few days in the 

hospital, I just put it down to shock, or the concussion. 

But it never went away. The doctors keep running tests 

– CT scans, MRIs – and they say everything looks 

‘normal.’ But it’s not normal, Mr. Davies. I’ve never had 

headaches like this in my life. I used to get a tension 

headache maybe once a month, nothing like this.” Her 

voice was edged with frustration. “It’s affecting 

everything. My sleep is disrupted. I’m irritable. I can’t 

read for long periods without the pain spiking. Even 

watching TV can be too much sometimes.” 

He nodded slowly, a thoughtful expression on his 

face. “Have your doctors given you a specific diagnosis 

for these headaches?” 

Sarah hesitated, searching for the exact phrasing. 

“They… they call them ‘post-concussion syndrome,’ 

sometimes. But the specific term they used for the 

headaches themselves, the ones that are a direct result 

of the head injury from the accident… my neurologist, 
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Dr. Henderson, she was very clear about it.” Sarah 

paused, gathering her thoughts, then articulated the 

words carefully, as if reading them from a medical chart. 

“She diagnosed them as post trauma headaches.” 

Mr. Davies’ pen scratched across the paper, the sound 

loud in the quiet room. He underlined the phrase he’d 

just written. “Post trauma headaches,” he repeated, 

testing the words. “That’s important, Sarah. Very 

important for our case. It directly links your current 

suffering to the accident. Have they prescribed anything 

for them?” 

“Just painkillers, mostly, but they don’t really touch 

the worst of it. And physical therapy for my neck, which 

helps a little with the tension component, but not the 

core pain. They’ve suggested a course of cognitive 

behavioral therapy to help me cope, but it feels like 

they’re treating the symptoms, not the cause.” Her 

shoulders slumped. “It’s just… exhausting, Mr. Davies. 

To be in pain all the time, and to have it be invisible. No 

one can see it.” 
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“I understand, Sarah,” he said, his gaze steady and 

sympathetic. “And we will make sure the court 

understands too. This information, this precise 

diagnosis of post trauma headaches, is a critical piece of 

the puzzle. It helps us demonstrate the full extent of 

your injuries and the lasting impact this accident has 

had on your life.” He closed his legal pad. “Thank you for 

being so clear. This is exactly what we need.” 

The Lingering Echo – Understanding 
Post-Trauma Headaches 

Imagine your brain as a finely tuned orchestra. Each 

instrument – or brain region – plays its part, creating a 

beautiful symphony of thought, movement, and feeling. 

Now, imagine a sudden, jarring event – a car accident, a 

fall, a sports injury, even a severe emotional shock. It's 

like someone threw a cymbal into the middle of the 

orchestra, disrupting the delicate balance. Even if there 

are no broken bones or visible wounds, the brain, the 

conductor of this orchestra, can be shaken. 

One of the most common and often frustrating 

lingering echoes of such an event is the Post-Trauma 
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Headache (PTH). It’s not "just a headache." It's a 

complex, often debilitating symptom that can feel like a 

constant reminder of what happened, long after the 

visible scars have faded. 

What Exactly Are Post-Trauma 
Headaches? 

At its simplest, a Post-Trauma Headache is a 

headache that develops within seven days of a head 

injury (or after regaining consciousness if unconscious) 

and can persist for weeks, months, or even longer. While 

often associated with concussions (a mild traumatic 

brain injury, or mTBI), you don't necessarily need to 

have lost consciousness or even hit your head directly to 

experience PTH. A sudden jolt or whiplash that causes 

the brain to move inside the skull can be enough. 

Key characteristics that set PTH apart: 

• Timing: They start after the trauma. 

• Causation: They are directly linked to the 
traumatic event. 
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• Variety: They don't all feel the same. PTH can 
mimic various types of headaches, most 
commonly tension-type headaches or migraines. 

The "Why" Behind the Ache: Simplified 
Science 

You might wonder, "If my brain wasn't bleeding or 

fractured, why do I still have these headaches?" The 

truth is, even a seemingly "mild" brain injury can cause 

significant, invisible changes. Think of it like this: 

1. The Brain's Jolt: When your head snaps back and 
forth, or you experience a sudden impact, the 
soft brain tissue can stretch, twist, and bump 
against the inside of your skull. This isn't a 
"bruise" in the traditional sense, but it can disrupt 
the delicate connections between brain cells 
(neurons). 

2. Chemical Cascade: This physical disturbance 
triggers a cascade of chemical changes. 
Neurotransmitters, the chemical messengers in 
your brain, can become imbalanced. There can 
be a temporary energy crisis in the brain cells, 
making them less efficient. 

3. Inflammation and Irritation: Even without 
obvious damage, the brain can react with a low-
grade inflammatory response. This 
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inflammation, combined with irritated nerve 
pathways, can lead to pain signals being sent 
more frequently or intensely. 

4. Hypersensitivity: Over time, the pain pathways
in the brain can become "hypersensitive." This
means they react more strongly to normal
stimuli, or even generate pain signals without an
obvious trigger. It's like a fire alarm that's
become too sensitive and goes off even when
you're just toasting bread.

5. Interference with Pain Control Centers: The
brain has its own built-in pain control system.
Trauma can sometimes disrupt these systems,
making it harder for your brain to naturally dial
down pain signals.

It's important to remember that this isn't about 

"damage" in the way a broken bone is. It's more about a 

temporary disruption of function and a change in the 

brain's internal environment. 

What Do Post-Trauma Headaches Feel 
Like? 

This is where PTH can be particularly frustrating, as 

the symptoms are incredibly varied. They can mimic 
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almost any type of headache, making diagnosis tricky 

without a clear history of trauma. 

Common descriptions include: 

• Tension-type characteristics: A constant, dull 
ache or pressure sensation, often described as a 
"band around the head" or a "vise-like" squeeze. It 
might be felt all over the head, or concentrated in 
the temples, forehead, or back of the head and 
neck. 

• Migraine-like characteristics: 

• Pulsating or throbbing pain: Often on 
one side of the head, but can be bilateral. 

• Sensitivity to light (photophobia): Bright 
lights feel unbearable. 

• Sensitivity to sound (phonophobia): Even 
normal sounds seem too loud or irritating. 

• Nausea or vomiting: Feeling sick to your 
stomach. 

• Aura: Some people might experience 
visual disturbances (like flashing lights or 
zigzags) or other sensory changes before 
the headache. 

• Cluster-like characteristics (less 
common): Severe, piercing pain, usually around 
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one eye, accompanied by tearing, redness, 
drooping eyelid, or nasal congestion on the 
same side. 

• Other common accompanying symptoms:

• Dizziness or vertigo: Feeling off-balance
or like the room is spinning.

• Fatigue: Extreme tiredness, even after
rest.

• Difficulty concentrating or "brain
fog": Trouble focusing, remembering
things, or thinking clearly.

• Irritability or mood changes: Feeling
more easily frustrated, anxious, or down.

• Sleep disturbances: Trouble falling
asleep, staying asleep, or feeling
refreshed.

Important Note: The headache can start immediately 

after the trauma, or it might creep in hours or even days 

later. It can be constant, or it can come and go in waves. 

The intensity can vary from mild to severely debilitating. 
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Acute vs. Persistent PTH: When Does it 
Become Chronic? 

Doctors often categorize PTH into two main types 

based on duration: 

1. Acute Post-Trauma Headache: This refers to 
headaches that occur within seven days of the 
injury and resolve within three months. Many 
people who experience a concussion will have 
headaches for a few days or weeks, and then they 
gradually disappear as the brain recovers. 

2. Persistent Post-Trauma Headache (PPTH) or 
Chronic Post-Trauma Headache: This is when 
the headaches continue for more than three 
months after the injury. This is the type that can 
be particularly challenging and distressing, as it 
often interferes significantly with daily life, work, 
and relationships. It’s crucial to understand that 
even if your headaches become chronic, it 
doesn't mean your brain is permanently 
"damaged" in a severe sense. It often means the 
pain pathways have become hypersensitive, or 
other contributing factors (like neck pain or 
stress) are playing a role. 
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When to Seek Immediate Medical 
Attention (Red Flags) 

While most PTHs are not life-threatening, it's vital to 

be aware of "red flag" symptoms that could indicate a 

more serious underlying issue, such as a bleeding in the 

brain or a skull fracture. Seek emergency medical care 

immediately if you or someone you know experiences 

a headache after a head injury along with any of the 

following: 

• Worsening headache: A headache that gets
progressively worse and doesn't respond to
typical pain relievers.

• New or worsening weakness or 
numbness: Especially on one side of the body.

• Difficulty speaking or understanding speech.

• Confusion or disorientation that worsens.

• Loss of consciousness (even brief) after the
initial injury.

• Repeated vomiting.

• Seizures.

• Balance problems or difficulty walking.



D. KUMAR, M.D 

57 
 

• New vision changes (e.g., double vision, 
blurred vision that doesn't clear). 

• Clear fluid draining from the nose or ear. 

• Pupils of unequal size. 

• Extreme drowsiness or difficulty waking up. 

Diagnosis: Putting the Pieces Together 
Diagnosing PTH primarily relies on: 

1. Detailed History: Your doctor will ask 
extensively about the traumatic event, when the 
headaches started, what they feel like, how often 
they occur, and any other accompanying 
symptoms. Be prepared to describe the nature of 
your pain, its intensity, and what makes it better 
or worse. 

2. Neurological Examination: This involves 
checking your reflexes, balance, coordination, 
strength, and sensation to look for any signs of 
neurological impairment. 

3. Imaging (Sometimes): While imaging like CT 
scans or MRI scans are excellent at detecting 
structural problems like bleeding or fractures, 
they usually appear normal in cases of 
concussion and PTH. They are primarily used 
to rule out more serious causes of headaches, 
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especially if red flag symptoms are present. They 
are generally not used to diagnose PTH itself, as 
PTH is a functional rather than a structural 
problem. 

Management and Treatment: A Multi-
Pronged Approach 

Treating PTH, especially chronic PTH, often requires 

a comprehensive and individualized approach. There's 

no single "magic bullet," but rather a combination of 

strategies aimed at reducing pain, improving function, 

and promoting the brain's healing process. 

1. Acute Phase (First few weeks):

• Rest: Physical and cognitive rest are crucial. This
doesn't mean lying in a dark room all day, but
significantly reducing activities that worsen
symptoms (e.g., screen time, loud environments,
strenuous exercise).

• Over-the-Counter Pain Relievers:
Acetaminophen (Tylenol) or NSAIDs like
ibuprofen (Advil, Motrin) or naproxen (Aleve) can
help manage pain in the short
term. Caution: Overuse of these can lead to
"medication overuse headaches," so use sparingly
and as directed.



D. KUMAR, M.D 

59 
 

• Hydration and Nutrition: Keep well-hydrated 
and eat regular, balanced meals. 

• Gradual Return to Activity: As symptoms 
improve, slowly reintroduce light physical and 
cognitive activities. Pushing too hard too soon 
can set back recovery. 

2. Persistent Phase (Beyond 3 months): 

If headaches persist, a more specialized approach is 

needed, often involving a team of healthcare 

professionals. 

• Medications: 

• Preventive Medications: These are taken 
daily to reduce the frequency and severity 
of headaches. Examples include certain 
antidepressants (e.g., amitriptyline, 
nortriptyline), anti-seizure medications 
(e.g., topiramate), and blood pressure 
medications (e.g., propranolol). More 
recently, CGRP inhibitors (injectable or 
oral medications specifically designed for 
migraine prevention) have shown 
promise for migraine-like PTH. 

• Acute/Abortive Medications: These are 
taken at the onset of a headache to stop it 
from getting worse. Triptans (e.g., 
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sumatriptan, zolmitriptan) are commonly 
prescribed for migraine-like PTH. 

• Muscle Relaxants: Can be helpful if neck 
tension is a significant contributor. 

• Physical Therapy: 

• Cervical (Neck) PT: Often, neck pain and 
stiffness contribute to PTH. A physical 
therapist can address muscle imbalances, 
posture, and range of motion in the neck. 

• Vestibular PT: If dizziness or balance 
issues accompany the headaches, 
vestibular therapy can help retrain the 
brain's balance system. 

• Occupational Therapy: Can help with strategies 
to manage daily activities, conserve energy, and 
adapt your environment to reduce triggers. 

• Psychological Support: 

• Cognitive Behavioral Therapy (CBT): A 
highly effective therapy that helps you 
identify and change negative thought 
patterns and behaviors related to pain. It 
teaches coping skills, relaxation 
techniques, and strategies for managing 
stress, which can significantly impact 
headache severity. 
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• Biofeedback: A technique where you 
learn to control bodily functions (like 
muscle tension or heart rate) that are 
typically involuntary, to reduce headache 
frequency and intensity. 

• Stress Management: Techniques like 
mindfulness, meditation, deep breathing, 
and yoga can help reduce overall stress, 
which is a common headache trigger. 

• Lifestyle Adjustments: 

• Regular Sleep Schedule: Prioritize 
consistent sleep patterns. 

• Healthy Diet: Avoid processed foods and 
identify potential dietary triggers. 

• Regular, Gradual Exercise: Once cleared 
by your doctor, light aerobic exercise can 
improve mood, reduce stress, and even 
help with pain. Start slowly and listen to 
your body. 

• Limit Caffeine and Alcohol: Both can be 
headache triggers or worsen symptoms. 

• Alternative Therapies: Some people find relief 
with acupuncture, massage therapy, or 
chiropractic care, especially if neck issues are 
involved. Always discuss these with your doctor 
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to ensure they are safe and appropriate for your 
specific situation. 

Living with Post-Trauma Headaches: 
Coping and Outlook 

Living with persistent headaches can be incredibly 

challenging, affecting not just your physical well-being 

but also your mental health, relationships, and ability to 

work or study. 

Key coping strategies: 

• Be Patient and Kind to Yourself: Recovery from
brain injury, even "mild" ones, takes time. There
will be good days and bad days.

• Keep a Headache Diary: Track when headaches
occur, their intensity, potential triggers, and
what helps. This information is invaluable for
your doctor.

• Communicate: Talk openly with your family,
friends, and employer about what you're
experiencing. They can offer support and
understanding.

• Set Realistic Expectations: Focus on gradual
improvement rather than instant cure.
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• Build a Support Team: Work closely with your 
doctor, and consider involving specialists like 
neurologists, pain management specialists, 
physical therapists, and mental health 
professionals. 

• Focus on What You Can Do: Even on bad days, 
find small activities that bring you joy or a sense 
of accomplishment. 

The Outlook: 
While some people experience headaches for a 

prolonged period, the good news is that most people 

with PTH, even persistent ones, do see significant 

improvement over time with appropriate management. 

The brain is remarkably resilient and capable of healing 

and adapting. By understanding the nature of your 

headaches, actively participating in your treatment 

plan, and adopting healthy lifestyle habits, you can 

significantly improve your quality of life and work 

towards a future with fewer, less severe, or even no 

headaches. 

Post-trauma headaches are a real and often 

debilitating consequence of head injury, but they are 

treatable. Don't suffer in silence. Reach out to healthcare 
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professionals who specialize in concussion and 

headache management. With the right support and 

strategies, you can navigate this challenging symptom 

and reclaim your life. 
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5. 
The Zippy Zaps – What 
are Primary Stabbing 
Headaches 

"Dude, are you okay? You just flinched like someone 

dropped a spider down your shirt." Max asked, taking a 

sip of his lukewarm latte. 

Leo rubbed his temple, a faint grimace still on his 

face. "Nah, man. Just... just my brain trying to win the 

'shortest but most dramatic pain' award again." 

Max leaned forward, intrigued. "The headaches? I 

thought you said those were gone." 

"Gone? Max, my headaches aren't 'gone.' They're like 

a highly unmotivated, yet incredibly punctual, assassin. 

They show up, do their thing, and then vanish before you 
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can even properly swear." Leo sighed dramatically. "It’s 

a very specific, very annoying kind of brain-based 

performance art." 

"Okay, spill. What fresh hell is this one?" 

"Alright, picture this," Leo began, leaning back and 

gesturing with his hands. "You're just minding your own 

business, right? Maybe you're thinking about what to 

have for dinner, or whether socks really need partners." 

"Deep thoughts," Max interjected dryly. 

"Exactly! And then – BAM! – out of nowhere, it feels 

like a tiny, invisible gnome with a very sharp ice pick 

decides to do a quick, surgical strike inside my skull." 

Leo jabbed his finger towards his temple. "Just... stab! 

Right there! Or sometimes," he shifted his finger to 

above his eye, "right here! Or even," he moved his hand 

to the back of his head, "back here! It's an equal-

opportunity assailant, that gnome." 

Max chuckled. "An ice-pick gnome?" 

"Precisely! And here's the kicker: it's not like a dull 

ache, or a throbbing migraine that gives you a heads-up. 
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Oh no. This is a lightning-fast, 'blink and you'll miss it' 

kind of pain. It's like a sudden, incredibly sharp jab. One 

second, I’m contemplating the universe, the next, it’s 

like someone’s just said 'Surprise! Here's a tiny, 

excruciatingly sharp needle to your brain!' and then 

poof! It’s gone." Leo snapped his fingers for emphasis. 

"Gone? How long does it even last?" Max asked, 

genuinely curious now. 

"Dude, we're talking seconds. Maybe one to ten 

seconds if it's feeling particularly theatrical. Most of the 

time, it's just a quick, brutal flash. Like a microscopic, 

violent photoshoot. Click! And then it's over." Leo threw 

his hands up in exasperation. "It’s so brief, it’s almost 

insulting! You don’t even have time to register a proper 

'ouch,' let alone find a painkiller. It's just... a very intense, 

very fleeting 'ow!'" 

"And it just... happens? No warning? No nausea or 

anything?" 

"Nope! No warning whatsoever. It's entirely 

spontaneous. One moment, I'm perfectly fine, the next, 

the gnome's having a party. And no, no nausea, no light 
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sensitivity, no blurred vision, no 'I need to lie down in a 

dark room.' It’s purely just that sharp, stabbing 

sensation. It's not caused by anything else I'm doing, it 

just... is. My brain just decides, 'You know what? Let's 

poke ourselves with a hot poker for a split second, just 

for funsies!'" 

Leo leaned back, shaking his head. "So yeah, that's my 

life. Living in constant, low-level anticipation of a tiny, 

phantom ice pick. It’s a very efficient pain, really. Gets 

in, does its job, gets out. No lingering mess. Just a brief 

moment of 'what the actual f—' and then back to your 

regularly scheduled programming." 

Max burst out laughing. "An ice-pick gnome! That's 

brilliant. I'm sorry, man, but that's hilarious." 

"Oh, it's hilarious for you," Leo grumbled, though a 

smile tugged at his lips. "For me, it's just another 

Tuesday. A very, very briefly painful Tuesday." 

The Zippy Zaps – Understanding 
Primary Stabbing Headaches 
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Ever had one of those moments where you're just 

going about your day – maybe making a cup of tea, 

reading a book, or chatting with a friend – and suddenly, 

BAM! A sharp, intense, almost electric jolt hits your 

head? It feels like someone just poked you with an ice 

pick, or maybe a tiny, super-fast lightning bolt decided 

to zap your skull. And then, just as quickly as it arrived, 

it vanishes? 

If that sounds familiar, you've likely experienced 

what doctors call a Primary Stabbing Headache. 

Sounds a bit dramatic, right? But here's the good news 

right off the bat: despite the scary name, these 

headaches are almost always harmless. Think of them as 

the quick, surprising "pop!" of the headache world. 

So, What Exactly Are These Zippy Zaps? 
Let's break it down in a friendly way: 

1. "Primary": This is the most important part! It 
means the headache itself isn't caused by another 
underlying health problem. It's not a symptom of 
something serious lurking in your brain. It's just 
a headache doing its own thing, without a known 
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"reason" other than perhaps a little hiccup in your 
nerve signals. Phew! 

2. "Stabbing": This describes the feeling perfectly.
It's not a dull ache, a throbbing pain, or a
pressure sensation. It's sharp, piercing, and
intense, like a quick stab or a jolt. People often
describe it as an "ice pick headache" or a "jolt of
electricity."

3. "Headache": Well, it happens in your head!

What Do They Feel Like (and How Short-
Lived Are They!) 

Imagine a camera flash going off in your brain – super 

bright, super quick, and then gone. That's a primary 

stabbing headache. 

• Duration is Key: These headaches are incredibly
brief. We're talking seconds, not minutes or
hours. Often, they last for just a fraction of a
second, or up to 3 seconds. Sometimes a little
longer, but rarely more than 10 seconds. If your
pain lasts longer, it's probably not a primary
stabbing headache.

• Location, Location, Location: They can pop up
anywhere on your head – the front, back, sides,
or top. Sometimes they're in the same spot each
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time, but often they jump around. They usually 
affect only one side of your head (unilateral) but 
can occasionally switch sides or even be felt on 
both sides. 

• Frequency: This varies wildly. Some people get 
them only once in a blue moon. Others might 
experience several a day, or even several an hour 
during a "bout." These bouts can last for days or 
weeks, then disappear for months. 

• No Warning, No Fuss: They typically strike out of 
the blue, without any warning signs (like an aura 
before a migraine). And they don't leave any 
lingering symptoms once they're gone. You're 
just back to normal! 

Who Gets These Speedy Pains? 
Primary stabbing headaches can happen to anyone, 

at any age. However, they seem to be a bit more common 

in people who also experience other headache 

disorders, particularly migraines. It's like your head is 

already a bit sensitive to pain signals, and these little 

zaps are just another way it expresses itself. 
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Why Do They Happen? (The Million-
Dollar Question with a Simple Answer) 

Honestly? We don't have a perfectly clear "why." But 

because they're harmless and don't stem from other 

conditions, the current thinking is that they're likely due 

to a brief, harmless misfire or irritation of the nerves in 

your head. Think of it like a momentary short circuit in 

your brain's wiring – a quick spark, and then the circuit 

corrects itself. 

When to See a Doctor (Just for Reassurance!) 

While primary stabbing headaches are almost always 

harmless, it's always a good idea to chat with your doctor 

if: 

• You're experiencing new head pain: Especially if 
it's different from anything you've felt before. 

• The pain is not brief: If your "stabbing" pain lasts 
for minutes or hours, it's not a primary stabbing 
headache and needs to be checked out. 

• You have other concerning symptoms: Like 
weakness, numbness, vision changes, fever, stiff 
neck, or confusion accompanying the pain. These 
are not typical of primary stabbing headaches 
and warrant immediate medical attention. 
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• You're just worried: Peace of mind is priceless! A 
quick check-up can confirm that what you're 
experiencing is indeed a primary stabbing 
headache and nothing to worry about. 

Your doctor might do a neurological exam to make 

sure everything's in tip-top shape, but often, if the 

description fits a primary stabbing headache perfectly, 

no further tests are needed. 

Living with the Zippy Zaps 

Since these headaches are so brief, treatment for the 

individual "zap" isn't really practical. By the time you've 

even registered it, it's gone! 

However, if you're getting them very frequently and 

they're becoming bothersome or causing anxiety, your 

doctor might suggest some preventative medications. 

Medications often used for other nerve-related pains 

(like indomethacin) can sometimes help reduce the 

frequency of these zaps. But for most people, the best 

approach is simply understanding what they are and 

knowing they're nothing to fear. 
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So, the next time you feel that quick, surprising "zap" 

in your head, take a breath. Remind yourself, "Ah, just 

another primary stabbing headache! A quick visit from 

the zippy zap monster, and now it's gone." And then 

carry on with your day, knowing your head is just doing 

its quirky, harmless thing. 
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6. 
The "Tight Band" 
Headache – 
Understanding 
Tension Headaches 

The fluorescent lights of the bowling alley hummed 

with their usual indifferent buzz, reflecting off the 

polished lanes. Eleanor watched her ball curve gently, a 

little too far to the right, knocking down a respectable 

six pins. She sighed, turning from the lane. 

"Not bad, El," Frank said, stepping up for his turn. He 

was already in his stance, but his eyes flicked to her. 

"You seem a bit… distant tonight. Everything alright?" 

Eleanor fiddled with the strap of her bowling shoe. 

"Just a bit off, Frank. Nothing major." 
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He nodded, launching his ball with practiced ease. 

Strike. He turned back, wiping his hands on a small 

towel. "Must be more than 'nothing major' if it's got you 

off your game. You're usually laser-focused." 

She managed a small, wry smile. "It's these 

headaches, honestly. They've been a real nuisance 

lately." 

Frank leaned against the ball return, arms crossed. 

"Oh? The usual sinus thing?" 

"No, not really," Eleanor said, shaking her head 

slowly, as if testing the weight of it. "It's different. It's not 

throbbing, not like a migraine or anything. It’s more of 

a constant, dull ache, you know? Like someone's got a 

vice tightening around my head." She brought her hands 

up, pressing her temples. "Right across the forehead, 

temples, and sometimes it feels like it wraps around the 

back of my head, too, into my neck." 

Frank frowned, listening intently. "A constant ache? 

That sounds rough." 

"It is," she confirmed, dropping her hands. "It's not 

excruciating, just… persistent. Like a tight band. It 
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makes it hard to concentrate, hard to really focus on 

anything for too long. And it’s not just one side, it’s all 

over, bilateral. Both sides feel this pressure." 

"Does light bother you? Or sounds?" he asked, picking 

up his second ball. 

"Not really. Not like when I had that one migraine 

years ago, where I had to be in a dark room. This is just… 

pressure. And sometimes my neck feels a bit stiff, too, 

like it’s all connected." She massaged the back of her 

neck. "It’s not making me sick to my stomach or 

anything, just this unending, squeezing sensation." 

He set his ball down, having decided on a different 

angle. "How long do they last?" 

"Hours," Eleanor sighed. "Sometimes all day. I’ll wake 

up with it, or it’ll start mid-morning and just sit there. 

It’s mild to moderate, but the sheer constancy of it is 

what gets to me. It just wears you down." 

"Any idea what brings them on?" Frank asked, taking 

his stance. 
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Eleanor watched him bowl another strike, her gaze a 

little unfocused. "Honestly? I think it's stress. Work's 

been absolutely manic. And I’ve probably not been 

sleeping enough. Sometimes I feel it building if I've been 

staring at the computer screen for too long, or if I skip 

lunch. It just feels like my whole head is under pressure." 

"Sounds like your body's telling you to slow down, El," 

Frank said, turning to her. "You're always going a 

hundred miles an hour. Have you tried anything for 

them?" 

"Over-the-counter painkillers help a little, take the 

edge off, but they don't make it disappear entirely," she 

admitted. "And as soon as they wear off, that dull 

pressure just creeps right back in." 

"Maybe you should talk to your doctor about it," Frank 

suggested, picking up his ball for the next frame. 

"Especially if it's affecting your concentration and 

lasting so long. No point in suffering through that, not 

when it sounds like it's becoming a regular thing." 

Eleanor nodded slowly, looking down the lane as if 

the answer might be waiting there. "You're probably 
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right. It’s just… it's not severe enough to feel like an 

emergency, but it's constant enough to be incredibly 

draining. Just this relentless, non-throbbing, pressing, 

tightening ache. Like a tight band around my head, from 

front to back." 

"Well, you definitely don't want to live with that," 

Frank said, giving her a sympathetic look. "Let's get this 

game done, and then you can go home and try to relax. 

Or at least call your doctor in the morning." 

Eleanor took a deep breath, the phantom pressure 

still there, a familiar companion. "Yeah," she said, 

picking up her own ball. "Yeah, I think I will." 

The "Tight Band" Headache 

Imagine you're wearing a hat that's just a little too 

tight, or someone is gently squeezing your head. That 

achy, dull feeling, sometimes spreading from your 

forehead to the back of your head, or even into your 

neck and shoulders – that's usually what we call a 

tension headache. 
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It's one of the most common types of headaches, and 

almost everyone gets one at some point. It might feel 

scary when it happens, but the good news is, tension 

headaches are almost never a sign of something serious. 

They're mostly just your body's way of telling you it's a 

bit stressed or tired. 

Let's break down what a tension headache is, what 

causes it, how to make it go away, and how to stop it 

from coming back. 

What Does a Tension Headache Feel Like? 
Think of it like this: 

• A Tight Band: The most common description is a 
feeling like a tight band or vice squeezing your 
head. This feeling is usually on both sides of your 
head, across your forehead, or sometimes all 
over. 

• Dull, Aching Pressure: It's usually not a 
throbbing or pounding pain (like a migraine can 
be). Instead, it's more of a dull, steady ache or 
pressure. 

• Mild to Moderate Pain: It can be annoying and 
uncomfortable, but usually, it's not so bad that 
you can't go about your day. You might still be 
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able to work or do chores, even if you're not 
feeling your best. 

• Neck and Shoulder Pain: Often, the pain isn't 
just in your head. It can spread down into your 
neck and shoulders, making those muscles feel 
stiff and sore. This is a big clue that it's a tension 
headache! 

• No Other Big Symptoms: Unlike some other 
headaches, tension headaches usually don't come 
with: 

• Feeling sick to your stomach or throwing 
up. 

• Being super sensitive to light or loud 
noises (though bright lights might feel a 
bit annoying). 

• Seeing flashing lights or zigzags before 
the headache starts. 

How Long Do They Last? A tension headache can last 

anywhere from 30 minutes to a full week. Sometimes 

they come and go, and other times they stick around for 

a while. 
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Why Do I Get Them? (The "Why Me?" 
Question) 

The name "tension headache" gives us a big clue! 

These headaches are often caused by tension – not just 

in your mind, but in your muscles too. 

Think of your head, neck, and shoulder muscles like 

rubber bands. When they're relaxed, they're soft and 

stretchy. But when they're tense, they get tight and hard, 

like pulling a rubber band too tight. This constant 

tightness can lead to pain. 

Here are the most common reasons these muscles get 

tense: 

1. Stress (The Big One!): This is probably the
number one cause. When you're worried about
money, work, family, or just life in general, your
body naturally tenses up. You might not even
notice you're clenching your jaw, hunching your
shoulders, or frowning all the time.

2. Bad Posture:

• Hunching over a computer or
phone: This is a huge one in today's world!
When you lean forward, your neck and
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shoulder muscles have to work extra hard 
to hold your head up. 

• Sitting or standing poorly: Slouching, or 
not having good support for your back, 
can also strain your neck and shoulder 
muscles. 

3. Lack of Sleep: When you don't get enough rest, 
your body doesn't have time to fully relax and 
repair. This can make your muscles more prone 
to tension. 

4. Skipping Meals / Dehydration: If you go too long 
without eating, your blood sugar can drop, which 
can sometimes trigger a headache. Not drinking 
enough water (being dehydrated) can also cause 
headaches. 

5. Eye Strain: Staring at a screen for too long, or 
needing new glasses, can make your eyes work 
harder, which can tense up the muscles around 
your eyes and forehead. 

6. Jaw Clenching or Teeth Grinding: Many people 
do this without even realizing it, especially when 
stressed or while sleeping. This puts a lot of 
pressure on the jaw muscles, which are 
connected to your head. 

7. Overworking Muscles: Sometimes, just doing a 
lot of physical work that involves your neck and 
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shoulders (like painting a ceiling, or carrying 
heavy bags) can cause them. 

8. Cold Temperatures: Being exposed to cold or 
drafts can sometimes make muscles tighten up. 

Is It Serious? (Usually, No!) 

It's natural to worry when you have pain, especially in 

your head. But for tension headaches, most of the time, 

they are harmless and not a sign of a serious problem. 

They are uncomfortable, but not dangerous. 

How do I know it's just a tension headache and not 

something else? Remember those "no other big 

symptoms" we talked about? That's key. If your 

headache is only a dull ache or pressure, usually on both 

sides, and doesn't come with: 

• Sudden, severe, "worst headache of your life" 
pain 

• Weakness on one side of your body 

• Trouble speaking or understanding 

• A high fever and stiff neck (where you can't 
touch your chin to your chest) 

• Vision changes (like sudden blurriness or double 
vision) 
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• Headache after a head injury 

...then it's very likely just a tension headache. 

How to Get Relief When You Have One 
(What Can I Do RIGHT NOW?) 

When a tension headache strikes, you want it gone! 

Here are some simple things you can try: 

1. Over-the-Counter Pain Relievers: 

• Ibuprofen (like Advil, Motrin) 

• Naproxen (like Aleve) 

• Acetaminophen (like Tylenol) These can 
help reduce the pain and inflammation. 
Always follow the directions on the bottle 
and don't take more than recommended. 

2. Rest and Relaxation: 

• Find a quiet, dim place: Lie down or sit 
comfortably. Close your eyes. 

• Take deep breaths: Breathe in slowly 
through your nose, hold for a few seconds, 
and breathe out slowly through your 
mouth. This helps relax your whole body. 

• Try a warm bath or shower: The warmth 
can help relax tense muscles. 
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3. Heat or Cold Packs:

• Warm compress: A warm, damp cloth or
a heating pad on your neck or forehead
can soothe tight muscles.

• Cold compress: Some people find a cold
pack on their forehead or temples more
helpful. Experiment to see what works for
you.

4. Gentle Massage:

• Gently rub your temples, forehead, and
the back of your neck. You can use your
fingertips to apply light pressure to any
sore spots.

• Ask a friend or family member to give you
a gentle neck and shoulder rub if they're
willing.

5. Hydrate: Drink a glass of water. Sometimes,
that's all it takes!

6. Light Stretching:

• Gently roll your shoulders forward and
backward.

• Slowly tilt your head from side to side,
trying to touch your ear to your shoulder
(don't force it!).
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• Gently nod your head up and down. 

• These stretches can release tension in 
your neck and shoulders. 

How to Stop Them From Coming Back 
(Prevention is Key!) 

The best way to deal with tension headaches is to stop 

them before they start! This involves making some small 

changes in your daily routine. 

1. Manage Stress: This is the most important step. 

• Find your stress-busters: What 
helps you relax? It could be listening to 
music, reading, spending time in nature, 
talking to a friend, or doing a hobby you 
enjoy. 

• Deep breathing exercises: Practice them 
daily, not just when you have a headache. 

• Light exercise: Walking, gentle yoga, or 
swimming can help reduce stress and 
muscle tension. 

• Consider talking to someone: If stress 
feels overwhelming, talking to a counselor 
or therapist can provide tools and 
strategies. 
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2. Improve Your Posture:

• At your desk: Make sure your computer
screen is at eye level. Keep your feet flat
on the floor and your back supported.
Take regular breaks to stand up, stretch,
and walk around every 30-60 minutes.

• When using your phone: Try to hold your
phone up to eye level instead of always
looking down.

• When standing: Stand tall, with your
shoulders back and down, and your head
balanced over your spine.

3. Get Enough Sleep: Aim for 7-9 hours of quality
sleep each night. Go to bed and wake up around
the same time each day, even on weekends.

4. Eat Regular Meals and Stay Hydrated: Don't skip
meals, and drink plenty of water throughout the
day.

5. Limit Caffeine: While a little caffeine can
sometimes help, too much, or withdrawing from
caffeine, can trigger headaches.

6. Eye Care: Get your eyes checked regularly to
make sure your vision is good and you don't have
unnoticed eye strain. Take breaks from screens
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every 20 minutes (look at something 20 feet away 
for 20 seconds). 

7. Check for Jaw Clenching: If you notice yourself 
clenching your jaw, try to relax it. If you grind 
your teeth at night, talk to your dentist about a 
night guard. 

8. Regular Exercise: Even a daily walk can 
significantly reduce the frequency and intensity 
of tension headaches by improving blood flow 
and reducing stress. 

When to See a Doctor 
While most tension headaches aren't serious, there 

are times when you should talk to a doctor to make sure 

it's nothing else: 

• If your headaches are getting worse or 
happening more often. 

• If the pain is severe and doesn't get better with 
over-the-counter medicine. 

• If your headaches start after a head injury. 

• If your headaches come with other new or 
worrying symptoms like a fever, stiff neck, 
vision changes, weakness, numbness, trouble 
speaking, or confusion. 
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• If this is the "worst headache of your life" – even
if you've had headaches before.

• If you are over 50 and suddenly start getting
new headaches.

Final Thoughts 
Tension headaches are a common part of life for 

many people, often a signal from your body that you 

need to slow down, relax, or make some small 

adjustments to your daily habits. By understanding what 

causes them and knowing how to respond, you can take 

control and significantly reduce their impact on your 

life. Don't let them take over – listen to your body, make 

those changes, and get back to feeling your best! 
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7. 
When Your Head Hurts 
to Touch – 
Understanding 
Temporal Arteritis 

"Alright, Brenda, let's get these split ends sorted. 

How's life treating you? Still conquering the world, one 

spreadsheet at a time?" Chloe asked, expertly sectioning 

Brenda's hair. 

"Oh, Chloe, 'conquering' feels like a strong word 

today. More like 'gently nudging' the world, usually with 

my forehead. And not in a cute, thoughtful way." Brenda 

sighed, leaning her head back into the basin. 

Chloe chuckled, starting the shampoo. "Uh oh. 

Sounds like the headache monster's back. The one that 
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makes you look like you're constantly trying to 

remember if you left the stove on?" 

"Worse! This one, Chloe, it’s not just a headache. It's 

an event. It's like my temporal arteries – you know, those 

little bouncy ropes by your temples? – have decided to 

host a particularly aggressive drum circle. Right here." 

Brenda pointed vaguely to her right temple. "And 

sometimes the left joins in, just for symmetry, I guess. 

It's a throbbing, relentless 'thump-thump-thump' that 

feels like my brain is trying to escape through my scalp." 

Chloe paused, a little more serious. "Ouch. That 

sounds… specific. Is it always in that spot?" 

"Always. It's like my head has a designated VIP section 

for pain, and it's right by my temples. And get this – 

trying to brush my hair? Forget about it! It's like my 

scalp has suddenly developed a severe phobia of bristles. 

Even the lightest touch, the faintest whisper of a comb, 

sends a jolt through me. It's so sensitive, I swear my hair 

follicles are screaming." 

Chloe gently massaged Brenda's scalp. "Really? Even 

this feels tender?" 
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"Not as bad with your magic hands, thank goodness, 

but usually? My scalp feels like it's been sunburnt and 

then attacked by a flock of very angry pigeons. And don't 

even get me started on eating. Chewing, Chloe, chewing! 

It’s become a full-body workout. After about five bites of 

anything remotely chewy – a bagel, a steak, even a 

slightly firm gummy bear – my jaw starts to ache so 

much, I have to stop. It's like my jaw muscles are staging 

a protest, demanding better working conditions. I'm 

practically on a liquid diet just to avoid the agony!" 

Chloe finished rinsing, wrapping Brenda's hair in a 

towel. "Wow, jaw pain with chewing? That's new. And 

the vision stuff? Still getting those weird flickers?" 

"Oh, the light show! Yes! Sometimes, it's like a fleeting 

solar eclipse in one eye. Just for a second, everything 

goes dim or blurry, like someone flicked the 'off' switch 

on my vision, and then it's back. Or I get double vision, 

which is just fantastic when you're trying to parallel 

park. It's like my eyes are having a disco party, and my 

brain wasn't invited." Brenda shivered. "And then there’s 

the general feeling of… blah. Like I’m perpetually 
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coming down with something. Tired, achy, sometimes I 

even get a little feverish. I wake up drenched in sweat, 

like I've run a marathon in my sleep. I swear I've lost a 

few pounds just from the sheer drama of it all!" 

Chloe led her to the styling chair. "Brenda, that 

sounds like way more than just a regular headache. Have 

you talked to your doctor about all of this? The scalp 

tenderness, the jaw pain, the vision changes, the 

fatigue… that's quite the symphony of symptoms." 

Brenda sighed dramatically, looking at herself in the 

mirror. "Oh, I've tried. They just look at me like I'm 

describing a mythical creature. But honestly, Chloe, if I 

have to live with a head that feels like a percussion 

instrument and a jaw that hates food, I at least want to 

look fabulous while doing it. So, can we go for 'daring 

and distractingly chic' today? Maybe it'll scare the 

headache monster away." 

Chloe picked up her comb, a knowing glint in her eye. 

"Daring and distractingly chic it is. But I'm also writing 

down 'neurologist' on your appointment card. Just in 
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case your arteries decide to form a full-fledged rock 

band." 

When Your Head (and Hairs) Feel a 
Little Off – Understanding Temporal 
Arteritis 

Hey there, welcome back! We're diving into another 

fascinating corner of our body's intricate workings 

today, and this time, we're talking about something 

called Temporal Arteritis, also sometimes known as 

Giant Cell Arteritis. Now, don't let the fancy name scare 

you off – we're going to break it down in a friendly, easy-

to-understand way. 

Imagine your body as a super-efficient network of 

highways, and your blood vessels are those highways, 

carrying vital supplies (blood!) everywhere it needs to 

go. Most of the time, these highways are smooth sailing. 

But every now and then, a particular stretch of road 

might decide to get a little inflamed, a bit swollen, and 

cause some trouble. 

That's essentially what happens with Temporal 

Arteritis. It's an inflammatory condition that primarily 
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affects the medium to large arteries, especially those 

around your temples – hence the name "temporal." 

Think of it like a bit of a traffic jam or even a road closure 

on those specific arterial highways. 

So, Who's on the Guest List for This 
Condition? 

Temporal Arteritis tends to be a bit of a seasoned 

traveler, usually making its appearance in folks over the 

age of 50. It's more common in women than men, and 

it's not something you're typically born with; it develops 

later in life. We don't have a single, definitive "aha!" 

moment for why it happens, but it's thought to involve a 

mix of genetics and environmental triggers that set off 

an autoimmune response – where your body's own 

defense system mistakenly targets its healthy tissues. 
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The "Tell-Tale" Signs: What to Look Out 
For 

Now, let's talk about the symptoms. This is where 

paying attention to your body really comes in handy. 

1. The New Headache: This is often the star of the 
show. It's usually a new headache for you, and it 
might be quite severe, throbbing, or aching. It 
often localizes to the temples, but it can be 
anywhere in your head. Sometimes it feels like a 
persistent, nagging pain, or it can be sharper. 

2. Scalp Tenderness: Ever tried to brush your hair, 
wear a hat, or even just rest your head on a 
pillow, and found that your scalp feels incredibly 
sensitive or even painful? This is a classic sign. 
The arteries under your skin in the scalp area can 
become inflamed and tender to the touch. 

3. Jaw Pain (Especially When Chewing): This one 
might surprise you! If you find that your jaw 
muscles start to ache or cramp up after you've 
been chewing for a while – say, enjoying a steak 
or a chewy piece of bread – that's called "jaw 
claudication." It happens because the blood flow 
to your jaw muscles is temporarily reduced due 
to the inflamed arteries. 

4. Vision Changes: The Urgent One! This is 
perhaps the most crucial symptom to be aware 
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of, and it's why we talk about Temporal Arteritis 
with a sense of urgency. Inflammation in the 
arteries that supply blood to your eyes can lead 
to vision problems. This might include blurred 
vision, double vision, or, in more severe cases, a 
sudden, painless loss of vision in one eye. If you 
experience any sudden vision changes, this is a 
"drop everything and get to the doctor or 
emergency room immediately"
situation. Prompt treatment can often prevent 
permanent vision loss. 

5. General "Under the Weather" Feelings: Beyond
the head-specific symptoms, you might also feel
generally unwell. This could include:

• Fatigue: Feeling unusually tired or
drained.

• Fever: A low-grade fever that just won't
quit.

• Weight Loss: Unexplained weight loss
without trying.

• Muscle Aches: Sometimes, Temporal
Arteritis goes hand-in-hand with another
condition called Polymyalgia Rheumatica
(PMR), which causes pain and stiffness in
the shoulders, neck, and hips.
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Why the Urgency? And What Happens 
Next? 

The reason we emphasize getting medical attention 

quickly, especially with vision changes, is that if the 

inflammation isn't controlled, it can lead to permanent 

vision loss or, less commonly, stroke. The good news is 

that Temporal Arteritis is very treatable! 

If your doctor suspects Temporal Arteritis, they'll 

likely do a few things: 

• Blood Tests: They'll look for markers of 
inflammation, like a high Erythrocyte 
Sedimentation Rate (ESR) or C-Reactive Protein 
(CRP). These are like little alarm bells that tell us 
there's inflammation somewhere in your body. 

• Temporal Artery Biopsy: This is often 
considered the "gold standard" for diagnosis. It 
involves a minor surgical procedure where a 
small segment of the temporal artery (usually just 
above your temple) is removed and examined 
under a microscope. This helps confirm the 
presence of inflammation and giant cells (which 
give the condition its "Giant Cell Arteritis" 
nickname). 
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• Imaging: Sometimes, ultrasound or other
imaging might be used to look at the arteries.

The Treatment: A Speedy Recovery 
(Usually!) 

The primary treatment for Temporal Arteritis is 

corticosteroids, usually in the form of high-dose 

prednisone. These medications are powerful anti-

inflammatory agents that work quickly to calm down the 

inflamed blood vessels. Often, people feel significantly 

better within a day or two of starting treatment! 

The course of treatment typically involves a high dose 

initially, which is then slowly tapered down over many 

months, sometimes even a couple of years, to prevent 

the condition from flaring up again. Your doctor will 

carefully monitor your symptoms and blood tests 

throughout this process. 

While corticosteroids are wonderful for treating the 

condition, they do have potential side effects with long-

term use (like bone thinning, weight gain, or blood sugar 

changes), so your doctor will also work with you to 

manage those. 
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The Takeaway 
Temporal Arteritis is a condition that affects older 

adults, causing inflammation in blood vessels, especially 

around the temples. While it can cause uncomfortable 

symptoms like headaches, scalp tenderness, and jaw 

pain, the most important thing to remember are the 

potential vision changes, which require immediate 

medical attention. 

Being aware of these symptoms and seeking prompt 

medical help can lead to a quick diagnosis and effective 

treatment, often preventing serious complications. So, 

listen to your body, and if something feels unusually "off" 

with your head, especially if you're over 50, don't 

hesitate to chat with your doctor. They're there to help 

you keep those internal highways running smoothly! 
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8. 
The Unpredictable 
Storm – 
Understanding 
Paroxysmal 
Hemicrania 

The late afternoon sun cast long shadows across Mrs. 

Henderson's immaculate lawn, where Sarah, her usually 

vibrant neighbor, was attempting to deadhead some 

wilting petunias. Mark, wiping sweat from his brow 

after wrestling with a particularly stubborn patch of 

weeds, leaned against the fence separating their yards. 
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"Everything alright over there, Sarah?" Mark called 

out, noticing her slow, deliberate movements. "You look 

a bit… drained." 

Sarah straightened up slowly, pushing a stray strand 

of hair from her forehead. "Oh, Mark. It's these 

headaches again. They've been absolutely relentless 

lately." 

Mark frowned. "Still? I thought you were seeing 

someone about them." 

"I am, I did. And thank goodness, too. But the lead-up 

to getting a diagnosis was just… exhausting." She sighed, 

leaning her elbows on the fence. "It's hard to explain, but 

they're not like anything I've ever had before. Not a 

migraine, not a tension headache." 

"How so?" Mark asked, genuinely curious. 

"Well, for starters," Sarah began, ticking points off on 

her fingers, "they're always, always on one side. Never 

cross over. And it's not just a general head pain; it's 

intensely focused, right around my left eye, sometimes 

radiating up to my temple and just above my eyebrow. It 

feels like someone's trying to bore a hole through my 
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skull right there." She winced at the memory. "The pain 

is just… excruciating. Like a sudden, sharp, ice pick." 

Mark's brow furrowed. "That sounds awful. And it's 

constant?" 

"No, that's the strange part. It's not constant. They 

come on suddenly, like a switch being flipped, and 

they're incredibly severe, but they only last a short 

while. Usually, between five and twenty minutes, 

sometimes maybe half an hour if I'm unlucky. But then, 

as soon as one fades, another one feels like it's just 

around the corner. I can get five, ten, even fifteen of 

them in a single day. It's like a rapid-fire assault." 

"Fifteen? Good grief, Sarah. How do you function?" 

"Exactly! And it's not just the pain. When an attack 

hits, my left eye, the one on the same side as the pain, 

gets bloodshot and starts watering uncontrollably. It’s 

like I'm crying, but I'm not. And my nose on that side? It 

either gets completely stuffed up, or it just starts 

running like a faucet. Sometimes my eyelid droops a 

little, too, and my pupil shrinks. It's all very… dramatic." 

She gave a weak, self-deprecating laugh. "I look like I've 
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been crying, have a terrible cold, and am half-asleep, all 

at once." 

"Wow," Mark said, shaking his head. "That's a very 

specific set of symptoms." 

"Tell me about it! I went through so many tests, so 

many misdiagnoses. They thought it might be cluster 

headaches for a while, but it wasn't quite right. Finally, 

a neurologist suspected something called 'Paroxysmal 

Hemicrania.'" 

"Paroxysmal what now?" 

"Hemicrania," Sarah repeated, enunciating carefully. 

"And the most incredible part, the thing that finally 

confirmed it, is that there's one specific medication that 

makes it disappear completely. Like magic. It's called 

Indomethacin. My doctor gave me a prescription, and 

within hours of taking the first dose, the attacks just… 

stopped. It was like someone turned off the pain switch. 

If I miss a dose, or if I try to reduce it too quickly, they 

come right back with a vengeance. But as long as I take 

it, I'm completely pain-free." 



D. KUMAR, M.D 

107 
 

She gestured vaguely towards her head. "So, yes, I'm 

drained, but at least now I know what it is and how to 

manage it. It's just a pain to remember to take the pills, 

and dealing with the side effects can be a bit much 

sometimes, but compared to those attacks? It's a 

lifesaver. Absolutely life-changing." 

Mark let out a low whistle. "Well, I'm glad they finally 

figured it out, Sarah. Sounds like you've been through 

the wringer. At least now you've got your secret 

weapon." 

Sarah managed a genuine smile this time. "My very 

specific, one-sided, short-but-frequent, eye-watering, 

nose-running, Indomethacin-responsive secret 

weapon, yes. Now, about these petunias…" 

The Unpredictable Storm – 
Understanding Paroxysmal Hemicrania 

Imagine a sudden, intense storm that appears out of 

nowhere, rages for a short, furious period, and then 

vanishes, only to reappear multiple times throughout 

the day. This is a bit like what living with Paroxysmal 

Hemicrania (pronounced "pa-rox-siz-mal hem-i-kray-
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nee-ah") can feel like. It's a rare and often bewildering 

headache disorder, but one that, thankfully, has a 

remarkably effective treatment. 

In this chapter, we'll strip away the medical jargon 

and explore Paroxysmal Hemicrania (PH) in a way that 

makes sense, helping you understand its unique 

characteristics, how it's diagnosed, and why its 

treatment is so often described as "miraculous." 

What Exactly Is Paroxysmal Hemicrania? 
The Core Concept 

At its heart, Paroxysmal Hemicrania is classified as a 

"Trigeminal Autonomic Cephalalgia" (TAC). Let's break 

that down: 

• Trigeminal: Refers to the trigeminal nerve, a
major nerve responsible for sensation in the face
and motor functions like chewing. In PH, it's
believed that a part of this nerve, or the system
it's connected to, becomes overactive.

• Autonomic: This points to the "autonomic
nervous system," which controls involuntary
bodily functions like tearing, sweating, pupil size,
and nasal congestion. In PH, these symptoms
appear on the same side as the headache.
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• Cephalalgia: Simply means "headache." 

So, PH is a headache disorder involving the 

trigeminal nerve and accompanied by automatic, 

involuntary symptoms on one side of the face. 

The "Paroxysmal" part is key. It means "sudden, 

intense, and recurring." This refers to the nature of the 

attacks: they come on quickly, are very severe, and 

happen many times a day. 

The Unmistakable Symptoms: What an 
Attack Feels Like 

If you or someone you know experiences these 

symptoms, it's a strong clue that PH might be at play: 

1. The Pain: 

• Location: Almost always affects one side 
of the head (unilateral). It's typically felt 
around the eye (orbital), above the eye 
(supraorbital), or in the temple area. 
Sometimes it can extend to the back of the 
head or neck. 

• Intensity: Excruciatingly severe. People 
often describe it as stabbing, boring, 
throbbing, or pressing. It's the kind of 
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pain that makes you want to bang your 
head against a wall or lie completely still. 

• Quality: It's not a dull ache. It's a sharp,
piercing pain that demands attention.

2. The "Autonomic" Company (Always on the
Same Side as the Pain):

• Tearing (Lacrimation): The eye on the
affected side often waters profusely, as if
you're crying.

• Redness of the Eye (Conjunctival
Injection): The white of the eye on the
affected side can become noticeably red
and bloodshot.

• Nasal Congestion and/or Runny Nose
(Rhinorrhea): The nostril on the painful
side may become blocked, or start
running uncontrollably.

• Eyelid Drooping (Ptosis): The upper
eyelid on the affected side may droop
slightly, making the eye appear smaller.

• Pupil Constriction (Miosis): The pupil
(the black center) of the eye on the
affected side may become smaller than
the other.
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• Forehead and Facial Sweating: Sweating 
may occur on the forehead and face, 
again, only on the side of the headache. 

3. The "Paroxysmal" Nature: 

• Duration: This is a crucial distinguishing 
feature. Unlike migraines that can last for 
hours or days, PH attacks are short-lived. 
They typically last between 2 and 45 
minutes. 

• Frequency: This is another key. Attacks 
happen many times a day, often ranging 
from 5 to 40 or even more. Imagine being 
hit by a severe headache every hour or so! 
This high frequency, combined with the 
severity, makes daily life incredibly 
challenging. 

• No "Warning": Unlike some migraines 
that have auras, PH attacks usually strike 
without warning. 

4. Agitation or Restlessness (Less Common than in 
Cluster Headache): While people with PH often 
want to be still during an attack due to the 
intensity, some may feel a sense of restlessness 
or agitation, similar to Cluster Headache. 
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What Causes This Storm? The Mysterious 
Origins 

The exact cause of Paroxysmal Hemicrania remains 

largely unknown, which is frustrating for both patients 

and doctors. However, current theories point to: 

• Hypothalamus Involvement: This small but 
mighty part of the brain acts as the body's 
internal clock and regulates many autonomic 
functions. Imaging studies (like MRI) in some 
patients with TACs, including PH, show 
activation in the hypothalamus during attacks. 
This suggests it plays a role in initiating the 
attacks and triggering the autonomic symptoms. 

• Trigeminal Nerve Pathways: The trigeminal 
nerve system is clearly involved, particularly its 
connections with the autonomic nervous system. 
It's thought that there's an abnormal activation or 
"short-circuiting" in these pathways. 

• Genetic Predisposition: While not directly 
inherited in most cases, there might be a subtle 
genetic vulnerability that makes some 
individuals more susceptible to developing these 
types of headaches. 

• Secondary Causes (Important to Rule Out): In 
very rare cases, PH-like symptoms can be caused 
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by underlying structural problems in the brain, 
such as tumors, vascular malformations, or 
lesions near the pituitary gland. This is why 
thorough diagnostic testing is essential. 

It's important to stress that PH is not "all in your head" 

in a psychological sense. It's a real, neurological 

disorder with a physical basis. 

The Diagnostic Journey: Finding the Right 
Name for the Pain 

Diagnosing Paroxysmal Hemicrania can be a 

challenge because it's rare and its symptoms can overlap 

with other headache disorders, particularly Cluster 

Headache. Here's how doctors typically arrive at a 

diagnosis: 

1. Detailed History and Symptom Checklist: 

• The doctor will ask extensive questions 
about the pain: location, quality, severity, 
duration, frequency. 

• They will specifically inquire about all the 
autonomic symptoms (tearing, redness, 
congestion, drooping eyelid, etc.) and 
confirm they are on the same side as the 
headache. 
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• They'll ask about any potential triggers
and what, if anything, provides relief.

2. Neurological Examination: A physical exam to
check reflexes, sensation, vision, and
coordination to rule out other neurological
problems.

3. Brain Imaging (MRI): An MRI of the brain is
almost always recommended. This is crucial to
rule out those rare secondary causes (tumors,
lesions) that could mimic PH symptoms. It
provides peace of mind that the headaches aren't
a symptom of something more sinister.

4. The "Indomethacin Test" – The Ultimate
Confirmer:

• This is the cornerstone of PH diagnosis
and what sets it apart from almost all
other headaches. Indomethacin is a
powerful anti-inflammatory drug
(NSAID).

• A defining characteristic of PH is
its absolute and complete response to
Indomethacin. This means that when a
person with PH takes a sufficient dose of
Indomethacin, their headaches should
completely disappear or be dramatically
reduced.
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• The doctor will typically start with a low 
dose and gradually increase it until the 
patient experiences relief, or reaches a 
maximum tolerated dose. If the headaches 
vanish, it's a very strong indicator of PH. If 
they don't, it's highly unlikely to be PH, 
and other diagnoses must be considered. 

The "Miracle Drug": Treatment with 
Indomethacin 

For people suffering from the relentless attacks of 

Paroxysmal Hemicrania, Indomethacin is often 

described as a "miracle drug." 

• How it Works: While the exact mechanism isn't 
fully understood, Indomethacin is thought to 
work by influencing certain chemical pathways 
in the brain that are involved in the pain and 
autonomic symptoms of PH. It's not just a 
painkiller; it's a preventative treatment that stops 
the attacks from occurring. 

• Dosage: The dose varies from person to person, 
but it's typically taken several times a day to 
maintain a consistent level in the body and 
prevent attacks. 

• Side Effects: Like all medications, Indomethacin 
has potential side effects, primarily affecting the 
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stomach (heartburn, ulcers, bleeding) and 
kidneys. Because of this, doctors often prescribe 
it with a stomach-protecting medication (like a 
proton pump inhibitor) and monitor kidney 
function regularly. 

• Alternatives: If a person cannot tolerate
Indomethacin due to side effects, other
medications like topiramate, gabapentin, or
COX-2 inhibitors might be tried, but they are
generally less effective than Indomethacin and
often don't provide the same complete relief.

The relief provided by Indomethacin is often 

profound. Patients who have suffered for years, 

enduring dozens of severe attacks daily, can find 

themselves headache-free within days of starting the 

medication. This dramatic response is not just a 

treatment; it's a crucial diagnostic clue. 
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Living with Paroxysmal Hemicrania: A 
New Normal 

Once diagnosed and effectively treated with 

Indomethacin, living with PH becomes much more 

manageable. 

• Adherence to Medication: The most important 
aspect is consistent adherence to the 
Indomethacin regimen. Missing doses can lead to 
breakthrough attacks. 

• Managing Side Effects: Regular check-ups with 
your doctor are essential to monitor for 
Indomethacin's side effects, especially on the 
stomach and kidneys. Adjustments to dosage or 
the addition of protective medications may be 
necessary. 

• Quality of Life: For most, the ability to control 
the headaches dramatically improves their 
quality of life. They can return to work, social 
activities, and a sense of normalcy that was 
impossible during the active phase of the 
disorder. 

• Advocacy and Awareness: Because PH is rare, 
many healthcare professionals may not be 
familiar with it. Patients often become their own 
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best advocates, carrying information about their 
condition and its unique treatment. 

• Prognosis: The prognosis for Paroxysmal
Hemicrania is generally excellent, provided the
individual responds to and can tolerate
Indomethacin. Many people can live full,
productive lives with their headaches well-
controlled.

In Summary: The Indomethacin-
Responsive Riddle 

Paroxysmal Hemicrania is a unique and challenging 

headache disorder characterized by: 

• Frequent (5-40+ per day), short (2-45 minutes),
severe, one-sided headaches.

• Accompanied by "autonomic" symptoms on the
same side as the pain (tearing, redness, nasal
congestion, drooping eyelid).

• An absolute and often dramatic response to
Indomethacin, which is both the primary
treatment and the key diagnostic test.

While its rarity can make diagnosis difficult, 

understanding its distinct features, especially the 

Indomethacin response, is critical. For those who suffer 

from this relentless storm, finding the right diagnosis 
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and treatment can be life-changing, turning a daily 

battle into a manageable condition. If you suspect you or 

someone you know might have PH, seeking evaluation 

from a headache specialist or neurologist is the crucial 

first step towards finding relief. 
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9. 
Hemicrania Continua – 
The Constant 
Headache That Can Be 
Cured 

The clinking of teacups was the only sound for a 

moment, a gentle counterpoint to the quiet hum of the 

afternoon. Sarah stirred her tea, her gaze distant, fixed 

on a spot just beyond Emily’s shoulder. 

“You’ve been quiet today, sis,” Emily finally 

prompted, her voice soft. “More than usual.” 

Sarah sighed, a puff of air that barely disturbed the 

steam rising from her mug. “It’s just… this head thing. 

It’s been relentless.” 
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Emily leaned forward, concern etching her brow. 

“Still? I thought you said the doctor gave you something 

new last week.” 

“He did,” Sarah said, a strange mix of exasperation 

and relief in her tone. “But let me tell you about it first. 

It’s… it’s just so weird.” She paused, gathering her 

thoughts. “Remember how I told you it was always on 

one side? Always my left temple, sometimes radiating to 

my eye, sometimes to the back of my head?” 

Emily nodded. “Yeah, you said it never jumped sides.” 

“Exactly. And it still never does. It’s always, always on 

the left. But the thing is, it’s not like a typical migraine 

where it comes and goes. This… it’s just there. All the 

time. Twenty-four seven.” Sarah tapped her temple. “It’s 

like a dull ache, a persistent throb, sometimes it ratchets 

up to a moderate pain, enough to be really distracting, 

but it never really goes away completely. There are no 

pain-free periods, Em. Not one. It’s just this constant 

companion.” 

Emily’s eyes widened. “Never goes away? That sounds 

awful, Sarah. Like a constant buzz in your head.” 
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“Precisely. And it’s not just the pain. When it gets 

worse, my eye on that side… it just starts tearing up like 

crazy. Not like crying, just… watering. And it gets red, 

like I haven’t slept in a week. And my nostril, the left one, 

it gets all stuffy, like I’m coming down with a cold, or it 

just starts running, completely out of nowhere. 

Sometimes, my eyelid even droops a little, just that one.” 

She gestured vaguely towards her left eye. “And my 

pupil, it looks smaller than the other one. It’s like half 

my face is having a private meltdown.” 

Emily shivered slightly. “That’s incredibly specific. 

So, what did the new doctor say?” 

“He was… different. He listened to all of that, really 

intently. And he said, ‘I think I know what this is. We 

need to try one specific medication. If it works, it’s our 

answer.’” Sarah took a deep breath, a small, almost 

disbelieving smile touching her lips. “He gave me a 

prescription for something called indomethacin.” 

“Indomethacin?” Emily repeated, unfamiliar with the 

name. 



HEADACHES: What you do not know could hurt you! 

124 
 

“Yeah. And Em, I swear to you, within an hour of 

taking the first dose… it was gone. Completely. The pain, 

the watering eye, the stuffy nose, the droopy eyelid. All 

of it. Vanished. I hadn’t felt that clear-headed in months. 

It was like someone just flipped a switch.” Sarah’s voice 

dropped to a near whisper, awe in her tone. “I tried 

everything before that, right? Over-the-counter stuff, 

other migraine meds, even those triptans you hear 

about. Nothing even touched it. But this? This one pill, 

and it was like it never happened.” 

She looked at Emily, her eyes shining with a mixture 

of relief and lingering disbelief. “It’s still hard to wrap 

my head around. For months, I’ve had this constant, 

one-sided pain, always there, with all those weird eye 

and nose symptoms on the same side. And then one 

specific little pill, and poof. It’s gone. It’s almost too 

simple after everything I’ve been through.” 

Emily reached across the table and squeezed her 

sister’s hand. “Sarah, that’s incredible. That’s… that’s a 

miracle, isn’t it?” 
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“It feels like it,” Sarah admitted, a genuine smile 

finally spreading across her face. “It just feels… right. 

Like finally, after all this time, someone understood 

exactly what was going on in my head.” She took a long, 

grateful sip of her now-cooler tea. “It’s like I’ve got my 

brain back.” 

Hemicrania Continua – The Constant 
Headache That Can Be Cured 

Introduction: Finally Understanding That 
Constant Ache 

Imagine having a headache that never truly goes away. 

It's always there, every single day, on one side of your 

head. Sometimes it's a dull ache, but other times it flares 

up into severe pain, bringing with it strange symptoms 

around your eye and nose. For many people, this is the 

reality of Hemicrania Continua (HC). 

HC is a very specific type of headache, and while it's 

not common, it's incredibly important to recognize. 

Why? Because unlike many other headaches, HC has a 

unique "cure" – a common medication that can make the 

pain disappear almost completely. Many people with HC 
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suffer for years, going from doctor to doctor, before 

getting the right diagnosis. This chapter will help you 

understand what HC is, how it's diagnosed, and why 

finding the right treatment can change your life. 

What is Hemicrania Continua? The 
Unyielding, One-Sided Pain 

Hemicrania Continua is defined by very clear signs: 

1. Constant, One-Sided Pain: This is the most
important feature. The headache is always on the
same side of your head – it never switches sides,
and it never goes away completely. Even when it's
not severe, there's always a background level of
pain. This pain can fluctuate; it might be a mild,
dull ache for hours, then suddenly intensify into
a throbbing or sharp pain, which can last
anywhere from minutes to hours.

2. Eye and Face Symptoms (on the same
side): When the headache flares up (and
sometimes even during the background pain),
you'll notice symptoms on the same side of your
face as the headache. These can include:

• A red or watery eye

• A stuffy or runny nose

• A drooping eyelid
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• A smaller pupil (the black center of your 
eye) 

• Less commonly, sweating on your 
forehead or face. 

3. Feeling Restless or Agitated: Unlike a migraine 
where you might want to lie down in a dark, quiet 
room, with HC, especially during flare-ups, you 
might feel an inner restlessness. You might want 
to pace, move around, or find it hard to sit still. 

4. The Indomethacin Test (The Key to Diagnosis 
and Treatment!): This is the crucial part. For a 
diagnosis of HC, the headache must completely 
or almost completely go away when you take a 
specific medication called Indomethacin. If 
Indomethacin doesn't work, it's likely not 
Hemicrania Continua. 

5. No Other Explanation: Doctors must make sure 
your headache isn't caused by something else 
more serious. 

HC is grouped with other headaches called 

"trigeminal autonomic cephalalgias" (TACs). These are 

headaches that involve certain nerves in the head (the 

trigeminal nerve) and cause those automatic body 

responses like tearing or a stuffy nose (autonomic 

symptoms). 
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Who Gets Hemicrania Continua? 
HC is considered rare, meaning it doesn't affect a 

large number of people. It's thought to be more common 

in women than in men (about twice as many women get 

it). It can start at any age, from childhood to older 

adulthood, but it most often begins in young to middle-

aged adults. Because it's often misdiagnosed, the true 

number of people with HC might be higher than we 

think. 

What Causes It? The Brain's 
Miscommunication 

We don't know the exact cause of Hemicrania 

Continua, but scientists have some ideas. It seems to 

involve certain parts of the brain and nerve pathways 

that control pain and automatic body functions (like 

tearing or sweating). 

• The Brain's "Control Center": A small but
important area deep in the brain called
the hypothalamus seems to be involved. This
area helps control our sleep cycles, hormones,
and automatic body functions. When it's not
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working quite right, it might contribute to the 
constant pain and the eye/nose symptoms. 

• Nerve Signals: The pain and facial symptoms are 
linked to a major nerve in the head called 
the trigeminal nerve. When this nerve is 
overactive, it sends pain signals and also triggers 
those automatic responses like a watery eye or 
stuffy nose. 

• Indomethacin's Role: The fact that 
Indomethacin works so well gives us a clue. 
Indomethacin is an anti-inflammatory drug that 
blocks certain chemicals in the body 
called prostaglandins. These chemicals can 
cause pain and inflammation. It's thought that 
Indomethacin might be working on these 
chemicals in the brain or on the nerve pathways 
themselves to stop the headache. 

It's likely a combination of these factors that leads to 

the continuous, one-sided pain of HC. 

How Does it Feel? Living with a Constant 
Headache 

People with Hemicrania Continua describe their pain 

in very specific ways: 
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• Pain Location and Feeling: It's always on the
same side of the head. It can be anywhere on that
side – behind the eye, in the temple, at the back
of the head, or across the forehead. The
background pain is often described as a dull ache,
pressure, or a "boring" sensation. When it gets
worse, it can feel sharp, piercing, or like a tearing
pain.

• Never a Break: The headache is literally
continuous. People often say, "I always have a
headache," even if it's just a mild background
ache.

• Flare-Ups: The intensity of the pain goes up and
down. You'll have periods of lower pain, but then
it will suddenly worsen into a severe flare-up.
These can happen many times a day.

• Accompanying Symptoms: During these flare-
ups, the eye and face symptoms (red eye, watery
eye, stuffy/runny nose, drooping eyelid, smaller
pupil) are very noticeable and happen on
the same side as the headache. The feeling of
restlessness or agitation is also common.
Sometimes, patients might feel a bit sick or
sensitive to light and sound, but these are usually
less severe than in migraine.
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Living with a constant headache, even a mild one, is 

exhausting. It can lead to constant tiredness, trouble 

sleeping, anxiety, and depression. It can make it very 

hard to work, socialize, or enjoy daily life. The 

frustration of not knowing what's wrong, and trying 

many treatments that don't work, adds to the burden. 

How is Hemicrania Continua Diagnosed? 
The Indomethacin Test is Key 

Diagnosing Hemicrania Continua requires a careful 

doctor who listens closely to your symptoms and 

performs a crucial test. 

1. Your Story: Your doctor will ask you many 
questions about your headache: 

• Is it always on one side? Which side? 

• Is it constant, or do you have pain-free 
periods? 

• Do your eyes get red or watery? Does 
your nose get stuffy or runny? Does your 
eyelid droop? (And do these happen on 
the same side as the headache?) 

• Do you feel restless when the pain is bad? 
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• What treatments have you tried, and did
they help?

2. Physical Exam: Your doctor will do a general
check-up and a neurological exam (testing your
reflexes, strength, sensation, etc.) to make sure
there are no other obvious problems.

3. Brain Scans: You will almost certainly need
a Brain MRI scan (and sometimes other
specialized scans). This is very important to rule
out any serious underlying issues like a tumor,
bleeding, or other brain problems that could be
causing your headache. For HC, the MRI scan is
usually normal, but it's a necessary step to be
safe.

4. The Indomethacin Test: This is the most
important part of the diagnosis.

• How it works: Your doctor will prescribe
Indomethacin. You'll usually start with a
lower dose (like 25 mg, three times a day)
and gradually increase it over a few days
until you reach a dose that might be
effective (often between 150 mg and 300
mg per day).

• The Response: If you have HC, you should
experience a dramatic reduction in your
pain – often complete or almost complete
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relief – within hours to a few days of 
taking the right dose. 

• Important Note: Indomethacin can be 
tough on the stomach, so your doctor will 
likely prescribe another medication to 
protect your stomach lining (like a "proton 
pump inhibitor" or PPI). It's also 
important to take Indomethacin with 
food. Your kidney function and blood 
pressure will be monitored if you take it 
long-term. 

What Else Could it Be? Distinguishing HC 
from Other Headaches 

Because HC has such specific features, doctors need 

to be careful to tell it apart from other headaches: 

• Cluster Headache: This is also a one-sided 
headache with eye/face symptoms, but the 
attacks are usually much shorter (15 minutes to 3 
hours) and happen in "clusters" over weeks or 
months, followed by pain-free periods. It's not 
continuous. 

• Paroxysmal Hemicrania (PH): This is very 
similar to HC, with one-sided pain, eye/face 
symptoms, and it also responds to Indomethacin. 
The main difference is that PH attacks are short 
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(2-45 minutes) and happen many times a day, 
with pain-free periods between attacks. HC 
is continuous. Some doctors see HC and PH as 
being on a spectrum. 

• SUNCT/SUNA: These are even shorter, very
severe, one-sided headaches (lasting seconds to
a few minutes) with eye/face symptoms. They are
often triggered by touch or movement.
Indomethacin does not work for these.

• Migraine: Migraines are usually episodic (they
come and go), last longer (4-72 hours), and are
often accompanied by nausea, sensitivity to light
and sound. While they can be one-sided, they
don't usually have the specific continuous nature
or the prominent eye/face symptoms of HC, and
they don't respond to Indomethacin.

• Chronic Migraine: This means having migraine-
like headaches on most days of the month. But
again, it's not necessarily strictly one-sided and
continuous like HC, and it doesn't have the
unique Indomethacin response.

• New Daily Persistent Headache (NDPH): This is
a headache that starts suddenly and becomes
continuous from day one. However, it doesn't
have the strict one-sidedness, the specific
eye/face symptoms, or the Indomethacin
response of HC.
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• Headaches from Neck Problems (Cervicogenic 
Headache): Pain from the neck can sometimes 
spread to the head and be one-sided. But it 
usually doesn't have the eye/face symptoms, and 
it won't respond to Indomethacin. 

How is Hemicrania Continua Treated? 
Indomethacin is Your Lifeline 

Once HC is diagnosed, the treatment is clear: 

Indomethacin is the primary and most effective 

treatment. 

• Indomethacin: After your doctor confirms the 
diagnosis with the Indomethacin test, you'll 
continue to take the lowest possible daily dose 
that keeps you pain-free. This dose can vary a lot 
from person to person (from as little as 25 mg a 
day to 300 mg a day or more). 

• Stomach Protection:  Because 
Indomethacin can cause stomach upset, 
heartburn, or even ulcers, it's crucial to 
always take it with food and to take a 
stomach-protecting medication (like 
omeprazole or lansoprazole) as 
prescribed by your doctor.  

• Monitoring: Your doctor will regularly 
check your kidney function and blood 
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pressure while you're on Indomethacin, 
especially if you take it for a long time. 

• Lifelong Treatment: For most people, HC
requires continuous daily Indomethacin
to keep the pain away. If you stop taking
it, the headache usually comes back
quickly.

What if Indomethacin Doesn't Work or 
Causes Bad Side Effects? 

While Indomethacin is the best treatment, some 

people can't take it due to side effects (like severe 

stomach issues, dizziness, or kidney problems) or other 

health conditions. In these cases, other options might be 

tried, though they are usually less effective: 

• Other Anti-Inflammatory Drugs: Sometimes, a
different type of anti-inflammatory drug (like
celecoxib) might be tried, but they often don't
work as well.

• Other Medications: Certain medications used
for seizures (like topiramate or gabapentin) are
occasionally tried.

• Nerve Blocks: Injections of numbing medication
and steroids into certain nerves in the back of the
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head (called Greater Occipital Nerve blocks) can 
sometimes provide temporary relief. 

• Botox: In some rare cases, Botox injections (like 
those used for chronic migraine) have been 
reported to help. 

• Lifestyle and Support: While not a direct 
treatment for HC, managing stress, getting 
enough sleep, and seeking counseling can help 
you cope with chronic pain and improve your 
overall well-being. 

What's the Outlook? A Treatable 
Condition! 

The good news is that the outlook for Hemicrania 

Continua is generally excellent once it's correctly 

diagnosed and treated. For most people, Indomethacin 

provides complete or almost complete relief, 

dramatically improving their quality of life. 

However, HC is usually a lifelong condition. This 

means you'll likely need to take Indomethacin every day 

to keep the headache away. But for those who have 

suffered for years with constant pain, the relief that 

Indomethacin provides is truly life-changing, allowing 

them to return to normal activities and enjoy life again. 
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Conclusion: The Reward of Recognition 
Hemicrania Continua is a unique and often 

debilitating headache, but it's also one of the most 

rewarding to diagnose. Its clear-cut symptoms – 

constant, one-sided pain with specific eye and face 

symptoms, and its dramatic response to Indomethacin 

– make it stand out.

If you or someone you know experiences a

continuous, one-sided headache with these features, it's 

crucial to talk to a doctor specializing in headaches. 

Getting the right diagnosis can turn years of suffering 

into a life free from constant pain, proving that 

sometimes, the answer to a seemingly endless headache 

is simpler than you think. 
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10. 
When Passion Turns 
to Pain: A Deep Dive 
into Coital Headaches 

The soft glow of Lena's fairy lights strung across the 

living room cast a warm, intimate atmosphere. Two 

wine glasses sat on the coffee table, half-empty, beside 

a bowl of forgotten popcorn. Chloe was curled into the 

corner of the plush sofa, knees drawn up, a half-eaten 

piece of focaccia bread poised in her hand. Lena, 

opposite her, watched with a quiet intensity. 

"You've been... distant, Chloe," Lena said, her voice 

gentle, probing. "Ever since Mark got back from his trip. 

I thought you'd be over the moon." 
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Chloe sighed, a long, drawn-out sound that seemed 

to carry the weight of something unspoken. She put the 

focaccia down. "I am, Lena. I really am. It's just... 

complicated." 

Lena leaned forward, her brow furrowed with 

concern. "Complicated how? He's not being a jerk, is he?" 

"No! God, no. He's wonderful. More wonderful than 

ever, actually." Chloe picked at a loose thread on the 

cushion. "That's kind of the problem." 

"The problem is he's too wonderful?" Lena chuckled, 

a light, disbelieving sound. "That's a new one." 

Chloe finally met her gaze, and Lena saw a flicker of 

something she couldn't quite place – embarrassment? 

Frustration? "No, it's not him. It's... me. Or, well, my 

head." 

"Your head?" 

"Yeah. These... these headaches, Lena. They're just 

awful." She paused, took a deep breath. "They're coital 

headaches." 
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Lena blinked. Once. Twice. The words hung in the air, 

unexpected, clinical yet loaded. Her lips parted slightly, 

then closed. "Coital... headaches?" she repeated, her 

voice a little softer now, as if testing the phrase. 

Chloe nodded miserably. "Exactly. That's what the 

doctor called them. Said they're rare, but they happen. 

And they're happening to me. Every. Single. Time." 

"Every time?" Lena's voice was a whisper now. "You 

mean... during or after?" 

"Both. Sometimes it starts building during, this dull 

throb behind my eyes, and then the second it's over, it 

just explodes. Like someone's taken a sledgehammer to 

the back of my skull. Or it waits until a few minutes after, 

when I'm supposed to be all blissed out and happy, and 

then bam. Migraine-level agony. Blinding, nauseating, 

debilitating pain." She shuddered. "It's like my brain is 

punishing me for having a good time." 

Lena reached across the coffee table, taking Chloe's 

hand. Her grip was firm, reassuring. "Oh, Chloe. That 

sounds... horrific. And incredibly frustrating." 
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"Frustrating doesn't even begin to cover it," Chloe 

said, her voice cracking slightly. "We've been so excited 

for him to be back. And the connection, the intimacy... 

it's incredible. Better than ever, actually. But then, just 

when we're at our most vulnerable, our most connected, 

my head decides to betray me. I go from feeling utterly 

glorious to wanting to curl into a ball and die in the 

space of thirty seconds." 

"So, what happens? Do you just... lie there in pain?" 

"Yeah. Or I have to stumble to the bathroom for 

painkillers, or he has to get me ice packs. It completely 

kills the mood. We're supposed to be cuddling, talking, 

basking in it, and instead, I'm just clutching my head, 

trying not to throw up. He's so sweet about it, so 

understanding, but I can see the confusion, the concern 

in his eyes. And I feel so guilty. Like I'm ruining it for him 

too." 

"You're not ruining anything," Lena insisted gently. 

"You're experiencing a medical condition. It's not your 

fault." 
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"I know, logically. But emotionally... it feels like it. It's 

hard to relax into the moment when you know what's 

coming. It’s like there's this ticking time bomb in my 

head. And it's making me anxious. It's making me 

almost... dread it, sometimes. Which is just awful to 

admit, because I love him, and I love that with him." 

Chloe squeezed Lena's hand. "It's like my body is literally 

telling me 'no' in the most painful way possible, right 

when I want to say 'yes' the most." 

"Have you talked to Mark about how much it's 

affecting you?" 

"A little. He knows it hurts. He's seen me in the 

aftermath. But I haven't gone into the 'I'm starting to 

dread it' part. I don't want him to feel rejected, or like 

he's doing something wrong. He's already asking if he's 

being too rough, or if it's the position, or if he's hitting a 

nerve. I keep telling him it's not him, it's me, but that 

sounds even worse." 

Lena nodded slowly. "It sounds like you need a plan. 

What did the doctor say? Is there anything you can do?" 
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"They gave me some stronger painkillers to take 

beforehand, as a preventative, but they make me 

drowsy, and then I'm not really there anyway. And it feels 

so unspontaneous, like I'm medicating for intimacy. It 

just feels... wrong. And honestly, it doesn't always work." 

Chloe sighed again, a deep, weary sound. "I just want to 

enjoy it again, Lena. Without the threat of my head 

exploding. It's supposed to be the best part, you know? 

And right now, it's just... pain." 

Lena squeezed her hand again, a silent promise of 

support. "Well, we'll figure it out. You're not alone in this. 

We'll research, we'll talk to more doctors. And in the 

meantime, you talk to Mark. Really talk to him. He loves 

you, Chloe. He'll understand." 

Chloe leaned her head against Lena's shoulder, a 

single tear tracing a path down her cheek. "Thanks, 

Lena. I just needed to say it out loud. To someone who 

wouldn't look at me like I was making it up." 

"Never," Lena murmured, stroking her hair. "Never. 

Now, how about we finish this wine and try to forget 

about exploding heads for a bit?" 
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When Passion Turns to Pain: A Deep 
Dive into Coital Headaches 

The moment of intimacy, of shared pleasure and 

release, is supposed to be one of life's most exhilarating 

experiences. But for some, the crescendo of passion can 

be abruptly followed by a jarring, often intense 

headache. This phenomenon, known as a "coital 

headache" or "sex headache," can be confusing, 

alarming, and even embarrassing. If you've experienced 

this, you're not alone, and it's crucial to understand 

what's happening in your body and, most importantly, 

when to be concerned. 

This chapter will demystify coital headaches, 

exploring their types, potential causes, and what steps 

you should take if they occur. Our goal is to provide 

clear, understandable information so you can approach 

this topic with knowledge rather than fear. 

What Exactly Are Coital Headaches? 
Simply put, a coital headache is a headache that 

occurs during or shortly after sexual activity, including 

masturbation. While the term "coital" specifically refers 
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to sexual intercourse, the medical community often uses 

it broadly to encompass any headache triggered by 

sexual activity. These headaches are sometimes also 

called "orgasmic headaches" or "exertional headaches" 

because they are often brought on by the physical 

exertion and the build-up to orgasm. 

It's important to understand that coital headaches are 

not as rare as you might think, though people often don't 

talk about them. They can affect anyone, regardless of 

age or gender, though they appear to be more common 

in men than women and tend to occur more frequently 

in people who also experience other types of headaches, 

like migraines. 
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The Two Main Types: Primary vs. 
Secondary (And Why It Matters!) 

When a doctor evaluates a coital headache, the very 

first thing they try to determine is whether it's a 

primary or secondary headache. This distinction is 

absolutely critical because it dictates the level of 

concern and the necessary medical investigation. 

1. Primary Coital Headaches: The "Benign" Ones 

These are the most common type of coital headache. 

"Primary" means that the headache itself is the main 

problem; it's not a symptom of an underlying, more 

serious medical condition. While they can be very 

painful and frightening, they are generally harmless and 

not indicative of a life-threatening issue. 

Primary coital headaches are often thought to be 

related to the rapid changes in blood pressure, heart 

rate, and muscle tension that occur during sexual 

arousal and orgasm. Think of it like a sudden rush of 

activity in your brain's blood vessels. 

There are typically two main patterns for primary 

coital headaches: 
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• Pre-Orgasmic (or Dull, Building Type):

• When it happens: This headache
begins before orgasm, often during the
build-up of sexual excitement.

• What it feels like: It's usually a dull ache
that gradually intensifies as arousal
increases. It's often felt on both sides of
the head (generalized) and can feel like a
pressure or throbbing sensation.

• How long it lasts: It usually subsides fairly
quickly after sexual activity ends, though
a mild ache might linger for a few hours.

• What's thought to cause it: This type is
often attributed to the increasing muscle
tension in the head and neck, as well as
the rising blood pressure, as you get
closer to orgasm.

• Orgasmic (or Explosive Type):

• When it happens: This is the more
dramatic and often more alarming type. It
strikes suddenly and intensely at the
moment of orgasm or immediately after.

• What it feels like: It's often described as
an "explosive," "thunderclap," or "bursting"
pain. It's usually severe and can feel like
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the worst headache of your life. It's 
typically felt at the back of the head, but 
can be anywhere. 

• How long it lasts: While the peak intensity 
might only last for a few minutes, a 
milder, nagging headache can persist for 
several hours, or even a day or two. 

• What's thought to cause it: This type is 
believed to be related to the sudden, 
dramatic changes in blood flow and 
pressure within the brain's blood vessels 
right at the point of climax. 

Good News: While primary coital headaches can be 

incredibly disruptive and scary, they are generally 

benign. They often occur in clusters over a few weeks or 

months and then disappear for long periods, sometimes 

never returning. 

2. Secondary Coital Headaches: The "Warning Sign" 

Ones 

This is where the serious concern lies. "Secondary" 

means the coital headache is a symptom of an underlying 

medical condition that needs immediate attention. 

While much less common than primary coital 
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headaches, they are potentially dangerous and can 

indicate life-threatening issues. 

This is why it is absolutely crucial to see a 
doctor if you experience a coital headache, 
especially if it's your first time or if it's 
particularly severe. 

Conditions that can cause secondary coital 

headaches include: 

• Brain Aneurysm: This is a weak, bulging spot in 
the wall of a blood vessel in the brain. If it 
ruptures, it causes a bleed (subarachnoid 
hemorrhage), which can be fatal or cause severe 
disability. The sudden increase in blood pressure 
during orgasm can, in rare cases, trigger an 
aneurysm to rupture. The headache in this case 
is typically a sudden, excruciating "thunderclap" 
headache, often accompanied by a stiff neck, 
nausea, vomiting, confusion, or loss of 
consciousness. 

• Artery Dissection: This involves a tear in the wall 
of an artery (like the carotid or vertebral arteries) 
that supplies blood to the brain. This can lead to 
stroke. 

• Stroke (Ischemic or Hemorrhagic): Sexual 
activity can sometimes be a trigger for a stroke, 
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especially in individuals with underlying risk 
factors. 

• Reversible Cerebral Vasoconstriction 
Syndrome (RCVS): This is a condition where 
blood vessels in the brain temporarily narrow, 
leading to sudden, severe headaches. While often 
benign, it can sometimes be associated with 
more serious complications like stroke or 
hemorrhage. 

• Brain Tumor: While less common, a brain tumor 
can sometimes present with headaches that are 
triggered by exertion or changes in pressure. 

• Spinal Fluid Leak: Sometimes, a small tear in the 
dura (the membrane surrounding the brain and 
spinal cord) can cause spinal fluid to leak, leading 
to a "low-pressure headache." These headaches 
often get worse when standing and improve 
when lying down. Sexual activity can sometimes 
exacerbate or unmask these. 

• Other Vascular Malformations: Abnormal 
tangles of blood vessels in the brain (like 
arteriovenous malformations or AVMs) can also 
rupture and cause bleeding. 

• Certain Medications: Some drugs, particularly 
those used for erectile dysfunction, can 
sometimes contribute to headaches during 
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sexual activity, though these are usually not as 
severe as the "thunderclap" type. 

When to See a Doctor (This is the Most 
Important Part!) 

Given the potential for serious underlying causes, 

you should always consult a doctor if you experience a 

coital headache, especially if: 

1. It's your first time: Any new, sudden, or
unusually severe headache, particularly one
triggered by exertion, warrants immediate
medical attention.

2. It's sudden and explosive (thunderclap
headache): This is the hallmark symptom of a
potentially serious issue like a ruptured
aneurysm. Seek emergency care immediately.

3. It's accompanied by other symptoms:

• Stiff neck

• Nausea or vomiting

• Vision changes (blurred vision, double
vision, loss of vision)

• Weakness or numbness on one side of
the body
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• Difficulty speaking or understanding 
speech 

• Loss of consciousness or confusion 

• Seizures 

4. The headache is persistent or getting worse 
over time. 

5. You have a history of high blood pressure, 
heart disease, or other vascular problems. 

6. You are over 50 and experiencing these 
headaches for the first time. 

7. You are taking new medications. 

Do not try to self-diagnose. Only a medical 

professional can properly evaluate your symptoms and 

determine the cause. 

What to Expect at the Doctor's Office 
When you see your doctor (or visit the emergency 

room if symptoms are severe), they will likely take a 

thorough medical history, asking about: 

• The nature of the headache: When does it start? 
What does it feel like? How severe is it? How 
long does it last? 
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• Any associated symptoms: Nausea, stiff neck, 
neurological changes. 

• Your medical history: Previous headaches, high 
blood pressure, heart conditions, family history 
of aneurysms or strokes. 

• Medications you are taking. 

• Your lifestyle: Smoking, alcohol, drug use. 

After the history, a neurological exam will be 

performed to check your reflexes, vision, coordination, 

and mental status. 

To rule out serious secondary causes, your doctor 

will likely recommend imaging tests: 

• MRI (Magnetic Resonance Imaging) or CT 
(Computed Tomography) scan of the 
brain: These scans can detect bleeding, tumors, 
and other structural abnormalities. 

• CT Angiography (CTA) or MR Angiography 
(MRA): These specialized scans focus on the 
blood vessels to look for aneurysms, dissections, 
or other vascular problems. 

• Lumbar Puncture (Spinal Tap): If a 
subarachnoid hemorrhage is suspected but the 
CT scan is clear (sometimes small bleeds aren't 
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visible on CT), a spinal tap may be performed to 
check for blood in the cerebrospinal fluid. 

These tests are crucial for distinguishing between a 

benign primary headache and a potentially life-

threatening secondary one. 

Managing and Treating Coital Headaches 
Once serious causes have been ruled out, and you've 

been diagnosed with primary coital headaches, there 

are several approaches to management and treatment: 

1. Acute Treatment (for immediate relief): 

• Over-the-counter pain relievers: For milder 
headaches, NSAIDs (Non-Steroidal Anti-
Inflammatory Drugs) like ibuprofen (Advil, 
Motrin) or naproxen (Aleve) can sometimes help 
if taken immediately after the headache starts. 

• Triptans: These are prescription medications 
often used for migraines. Your doctor might 
prescribe them to be taken just before sexual 
activity if you know you're prone to these 
headaches, or immediately at onset. 

2. Preventative Treatment (for recurring 

headaches): 
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If coital headaches are frequent and disruptive, your 

doctor might suggest daily preventative medication for 

a period. These often include: 

• Beta-blockers: Medications like propranolol are
commonly used to prevent migraines and can be
effective for coital headaches by helping to
regulate blood pressure and blood vessel
responses.

• Calcium channel blockers: Drugs like verapamil
can also help stabilize blood vessels.

• Other medications: Sometimes, other migraine
preventative medications might be considered.

Preventative treatment is usually taken for a few 

weeks or months until the headaches subside, as 

primary coital headaches often resolve on their own. 

3. Lifestyle Adjustments and Other Strategies:

• Pace yourself: Some people find that slowing
down the pace of sexual activity, especially
during the build-up to orgasm, can help.

• Hydration: Ensure you are well-hydrated.
Dehydration can exacerbate headaches.
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• Avoid certain positions: Some individuals find 
certain positions worsen their headaches, 
though this is highly individual. 

• Warm-up: Gentle stretching or warm-up 
activities before sex might reduce muscle 
tension. 

• Stress management: High stress levels can 
contribute to headaches in general. 

• Empty bladder: Some theories suggest a full 
bladder might contribute to increased pressure, 
though this is not scientifically proven. 

• Discuss with your partner: Open 
communication can reduce anxiety and allow for 
adjustments. Your partner needs to understand 
that this is a medical issue, not a lack of desire. 

The Psychological Impact 
Beyond the physical pain, coital headaches can have 

a significant psychological impact. The fear of another 

headache can lead to: 

• Anxiety and stress: Worrying about the next 
headache can create a vicious cycle, as stress 
itself can trigger headaches. 
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• Avoidance of intimacy: People may start to avoid 
sexual activity altogether, leading to frustration 
and strain in relationships. 

• Embarrassment: It's a sensitive topic, and many 
people feel embarrassed or ashamed, which 
prevents them from seeking help. 

It's crucial to address these emotional aspects. 

Talking to your partner, and if necessary, a therapist or 

counselor, can help manage the anxiety and keep your 

relationship strong. Remember, this is a medical 

condition, not a personal failing. 

Conclusion 
Coital headaches, while often benign, can be 

incredibly distressing. The most important takeaway 

from this chapter is the need for prompt medical 

evaluation. Do not ignore a headache that occurs during 

or after sex, especially if it's sudden, severe, or 

accompanied by other neurological symptoms. 

Once serious conditions are ruled out, rest assured 

that primary coital headaches are manageable and often 

temporary. With the right diagnosis and treatment, you 

can find relief and reclaim the joy and intimacy that 
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sexual activity brings, free from the shadow of pain. 

Open communication with your doctor and your 

partner is key to navigating this challenging, but 

ultimately treatable, condition. 
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11. 
The Pressure Cooker 
in Your Head – 
Understanding Sinus 
Headaches 

The humid air of the Walmart Garden Center clung to 

Brenda like a damp blanket, doing little to alleviate the 

dull throb behind her eyes. She squinted at a row of 

wilting petunias, debating whether they were worth the 

effort. A young man, barely out of his teens, was 

meticulously misting a display of ferns nearby. He wore 

a green vest that looked several sizes too big, and a 

nametag that read ‘Kevin – Garden Associate’. 
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Brenda sighed, a sound that seemed to carry the 

weight of her current discomfort. Kevin looked up, 

startled, then offered a polite, if somewhat weary, smile. 

“Can I help you find anything, ma’am?” he asked, his 

voice surprisingly gentle. 

Brenda turned, rubbing her temples with a thumb 

and forefinger. “Oh, Kevin, you’re an angel. I’m just… I’m 

not even sure what I’m looking for anymore. My head is 

just pounding.” 

Kevin’s brow furrowed with a hint of concern. “Oh, 

I’m sorry to hear that. It’s a bit stuffy in here today, 

maybe that’s not helping.” 

“Stuffy is an understatement, dear,” Brenda said, her 

voice dropping to a conspiratorial whisper as if the ferns 

themselves were listening. “It’s these sinus headaches. 

They’re just relentless.” 

Kevin nodded, unsure how to respond. “Right. 

Sinuses. Nasty business, I hear.” 

“Nasty business doesn’t even begin to cover it, Kevin,” 

Brenda continued, leaning slightly on a display of 
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decorative gnomes. “It starts right here,” she pointed to 

the bridge of her nose, then swept her finger across her 

forehead. “Just this incredible pressure. Like someone’s 

inflated a balloon behind my eyes, pushing outwards.” 

Kevin winced empathetically. “Sounds rough.” 

“Rough doesn’t even begin to cover it!” Brenda 

repeated, warming to her subject. “And the pain! It’s not 

like a regular headache, you see. It’s this deep, dull ache, 

right behind my cheekbones, sometimes even down into 

my teeth. And if I bend over to pick something up,” she 

demonstrated a slight stoop, wincing dramatically, “oh, 

Lord, it just intensifies! The pressure builds up so much 

I feel like my head might explode.” She straightened up 

with a pained grunt. 

Kevin shifted his weight, spraying a fern with a little 

too much enthusiasm. “Wow. So, like, it’s all in your face, 

not just your head?” 

“Exactly! It’s all connected, you see. My nose feels 

blocked, even when it’s not running, and sometimes I 

get this post-nasal drip that just makes everything 

worse. And the throbbing!” She put a hand to her 
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forehead again. “It’s like a drumbeat, right behind my 

eyes, especially when I’m trying to focus on something. 

Like these petunias. Pretty, but they’re just blurring into 

one big purple blob right now.” 

She gestured vaguely at the offending flowers. Kevin, 

still holding his spray bottle, looked genuinely 

sympathetic. “Have you, uh, tried anything for it?” 

“Oh, everything, Kevin! Over-the-counter stuff, hot 

compresses, cold compresses, steamy showers… 

sometimes it feels like nothing touches it. It just has to 

run its course. And it makes me so tired, too. Just utterly 

drained. I feel like I’ve been run over by a lawnmower, 

and all I did was try to pick out a few annuals.” 

She sighed again, a long, drawn-out sound of 

suffering. “It’s the sinus headaches that get you. You can’t 

escape them when they decide to set in. It’s not just a 

headache, it’s a whole facial assault.” 

Kevin slowly put down his spray bottle. “Well, ma’am, 

I… I hope you feel better. We do have some nice air 

purifiers in aisle 12, near the vacuums? Sometimes that 

helps with the air quality.” 
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Brenda gave him a weak smile. “Bless your heart, 

Kevin. You’re a good boy. Maybe I’ll take a look. Anything 

to get rid of this pressure. Anything at all.” She turned, 

still rubbing her temples, and shuffled slowly towards 

the main aisle, leaving Kevin to contemplate the 

complex world of human suffering and the specific 

agony of sinus headaches amidst his ferns. 

Understanding Sinus Headaches 

Imagine your head is like a house, and inside this 

house, you have several small, empty rooms. These 

rooms are usually full of air, and they help make your 

head lighter, warm the air you breathe, and even help 

your voice sound clear. These special air-filled rooms 

are called sinuses. 

Now, imagine these rooms are connected to the 

outside world through tiny little doors, like drainpipes. 

Usually, any snot or mucus that your body makes in 

these rooms can easily drain out through these doors 

and down your throat. Everything works smoothly. 
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But sometimes, things go wrong. And that's when you 

can get a sinus headache. 

What Are These "Sinus Rooms" Anyway? 
You have four main pairs of these sinus rooms, 

located in different parts of your face: 

1. Forehead Sinuses (Frontal Sinuses): These are 
right behind your eyebrows and forehead. 

2. Cheekbone Sinuses (Maxillary Sinuses): These 
are in your cheekbones, on either side of your 
nose, and can even feel like tooth pain in your 
upper jaw. 

3. Between-the-Eyes Sinuses (Ethmoid 
Sinuses): These are small rooms located between 
your eyes, right behind the bridge of your nose. 

4. Deep Sinuses (Sphenoid Sinuses): These are 
further back, deep behind your nose and eyes, in 
the center of your head. 

All these rooms are lined with a soft, moist tissue, just 

like the inside of your nose. This lining makes a little bit 

of mucus, which helps to trap dust and germs and keep 

the rooms clean. 
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So, What Causes a "Sinus Headache"? The 
"Blocked Drainpipe" Problem 

A sinus headache happens when those "empty rooms" 

in your head get inflamed, swollen, and filled up with too 

much gunk. Think of it like this: 

• The Lining Gets Swollen: The soft tissue lining 
your sinus rooms gets puffy and inflamed. This 
can happen for many reasons, like: 

• A Cold or Flu: When you have a cold or the 
flu, your whole nose and throat get 
irritated, and this irritation can spread to 
your sinuses. 

• Allergies: If you're allergic to things like 
pollen, dust, or pet dander, your body 
overreacts, causing swelling and extra 
mucus, especially in your nose and 
sinuses. 

• Infection: Sometimes, after a cold or 
allergy attack, germs (like bacteria or 
viruses) can get trapped in the swollen 
sinuses and cause a full-blown infection. 
This is called sinusitis. 

• The "Drainpipes" Get Clogged: When the lining 
swells, those tiny "drainpipe" doors that connect 
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your sinuses to your nose get squeezed shut. 
Mucus can't drain out properly. 

• Pressure Builds Up: Now you have swollen,
inflamed rooms, and mucus is building up inside
with nowhere to go. This is like a pressure
cooker! The built-up pressure is what causes the
pain you feel as a sinus headache.

What Does a Sinus Headache Feel Like? 
The "Pressure Cooker" Symptoms 

Unlike a regular tension headache that might feel like 

a tight band around your head, or a migraine that can be 

throbbing and sensitive to light, a sinus headache has 

some very specific feelings: 

1. Pressure and Pain in Specific Spots:

• Forehead: You'll feel a dull, heavy
pressure or pain right above your
eyebrows, especially when you bend
forward or lie down.

• Cheeks: Pain and pressure around your
cheekbones, often feeling like your teeth
hurt (especially the upper ones).

• Around the Eyes: Aching or pressure
around or behind your eyes, sometimes
making your eyes feel heavy.
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• Bridge of the Nose: Pressure right at the 
top of your nose, between your eyes. 

2. Pain Worse When You Move: The pain often gets 
worse when you bend down, lean forward, or lay 
flat. This is because the pressure inside your 
sinuses shifts. 

3. Stuffy or Blocked Nose: Your nose will likely feel 
very stuffy, making it hard to breathe through it. 

4. Thick Mucus or Discharge: You might have 
thick, discolored (yellow or green) mucus 
draining from your nose or down the back of 
your throat (post-nasal drip). 

5. Feeling of Fullness in Your Ears: The pressure 
can sometimes affect your ears, making them feel 
blocked or full. 

6. Fever (Sometimes): If you have a bacterial 
infection, you might also have a fever. 

7. Fatigue: Feeling tired and run-down is common, 
especially if you have an infection. 

8. Bad Breath: Trapped mucus and infection can 
sometimes cause bad breath. 
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Is It Really a Sinus Headache? The Tricky 
Part 

Here's where it gets a little tricky: many people think 

they have a sinus headache, but it might actually be a 

migraine or another type of headache. Why? Because 

migraines can sometimes cause pain in the same areas 

(forehead, around eyes) and can also make your nose 

run. 

How to tell the difference (usually): 

• Sinus Headache: Almost always comes with
nasal symptoms (stuffy nose, thick mucus,
pressure). Pain is usually steady pressure, not
throbbing. No extreme sensitivity to light or
sound.

• Migraine: Often throbbing pain, usually on one
side of the head, and comes with sensitivity to
light, sound, and smells. Nausea or vomiting is
common. Nasal symptoms are usually not the
main problem.

It's important to know the difference because the 

treatments are different! 
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How to Get Relief: Unclogging the 
"Drainpipes" 

The main goal of treating a sinus headache is to 

reduce the swelling and help the mucus drain out of 

those "pressure cooker" rooms. 

1. Warm Compresses: Place a warm, damp 
washcloth over your forehead and cheeks. The 
warmth can help open up the passages and ease 
the pain. 

2. Steam Inhalation: 

• Hot Shower: Take a long, hot shower and 
breathe in the steam. 

• Bowl of Hot Water: Lean over a bowl of 
hot (not boiling!) water with a towel over 
your head to trap the steam. Breathe 
deeply. You can add a few drops of 
eucalyptus oil (if you're not sensitive to it) 
for extra help. This helps thin the mucus 
and reduce swelling. 

3. Saline Nasal Spray or Rinse: 

• Saline Spray: You can buy a simple 
saltwater (saline) spray at the pharmacy. It 
helps moisten your nasal passages and 
thin mucus. 
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• Neti Pot or Sinus Rinse Bottle: These
allow you to gently flush your nasal
passages with a larger amount of
saltwater. Always use distilled, sterile, or
previously boiled and cooled water for this to
avoid serious infections. This is like giving
your sinuses a good internal shower.

4. Over-the-Counter Pain Relievers:

• Acetaminophen (Tylenol): Helps with
pain and fever.

• Ibuprofen (Advil, Motrin) or Naproxen
(Aleve): These are anti-inflammatory
medicines, so they can help reduce both
pain and swelling.

5. Decongestants:

• Pills (e.g., Sudafed): These medicines
help shrink the swollen blood vessels in
your nose and sinuses, opening up those
"drainpipes." Be careful if you have high
blood pressure or heart problems, and don't
use them for more than a few days.

• Nasal Sprays (e.g., Afrin): These work
very quickly but must only be used for 3
days maximum. Using them longer can
make your stuffiness much worse when
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you stop (this is called rebound 
congestion). 

6. Rest and Hydration: Drink plenty of water and 
get lots of rest. This helps your body fight off 
infection and recover. 

When to See a Doctor: Don't Wait Too 
Long 

While most sinus headaches get better on their own 

with home care, sometimes you need a doctor's help. 

You should see a doctor if: 

• Your symptoms last longer than 10-14 days. 

• Your headache is very severe and doesn't get 
better with pain relievers. 

• You have a high fever (over 102°F or 39°C). 

• You have vision changes (blurry vision, double 
vision). 

• Your face becomes very swollen or red. 

• You have a stiff neck or confusion. (These are 
signs of a more serious infection that could 
spread.) 

• Your symptoms keep coming back often. 
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Why see a doctor? If your sinus headache is caused 

by a bacterial infection, you might need antibiotics to 

clear it up. A doctor can also check for other problems, 

like allergies or structural issues in your nose, that 

might be making your sinuses prone to problems. They 

can also prescribe stronger medicines like nasal steroid 

sprays to reduce inflammation. 

Preventing Future "Pressure Cookers" 
While you can't always prevent colds, you can take 

steps to reduce your chances of getting sinus headaches: 

• Manage Allergies: If you have allergies, work 
with a doctor to get them under control. This 
might involve allergy medicines, shots, or 
avoiding triggers. 

• Wash Your Hands: Good hygiene helps prevent 
colds and flu. 

• Avoid Irritants: Stay away from cigarette smoke, 
strong chemicals, and other things that irritate 
your nose and sinuses. 

• Stay Hydrated: Drink plenty of water to keep 
your mucus thin and flowing. 
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Remember, a sinus headache is your body telling you 

that those "air-filled rooms" in your head are feeling a 

lot of pressure. By understanding what's happening and 

taking the right steps, you can help unclog those 

"drainpipes" and find relief. If you're ever worried or 

your symptoms are severe, don't hesitate to reach out to 

a healthcare professional. They are there to help you feel 

better! 
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12. 
Beyond Just a 
Headache – 
Understanding and 
Living with Migraine 

The scent of brewing chamomile tea hung heavy in 

Maria’s kitchen, a comforting, familiar aroma that 

usually soothed Elara’s frayed nerves. Today, it seemed 

only to amplify the faint throb behind her eyes. She sat 

at the old wooden table, tracing the grain with a 

fingertip, her gaze fixed on the steam rising from her 

untouched mug. 

“You’re very quiet today, mi hija,” Maria observed, 

her voice soft but perceptive. She placed a plate of her 

famous lemon shortbread cookies between them, then 
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took the seat opposite Elara. “Did you have a long day at 

the office?” 

Elara managed a weak smile. “Something like that, 

Mama.” She picked up a cookie, but her stomach 

churned at the thought of eating. 

Maria’s brow furrowed. “Are you feeling alright? You 

look… pale. And you’re not touching your tea.” 

Elara sighed, a long, weary exhalation that felt like it 

carried the weight of the world. “I’m just tired, Mama.” 

“More than tired, I think,” Maria pressed gently. Her 

eyes, so like Elara’s own, held a knowing concern. 

“You’ve been squinting all morning. And you barely 

looked at me when I hugged you hello, like the light was 

bothering you.” 

Elara’s shoulders slumped. There was no hiding 

anything from Maria. “It’s… it’s been bad lately, Mama.” 

“What has, mi amor?” 

She hesitated, then decided honesty was the only way 

through. “The headaches. They’re back. And they’re 

worse than ever.” 



D. KUMAR, M.D 

179 
 

Maria leaned forward, her expression softening with 

genuine worry. “Oh, sweetie. The ones you used to get 

as a teenager? The throbbing ones?” 

“Exactly,” Elara confirmed, her voice barely above a 

whisper. “But they’re not just throbbing anymore. It’s 

like a drum solo in my skull, right behind my eye, 

sometimes both. And the light… any light, even the soft 

glow of your kitchen, feels like a physical assault. I have 

to close my eyes, sometimes for hours.” 

“And the noise?” Maria asked, recalling past 

symptoms. 

“Don’t even get me started on noise,” Elara muttered, 

rubbing her temples. “The clatter of a fork, the hum of 

the refrigerator, your little parakeet chirping in the 

living room – it all feels like a jackhammer. I just want to 

crawl into a dark, silent cave.” She paused, then added, 

almost defensively, “And the nausea is awful. I can’t eat, 

I can barely drink. Sometimes I even… well, you know.” 

She gestured vaguely. 

Maria nodded, her face etched with sympathy. 

“You’ve described them before, the way you’d get that 
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zigzagging pattern in your vision, like looking through 

broken glass, just before the pain hit.” 

“That’s the aura,” Elara confirmed, her voice tinged 

with frustration. “It’s like my brain is giving me a five-

minute warning before it decides to self-destruct. And 

then it hits. A pulsing, crushing pain that makes me 

question everything. I can’t work, I can’t read, I can’t 

even think straight. I just have to lie down in the dark 

and wait for it to pass, which can be a whole day, 

sometimes two.” She finally looked up, meeting her 

mother’s gaze. “They’re not just headaches, Mama. 

They’re… they’re migraines.” 

The word hung in the air, a heavy, clinical term that 

suddenly made the invisible agony tangible. 

Maria reached across the table and took Elara’s hand, 

her touch cool and comforting. “Migraines,” she 

repeated softly, her eyes distant for a moment. “Your 

grandmother, my mother, she suffered from them too. 

Though she called them ‘her bad head days.’ She’d lock 

herself in her room with a damp cloth over her eyes. I 

remember thinking she was just being dramatic 
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sometimes, but I see now…” Her voice trailed off. “Oh, 

Elara. My poor girl.” 

“It’s exhausting, Mama,” Elara confessed, her voice 

thick with unshed tears. “It’s not just the pain, it’s the 

fear of them. I wake up every morning wondering if 

today’s the day. I’ve had to cancel plans, miss work, 

sometimes I can’t even pick up the phone because the 

light from the screen feels like a knife. I feel like I’m 

losing control of my own life.” 

“Have you seen a doctor, mi amor? For these 

migraines?” Maria asked, her voice firm with purpose 

now. “There must be something. Special medicines, or 

things you can do.” 

Elara nodded. “I have. They’ve given me different 

medications to try, some for when they start, some for 

prevention. It’s a lot of trial and error. And I’m trying to 

figure out my triggers – stress, certain foods, even 

changes in the weather seem to set them off.” 

Maria squeezed her hand. “We’ll figure it out 

together, then. You shouldn’t have to suffer like this. For 

now, let’s get you out of this light.” She stood up and 



HEADACHES: What you do not know could hurt you! 

182 

moved to the window, drawing the blinds down, 

plunging the kitchen into a softer, more forgiving 

twilight. “And no more tea, just water. And perhaps a 

cool cloth for your eyes? Come, lie down on the sofa. 

Your Mama will be right here.” 

As Elara leaned back against the cool cushions of the 

sofa, the partial darkness a balm to her throbbing head, 

she felt a small measure of relief. Telling her mother, 

using the exact word for what she was enduring, had 

lifted a tiny corner of the heavy burden. Maria’s 

understanding, her quiet acceptance of the word 

'migraines' and the suffering it implied, was a comfort 

deeper than any chamomile tea. 

Beyond Just a Headache – 
Understanding and Living with 
Migraine 

For too long, migraines have been dismissed as "just 

a bad headache." If you've ever experienced one, you 

know that couldn't be further from the truth. A migraine 

is a complex neurological condition, a full-body assault 

that can hijack your senses, your thoughts, and your 
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ability to function. It's an invisible illness that impacts 

millions, often leaving sufferers isolated and 

misunderstood. 

This chapter aims to demystify migraine, moving 

beyond the simplistic definition to explore its intricate 

nature, its varied symptoms, and the strategies that can 

help you reclaim your life. Whether you're a sufferer, a 

caregiver, or simply curious, prepare to gain a deeper 

understanding of this often debilitating condition. 

What Exactly Is a Migraine? It's More Than 
Just Head Pain. 

Imagine your brain as a highly sophisticated 

computer. In someone with migraine, this computer has 

an inherent sensitivity, a predisposition to overreact to 

certain internal or external stimuli. When triggered, it 

doesn't just produce a simple error message; it initiates 

a cascade of neurological events that result in a migraine 

attack. 

Migraine is classified as a primary headache disorder, 

meaning the headache itself is the main problem, not a 

symptom of another condition (like a tumor or 
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infection). It’s a chronic condition, meaning it’s long-

lasting and recurring, though its frequency and severity 

can vary greatly from person to person. 

Key Characteristics that Set Migraine 
Apart from a Regular Headache: 

• Intensity: Migraine pain is typically moderate to 
severe, often described as throbbing, pounding, 
or pulsating. It's usually unilateral (on one side of 
the head) but can be bilateral (both sides) or shift. 

• Associated Symptoms: This is where migraine 
truly distinguishes itself. Alongside the head 
pain, people often experience: 

• Nausea and/or Vomiting: One of the most 
common and debilitating accompanying 
symptoms. 

• Photophobia (Light Sensitivity): Even 
normal indoor lighting can feel blinding. 

• Phonophobia (Sound 
Sensitivity): Everyday noises become 
excruciatingly loud. 

• Osmophobia (Smell Sensitivity): Certain 
odors can trigger or worsen an attack. 
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• Fatigue and Brain Fog: A profound sense 
of exhaustion and difficulty 
concentrating. 

• Neck Pain/Stiffness: Very common, often 
preceding or accompanying the headache. 

• Visual Disturbances (Aura): Flashing 
lights, zig-zag lines, blind spots (more on 
this later). 

• Impact on Daily Life: Unlike a tension headache 
you might power through, a migraine typically 
forces you to stop what you're doing. Work, 
school, social events, even simple tasks become 
impossible. Sufferers often need to retreat to a 
dark, quiet room. 

The Four Acts of a Migraine: A Journey 
Through the Phases 

Not every person experiences all phases, and the 

duration of each phase can vary, but understanding 

these stages can help you recognize an impending attack 

and take action. 

Act 1: The Prodrome (The Warning Signs) 

Sometimes called the "pre-headache" phase, the 

prodrome can begin hours or even days before the main 
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headache pain starts. It's your body's subtle (or not-so-

subtle) way of telling you a migraine is brewing. 

Learning to recognize your personal prodromal 

symptoms can be incredibly valuable for early 

intervention. 

Common Prodromal Symptoms: 

• Mood Changes: Irritability, depression,
euphoria, or anxiety.

• Fatigue or Yawning: Excessive and unexplained
tiredness.

• Neck Stiffness: A common complaint, often in
the back of the neck.

• Food Cravings: A sudden desire for specific
foods.

• Increased Urination: Needing to use the
bathroom more often.

• Fluid Retention: Feeling bloated or puffy.

• Difficulty Concentrating: Brain fog or trouble
focusing.

• Sensitivity to Light/Sound/Smell: Even before
the headache, these senses might feel
heightened.
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Act 2: The Aura (The Sensory Show) 

The aura phase affects about 20-30% of people with 

migraine. It typically occurs just before or at the very 

beginning of the headache phase, lasting anywhere from 

5 to 60 minutes. Aura symptoms are usually visual, but 

can also involve other senses. They are temporary 

neurological disturbances caused by a wave of electrical 

activity across the brain's surface. 

Common Aura Symptoms: 

• Visual Aura (Most Common): 

• Scintillating Scotomas: Shimmering, 
zig-zag lines, often expanding, that can 
resemble a C-shape or fort-like pattern. 

• Blind Spots (Scotomas): Patches of vision 
loss. 

• Flashing Lights or Stars: Bright, brief 
flashes. 

• Distorted Vision: Objects appearing 
larger or smaller, or wavy. 

• Sensory Aura: 
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• Numbness or Tingling: Often starting in 
one hand and spreading up the arm to the 
face. 

• Speech Aura: 

• Dysphasia: Difficulty finding words or 
speaking clearly. 

• Motor Aura (Rare): 

• Weakness: Temporary weakness on one 
side of the body (this is very rare and 
warrants immediate medical attention to 
rule out stroke). 

It's crucial to note that new or sudden aura symptoms, 

especially if accompanied by weakness or difficulty 

speaking, should always be evaluated by a doctor 

immediately to rule out other serious conditions like a 

stroke. 

Act 3: The Headache Phase (The Main Event) 

This is the phase most people associate with 

migraine, and it's often the most debilitating. The pain 

can range from moderate to severe, often described as 

throbbing, pounding, or pulsating. It usually starts on 
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one side of the head but can spread or affect both sides. 

This phase can last anywhere from 4 to 72 hours. 

During the headache phase, all the associated 

symptoms mentioned earlier (nausea, vomiting, light 

sensitivity, sound sensitivity, etc.) are at their peak. Any 

physical activity, even simple movements like bending 

over or walking, can significantly worsen the pain. 

Act 4: The Postdrome (The Migraine Hangover) 

Once the headache pain subsides, you might think it's 

over. But for many, a "migraine hangover" or postdrome 

phase follows. This can last for a day or two and leaves 

you feeling drained and unwell. 

Common Postdrome Symptoms: 

• Fatigue and Exhaustion: Profound tiredness. 

• Brain Fog: Difficulty thinking clearly, 
concentrating, or remembering things. 

• Mood Changes: Feeling depressed, irritable, or 
unusually refreshed. 

• Muscle Soreness: Especially in the neck and 
shoulders. 
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• Light/Sound Sensitivity: A lingering sensitivity,
though less severe than during the attack.

• General Malaise: Just feeling "off" or unwell.

Decoding Your Triggers: Unraveling the 
Mystery 

While migraine isn't "all in your head," certain factors 

can act as "triggers" that set off the neurological cascade. 

Identifying your personal triggers is one of the most 

powerful steps you can take in managing your 

migraines. It's like being a detective, looking for 

patterns. 

Common Trigger Categories: 

1. Stress: This is a huge one. Both acute stress and
the "let-down" after a stressful period (like a
weekend after a tough work week) can trigger
migraines.

2. Sleep: Too much, too little, or irregular sleep
patterns (e.g., shift work, jet lag) can be major
culprits.

3. Food and Drink:

• Alcohol: Especially red wine.
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• Caffeine: Both too much and caffeine 
withdrawal. 

• Aged Cheeses, Cured Meats: Containing 
tyramine. 

• Artificial Sweeteners (Aspartame): For 
some individuals. 

• MSG (Monosodium Glutamate): A flavor 
enhancer. 

• Chocolate: Though some studies suggest 
it might be a craving during prodrome 
rather than a trigger. 

• Skipping Meals: Low blood sugar can be 
a trigger. 

4. Hormonal Changes (for Women): Fluctuations 
in estrogen are a significant trigger. 

• Menstruation (Menstrual 
Migraine): Often occurring just before or 
during periods. 

• Ovulation. 

• Pregnancy: Can improve or worsen 
migraines. 

• Menopause. 
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• Hormonal Birth Control: Can be a 
trigger for some, a treatment for others. 

5. Environmental Factors: 

• Weather Changes: Barometric pressure 
changes, storms, extreme heat or cold. 

• Strong Smells: Perfumes, cleaning 
products, smoke, certain foods. 

• Bright or Flickering Lights: Fluorescent 
lights, computer screens, strobe lights. 

• Loud Noises: Concerts, crowded places. 

6. Physical Factors: 

• Dehydration. 

• Intense Exercise: Especially if not 
warmed up or well-hydrated. 

• Neck Strain/Poor Posture. 

• Teeth Grinding. 

7. Medication Overuse Headache 
(MOH): Ironically, taking acute migraine 
medications too often can cause more headaches, 
trapping you in a cycle. This is a critical point to 
discuss with your doctor. 
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The Migraine Diary: Your Detective Tool 
The best way to identify your triggers is to keep a 

detailed migraine diary. For at least 1-2 months, record: 

• Date and Time of Migraine Onset. 

• Symptoms: What did you feel? (Pain level, 
nausea, light sensitivity, aura, etc.) 

• Duration: How long did it last? 

• Medications Taken: What, when, and did it 
help? 

• Potential Triggers in the Past 24-48 
Hours: What did you eat, how did you sleep, what 
was your stress level, what was the weather like, 
were you around strong smells, etc.? 

Over time, patterns will emerge, helping you 

understand what sets off your migraines. 

Diagnosis: Getting the Right Answers 
There's no single blood test or imaging scan that 

definitively diagnoses migraine. It's primarily a clinical 

diagnosis, meaning your doctor will rely on your 

symptoms, medical history, and a physical/neurological 

exam. 



HEADACHES: What you do not know could hurt you! 

194 

What to Expect at the Doctor's Office: 
1. Detailed History: Be prepared to discuss:

• Your headache characteristics (location,
type of pain, severity).

• Associated symptoms (nausea,
light/sound sensitivity, aura).

• How often they occur and how long they
last.

• What makes them better or worse.

• Your family history of migraines.

• Your general health, medications, and
lifestyle.

2. Physical and Neurological Exam: The doctor
will check your reflexes, vision, coordination,
and sensation to rule out other conditions that
might cause similar symptoms.

3. Ruling Out Other Conditions: In some cases,
your doctor might order imaging tests like an
MRI or CT scan of your brain to rule out more
serious underlying issues (like tumors,
aneurysms, or bleeding). These are generally not
needed for a typical migraine diagnosis but are
important if your symptoms are unusual,
sudden, or rapidly worsening.
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Treatment and Management: Taking Control 

Managing migraine is often a multi-pronged 

approach, combining acute treatments for attacks with 

preventative strategies to reduce their frequency and 

severity. 

Acute Treatments (For When a Migraine Strikes): 

These medications are taken at the first sign of a 

migraine to stop it or reduce its severity. 

1. Over-the-Counter (OTC) Pain Relievers: 

• NSAIDs (Nonsteroidal Anti-
inflammatory Drugs): Ibuprofen (Advil, 
Motrin), Naproxen (Aleve). 

• Acetaminophen (Tylenol). 

• Combination Medications: Excedrin 
Migraine (acetaminophen, aspirin, 
caffeine). 

• Best used for mild-to-moderate migraines, 
and taken early. 

2. Triptans (Serotonin Receptor Agonists): 

• Examples: Sumatriptan (Imitrex), 
Rizatriptan (Maxalt), Zolmitriptan 
(Zomig). 
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• These are migraine-specific medications 
that work by narrowing blood vessels 
around the brain and blocking pain 
pathways. 

• Highly effective for many, but not suitable 
for everyone (e.g., those with certain heart 
conditions). 

3. CGRP Inhibitors (Newer Class - Gepants and 
Ditans): 

• Gepants (Oral): Ubrogepant (Ubrelvy), 
Rimegepant (Nurtec ODT). These block 
the activity of CGRP, a protein involved in 
pain transmission during migraine. They 
have fewer cardiovascular side effects 
than triptans. 

• Ditans: Lasmiditan (Reyvow). Works on 
serotonin receptors different from 
triptans, also without the same 
vasoconstrictive effects. 

4. Ergots: 

• Examples: Dihydroergotamine (DHE 45, 
Migranal). 

• Older class of drugs, often used for severe 
or status migrainosus (a migraine lasting 
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longer than 72 hours). Available as 
injections or nasal sprays. 

5. Anti-Nausea Medications: 

• Prescribed if nausea/vomiting is severe 
(e.g., Ondansetron, Metoclopramide). 

Crucial Note on Acute Medications: Avoid medication 

overuse headache (MOH) by limiting acute medication use 

to no more than 2-3 days per week. Discuss this with your 

doctor. 

Preventative Treatments (To Reduce 
Frequency and Severity): 

These medications are taken daily, regardless of 

whether you have a migraine, to reduce the number and 

intensity of attacks. They don't work immediately; it can 

take weeks or months to see full benefits. 

1. Oral Medications: 

• Beta-blockers: Propranolol, Metoprolol 
(originally for heart conditions). 

• Antidepressants: Amitriptyline, 
Venlafaxine (often used for their pain-
modulating effects). 
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• Anti-seizure Medications: Topiramate
(Topamax), Valproate (Depakote).

• CGRP Inhibitors (Oral): Atogepant
(Qulipta), Rimegepant (Nurtec ODT - also
approved for acute treatment).

2. Injectable Medications:

• CGRP Monoclonal
Antibodies: Erenumab (Aimovig),
Fremanezumab (Ajovy), Galcanezumab
(Emgality), Eptinezumab (Vyepti). These
are monthly or quarterly injections that
target the CGRP pathway.

• Botox (OnabotulinumtoxinA): Injections
into specific head and neck muscles,
approved for chronic migraine (15 or more
headache days per month).

3. Non-Pharmacological Approaches:

• Lifestyle Modifications: Regular sleep
schedule, stress management
(meditation, yoga, mindfulness), regular
exercise, consistent meal times, adequate
hydration, avoiding known triggers.

• Biofeedback: Learning to control
physiological responses like heart rate,
muscle tension, and skin temperature.
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• Cognitive Behavioral Therapy 
(CBT): Helps change thought patterns 
and coping mechanisms related to pain. 

• Acupuncture: Some individuals find 
relief. 

• Nutritional Supplements: Magnesium, 
Riboflavin (Vitamin B2), Coenzyme Q10 
(CoQ10) have some evidence for benefit, 
but always discuss with your doctor. 

• Nerve Stimulation Devices: External 
devices that stimulate certain nerves (e.g., 
supraorbital nerve, vagus nerve) to 
prevent or treat migraines. 

Living with Migraine: Coping and Self-
Care 

Migraine is more than just a physical ailment; it can 

take a significant emotional toll. Living with chronic 

pain and the unpredictability of attacks can lead to 

anxiety, depression, and social isolation. Building a 

robust coping strategy is essential. 

1. Build Your Support System: Talk to trusted 
family and friends. Join online or local support 
groups. Connecting with others who understand 
can be incredibly validating. 
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2. Educate Yourself and Others: The more you 
understand, the better equipped you are to 
manage. Educate your loved ones, colleagues, 
and teachers so they can offer empathy and 
appropriate support. 

3. Prioritize Self-Care: 

• Stress Management: Identify your stress 
triggers and find healthy outlets 
(meditation, deep breathing, hobbies). 

• Consistent Routine: Maintain regular 
sleep, meal, and exercise schedules. 

• Hydration: Drink plenty of water 
throughout the day. 

• Gentle Movement: Regular, moderate 
exercise can be beneficial, but avoid 
overexertion. 

• Dark, Quiet Space: When an attack hits, 
retreat to a calm environment. 

• Cold/Heat Packs: Experiment to see if 
cold packs on the head or heat on the neck 
provide relief. 

4. Work with Your Healthcare Team: 

• Open Communication: Be honest and 
detailed with your doctor about your 
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symptoms, triggers, and the effectiveness 
of treatments. 

• Medication Adherence: Take 
preventative medications as prescribed, 
even if you feel well. 

• Regular Follow-ups: Migraine treatment 
is often a process of trial and error. 
Regular check-ins help adjust your plan 
as needed. 

5. Advocate for Yourself: Don't be afraid to ask for 
accommodations at work or school, or to say "no" 
to social events when you're not feeling well. 
Your health comes first. 

When to Seek Immediate Medical 
Attention 

While migraines are generally not life-threatening, 

certain symptoms could indicate a more serious 

underlying condition. Seek immediate medical attention 

(call 911 or go to the nearest emergency room) if you 

experience: 

• The "Worst Headache of Your Life": Especially 
if it comes on suddenly and intensely 
("thunderclap headache"). 
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• Headache with Fever, Stiff Neck, Rash,
Confusion, Seizures, Double Vision, Weakness,
Numbness, or Difficulty Speaking: These could
be signs of meningitis, encephalitis, stroke, or
other serious conditions.

• Headache After a Head Injury.

• A New Type of Headache if You Are Over 50.

• A New Headache if You Have a Compromised
Immune System or Cancer.

• Headache that Worsens with Coughing,
Straining, or Sudden Movement.

Conclusion: Hope and Empowerment 
Living with migraine is challenging, but it is not a life 

sentence to perpetual pain. Medical understanding and 

treatment options for migraine have advanced 

significantly in recent years, offering more hope than 

ever before. 

By understanding the nature of migraine, diligently 

identifying your triggers, working closely with a 

knowledgeable healthcare provider, and embracing 

self-care strategies, you can significantly improve your 

quality of life. You are not alone in this journey, and with 
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the right tools and support, you can learn to manage 

your migraines and live a fuller, more predictable life. 
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13. 
Idiopathic Intracranial 
Hypertension: The 
Mystery of the Head 
Pressure Cooker 

"Hey Mark, sorry I'm a few minutes late. Traffic was a 

nightmare, and honestly, my head feels like it's trying to 

escape my skull." 

Mark, Brenda's weight-loss coach, leaned forward, a 

concerned look replacing his usual cheerful one. 

"Brenda? You sound… rough. Everything okay?" 

"Define 'okay'," Brenda chuckled, a weak sound. She 

shifted in her chair, a sigh escaping her lips. "I mean, the 

diet's going, slowly but surely. But this headache, man. 

It's been a real buzzkill for a few days now." 
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"Oh? Tell me about it. Is it a tension headache? 

Migraine?" Mark prompted gently. 

"Nah, not really. It’s… different. It's like a constant 

pressure, you know? But then it throbs like crazy, right 

behind my eyes, sometimes up into my temples. And it’s 

worse when I bend over, or if I cough, or even just laugh 

too hard. Like, the pressure just builds up and up." She 

paused, rubbing her temples. "Lying down makes it so 

much worse, too. I swear, the only relief I get is if I'm 

standing up or sitting bolt upright." 

Mark scribbled a note. "Okay, so pressure, throbbing, 

worse with straining or lying down. Got it. Any other 

weird stuff happening with it?" 

Brenda blew out a breath. "Yeah, actually. This is the 

weirdest part. Sometimes, when I stand up too fast, or 

even just randomly, my vision just… goes blurry. Or like, 

I get these weird grey spots, almost like a curtain coming 

down for a few seconds. And then it clears up. It's super 

disorienting. And yesterday, I swear I saw double for a 

good ten minutes after I tripped over the rug." She 

shuddered slightly. "That was freaky." 
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"Double vision, temporary visual changes… Anything 

else with your eyes?" Mark asked, his pen poised. 

"Just… they feel heavy, I guess? Like they're being 

pushed out. And sometimes they ache. Oh! And there's 

this whooshing sound, too. Like, a constant whoosh-

whoosh-whoosh in my ears, especially on my right side. 

It’s like my heartbeat is booming right in my head." She 

tapped her earlobe. "It's driving me absolutely nuts." 

Mark put his pen down, looking directly at her, his 

casual tone shifting to something more serious. "Brenda, 

this isn't a typical headache. The symptoms you're 

describing – the pressure, the worsening with position 

changes, the visual disturbances, the pulsatile 

whooshing in your ears – that's a very specific 

constellation of symptoms. You need to see a doctor 

about this, and soon. Like, today, if possible. I'm not a 

doctor, but this sounds like something that needs 

immediate medical attention. It could be really serious." 

Brenda’s eyes widened slightly. "Serious? Really? I 

just figured it was… you know. Another one of those fun 

things that comes with being this size. Like my knees, or 
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my back." She managed a weak smile. "Just another perk 

of the extra pounds, right?" 

"Brenda, please. This is beyond just 'extra pounds.' 

This is your brain we're talking about, and your eyesight. 

I can even call your primary care doctor for you right 

now, or find an urgent care that can see you. But you 

need to get this checked out immediately. This isn't 

something to wait on." 

Brenda nodded slowly, the casualness finally 

draining from her face, replaced by a flicker of fear. 

"Okay. Okay, Mark. You’re right. The whooshing really is 

annoying anyway. Let’s call." 

The Mystery of the Head Pressure 
Cooker 

Hey there! Let's dive into a topic that sounds a bit like 

a tongue-twister, but is incredibly important: Idiopathic 

Intracranial Hypertension, or IIH for short. Now, if 

you've ever had a really bad headache, you know it can 

feel like your head is in a vice. But imagine that feeling, 

amplified, and often accompanied by some truly weird 
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symptoms, all because the pressure inside your skull is 

just… too high. 

What's in a Name? Let's Break It Down! 
First off, don't let the big words scare you. Let's 

decode "Idiopathic Intracranial Hypertension" bit by bit, 

because understanding the name really helps demystify 

the condition: 

• Idiopathic: This is the tricky one! It basically 
means "of unknown cause." So, right off the bat, 
we're dealing with a mystery. It's not caused by a 
brain tumor, a bleed, or a stroke – which is why 
it used to be called "pseudotumor cerebri" (false 
brain tumor). 

• Intracranial: Easy peasy! This just means "inside 
the skull" or "within the head." 

• Hypertension: You might know this word from 
"high blood pressure." In this context, it means 
"high pressure." 

So, put it all together, and IIH is a condition where 

there's high pressure inside your head, but we don't 

know exactly why it's happening. 
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The Brain's Bathtub Analogy 
To understand what's going on, let's think about your 

brain like a delicate sponge floating in a bathtub. This 

"bathtub" is your skull, and the "water" is something 

called cerebrospinal fluid (CSF). CSF is a clear fluid that 

cushions your brain and spinal cord, delivers nutrients, 

and whisks away waste. Your body is constantly 

producing new CSF and reabsorbing old CSF, kind of 

like a faucet filling the tub while a drain empties it. 

In IIH, it's like the drain in your brain's bathtub isn't 

quite working right, or maybe the faucet is running a 

little too fast, or perhaps a combination of both. The 

result? Too much CSF builds up, and because your skull 

is a fixed space, that extra fluid creates pressure. And 

that pressure pushes on your brain and, most 

importantly, on your optic nerves, which are the vital 

cables connecting your eyes to your brain. 

Who Gets Invited to This Pressure Party? 
While IIH can affect anyone, it most commonly shows 

up in young to middle-aged women, particularly those 

who are overweight or obese. The exact link to weight 
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isn't fully understood, but it's a significant factor, and 

losing weight is often a key part of treatment. 

The Not-So-Fun Symptoms 
So, what does this high pressure feel like? The 

symptoms can vary, but here are the common culprits: 

1. Headaches: These aren't your run-of-the-mill 
tension headaches. IIH headaches are often 
severe, constant, and can worsen with coughing, 
sneezing, or straining. They might be worse in 
the morning or when you lie down. 

2. Vision Changes: This is the big one, and why 
early diagnosis is so crucial. The pressure on the 
optic nerves can cause: 

• Blurred vision 

• Double vision (diplopia) 

• Temporary vision loss: You might 
experience "blackouts" or "greying out" of 
vision, often lasting seconds, especially 
when you change positions. 

• Peripheral vision loss: You might not 
notice this yourself at first, but it can be 
picked up during eye exams. 
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3. Pulsatile Tinnitus: Ever heard a whooshing
sound in your ears, like your heartbeat,
especially when you lie down? That's pulsatile
tinnitus, and it's a classic IIH symptom.

4. Neck and Shoulder Pain: The pressure can
irritate nerves in the neck area, leading to
stiffness and pain.

5. Dizziness and Nausea: Feeling off-balance or
sick to your stomach can also be part of the
picture.

The Diagnosis Detective Work 
Diagnosing IIH is a bit like being a medical detective, 

ruling out all the other usual suspects. Here's how it 

generally goes: 

• Eye Exam: This is absolutely critical. An
ophthalmologist will look for something
called papilledema, which is swelling of the optic
disc (where the optic nerve enters the eye). This
is a hallmark sign of IIH.

• Neuroimaging (MRI/CT Scan): You'll get a scan
of your brain to make sure there's no tumor,
bleed, or other structural problem causing the
pressure. For IIH, these scans usually come back
looking normal, or show subtle signs of high
pressure.
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• Lumbar Puncture (LP) / Spinal Tap: This is the 
definitive test. A doctor carefully inserts a needle 
into your lower back to measure the pressure of 
your CSF. If the pressure is high, and all other 
causes have been ruled out, then IIH is the likely 
diagnosis. They might also remove some fluid to 
relieve pressure and send it for analysis. 

Managing the Pressure: Finding Relief 
The good news is that IIH is treatable, and the main 

goals are to relieve symptoms and, most importantly, 

protect your vision. Treatment plans are often tailored 

to the individual, but common approaches include: 

1. Weight Loss: For those who are overweight, even 
a modest amount of weight loss (5-10% of body 
weight) can significantly reduce CSF pressure 
and improve symptoms. This is often the first-
line and most effective long-term treatment. 

2. Medications: 

• Acetazolamide (Diamox): This is the most 
common medication. It helps reduce the 
production of CSF, effectively "turning 
down the faucet." It can have side effects 
like tingling in the fingers and toes, 
kidney stones, and metallic taste with 
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fizzy drinks, but it's very effective for 
many. 

• Topiramate: Sometimes used, as it can
help with headaches and also has a side
effect of weight loss.

3. Repeated Lumbar Punctures: In some cases, if
medications aren't enough or as a temporary
measure, periodic spinal taps can be performed
to drain excess CSF and relieve pressure.

4. Surgery (Less Common): If vision is severely
threatened and other treatments aren't working,
surgical options might be considered:

• Optic Nerve Sheath Fenestration: Small
"windows" are cut into the sheath around
the optic nerve to relieve pressure directly
on the nerve.

• Shunt Placement: A tube (shunt) is
surgically placed to drain excess CSF from
the brain to another part of the body (like
the abdomen), where it can be absorbed.

Living with IIH: It's a Journey 
Living with IIH can be challenging, especially with 

chronic headaches and the worry about vision. But with 

the right diagnosis and treatment plan, many people 
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find significant relief and are able to manage the 

condition effectively. Regular follow-ups with your 

neurologist and ophthalmologist are key to monitoring 

your progress and protecting your precious eyesight. 

Remember, if you or someone you know is 

experiencing symptoms like severe headaches, vision 

changes, or that strange whooshing sound in the ears, 

don't hesitate to talk to a doctor. Getting to the bottom 

of it early can make all the difference! 
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14. 
 A Look at Intracranial 
Hypotension : The 
Mystery of the Missing 
Fluid  

"Hey Dr. Richardson, thanks for squeezing me in. 

Little Leo is doing great, sleeping...ish, eating...ish. You 

know, newborn stuff." Sarah shifted in the chair, a slight 

wince crossing her face. 

Dr. Richardson smiled warmly. "That's wonderful to 

hear, Sarah. And how are you feeling? Recovering well 

from the C-section?" 

"Honestly, mostly good. Incision's healing, pain is 

manageable. But there's this… headache." Sarah sighed, 
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rubbing her temples. "It's been driving me absolutely 

bonkers since I got home." 

"Oh? Tell me about it. Is it a general postpartum 

fatigue headache, or something different?" Dr. 

Richardson leaned forward, pen poised. 

"It's so different. Like, it's not the 'I haven't slept in 

three days' kind of headache, though I have those too, 

obviously. This one… it's really specific. The weirdest 

thing is, it's totally dependent on whether I'm standing 

up or lying down." 

Dr. Richardson raised an eyebrow. "Go on." 

"Okay, so, if I'm just chilling, lying flat in bed, or even 

really reclined on the couch, it's basically gone. Like, 

poof. Maybe a tiny background throb, but nothing I'd 

even call a headache. It's almost peaceful." Sarah 

gestured with her hands. "But the second I sit up, or 

especially stand up and start moving around, it just 

slams me. It builds up so fast, like within a minute or 

two." 

"And where do you feel it most?" 
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"It's mostly in the back of my head, right at the base 

of my skull, sometimes it feels like it's pulling up into my 

neck, making my neck feel stiff. But it also spreads, like 

a pressure behind my eyes, and sometimes across my 

forehead. It's not really throbbing, more like a dull, 

heavy ache, or like my brain is too big for my head and 

just pushing down." She grimaced. "And it gets so much 

worse if I'm up walking around for any length of time. 

Like, if I'm trying to do laundry or push the stroller, by 

the time I've been up for ten minutes, it's a full-blown 

agony. I have to lie down. Seriously, I've spent more time 

on the floor next to Leo's bassinet than I care to admit." 

"Does anything else come with it when you're 

upright?" Dr. Richardson asked, making a note. 

"Yeah! Sometimes I get really nauseous, especially if 

it's a bad one. And I've noticed sounds bother me more, 

like Leo's little cries feel extra piercing. The light too, 

sometimes I just want to be in a dim room. It's just this 

whole constellation of 'I need to lie down right now or I'm 

going to explode'." 

"And it started right after you had the baby?" 
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"Pretty much. I mean, I was so out of it in recovery, 

but I remember trying to sit up to breastfeed, and 

thinking, 'Whoa, my head is really pounding.' I just 

figured it was the exhaustion and pain meds. But it's 

been consistently like this every single day since I got 

home. It's the only thing really slowing me down, 

honestly. If I could just stay horizontal all day, I'd be 

golden!" Sarah chuckled without much humor. "But with 

a newborn, that's not exactly an option, is it?" 

Dr. Richardson nodded slowly, a thoughtful 

expression on her face. "Sarah, that sounds very much 

like what we call a post-dural puncture headache, or 

intracranial hypotension. It's a known, though not super 

common, complication of spinal anesthesia, where a 

tiny bit of spinal fluid leaks out through the puncture 

site, causing the pressure inside your head to drop when 

you're upright." 

Sarah's eyes widened. "So it's not just me being 

dramatic? And it explains why lying down is like a magic 

cure? Oh my gosh, thank goodness! I thought I was 

losing my mind." 
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The Mystery of the Missing Fluid – A 
Look at Intracranial Hypotension 

Imagine your brain, a truly magnificent organ, 

floating gently within your skull. It's not just sitting 

there unprotected; it's cushioned and nourished by a 

special liquid called cerebrospinal fluid (CSF). Think of 

CSF like the perfect, clear bathwater for your brain and 

spinal cord, keeping everything buoyant, protected, and 

well-nourished. 

Now, imagine that bathwater level suddenly drops a 

bit. Not a lot, but enough to make things feel… off. That, 

in a nutshell, is what happens in Intracranial 

Hypotension (IH). It's a condition where the pressure of 

that cerebrospinal fluid inside your skull is lower than it 

should be. And while "low pressure" might sound less 

dramatic than "high pressure," it can cause a surprising 

amount of trouble! 
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The Great Escape: What Causes IH? 
So, why would the CSF pressure drop? The most 

common reason, by far, is a CSF leak. Picture that 

protective sac around your brain and spinal cord, full of 

CSF. If there's a tiny tear, a pinprick, or even a larger 

hole in that sac (which is called the dura), the CSF can 

start to leak out. 

Where does it leak? Most often, these leaks happen 

along the spinal column. Sometimes, it's due to: 

• Trauma: A fall, a car accident, or even a sudden
jarring movement.

• Medical Procedures: Sometimes, after a lumbar
puncture (spinal tap) or certain spinal surgeries,
a small leak can occur.

• Connective Tissue Disorders: Conditions like
Ehlers-Danlos Syndrome can make the dura
weaker and more prone to tearing.

• Spontaneous Leaks: And sometimes,
frustratingly, there's no clear reason at all! The
leak just… happens. It could be due to a tiny bone
spur, a weak spot in the dura, or even a disc
problem that creates a tear.
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When CSF leaks out, the volume of fluid cushioning 

your brain decreases, leading to that "low pressure" 

state. Your brain, no longer floating as buoyantly, can 

actually sag a little bit within your skull. Ouch! 

The Telltale Signs: What Does IH Feel Like? 

The hallmark symptom of Intracranial Hypotension 

is a very specific type of headache. It's often called an 

orthostatic headache. This means: 

• It's worse when you're upright: Sitting, 
standing, walking – gravity pulls that already 
unsupported brain downwards, making the 
headache much worse. 

• It gets better when you lie down: When you're 
flat, the gravitational pull is minimized, and the 
pressure on your brain lessens, bringing 
significant relief. 

But it's not just about the headache! Because the CSF 

system is connected to so many other parts of your head 

and body, IH can cause a surprising array of other 

symptoms: 

• Neck Pain or Stiffness: Often radiating up into 
the back of the head. 
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• Nausea and Vomiting: Especially when the
headache is severe.

• Dizziness or Vertigo: Feeling off-balance or like
the room is spinning.

• Tinnitus: Ringing or buzzing in the ears.

• Hearing Changes: Muffled hearing, a feeling of
fullness in the ears, or even hearing your own
heartbeat (pulsatile tinnitus).

• Visual Disturbances: Blurred vision, double
vision, or sensitivity to light.

• Fatigue: Profound and debilitating tiredness.

• Cognitive Issues ("Brain Fog"): Difficulty
concentrating, memory problems, or just feeling
"slow."

• Radicular Symptoms: Sometimes, if the leak is
irritating a nerve root in the spine, you might feel
pain, numbness, or tingling down an arm or leg.

It's important to remember that not everyone 

experiences all these symptoms, and the severity can 

vary wildly. Sometimes, the headache isn't even the 

worst part; the fatigue or cognitive issues can be more 

debilitating. 
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The Detective Work: Diagnosing IH 
Because the symptoms can overlap with so many 

other conditions (hello, migraine!), diagnosing IH can be 

a bit like detective work. It often requires a multi-

pronged approach: 

1. Your Story: Your doctor will listen carefully to 
your symptoms, especially the orthostatic nature 
of your headache. This is often the biggest clue! 

2. MRI of the Brain: This is usually the first imaging 
test. While it doesn't directly show the leak, it can 
show signs that suggest low CSF pressure, such 
as: 

• Brain Sagging: The brain looking like it's 
dropped a bit. 

• Pachymeningeal Enhancement: The 
outer layers of the brain swelling and 
lighting up on the scan. 

• Engorgement of Veins: Blood vessels in 
the brain appearing larger than normal. 

• Subdural Collections: Small fluid 
collections around the brain. 

3. Spinal Imaging (Myelography): If the brain MRI 
suggests IH, the next step is often to try and find 
the leak. This usually involves: 
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• CT Myelogram: A special dye is injected
into your spinal fluid, and then X-ray
images are taken to see if the dye leaks out
anywhere. This is like looking for a tiny
drip!

• Dynamic Myelogram or Digital
Subtraction Myelogram (DSM): Newer,
more advanced techniques that can
pinpoint even very small or fast leaks.

• MR Myelogram: Sometimes an MRI of the
spine can also show signs of a leak.

Finding the exact spot of the leak can be tricky, as 

they are often very small. Sometimes, multiple scans are 

needed, or even different types of scans, to finally 

pinpoint the culprit. 
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Fixing the Leak: Treatment Options 
The good news is that IH is often treatable! The goal 

is to stop the CSF leak and allow the pressure to 

normalize. 

1. Conservative Measures: For very mild cases, or 
while waiting for more definitive treatment, 
your doctor might suggest: 

• Bed Rest: Lying flat as much as possible to 
reduce gravitational pull and allow the 
leak to potentially heal on its own. 

• Hydration: Drinking plenty of fluids. 

• Caffeine: Sometimes, caffeine can 
temporarily help with headache 
symptoms. 

• Pain Management: Over-the-counter or 
prescription pain relievers. 

2. Epidural Blood Patch (EBP): This is the most 
common and often very effective treatment. 
Imagine you have a flat tire. An EBP is like 
patching that tire! 

• A small amount of your own blood is 
drawn (just like giving blood for a test). 
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• This blood is then injected into the
epidural space (the space just outside the
dura, near where the leak is suspected).

• The blood clots, forming a patch that
hopefully seals the leak.

• Sometimes, multiple blood patches are
needed, or they might be done at different
levels of the spine.

3. Fibrin Glue Patch: Similar to a blood patch, but
instead of blood, a special "glue" (made from
clotting proteins) is injected to seal the leak. This
is often used for more persistent or harder-to-
treat leaks.

4. Surgery: If patches aren't successful, or if there's
a clear, identifiable cause for the leak (like a bone
spur or a dural tear that can be directly repaired),
surgery might be an option. This involves a
neurosurgeon going in to directly repair the leak.

Life After a Leak: Recovery and Outlook 
Recovering from Intracranial Hypotension can take 

time. Even after a successful patch, it's common to 

experience: 

• "Rebound High Pressure": Sometimes, after the
leak is sealed, your body overproduces CSF for a
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short period, leading to temporary symptoms of 
high pressure. This usually resolves on its own. 

• Lingering Symptoms: Fatigue, headaches, or 
other symptoms might take weeks or even 
months to fully resolve as your body rebalances. 

• Patience is Key: It's a journey, and celebrating 
small improvements along the way is important. 

Intracranial Hypotension can be a truly challenging 

condition, often misdiagnosed and leaving individuals 

feeling quite unwell. But with growing awareness and 

advancements in diagnostic tools and treatments, more 

and more people are finding answers and relief. If you 

or someone you know is experiencing persistent 

orthostatic headaches or a constellation of these 

symptoms, don't hesitate to seek a thorough evaluation. 

Understanding the "mystery of the missing fluid" is the 

first step toward getting your brain back to its buoyant, 

comfortable self! 
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15. 
The Unseen Trap – 
Understanding 
Medication Overuse 
Headaches (MOH) 

The fluorescent lights of ‘Brightside Pharmacy’ 

hummed, casting a sterile glow on the aisles. Eleanor, a 

woman in her late forties with a perpetual shadow under 

her eyes, leaned heavily on the counter. Her hands, 

clasped tightly, trembled almost imperceptibly. 

“Good afternoon, Eleanor,” Mark, the pharmacist, 

greeted her with a warm, familiar smile. He’d known her 

for years. “How can I help you today?” 

Eleanor sighed, a sound heavy with exhaustion. 

“Mark, it’s these headaches. They’re just… relentless.” 
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She rubbed her temples, then trailed a hand down her 

jaw. “I don’t know what to do anymore. I’m here for 

another pack of my usual, but it feels pointless.” 

Mark’s smile softened into a look of concern. 

“Relentless? Tell me more. Are they different from your 

usual migraines?” 

“That’s just it,” Eleanor said, her voice dropping to a 

near whisper. “They are different. Or… worse. It’s like 

they’re always there now. Not the crippling, lights-out 

kind of migraine I used to get, but this dull, throbbing 

ache that just never leaves.” She gestured vaguely at her 

head. “It’s like a constant pressure, right across my 

forehead and behind my eyes.” 

Mark nodded, his pen poised over a notepad. “And 

how often are you getting them?” 

“Often?” Eleanor let out a humorless chuckle. “Mark, 

it’s every single day. Or almost every day. I wake up with 

them, usually. That dull ache is just… there, the moment 

I open my eyes. It’s not the sharp, distinct attacks 

anymore. It’s just this background noise of pain.” 
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“And how are you managing them?” Mark asked 

gently, his gaze unwavering. 

Eleanor’s shoulders slumped. “Well, that’s the 

problem, isn’t it? I take a pill. The one you usually give 

me, the combination one. Or sometimes just ibuprofen, 

if I’m trying to ‘save’ the stronger stuff. It helps, for a 

little while. Maybe a few hours. Enough to get through 

work, or make dinner.” She paused, her eyes glazing 

over slightly. “But then, just as it starts to wear off, the 

headache comes back. And it often feels… worse than 

before. Like it’s angry I tried to get rid of it. So then I 

take another one. And another. Sometimes three or four 

doses a day, just to keep it from getting unbearable.” 

She looked up at him, her eyes pleading. “It’s a cycle, 

Mark. I take the pill, feel a bit better, then the headache 

comes back, and I have to take another one. It’s not like 

it’s curing anything. It’s just… holding it at bay, but the 

pain is always threatening to break through. I feel like 

I’m in a constant battle with it, and the only weapon I 

have is the very thing that seems to be making it worse.” 
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Mark put his pen down, his expression serious but 

compassionate. “Eleanor,” he began, his voice calm and 

steady, “what you’re describing – the daily or near-daily 

headaches, the change from your usual distinct attacks 

to a constant, duller pain, the way the medication helps 

temporarily but then the pain returns, often worse, 

leading you to take more, and the headaches being 

present upon waking – that sounds very much like 

something called Medication Overuse Headache. Also 

known as a rebound headache.” 

Eleanor’s eyes widened slightly. “Medication 

overuse? But… I’m just taking what I need to function. I 

don’t want these headaches.” 

“No, of course you don’t,” Mark reassured her. “It’s 

not your fault, Eleanor. It’s a recognized condition 

where the very medications meant to relieve acute 

headaches can, when used too frequently – typically 

more than two or three days a week for extended 

periods – paradoxically start to cause headaches. Your 

brain becomes accustomed to the medication, and when 
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levels drop, it ‘rebounds’ with a headache, prompting 

you to take more medication, perpetuating the cycle.” 

Eleanor stared at him, a dawning comprehension, 

mixed with despair, on her face. “So, all this time… the 

thing I thought was helping me was actually… doing this 

to me?” 

Mark nodded gently. “It’s a very common problem, 

Eleanor. But the good news is, it’s treatable. The first 

step is often to gradually withdraw from the overused 

medication. It can be tough, and the headaches might 

even get worse for a short period, but it’s the path to 

breaking the cycle and getting your headaches back 

under control. We’d need to work closely with your GP 

on this, perhaps explore preventive medications that 

don’t contribute to this cycle, and manage the 

withdrawal symptoms.” 

Eleanor ran a hand through her hair, a flicker of hope, 

however faint, appearing in her eyes. “So there’s… a way 

out of this constant pain?” 

“There is,” Mark affirmed, a genuine smile returning 

to his face. “Let’s talk about a plan, and I’ll get in touch 
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with your doctor. You don’t have to live like this, 

Eleanor.” 

The Unseen Trap – Understanding 
Medication Overuse Headaches (MOH) 

Imagine a firefighter who, in their valiant efforts to 

put out a small blaze, inadvertently sprays so much 

water that it causes a flood. That's a bit like what 

happens with Medication Overuse Headaches (MOH). 

You're battling the relentless fire of your headaches, 

reaching for the very tools designed to help, only to find 

that their overuse is actually fueling a larger, more 

constant blaze. 

Medication Overuse Headache, often referred to as 

MOH or "rebound headache," is a cruel irony in the 

world of chronic pain. It's a headache that develops or 

worsens because of the regular, excessive use of acute 

headache medications – the very medicines intended to 

provide relief. It's a condition that traps millions, 

turning a quest for comfort into a cycle of escalating 

pain and dependence. 
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Let's break down this complex and often 

misunderstood condition so you can recognize it, 

understand it, and most importantly, find a way out. 

What Exactly Is MOH? The Vicious Cycle 
Explained 

At its heart, MOH is a headache that arises from the 

brain adapting to a constant supply of pain medication. 

When you take acute headache medication frequently 

(think more than 2-3 days a week for most medications), 

your brain starts to change. It becomes more sensitive to 

pain signals and less responsive to the very medications 

you're taking. 

Here's how the cycle typically unfolds: 

1. The Initial Headache: You experience a 
headache, perhaps a tension headache, a 
migraine, or cluster headache. 

2. Taking Relief: You take your acute pain 
medication – maybe an over-the-counter 
painkiller, a triptan, or a combination pain 
reliever. 

3. Temporary Relief: The medication works, and 
you feel better for a while. 
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4. The "Rebound": As the medication wears off, the 
headache returns, often worse than before, and 
sometimes even sooner. This is the "rebound" 
effect. Your brain, having adapted to the 
medication, now reacts with increased pain 
when it's withdrawn. 

5. Taking More Medication: Faced with 
intensifying pain, what's the natural instinct? To 
take more medication, of course! You might even 
take it preemptively because you know the pain is 
coming back. 

6. The Trap Deepens: This frequent dosing keeps 
your brain in a state of heightened sensitivity, 
making the headaches more frequent, more 
severe, and increasingly resistant to treatment. 
You might find yourself taking daily doses, or 
even multiple doses a day, just to keep the pain at 
bay, but never truly eliminating it. 

It's like trying to quench a thirst with salty water – the 

more you drink, the thirstier you become. 
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Who Is At Risk? 
Anyone who regularly uses acute headache 

medications can develop MOH, but some factors 

increase the risk: 

• Pre-existing Chronic Headaches: If you already 
suffer from frequent migraines, tension 
headaches, or other chronic headache disorders, 
you're more likely to rely on acute medications 
and thus more susceptible to MOH. 

• Frequent Medication Use: The primary risk 
factor is simply how often you take acute 
headache medications. 

• Type of Medication: While almost any acute pain 
reliever can cause MOH, some are higher risk: 

• Opioids (e.g., codeine, oxycodone): Very 
high risk due to their strong pain-
modulating effects and potential for 
dependence. 

• Barbiturate-containing combination 
analgesics (e.g., Fioricet, Fiorinal): Also 
high risk. 

• Triptans (e.g., sumatriptan, 
zolmitriptan): While highly effective for 
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migraines, using them more than 9-10 
days per month can lead to MOH. 

• Over-the-counter (OTC) pain relievers
(e.g., ibuprofen, naproxen,
acetaminophen, aspirin, caffeine-
containing compounds): Even these
seemingly harmless drugs can cause
MOH if used excessively (e.g., more than
15 days per month for simple analgesics,
or 10 days per month for combination
OTCs).

• Using Acute Medications for Prevention: Some
people mistakenly take acute medications daily
or almost daily to "prevent" a headache from
starting. This is a direct pathway to MOH.

Recognizing the Signs: Is It MOH? 
The symptoms of MOH can be subtle and often mimic 

your original headache, making it hard to identify. 

However, there are some key indicators: 

• Daily or Near-Daily Headache: This is the
hallmark. Your headaches become almost
constant, often present upon waking.

• Worsening of Existing Headache Pattern: Your
original headaches might have been episodic
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(coming and going), but now they are chronic and 
relentless. 

• Reduced Effectiveness of Medication: The 
medicines that once provided significant relief 
now seem to do very little, or the relief is very 
short-lived. You might find yourself needing 
higher doses or more frequent doses to achieve 
any effect. 

• Headache Quality Changes: The character of 
your headache might change. It could become 
more diffuse, less localized, or feel like a constant 
dull ache punctuated by sharper pains. 

• Associated Symptoms: You might experience 
other symptoms like nausea, anxiety, difficulty 
concentrating, irritability, fatigue, depression, or 
sleep disturbances. 

• "Morning Headache": Often, the headache is 
worst in the morning, as the medication taken 
the night before has worn off. 

• Constant Need for Medication: You feel 
compelled to take medication almost every day, 
perhaps even before a headache fully develops, 
out of fear. 

A Simple Rule of Thumb: If you are taking acute 

headache medication (prescription or over-the-



HEADACHES: What you do not know could hurt you! 

242 

counter) for any type of headache more than 2-3 days a 

week on a regular basis, or more than 10-15 days a 

month, you are at risk for or likely already experiencing 

Medication Overuse Headache. 

The Diagnostic Journey: How Doctors 
Confirm MOH 

Diagnosing MOH isn't about a fancy blood test or a 

scan. It's primarily about a careful conversation between 

you and your doctor. Your doctor will ask detailed 

questions about: 

• Your Headache History: When did your
headaches start? What do they feel like? How
frequent are they?

• Medication Use: This is crucial. Be honest and
specific about all medications you take for
headaches, including OTC drugs, prescription
pain relievers, triptans, and combination drugs.
Your doctor will want to know:

• Which medications?

• How often do you take them?

• How many doses per day/week/month?
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• How long have you been taking them this 
frequently? 

• Effectiveness of Medications: Do they still work? 
For how long? 

• Other Symptoms: Any other physical or 
emotional changes you've noticed. 

Based on your medication history and the pattern of 

your headaches, your doctor can usually make a 

diagnosis. Sometimes, they might ask you to keep a 

detailed headache diary for a few weeks to get a clearer 

picture. 

Breaking Free: The Treatment Path 
The most effective treatment for MOH is often the 

hardest: stopping the overused medication. This is 

known as "detoxification" or "withdrawal." 

This phase can be challenging, but it's essential for 

breaking the cycle. Here's what to expect and how it's 

managed: 

1. The Withdrawal Period: Tough but Temporary 

When you stop the overused medication, your body 

and brain will react. This withdrawal period can range 



HEADACHES: What you do not know could hurt you! 

244 
 

from a few days to several weeks, depending on the 

medication you were overusing, how long you were 

using it, and your individual physiology. 

• Symptoms: Expect a temporary worsening of 
your headaches. They can become more frequent 
and severe. You might also experience nausea, 
vomiting, insomnia, anxiety, restlessness, 
irritability, and even a temporary increase in 
blood pressure. 

• Duration: For most medications, the worst of the 
withdrawal symptoms usually peak within 2-10 
days. For opioids or barbiturates, it can be longer 
and more intense. 

• Support is Key: This is not something you should 
try to do alone. Your doctor will guide you 
through this process. 

2. Managing Withdrawal: Inpatient vs. Outpatient 

• Outpatient Detox: For most patients, 
particularly those overusing triptans or simple 
OTCs, withdrawal can be managed at home 
under the guidance of your doctor. They might 
prescribe "bridging medications" to help manage 
the withdrawal symptoms. 

• Inpatient Detox: For those overusing opioids, 
barbiturates, or if previous outpatient attempts 
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have failed, a short hospital stay or a specialized 
headache clinic might be recommended. This 
provides a safe, monitored environment where 
withdrawal symptoms can be managed 
aggressively. 

3. Bridging Medications: Easing the Transition 

Your doctor may prescribe temporary medications to 

help you get through the withdrawal period. These are 

not the medications you were overusing, but rather 

drugs designed to alleviate the increased pain and other 

withdrawal symptoms. Examples include: 

• Non-steroidal anti-inflammatory drugs 
(NSAIDs): Like naproxen, used for a limited 
time. 

• Anti-nausea medications: To combat stomach 
upset. 

• Sedatives: For temporary relief of anxiety or 
insomnia. 

• Steroids: A short course of corticosteroids can 
sometimes help reduce the severity of 
withdrawal headaches. 

4. Starting Preventative Medications 



HEADACHES: What you do not know could hurt you! 

246 

Once you've cleared the offending medication from 

your system, your brain can begin to reset. This is the 

ideal time to start a new, appropriate preventative 

headache medication. Preventatives are taken daily to 

reduce the frequency and severity of your underlying 

headache disorder, breaking the need for frequent acute 

medication use. 

Common preventative medications include: 

• Beta-blockers (e.g., propranolol)

• Antidepressants (e.g., amitriptyline,
venlafaxine)

• Anti-seizure medications (e.g., topiramate,
valproate)

• CGRP inhibitors (e.g., Aimovig, Ajovy,
Emgality, Nurtec ODT, Qulipta): These newer
medications are specifically designed for
migraine prevention and can be very effective in
this context.

• Botox injections: For chronic migraine.

It's important to remember that preventative 

medications take time to work (often several weeks to 

months) and require consistent use. 
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5. Lifestyle Adjustments and Non-Pharmacological 

Therapies 

While you're resetting your medication habits, it's a 

perfect time to reinforce healthy lifestyle choices that 

support headache management: 

• Regular Sleep Schedule: Go to bed and wake up 
at the same time, even on weekends. 

• Stress Management: Techniques like 
mindfulness, meditation, yoga, or deep 
breathing can be invaluable. 

• Regular Exercise: Even moderate activity can 
help. 

• Consistent Meals: Don't skip meals. 

• Hydration: Drink plenty of water throughout 
the day. 

• Limited Caffeine: If caffeine was part of your 
MOH, it's especially important to reduce or 
eliminate it. 

• Biofeedback and Cognitive Behavioral Therapy 
(CBT): These therapies can teach you coping 
mechanisms for pain and stress, and help you 
reframe your relationship with headaches. 
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The Road Ahead: Prevention and Patience 
Recovering from MOH takes time, patience, and 

commitment. It's a journey, not a quick fix. 

• Be Patient with Yourself: There will be good days
and bad days. Don't get discouraged if you have a
setback.

• Stay in Communication with Your
Doctor: Regular follow-ups are crucial to adjust
medications and strategies.

• Learn Your Triggers: Once the MOH cycle is
broken, you'll be better able to identify and
manage your personal headache triggers.

• Judicious Use of Acute Medications: Once you're
stable, your doctor will guide you on how to use
acute medications sparingly – typically no more
than 2-3 days per week – to prevent future MOH.

• Educate Yourself and Your Support
System: Understanding MOH helps you explain
it to loved ones, who can then offer better
support.

Medication Overuse Headache is a challenging 

condition, born from the very desire to find relief. But it 

is entirely treatable. By recognizing the signs, 

understanding the underlying mechanisms, and 
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working closely with your healthcare provider, you can 

break free from the cycle, regain control over your 

headaches, and rediscover a life with less pain. It's about 

empowering your brain to heal and finding a sustainable 

path to headache management. 
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16. 
CADASIL and 
Headaches: Hidden in 
Plain Sight 

The fluorescent lights of Dr. Aris's chiropractic office 

hummed, a low, constant counterpoint to the gentle 

clack of her keyboard. Elara sat on the adjusting table, 

her posture perfect, but her gaze distant, fixed on a 

framed anatomy chart. She was in her late thirties, her 

face usually animated and sharp, now etched with a 

subtle weariness. 

"So, Elara," Dr. Aris began, her voice calm and 

reassuring, "you mentioned on the phone that your 

headaches have been getting worse, and there's 

something else?" 
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Elara sighed, running a hand through her short, 

practical bob. "Worse is an understatement, Dr. Aris. 

They're not just headaches anymore. They're... events." 

She paused, searching for the right word. "Starts with a 

strange visual aura, like shimmering zigzags or blind 

spots, sometimes just a general fuzziness. Then the pain 

hits, usually one side, throbbing. And the nausea. I just 

have to lie down in a dark room." 

Dr. Aris nodded, making a note. "How often are these 

'events' occurring?" 

"At least once a week now. Sometimes more. They 

used to be just a rare migraine, maybe once a month in 

my twenties. But for the last few years, they've been 

escalating. And they're not responding to my usual over-

the-counter stuff anymore." Elara shifted, picking at a 

loose thread on her jeans. "But that's not the worst of it, 

honestly." 

"Go on," Dr. Aris encouraged gently. 

"It's my brain, Dr. Aris. I feel like it's... breaking down." 

Her voice dropped to a near whisper. "My memory is 

shot. I forget words mid-sentence. I’ll walk into a room 
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and completely forget why I’m there. I misplace things 

constantly. I forget appointments. Just last week, I forgot 

my niece’s birthday – my favorite niece! I wrote it down, 

I swear, but it just… vanished." 

Dr. Aris's pen paused over her notepad. "Is it just 

memory, or are there other changes you've noticed in 

your thinking?" 

"It's not just memory. It's… everything. My processing 

speed feels like it’s in slow motion. Simple tasks, like 

balancing my checkbook or planning a presentation at 

work, feel overwhelming. My colleagues have started to 

notice. They're being kind, but I can see it in their eyes. 

And sometimes, I just feel so… flat. Apathetic. Things 

that used to excite me just don’t anymore. Or I’ll get 

incredibly irritable over nothing." 

Dr. Aris leaned forward, her expression serious. 

"Elara, these are significant symptoms. You mentioned 

your headaches started in your twenties, escalating 

now. And these new cognitive issues, the memory, the 

planning, the emotional changes. Has anyone in your 
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family experienced similar neurological issues? Strokes, 

dementia, migraines at a young age?" 

Elara's eyes widened slightly. "My mother… she had a 

series of what they called 'mini-strokes' in her late 

fifties, and her memory really went downhill after that. 

And her mother, my grandmother, she also had 

cognitive decline quite early, in her sixties. They just 

called it 'senility' back then, but it was pretty severe." She 

bit her lip. "No high blood pressure, no diabetes, no high 

cholesterol for any of us, at least not until much later in 

life. We’re all pretty healthy otherwise." 

Dr. Aris closed her notepad, her gaze steady and 

compassionate. "Elara, what you're describing – the 

migraines with aura starting in young adulthood, the 

progressive cognitive decline, the memory issues, the 

executive dysfunction, the mood changes, and especially 

the family history of early-onset strokes and cognitive 

problems without the typical vascular risk factors – 

these are not symptoms that fall within the scope of 

chiropractic care. While I can certainly help with 

musculoskeletal alignment and pain, these are 
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neurological symptoms that require immediate and 

thorough medical investigation." 

She paused, choosing her words carefully. "This 

sounds like something that needs to be evaluated by a 

neurologist, perhaps even a geneticist. They'll likely 

recommend an MRI of your brain to look for specific 

changes, like small deep brain infarcts or widespread 

white matter changes, and potentially genetic testing. 

It's crucial to get a definitive diagnosis, because knowing 

what it is can help guide management and future 

planning." 

Elara's face paled. "You think it's something serious, 

don't you?" 

"I think it's something that needs to be understood 

fully, Elara. And it's beyond what I can help you with 

here. My best advice, my strongest recommendation, is 

for you to see a neurologist as soon as possible. I can give 

you a referral to an excellent one I know." 

Elara nodded slowly, a tremor in her hands. "Okay. 

Okay, thank you, Dr. Aris. I… I appreciate your honesty. 
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It’s just… it’s been so frightening, feeling my mind slip 

away like this." 

"I can only imagine how distressing this must be," Dr. 

Aris said, her voice gentle. "But you're taking the right 

step by seeking answers. Let's get that referral written 

for you right now." 

CADASIL: The Unseen Currents 

The first whisper had been a strange, shimmering 

curtain drawn across Elara's vision, followed by a 

throbbing headache that felt like a blacksmith was 

hammering inside her skull. She'd dismissed it as a 

particularly nasty migraine, a legacy from her mother, 

who’d often retreated to dark rooms with ice packs. But 

then came the moments of confusion, the lost words, the 

fleeting numbness in her left hand that she’d attributed 

to stress. Elara was a meticulous architect, her mind a 

fortress of precision and logic. These new cracks in its 

foundation were terrifying. 

She was one of the many who, for years, lived with the 

insidious, often misdiagnosed, presence of CADASIL. 
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CADASIL: Unpacking the Acronym 
CADASIL stands for Cerebral Autosomal Dominant 

Arteriopathy with Subcortical Infarcts and 

Leukoencephalopathy. Each word in that long string 

holds a crucial piece of the puzzle: 

• Cerebral: It primarily affects the brain. This isn't 
a disease of the heart or lungs, but of the very 
organ that defines who we are. 

• Autosomal Dominant: This is the genetic 
fingerprint. "Autosomal" means the faulty gene 
isn't on a sex chromosome (X or Y), so it affects 
males and females equally. "Dominant" means 
you only need one copy of the faulty gene from 
one parent to inherit the condition. If a parent 
has CADASIL, there's a 50% chance each of their 
children will inherit it. This explains the often 
heartbreaking family histories of seemingly 
unrelated strokes, dementia, or psychiatric 
issues. 

• Arteriopathy: This is the core pathology. 
"Arterio" refers to arteries, the blood vessels that 
carry oxygenated blood away from the heart. 
"Pathy" means disease. CADASIL is a disease of 
the small to medium-sized arteries, particularly 
those deep within the brain. It's not about 
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cholesterol plaques, like typical atherosclerosis; 
it's a genetic defect in the vessel wall itself. 

• Subcortical Infarcts: An "infarct" is an area of
tissue death due to a lack of blood supply –
essentially, a mini-stroke. "Subcortical" refers to
the deep brain regions, beneath the outer,
wrinkled cortex. These are often small, lacunar
infarcts, which may not cause dramatic,
disabling strokes like those affecting major
arteries. Instead, they accumulate over time, like
tiny, silent bomb blasts, each one chipping away
at cognitive function and motor control.

• Leukoencephalopathy: "Leuko" means white,
referring to the white matter of the brain. White
matter is made of nerve fibers (axons) coated in
myelin, acting like the brain's superhighways,
connecting different regions. "Encephalo" refers
to the brain, and "pathy" again means disease.
Leukoencephalopathy in CADASIL refers to
widespread damage to this white matter, visible
on MRI scans as diffuse bright spots. This damage
disrupts the communication networks, leading to
a host of neurological symptoms.
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The NOTCH3 Gene: The Root of the 
Problem 

At the heart of CADASIL lies a mutation in the 

NOTCH3 gene, located on chromosome 19. This gene 

provides instructions for making a receptor protein 

called NOTCH3, which is crucial for the normal 

development and maintenance of smooth muscle cells 

in blood vessel walls. In CADASIL, the mutation causes 

an abnormal NOTCH3 protein to accumulate in the 

small blood vessels, particularly in the brain. This 

buildup leads to the degeneration of the smooth muscle 

cells, thickening of the vessel walls, and narrowing of 

the lumen, ultimately impairing blood flow and leading 

to the infarcts and white matter damage. 

A Spectrum of Symptoms: The 
Unpredictable Journey 

The insidious nature of CADASIL lies in its varied 

presentation and progressive course. Symptoms 

typically begin in early to mid-adulthood (30s-50s), 

though earlier or later onset is possible. 
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1. Migraines with Aura: For many, like Elara, these
are the earliest and most frequent symptom,
often preceding other neurological issues by
years or even decades. The "aura" can be visual
(flashing lights, zigzags, temporary blindness),
sensory (numbness, tingling), or even speech-
related.

2. Recurrent Strokes/TIAs: These are often the
hallmark of the disease. They can be mild,
transient ischemic attacks (TIAs), or more
significant, causing temporary weakness, speech
difficulties, or sensory changes. The cumulative
effect of these small strokes is what gradually
leads to neurological decline.

3. Cognitive Impairment: This is perhaps the most
devastating aspect. It starts subtly with
difficulties in executive function (planning,
problem-solving, multi-tasking), attention, and
memory. Over time, it can progress to a severe
subcortical dementia, impacting daily life and
independence.

4. Mood Disturbances: Depression, apathy, and
irritability are common, often appearing before
significant cognitive decline. These can be direct
consequences of the brain damage or reactive to
the challenges of living with a progressive illness.
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5. Psychiatric Symptoms: While less common, 
some individuals may experience episodes of 
psychosis or bipolar-like symptoms. 

6. Motor Symptoms: Gait disturbances, balance 
problems, and even features resembling 
Parkinson's disease (slowness of movement, 
rigidity) can develop in later stages. 

Diagnosis: The MRI Tells a Story 
CADASIL is often a diagnosis of exclusion, as its early 

symptoms mimic more common conditions. However, 

the advent of advanced brain imaging has been 

transformative. Magnetic Resonance Imaging (MRI) is 

the gold standard for diagnosis, revealing: 

• Widespread white matter 
hyperintensities: Bright spots on certain MRI 
sequences, indicative of damaged white matter. 

• Lacunar infarcts: Small, deep areas of stroke. 

• Characteristic temporal lobe 
involvement: Often, the white matter changes 
are particularly prominent in the anterior 
temporal lobes, a finding highly suggestive of 
CADASIL. 

• Microbleeds: Small hemorrhages can also be 
seen. 
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While MRI provides strong evidence, definitive 

diagnosis relies on genetic testing for mutations in the 

NOTCH3 gene. Skin biopsies, which show granular 

osmiophilic material (GOM) in the small blood vessels, 

can also confirm the diagnosis but are less common now 

with widespread genetic testing availability. 

Living with CADASIL: No Cure, Only 
Management 

Currently, there is no cure for CADASIL, nor a 

specific treatment to halt its progression. Management 

focuses on symptomatic relief and preventing further 

damage: 

• Stroke Prevention: Antiplatelet medications
(like aspirin) are often prescribed, though their
efficacy in CADASIL-specific stroke prevention is
still debated. Blood pressure control is crucial, as
hypertension can exacerbate vessel damage.

• Symptomatic Treatment: Migraines are
managed with standard migraine medications.
Antidepressants are used for mood disturbances.
Cognitive rehabilitation and occupational
therapy can help manage daily challenges.
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• Lifestyle Modifications: A healthy lifestyle, 
including regular exercise, a balanced diet, and 
avoiding smoking, is encouraged to promote 
overall brain health. 

• Genetic Counseling: Given its autosomal 
dominant inheritance, genetic counseling is vital 
for affected individuals and their families to 
understand the risks and implications for future 
generations. 

Elara's diagnosis came after years of confusion, a 

series of MRIs, and finally, the genetic test that 

confirmed what her neurologist had begun to suspect. 

The news was a punch to the gut, a confirmation of the 

insidious enemy within, but also, paradoxically, a relief. 

She finally had a name for the unseen currents that were 

reshaping her life, a name that allowed her to connect 

with others, to advocate for research, and to face the 

future, however uncertain, with a newfound 

understanding. CADASIL was a part of her, but it would 

not define her entirely. Not yet. 

 



HEADACHES: What you do not know could hurt you! 

264 
 



265 

17. 
Cerebral Venous 
Thrombosis – If you 
do not look for it, you 
may not see it! 

The sterile scent of the OB/GYN office was a familiar 

comfort, but today, for Sarah, it felt like an oppressive 

weight. Three weeks postpartum, her body still felt like 

a stranger’s, and her mind, usually a bustling hub of lists 

and anxieties, was now dominated by a single, throbbing 

presence. 

Dr. Aris Thorne, her obstetrician, entered with a 

warm smile, her eyes crinkling at the corners. “Sarah! 

And look at little Leo. How are you two doing today?” 
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Sarah managed a tired smile, adjusting Leo in his car 

seat. “We’re… adjusting. Leo’s a champion eater, and 

mostly a champion sleeper, which is a blessing. But I 

actually wanted to talk about something else.” 

Dr. Thorne sat on her stool, pen poised over the chart. 

“Of course. What’s on your mind?” 

“It’s this headache,” Sarah began, her brow 

furrowing. “It started about a week ago, maybe a bit less. 

I thought it was just exhaustion, you know? New mom, 

no sleep. But it’s… different.” 

Dr. Thorne’s expression shifted subtly, becoming 

more focused. “Different how?” 

“It’s not like a normal tension headache,” Sarah 

explained, pressing her fingers to her temples. “It’s 

persistent. It doesn’t really go away. And it feels like it’s 

behind my eyes, deep in my head. Sometimes it’s worse 

on one side, then it shifts. It’s not just dull, it can be 

really sharp, especially if I bend over or cough.” 

Dr. Thorne nodded slowly, making a note. “Any other 

symptoms accompanying it? Nausea? Vomiting?” 
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“Yeah, sometimes. I’ve thrown up a couple of times, 

mostly in the mornings. And I just feel… off. Like my 

vision is a bit blurry sometimes, especially when the 

headache peaks. And there have been these… weird 

moments. Like, just for a second, I’ll feel a weakness in 

my arm, or my leg will drag a little. Or my speech feels… 

muddled, like I’m searching for words, but then it clears 

up.” Sarah looked up, her eyes wide with a mixture of 

fear and embarrassment. “I know it sounds crazy. I’m 

probably just sleep-deprived and paranoid.” 

Dr. Thorne put her pen down, her expression serious 

but calm. “Sarah, nothing you’re describing sounds 

crazy. In fact, it sounds like something we need to 

investigate immediately. Have you had any fever?” 

“No fever. But I’ve been so irritable, and just not 

myself. It’s not just the new-mom blues. This feels… 

physical.” 

“It is physical,” Dr. Thorne affirmed. “The 

combination of a persistent, severe headache, 

particularly one that worsens with exertion like 

coughing, coupled with the visual disturbances, nausea, 
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and especially those transient neurological symptoms – 

the temporary weakness, the speech difficulties – is 

concerning, particularly in the postpartum period. We 

need to rule out a very specific condition.” 

Sarah swallowed hard. “What condition?” 

“Given your recent delivery, we have to consider the 

possibility of a cerebral venous thrombosis,” Dr. 

Thorne explained, her voice steady and clear. “It’s a rare 

but serious condition where a blood clot forms in the 

veins that drain blood from the brain. The symptoms 

you’re describing – the headache that’s often diffuse or 

localized, deep-seated, sometimes worse with changes 

in position, visual changes, nausea, vomiting, and those 

transient focal neurological deficits like weakness or 

speech difficulty – are all consistent with it.” 

Sarah felt a chill despite the warm office. “A blood 

clot… in my brain?” 

“Yes. The postpartum period is a time of increased 

risk for blood clots due to hormonal changes and the 

body’s natural clotting mechanisms ramping up after 

delivery. It’s why we monitor for things like DVT in the 
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legs. But in very rare cases, these clots can form in the 

brain’s venous sinuses. If left untreated, it can lead to 

serious complications.” Dr. Thorne stood up. “We need 

to get you to the hospital for imaging, specifically an MRI 

with venography, to confirm or rule this out. I’m going 

to call ahead to the emergency department now. They’ll 

be expecting you.” 

Sarah nodded, her mind reeling but also strangely 

relieved to have a potential explanation. “So, it’s not just 

me being a tired, anxious new mom?” 

“Absolutely not,” Dr. Thorne said firmly, already 

reaching for the phone. “This is a medical issue that 

needs urgent attention. You’ve done exactly the right 

thing by coming in and describing your symptoms so 

clearly. Let’s get you seen right away.” 
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The Silent Siege – Understanding 
Cerebral Venous Thrombosis 

The human brain, that magnificent organ of thought, 

emotion, and action, is a marvel of intricate design. 

Within its protective skull, a complex network of blood 

vessels ensures a constant supply of oxygen and 

nutrients, and just as critically, efficient removal of 

waste. We often hear about arterial strokes – blockages 

in the vessels that bring blood to the brain. But what 

happens when the problem lies in the drainage system, 

the veins that carry blood away? 

This is the realm of Cerebral Venous Thrombosis 

(CVT), a condition less common than its arterial 

counterpart, but no less formidable in its potential 

impact. Often referred to as a "venous stroke," CVT is a 

silent siege, a blockage that can slowly, insidiously, 

disrupt the brain's delicate equilibrium. 
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The Brain's Drainage System: A Quieter 
Network 

Imagine the brain as a bustling city. Arteries are the 

highways bringing in goods and resources. Veins are the 

less-celebrated but equally vital sewage and waste 

disposal systems. A network of cerebral veins, 

ultimately converging into larger dural sinuses – 

channels embedded within the dura mater, the tough 

outer membrane of the brain – are responsible for 

collecting deoxygenated blood and metabolic 

byproducts, ushering them out of the cranial cavity and 

back towards the heart. 

In CVT, a blood clot forms within one or more of 

these cerebral veins or, more commonly, within the 

dural sinuses. Unlike an arterial clot that immediately 

starves a part of the brain of oxygen, a venous clot 

creates a backlog. It's like a dam suddenly appearing in a 

river. The blood can't drain effectively, leading to a 

build-up of pressure upstream. 
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The Ripple Effect: When Drainage Fails 
This venous congestion has a cascade of serious 

consequences: 

1. Increased Intracranial Pressure (ICP): The most
immediate effect. As blood backs up, the
pressure inside the rigid skull rises. This is often
the cause of the severe headaches that are a
hallmark symptom of CVT.

2. Cerebral Edema (Swelling): The elevated
pressure forces fluid out of the vessels and into
the brain tissue, causing it to swell. This swelling
further exacerbates the ICP.

3. Venous Infarction (Tissue Damage): If the
pressure becomes too high, or the congestion too
prolonged, the brain tissue itself can become
damaged due to lack of proper blood flow and
oxygenation. This is the "stroke" component,
leading to symptoms similar to an arterial stroke
like weakness, numbness, or speech difficulties.

4. Hemorrhage (Bleeding): The congested,
weakened vessels can sometimes rupture under
the strain, leading to bleeding within the brain
tissue. This is a particularly dangerous
complication.
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Who is at Risk? The Unseen Triggers 
While CVT can strike anyone, it often has specific risk 

factors that differentiate it from arterial stroke. These 

include: 

• Prothrombotic States: Conditions that make 
blood more likely to clot. This is the most 
common underlying cause and includes genetic 
predispositions (like Factor V Leiden mutation), 
autoimmune disorders, and certain cancers. 

• Pregnancy and Puerperium: The hormonal 
changes and increased clotting factors during 
pregnancy and especially in the postpartum 
period (the first few weeks after childbirth) 
significantly elevate risk. 

• Oral Contraceptives: Estrogen-containing birth 
control pills are a well-known, albeit small, risk 
factor. 

• Infections: Infections in the head and neck 
region (like sinusitis, ear infections, or 
mastoiditis) can sometimes spread to the venous 
sinuses, causing inflammation and clot 
formation. 

• Dehydration: Severe dehydration can thicken 
the blood, making it more prone to clotting. 
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• Mechanical Factors: Trauma to the head, 
neurosurgery, or even lumbar punctures can 
sometimes trigger CVT. 

The Chameleon of Symptoms: Diagnosing the 

Elusive 

One of the greatest challenges with CVT is its protean 

presentation. Unlike the often sudden and dramatic 

onset of an arterial stroke, CVT symptoms can be varied, 

subtle, and evolve slowly over days or even weeks, 

making it a diagnostic chameleon. 

Common presentations include: 

• Headache: This is the most frequent symptom, 
often severe, progressive, and different from 
typical headaches. It can be diffuse or localized. 

• Seizures: Due to irritation of the brain tissue by 
pressure or infarction. 

• Focal Neurological Deficits: Weakness or 
numbness on one side of the body, speech 
difficulties (aphasia), or vision problems, 
mimicking an arterial stroke. 

• Altered Mental Status: Confusion, drowsiness, 
or even coma in severe cases. 
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• Papilledema: Swelling of the optic disc at the 
back of the eye, a sign of increased ICP, often 
detected during an eye exam. 

Because of this variability, CVT is often initially 

misdiagnosed as migraine, tension headache, or even 

psychiatric conditions. A high index of suspicion is 

crucial, particularly in patients with known risk factors. 

Unmasking the Threat: The Diagnostic 
Process 

The definitive diagnosis of CVT relies on advanced 

imaging: 

• CT Venography (CTV) or MR Venography 
(MRV): These specialized scans are the gold 
standard. They involve injecting a contrast dye 
and taking images that highlight the veins and 
sinuses, allowing doctors to visualize the clot 
directly. 

• MRI of the Brain: Can show signs of venous 
congestion, swelling, and any areas of brain 
damage or bleeding. 

• CT Scan of the Brain: Often the first scan 
performed in an emergency, it can show signs of 
bleeding or swelling, but is less effective at 
directly visualizing the clot unless it's very large. 
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Once diagnosed, further tests are often conducted to 

identify any underlying prothrombotic conditions, such 

as blood tests for clotting disorders. 

Turning the Tide: Treatment and Recovery 
The primary goal of CVT treatment is to dissolve the 

clot, prevent its growth, and manage complications. 

1. Anticoagulation (Blood Thinners): This is the
cornerstone of treatment. Medications like
heparin (initially given intravenously) and then
oral anticoagulants (like warfarin or newer direct
oral anticoagulants) are used to prevent the clot
from enlarging and to allow the body's natural
processes to break it down. Despite the risk of
hemorrhage, anticoagulation is generally safe
and effective in CVT, even if there's already some
bleeding, as it prevents further venous
congestion and subsequent bleeding.

2. Symptomatic Management: Medications to
control seizures, reduce intracranial pressure,
and manage pain are often necessary.

3. Endovascular Treatment: In very severe cases,
or when anticoagulation fails, interventional
radiologists may perform procedures to directly
remove the clot (thrombectomy) or inject clot-
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dissolving drugs (thrombolysis) into the affected 
sinus. 

4. Addressing Underlying Causes: Treating 
infections, managing autoimmune conditions, or 
adjusting medications like oral contraceptives 
are vital steps. 

The prognosis for CVT is generally good, especially 

with prompt diagnosis and treatment. Most patients 

make a full or near-full recovery. However, some may 

experience lingering headaches, seizures, or mild 

neurological deficits. Long-term follow-up is essential 

to monitor recovery and manage ongoing 

anticoagulation. 

Cerebral Venous Thrombosis stands as a powerful 

reminder of the brain's intricate vulnerability. It is a 

condition that demands vigilance, a high index of 

suspicion, and a comprehensive approach to diagnosis 

and treatment. By understanding its silent nature and 

diverse manifestations, we can better equip ourselves to 

unmask this elusive threat and restore the vital flow 

within the brain's crucial drainage system. 
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18. 
Meningitis- The Deadly 
Headache 

The sterile scent of antiseptic and the low hum of 

distant machines were the first things Sarah registered. 

Her head throbbed in rhythm with the fluorescent lights 

above, each flicker a fresh spike of pain. She clutched the 

rough paper blanket tighter around herself, shivering 

despite the mild warmth of the ER waiting room. 

A kind-faced nurse, her nametag reading 'Nurse 

Miller,' finally called her name. "Sarah Jenkins? Come on 

back, dear." 

Sarah pushed herself up, each movement a 

monumental effort, and shuffled after the nurse into a 

small, curtained-off bay. Nurse Miller gestured to the 

exam bed. "Hop on up. What brings you in tonight, 
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Sarah?" Her voice was calm, professional, but with an 

underlying current of genuine concern. 

Sarah carefully eased onto the bed, wincing as her 

head jostled. "It's… it's my head, Nurse," she managed, 

her voice hoarse. 

"Okay. Can you tell me about it? When did it start?" 

Nurse Miller pulled up a rolling stool and clicked on a 

small penlight, her eyes assessing Sarah's pale face. 

"A few days ago, maybe? But it's gotten so much worse 

today. It's not just a headache, Nurse. It's… it's like 

nothing I've ever felt before." Sarah paused, trying to 

find the words. "It's this excruciating pain, deep inside, 

throbbing. It feels like my brain is swelling and pushing 

against my skull. It's the worst headache of my life, by 

far." 

Nurse Miller nodded, making a note. "And what else 

are you experiencing?" 

"Everything feels wrong," Sarah whispered, her eyes 

squeezed shut against the light. "I have this awful stiff 

neck. I can barely move it. If I try to touch my chin to my 

chest, it's just… agony. It feels like someone's pulling 
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wires in my spine." She demonstrated a small, painful tilt 

of her head, immediately regretting it. 

"I see," Nurse Miller said, her expression growing 

more serious. "Any other symptoms?" 

"Yes. I've got a fever, I think. I feel so hot and cold at 

the same time, and I'm just drenched in sweat one 

minute, shivering the next." Sarah shivered again, 

pulling the blanket higher. "And I'm so confused. I can't 

think straight. My thoughts are all muddled, and I keep 

forgetting what I'm saying. It's hard to focus on anything 

you're saying, even." 

Nurse Miller gently shone the penlight towards 

Sarah's eyes. Sarah immediately flinched, turning her 

head sharply away. "Whoa, whoa, easy there," Nurse 

Miller said, pulling the light back. 

"The light… it hurts," Sarah mumbled, her hand flying 

up to shield her eyes. "Even just the normal room lights, 

they're too bright, they just make my head pound even 

worse. I had to wear sunglasses inside all day." 

"Okay, photophobia," Nurse Miller murmured, jotting 

it down quickly. "Any nausea or vomiting?" 
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"Yes! I've been throwing up since this morning. 

Everything comes right back up. I can't keep anything 

down." Sarah swallowed hard, feeling the familiar wave 

of nausea wash over her. "And I'm just so tired, Nurse. 

So, so tired. Like I haven't slept in weeks, even though 

I've been trying to just lie down all day. I just feel utterly 

drained of all energy. And so irritable, every little sound 

or movement just makes me want to scream." 

Nurse Miller looked at Sarah with a grave expression, 

her usual calm replaced by a swift, decisive urgency. 

"Alright, Sarah. Thank you for telling me all this. I'm 

going to get a doctor in here to see you immediately. We 

need to run some tests right away." She squeezed Sarah's 

arm reassuringly, but her eyes conveyed the seriousness 

of the situation. "Just stay put, okay? I'll be right back." 

As Nurse Miller hurried out of the bay, Sarah closed 

her eyes, wishing the pounding in her head would just 

stop, wishing the world would just go dark and quiet. 
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Meningitis – Understanding the Brain's 
Protector Under Attack 

The word "meningitis" often sends a shiver down the 

spine, and for good reason. It's a serious medical 

condition that can strike quickly and have devastating 

consequences if not recognized and treated promptly. 

But what exactly is meningitis? And why is it so 

important for everyone to understand it? 

This chapter will demystify meningitis, explaining in 

simple terms what it is, what causes it, how to spot its 

signs, and what steps are taken to treat and prevent it. 

Our goal is to empower you with knowledge, turning a 

scary word into a concept you can understand and act 

upon if ever needed. 

1.1 The Brain's Protective Bubble: What Are 
the Meninges? 

To understand meningitis, we first need to 

understand the "meninges" themselves. Imagine your 

brain and spinal cord – the control centers of your 

entire body – as incredibly delicate and vital organs. 
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Nature has given them a remarkable set of natural 

bodyguards: the meninges. 

Think of the meninges as a three-layered protective 

"bubble wrap" or a set of nested membranes that 

completely enclose your brain and spinal cord. These 

layers are: 

• Dura Mater (The Tough Mother): The 
outermost, thickest, and toughest layer. It's like a 
sturdy leather casing, providing a strong 
protective barrier against impacts. 

• Arachnoid Mater (The Spiderweb-like 
Mother): The middle layer, which is thin and 
delicate. It gets its name because it has a web-like 
appearance. Crucially, beneath this layer is a 
space (the subarachnoid space) filled with a 
special fluid. 

• Pia Mater (The Tender Mother): The innermost 
layer, which is very thin and delicate. It clings 
tightly to the surface of your brain and spinal 
cord, following every curve and contour. 

The Cerebrospinal Fluid (CSF): Nestled within this 

arachnoid "spiderweb" (in the subarachnoid space) is a 

clear, watery fluid called cerebrospinal fluid, or CSF. 

This fluid acts like a cushion, absorbing shocks and 
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impacts, and also helps to deliver nutrients and remove 

waste products from the brain. 

So, in essence, your brain and spinal cord are floating 

safely within a protective bath of CSF, all encased within 

these three meningeal layers. 

1.2 The Invasion: What Happens in 
Meningitis? 

Meningitis literally means "inflammation of the 

meninges." When these protective layers become 

inflamed, they swell and press against the delicate brain 

and spinal cord. This swelling and pressure are what 

cause many of the hallmark symptoms of meningitis. 

Imagine trying to fit a swollen hand into a tight glove. 

The pressure and discomfort would be immense. 

Similarly, the brain, encased in the rigid skull, has little 

room to expand. When the meninges swell, the pressure 

inside the skull increases, leading to pain and 

dysfunction. 
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1.3 The Culprits: What Causes Meningitis? 
Meningitis isn't just one disease; it's a condition that 

can be caused by various types of invaders. 

Understanding the cause is crucial because it dictates 

the severity of the illness and the type of treatment 

needed. The main culprits are: 

1.3.1 Bacterial Meningitis: The Most Dangerous 

Form 

This is the most serious and life-threatening form of 

meningitis. It requires immediate medical attention and 

aggressive treatment. Bacteria can enter the 

bloodstream and travel to the brain and spinal cord, or 

they can directly invade the meninges from an ear or 

sinus infection, or after a head injury. 

Common bacteria that cause meningitis include: 

• Streptococcus pneumoniae (Pneumococcus): A
common cause, especially in babies and young
children, but also in adults. It can also cause
pneumonia and ear infections.

• Neisseria meningitidis (Meningococcus): Highly
contagious and can cause large outbreaks,
particularly in crowded settings like college
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dorms or military barracks. It's known for 
causing a severe form of meningitis and blood 
poisoning (septicemia). 

• Haemophilus influenzae type b (Hib): Once a 
leading cause, but cases have dramatically 
reduced thanks to widespread vaccination in 
children. 

• Listeria monocytogenes: Can be found in 
contaminated food (e.g., unpasteurized dairy, 
deli meats). It's more common in newborns, 
pregnant women, the elderly, and people with 
weakened immune systems. 

Why is it so dangerous? Bacterial meningitis can 

progress very rapidly, sometimes in a matter of hours. 

The bacteria release toxins that damage brain cells, 

leading to severe brain swelling, permanent brain 

damage, hearing loss, learning disabilities, seizures, or 

even death. 

1.3.2 Viral Meningitis: The More Common (and 

Usually Milder) Form 

Also known as "aseptic meningitis" because it doesn't 

involve bacteria, viral meningitis is much more common 

and generally less severe than its bacterial counterpart. 
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Most people with viral meningitis recover fully without 

specific treatment. 

Common viruses that cause meningitis include: 

• Enteroviruses: These are the most frequent
cause, especially during summer and fall. They
are common gut viruses that can cause colds,
diarrhea, and rashes.

• Herpes Simplex Virus (HSV): The same virus
that causes cold sores or genital herpes can, in
rare cases, lead to meningitis.

• Mumps, Measles, Influenza, West Nile Virus,
HIV: Various other viruses can also occasionally
cause meningitis.

Why is it usually milder? While uncomfortable, viral 

meningitis typically doesn't cause the same level of 

severe inflammation or direct tissue damage as bacterial 

meningitis. The body's immune system usually clears 

the virus on its own. 

1.3.3 Fungal Meningitis: Rare but Serious 

This form is much less common and usually occurs in 

people with weakened immune systems (e.g., those with 

HIV/AIDS, cancer patients, or people on 
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immunosuppressant drugs). Fungal spores can be 

inhaled from the environment and then spread to the 

brain. 

• Cryptococcus neoformans: A common cause of 
fungal meningitis, often found in soil 
contaminated with bird droppings. 

• Coccidioides immitis: Found in certain dry, 
desert regions (e.g., southwestern US). 

• Histoplasma capsulatum: Found in soil with 
bird or bat droppings, particularly in the Ohio 
and Mississippi river valleys. 

Fungal meningitis can be challenging to treat and 

may require long courses of antifungal medications. 

1.3.4 Other Causes: Less Common, but Possible 

In rare cases, meningitis can also be caused by: 

• Parasites: Certain parasites can infect the 
meninges. 

• Non-infectious conditions: Some cancers, 
autoimmune diseases (like lupus), certain 
medications, or even head injuries can 
sometimes trigger inflammation of the 
meninges, mimicking meningitis symptoms. 
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1.4 The Warning Signs: How to Spot 
Meningitis 

Recognizing the symptoms of meningitis is perhaps 

the most critical part of this discussion, as early 

diagnosis and treatment can be life-saving. The classic 

triad of symptoms often taught to medical students 

includes fever, headache, and neck stiffness. However, 

meningitis can present differently, especially in very 

young babies or older adults. 

1.4.1 Common Symptoms (Children and Adults): 

These symptoms can develop rapidly, sometimes 

over a few hours: 

• Sudden High Fever: Often one of the first signs,
but it's important to note that a fever can be a
symptom of many less serious illnesses.

• Severe Headache: This is typically not just a
normal headache; it's often described as
excruciating, unlike any headache the person has
had before. It's a result of the increased pressure
inside the skull.

• Stiff Neck (Nuchal Rigidity): This is a hallmark
symptom. The neck becomes very stiff, making
it difficult or impossible to touch the chin to the
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chest. This is due to irritation of the meninges 
around the spinal cord. Trying to force the neck 
movement can be very painful. 

• Confusion or Altered Mental State: The person 
may seem disoriented, drowsy, unusually sleepy, 
difficult to wake, or even unresponsive. Their 
personality might seem to change. 

• Sensitivity to Light (Photophobia): Bright lights 
can be very painful or irritating to the eyes. 

• Nausea and Vomiting: Often accompanies the 
headache and fever. 

• Seizures: Can occur due to the irritation and 
swelling of the brain. 

• Skin Rash (especially with Meningococcal 
Meningitis): A distinctive rash, often described 
as small, red, pinprick spots that don't fade when 
pressed (this is called a non-blanching rash or 
petechiae/purpura). This rash indicates bleeding 
under the skin and is a sign of severe infection 
(septicemia), which is a medical emergency. Do 
the "glass test": press the side of a clear drinking glass 
firmly against the rash. If the spots don't disappear, 
seek immediate medical attention. 
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1.4.2 Symptoms in Babies and Young Children: 

Meningitis can be particularly tricky to spot in infants 

because they can't verbalize their symptoms. Look for: 

• High Fever: Sometimes with cold hands and feet
despite the fever.

• Irritability or Excessive Crying: Unconsolable
crying, especially when picked up or held.

• Poor Feeding: Refusing to eat or drink.

• Extreme Sleepiness or Lethargy: Difficult to
wake up, unusually floppy.

• Bulging Soft Spot (Fontanelle): The soft spot on
a baby's head may bulge outwards due to
increased pressure.

• Stiffness in the Body or Neck: The baby might
seem rigid or have an arched back.

• Unusual Grunting or Moaning:

• Pale or Blotchy Skin: Sometimes with the non-
blanching rash mentioned above.

1.4.3 Symptoms in Older Adults: 

Older adults might not present with the classic 

symptoms. They might show: 



D. KUMAR, M.D 

293 
 

• More Subtle Symptoms: Less pronounced fever 
or headache. 

• Increased Confusion or Disorientation: This 
might be the most prominent symptom. 

• Lethargy or Weakness: 

• New or Worsening Balance Problems: 

1.5 The Diagnosis: How Doctors Confirm 
Meningitis 

If meningitis is suspected, doctors act quickly. The 

diagnostic process usually involves: 

1. Medical History and Physical Exam: The doctor 
will ask about symptoms, recent illnesses, travel, 
and vaccination history. They will perform a 
thorough physical exam, checking for neck 
stiffness, skin rashes, and neurological signs. 

2. Blood Tests: Blood samples are taken to look for 
signs of infection (e.g., elevated white blood cell 
count) and to identify the specific bacteria or 
virus if present in the bloodstream. 

3. Lumbar Puncture (Spinal Tap): The Gold 
Standard This is the most definitive test for 
meningitis. It involves carefully inserting a thin 
needle into the lower back, between the 
vertebrae, to collect a small sample of 
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cerebrospinal fluid (CSF). The procedure is 
usually done with local anesthetic to numb the 
area. 

What doctors look for in the CSF: 

• Appearance: Cloudy CSF often indicates
bacterial meningitis, while clear CSF can
be viral.

• Cell Count: An elevated number of white
blood cells indicates inflammation. The
type of white blood cells can help
distinguish between bacterial and viral.

• Protein and Glucose Levels: In bacterial
meningitis, protein levels are usually high
and glucose (sugar) levels are low
(bacteria consume the sugar). In viral
meningitis, protein might be slightly
elevated, and glucose levels are usually
normal.

• Gram Stain and Culture: A direct
microscopic examination (Gram stain)
can quickly identify bacteria. The CSF is
also cultured (allowed to grow in a lab) to
identify the specific type of bacteria or
fungus, which helps guide
antibiotic/antifungal choice.
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• PCR Tests: These are molecular tests that 
can rapidly detect the genetic material of 
specific viruses or bacteria in the CSF. 

4. Imaging Scans (CT or MRI): While not always 
necessary to diagnose meningitis itself, a CT or 
MRI scan of the head may be performed before a 
lumbar puncture if there's concern about 
increased pressure in the brain or a brain 
abscess, which could make a lumbar puncture 
risky. These scans can also help identify 
complications of meningitis, such as brain 
swelling or fluid collections. 

1.6 The Treatment: Acting Fast 
Treatment for meningitis depends entirely on the 

cause, but the general principle is urgency. 

1.6.1 Bacterial Meningitis Treatment: 

• Immediate Antibiotics: This is the cornerstone 
of treatment. Because bacterial meningitis is so 
dangerous and progresses rapidly, doctors often 
start broad-spectrum intravenous (IV) 
antibiotics immediately, even before the specific 
bacteria is identified from the CSF culture. Once 
the specific bacteria is known (usually within 24-
48 hours), the antibiotic may be narrowed to one 
that is most effective against that particular bug. 
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• Corticosteroids (e.g., Dexamethasone): These
medications are often given alongside
antibiotics, especially for certain types of
bacterial meningitis (like S. pneumoniae). They
help reduce inflammation and swelling around
the brain, which can significantly improve
outcomes and reduce the risk of hearing loss and
other neurological complications.

• Supportive Care: This includes IV fluids to
prevent dehydration, medications to control
fever, pain relievers for headache, and
potentially anti-seizure medications if seizures
occur. Patients are closely monitored in the
hospital, often in an intensive care unit (ICU) due
to the severity of the illness.

1.6.2 Viral Meningitis Treatment: 

• Supportive Care: Since most cases of viral
meningitis are mild and resolve on their own,
treatment primarily focuses on managing
symptoms. This includes rest, pain relievers for
headache and muscle aches, and fluids to prevent
dehydration.

• Antiviral Medications: In rare cases where the
viral meningitis is caused by a specific virus for
which there is an effective antiviral drug (e.g.,
severe cases of herpes simplex virus meningitis),
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antiviral medications might be prescribed. 
However, for most common viral causes (like 
enteroviruses), antivirals are not effective. 

1.6.3 Fungal Meningitis Treatment: 

• Long-term Antifungal Medications: Fungal 
meningitis requires specific antifungal 
medications, often administered intravenously 
for an extended period (weeks to months). 
Treatment can be complex and may have 
significant side effects. 

1.7 Prevention: Protecting Yourself and 
Others 

While not all cases of meningitis are preventable, 

several strategies can significantly reduce your risk, 

particularly against the most dangerous forms. 

1.7.1 Vaccinations: Your Best Defense 

Vaccines are incredibly effective at preventing many 

types of bacterial meningitis. 

• Meningococcal Vaccines: Protect 
against Neisseria meningitidis. There are 
different types of meningococcal vaccines (e.g., 
MenACWY, MenB) that protect against different 
strains. These are often recommended for 



HEADACHES: What you do not know could hurt you! 

298 

adolescents, college students, military recruits, 
and travelers to certain regions. 

• Pneumococcal Vaccines: Protect
against Streptococcus pneumoniae. These are
routinely recommended for infants and young
children, and also for older adults and
individuals with certain chronic health
conditions.

• Hib Vaccine: Protects against Haemophilus
influenzae type b. This vaccine is part of the
routine childhood immunization schedule and
has dramatically reduced Hib meningitis cases.

• MMR Vaccine: Protects against Measles, Mumps,
and Rubella. The mumps vaccine helps prevent
mumps meningitis.

• Varicella (Chickenpox) Vaccine: Can prevent
meningitis caused by the chickenpox virus.

• Flu Vaccine: While not directly for meningitis,
preventing the flu can reduce the risk of
secondary bacterial infections that could lead to
meningitis.
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1.7.2 Good Hygiene Practices: 

Many of the germs that cause meningitis are spread 

through respiratory droplets (coughing, sneezing) or 

close contact. 

• Frequent Handwashing: Wash your hands 
thoroughly with soap and water, especially after 
coughing, sneezing, using the bathroom, and 
before eating. 

• Cover Coughs and Sneezes: Use a tissue or your 
elbow. 

• Avoid Sharing Personal Items: Don't share 
eating utensils, drinking glasses, lip balm, or 
cigarettes. 

• Avoid Close Contact: If someone you know has 
meningitis, follow public health guidelines 
regarding close contact or prophylactic 
antibiotics, especially for bacterial meningitis. 

1.7.3 Healthy Lifestyle: 

• Boost Your Immune System: A healthy diet, 
regular exercise, and adequate sleep can help 
keep your immune system strong, making you 
less susceptible to infections. 

• Food Safety: For Listeria prevention, avoid 
unpasteurized dairy products, thoroughly cook 
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meats, and avoid cross-contamination in the 
kitchen, especially if pregnant or 
immunocompromised. 

1.8 Prognosis and Potential Complications 
The outcome of meningitis varies widely depending 

on the cause, the speed of diagnosis and treatment, and 

the individual's overall health. 

• Viral Meningitis: Most people with viral
meningitis recover completely within 7-10 days,
often without any lasting problems.

• Bacterial Meningitis: Despite advances in
treatment, bacterial meningitis remains very
serious.

• Mortality: Even with treatment, 5-10% of
bacterial meningitis cases can be fatal.

• Long-term Complications: Up to 1 in 5
survivors may experience long-term
complications, which can include:

• Hearing Loss: This is one of the
most common complications,
ranging from mild to profound
deafness.
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• Brain Damage: Leading to 
learning disabilities, memory 
problems, or behavioral changes. 

• Seizures or Epilepsy: 

• Vision Problems: 

• Balance and Coordination Issues: 

• Kidney Damage: 

• Amputations: In severe cases of 
meningococcal septicemia, blood 
flow to limbs can be 
compromised, requiring 
amputation. 

• Fungal Meningitis: Can be very challenging to 
treat and may also lead to significant long-term 
neurological complications or death, especially 
in immunocompromised individuals. 

1.9 When to Seek Medical Help: Don't 
Delay! 

This is perhaps the most important takeaway from 

this chapter. Meningitis is a medical emergency. If you 

or someone you know develops symptoms suggestive of 

meningitis, especially the sudden onset of a severe 
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headache, stiff neck, fever, confusion, or a non-

blanching rash, seek immediate medical attention. 

• Go to the nearest emergency room (ER)
immediately.

• Do not wait to see if symptoms improve.

• Do not dismiss symptoms as "just a bad flu."

Early diagnosis and prompt treatment can make the 

difference between a full recovery and severe, life-

altering complications or even death. Trust your 

instincts. If something feels seriously wrong, it's always 

better to be safe than sorry. 

Conclusion: Knowledge is Protection 
Meningitis is a formidable opponent, but it's not an 

invisible one. By understanding what it is, how it 

manifests, and the critical importance of rapid action, 

you are better equipped to protect yourself and your 

loved ones. Vaccinations offer powerful protection, and 

good hygiene practices add another layer of defense. 

Most importantly, knowing when to seek urgent medical 

care is the key to minimizing its devastating potential. 

Stay informed, stay vigilant, and stay safe. 
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19. 
Ophthalmic Zoster 
Headaches : When 
Shingles Looks You in 
the Eye  

"Alright, Sarah, come on in. Have a seat. What can I do 

for you today?" Dr. Evans, spectacles perched on his 

nose, gestured to the examination chair. 

Sarah sighed, easing herself down. "Hey, Dr. Evans. 

Thanks for squeezing me in. Honestly, I'm not even sure 

if this is your department, but it's got something to do 

with my eye, so I figured, start here, right?" She winced 

slightly as she spoke. 

"No worries at all. Lay it on me. What's going on?" He 

leaned forward, pen poised over a notepad. 
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"Okay, so it started a few days ago, like... this weird 

ache. Not a regular tension headache, you know? It's 

really specific. It's not all over my head. It's just... this 

side." She tapped her right temple, then ran her finger 

across her eyebrow and up into her hairline. "Like, from 

here," she pointed to the inner corner of her right eye, 

"all the way up my forehead, and then it kind of wraps 

around the top of my head, just on the right. And it goes 

down to just above my ear." 

Dr. Evans nodded, scribbling. "Unilateral, sounds like. 

And what does it feel like?" 

"That's the weird part! It's not just a throb. Sometimes 

it's like a deep, constant ache, like a bruise you can't see. 

But then, every so often, it's like someone's taking a hot 

poker and just pressing it right into my eyebrow. Or a 

sharp, shooting pain, like an electric shock, right behind 

my eye. And it burns, too. Like, a constant burning 

sensation, especially right here," she touched her 

forehead above her right eye. "It's just angry." 

"Any other sensations in that area?" Dr. Evans asked, 

his brow furrowing slightly. 
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"Oh, totally! It feels... sensitive. Like, even just my hair 

brushing against my scalp on this side feels weirdly 

tender. And when I touch my forehead, it's not painful 

like a bruise, but it's almost like the skin itself is super 

sensitive, even though nothing's there. It's hard to 

explain. And my eye just feels... not right. It's not blurry 

vision, not really, but it feels like it's being pushed on 

from behind, and it's just generally uncomfortable. And 

the light! Ugh. I've been wearing sunglasses indoors. 

Even just the bright lights in the grocery store make it 

worse." She squinted. 

"And has anything appeared on your skin in that 

area?" he asked, looking closely at her forehead and 

around her eye. 

"No! That's the thing! Nothing. No rash, no bumps, 

nothing. That's why I'm so confused. It's just this intense, 

localized pain that doesn't make any sense. It's been 

going on for about three, maybe four days now, and it's 

just getting more intense. I've tried ibuprofen, 

paracetamol, nothing really touches it. It's just... 

relentless. It's not like any headache I've ever had before. 
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It feels... nerve-y, if that makes sense? Like the pain is 

coming from under the skin, not just a muscle ache." 

Dr. Evans put his pen down, a thoughtful expression 

on his face. "Okay, Sarah, I think I have a good idea of 

what might be going on here. We need to get a closer 

look at your eye, of course, but based on what you're 

describing – the unilateral nature, the specific 

distribution following the trigeminal nerve path, the 

burning and shooting pain, the skin sensitivity, and the 

photophobia, even without a rash yet – this sounds very 

much like it could be the initial stages of ophthalmic 

zoster, or shingles, affecting the nerve that supplies 

your eye and forehead." 

Sarah's eyes widened. "Shingles? But... I thought that 

was just a rash? And old people get that, right? I'm only 

thirty-five!" 

"While it's more common in older adults, it can 

definitely affect younger people, especially if your 

immune system has been a bit stressed lately. And yes, 

the rash is usually the hallmark, but the pain, the nerve 

pain, often precedes the rash by several days, sometimes 
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even a week. It's crucial we confirm this and start 

treatment quickly, especially if it's impacting your eye. 

If it is, we'll need to get you on antiviral medication right 

away to prevent any potential complications." He stood 

up. "Let's get you over to the slit lamp, and then we'll 

discuss next steps, which will likely involve a referral to 

an ophthalmologist and your GP for the medication." 

Sarah nodded slowly, still processing. "Wow. 

Shingles. I really just thought I had the world's most 

aggressive eyebrow zit trying to form." She gave a weak, 

lopsided smile, still rubbing her aching forehead. "Well, 

at least it's not a brain tumour, right?" 

"Definitely not a brain tumour, Sarah," Dr. Evans 

reassured her gently. "But it's something we need to take 

seriously. Let's get you checked out properly." 
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When Shingles Looks You in the Eye – 
Understanding Ophthalmic Zoster 

Hey there, fellow curious minds! We've talked a bit 

about the amazing complexity of the eye and the various 

challenges it can face. Today, we're diving into a 

particular condition that, while not as common as some, 

can certainly make its presence known in a big way: 

Ophthalmic Zoster. 

Now, you might be thinking, "Zoster? Is that like... 

shingles?" And you'd be absolutely right! Ophthalmic 

Zoster is essentially shingles that decides to take up 

residence around your eye and forehead. It's a bit of a 

tricky customer, but understanding it is the first step to 

managing it. 

The Uninvited Guest: What is Ophthalmic 
Zoster? 

Remember that childhood rite of passage, 

chickenpox? Most of us had it, and once it cleared up, we 

probably didn't give it another thought. But here's the 

fascinating (and sometimes frustrating) twist: the 

varicella-zoster virus (VZV) – the very same one that 
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caused those itchy spots – doesn't actually leave your 

body. Instead, it retires quietly, taking a long nap in your 

nerve cells, particularly those in your spine and brain. 

For most of us, it sleeps peacefully forever. But for 

some, for reasons that aren't always clear (stress, age, 

weakened immune system, or sometimes no reason at 

all), the virus decides to wake up. When it reactivates, it 

travels along the nerve pathways, causing a painful rash 

and other symptoms. This reactivation is what we call 

shingles, or herpes zoster. 

When this reactivated virus decides to travel along 

the ophthalmic branch of the trigeminal nerve (which 

serves your forehead, eyelid, nose, and, yes, your eye), 

that's when we get Ophthalmic Zoster. It's like a VIP pass 

for the virus directly to your ocular neighborhood. 

The Warning Signs: What to Look For 
Ophthalmic Zoster usually starts with a bit of a 

warning, though it's often a sneaky one. Here's what you 

might notice: 

1. The Prodrome (The Sneak Peek): Before any 
rash appears, you might feel a tingling, burning, 
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itching, or even deep aching pain on one side of 
your forehead, around your eye, or on your scalp. 
It's often described as an electric shock or a 
constant dull throb. You might also feel generally 
unwell, a bit feverish, or tired. This can last a few 
days. 

2. The Rash (The Unveiling): This is usually the
tell-tale sign. A few days after the initial
discomfort, a rash will appear on one side of your
face, typically following the path of the nerve. It
starts as red patches, which quickly develop into
fluid-filled blisters (like chickenpox, but often
grouped together). These blisters then burst,
crust over, and eventually heal, leaving scars in
some cases. It's crucial to remember that this
rash doesn't cross the midline of your face – it stays
strictly on one side.

3. Hutchinson's Sign (The Red Flag): This is super
important! If the rash appears on the tip or side
of your nose, it's called Hutchinson's sign. This
indicates that the nerve supplying the eye itself is
likely involved, significantly increasing the risk
of eye complications. If you see this, it's a definite
"drop everything and call the doctor" moment.
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When the Eye Gets Involved: Ocular 
Complications 

This is where Ophthalmic Zoster truly becomes an 

ophthalmic concern. The virus can directly affect 

various parts of the eye, leading to a range of issues. The 

severity can vary greatly, from mild irritation to serious 

vision-threatening conditions: 

• Conjunctivitis: Redness and irritation of the 
white part of the eye, similar to pink eye. 

• Keratitis: Inflammation of the cornea (the clear 
front window of the eye). This can cause pain, 
light sensitivity, blurred vision, and if severe, 
scarring that permanently affects vision. 

• Uveitis: Inflammation inside the eye, affecting 
the iris (the colored part) and other structures. 
This can lead to pain, redness, light sensitivity, 
and even glaucoma (increased eye pressure). 

• Episcleritis/Scleritis: Inflammation of the white 
outer layer of the eye. Scleritis is more severe and 
painful. 

• Glaucoma: The virus can sometimes cause the 
pressure inside the eye to spike, which, if 
untreated, can damage the optic nerve and lead 
to permanent vision loss. 
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• Retinal Necrosis: In rare but severe cases, the 
virus can attack the retina, leading to vision loss. 

• Optic Neuropathy: Inflammation or damage to 
the optic nerve, which transmits visual 
information to the brain. 

The key takeaway here is that Ophthalmic Zoster isn't 

just a skin rash; it's a viral attack on the eye and its 

surrounding structures. 

The Game Plan: Treatment and 
Management 

If you suspect Ophthalmic Zoster, the absolute most 

important thing is to seek medical attention 

immediately! Time is of the essence, especially within 

the first 72 hours of the rash appearing. 

1. Antiviral Medications: These are the 
superheroes of treatment. Medications like 
acyclovir, valacyclovir, or famciclovir work best 
when started early. They help to slow down the 
virus, reduce the severity and duration of the 
rash, and significantly lower the risk of eye 
complications and long-term pain. 

2. Pain Management: Shingles can be incredibly 
painful. Your doctor might prescribe pain 
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relievers, nerve pain medications, or topical 
creams to help you cope. 

3. Eye Care: If your eye is affected, an 
ophthalmologist will become your best friend. 
They might prescribe: 

• Antiviral eye drops/gels: To directly 
target the virus in the eye. 

• Steroid eye drops: To reduce 
inflammation (used very carefully, as 
steroids can sometimes worsen viral 
infections, but are crucial for managing 
inflammation). 

• Pupil-dilating drops: To reduce pain 
from uveitis. 

• Glaucoma drops: If eye pressure is 
elevated. 

• Lubricating eye drops: For comfort. 

4. Follow-Up: Regular check-ups with your 
ophthalmologist are vital, as eye complications 
can sometimes develop even after the rash has 
healed. 
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The Lingering Legacy: Post-Herpetic 
Neuralgia (PHN) 

One of the most challenging long-term complications 

of shingles, including Ophthalmic Zoster, is Post-

Herpetic Neuralgia (PHN). This is persistent nerve pain 

that continues for months or even years after the rash 

has healed. It can be debilitating, affecting quality of life. 

Early antiviral treatment significantly reduces the risk 

of PHN. 

Prevention: The Best Defense! 
The good news is that there's a highly effective way to 

prevent shingles, including Ophthalmic Zoster: 

vaccination! The Shingrix vaccine is recommended for 

adults 50 years and older, and for adults 18 years and 

older who are immunocompromised. It's a fantastic tool 

to avoid this painful and potentially vision-threatening 

condition. If you're in the eligible age group, definitely 

talk to your doctor about it! 

A Final Friendly Word 
Ophthalmic Zoster can be a tough journey, but with 

prompt medical attention, the right medications, and 
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dedicated eye care, most people recover well. 

Awareness is your superpower here – knowing what to 

look for and when to seek help can make all the 

difference in protecting your precious vision. So, keep 

an eye out (pun intended!), and don't hesitate to reach 

out to your healthcare provider if anything seems amiss. 

Your eyes will thank you for it! 
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20. 
Subdural Bleed: When 
a Headache has Red-
flags 

Mike’s Story: The Plumber who hit his 
head 

"Ugh," Mike groaned, rubbing his temples with both 

hands. He was leaning against the wall of the boiler 

room, looking a shade or two paler than usual. 

Dave, who was wrestling a pipe wrench onto a 

stubborn fitting nearby, glanced over. "Rough morning, 

Mike? You look like you just went ten rounds with a 

gorilla." 

Mike let out a slow, painful sigh. "Nah, man. It's not 

the morning. It's... it's this damn head." He tapped his 
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forehead gingerly. "Remember that old house, two 

weeks ago? The one with the super low ceiling in the 

basement?" 

Dave grunted, tightening the wrench. "Oh yeah. The 

one where you almost scalped yourself on that rusty old 

beam? You swore like a sailor that day." 

"Exactly!" Mike said, pushing himself off the wall, but 

then quickly leaning back again, wincing. "Well, that was 

a good thump, right? Hurt like hell for a minute, then I 

kinda forgot about it. Just a knot, you know?" 

"Sure, figured you were fine. You kept working." 

"Yeah, I did. And I was fine. For a while. But then, 

maybe... three, four days later? I started getting this 

weird, dull ache. Nothing major, just kinda there. Like a 

background hum." Mike frowned, trying to articulate it. 

"Like someone's got a low-grade pressure pump 

running inside my skull, real slow." 

Dave stopped working, putting the wrench down. 

"Still got it?" 
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"Still got it, Dave. But it's not just 'there' anymore. It's 

been... getting worse. Like, every day, it just ramps up a 

little bit more. It's not like a sharp pain, not like a 

migraine or anything. It's just this constant, heavy, 

throbbing ache. Like a metronome in my head, but 

instead of ticking, it's just thump-thump-thump." He 

pressed his palm against the side of his head. "And it 

feels like it's deeper now, you know? Not on the surface 

where I hit it, but like... inside my head. Like my brain's 

trying to push its way out." 

"That sounds... not good, Mike." 

"Tell me about it. It's always there, man. Always. Day 

and night. It never really goes away, just sometimes it's 

a little less intense, but then it comes back with a 

vengeance. And it's making me feel kinda... fuzzy. Like 

my thoughts are moving through molasses or 

something." He pinched the bridge of his nose. "I just 

keep thinking about that damn beam. It wasn't even that 

hard of a hit, I swear. Just a clumsy moment." 
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Dave picked up his wrench again, but his eyes were 

on Mike. "You should probably get that checked out, 

man. Sounds more than just a regular headache." 

Mike sighed, rubbing his forehead again. "Yeah, I 

know. I probably should. Just kept thinking it'd go away, 

like a bruise. But it just keeps getting heavier." 

Sarah’s Story: The Curious Case of the 
Coffee Shop Slip 

Sarah wasn't usually one for clumsy moments. She 

navigated the bustling city streets with the grace of a 

seasoned urbanite, her mind usually three steps ahead, 

planning her next meeting or mentally ticking off her 

grocery list. But one Tuesday morning, as she emerged 

from "The Daily Grind" with a steaming oat milk latte 

and a freshly baked croissant, fate had other plans. 

There, just outside the cafe's charming, slightly worn 

door, was a tiny, almost invisible puddle. A rogue splash 

from a recently mopped floor, perhaps? Whatever its 

origin, Sarah's sensible trainers found it with an 

alarming efficiency. Her feet went out from under her, 

and in a split second of flailing arms and a yelp that was 
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more surprised than pained, she landed. Not a dramatic 

sprawl, thankfully, but a rather undignified thump on 

her backside, her head giving a surprisingly gentle bonk 

against the brick wall beside the door frame. 

"Oh my gosh, are you okay?" A concerned barista, 

wide-eyed, was instantly at her side, offering a hand. 

Sarah blinked, a little dazed but mostly just 

embarrassed. Her latte, miraculously, had only spilled a 

few drops. "I'm fine, I'm fine!" she declared, dusting off 

her jeans. "Just my pride that's bruised." She rubbed the 

back of her head, feeling nothing more than a faint 

tenderness, certainly no lump or gash. She even 

managed a slightly wobbly smile. "Well, that's one way to 

start the day, eh?" 

The barista chuckled, relieved. Sarah, feeling a bit 

silly, gathered her croissant and coffee, thanked him, 

and continued her walk to the office. By the time she 

reached her desk, the faint tenderness was gone, 

replaced by the usual morning buzz of emails and 

deadlines. The slip-up became just another funny 
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anecdote to share later – "You won't believe what 

happened to me this morning!" 

Fast forward a few days. Sarah found herself feeling… 

off. It wasn't a terrible feeling, just a subtle shift. She was 

more tired than usual, even after a good night's sleep. 

Her morning coffee wasn't quite hitting the spot, and 

she found herself staring blankly at her computer 

screen more often than usual, her thoughts feeling a bit 

like wading through treacle. 

"Brain fog," she'd muttered to herself, blaming the 

lingering effects of a recent mild cold, or maybe just too 

much screen time. 

Then came the headaches. Not the throbbing, 

migraine-level ones she occasionally got, but a dull, 

persistent ache that sat behind her eyes and wrapped 

around her temples. It wasn't bad enough to stop her, 

but it was there, a constant, unwelcome companion. She 

popped a couple of ibuprofen, and it would recede, only 

to sneak back a few hours later. 

Her colleague, Mark, a man whose observational 

skills were usually reserved for spotting typos, noticed 
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something too. "You seem a bit… quiet, Sarah," he 

remarked one afternoon. "Everything okay? You've been 

a bit spaced out in meetings." 

Sarah just shrugged. "Just tired, I guess. Must be the 

change in weather." She tried to sound convincing, but 

even to her own ears, it sounded a bit hollow. 

The truth was, things were getting stranger. She’d 

forgotten a client's name mid-sentence, something she 

never did. She'd put her keys in the fridge. She found 

herself struggling to find the right words, her sentences 

sometimes trailing off into an awkward silence. And that 

persistent headache? It was starting to feel less like a 

dull ache and more like a gentle, but continuous, 

pressure. 

One evening, while trying to follow the plot of her 

favorite TV show, she realized she'd missed a crucial 

conversation. She rewound, watched it again, and still 

felt like she was missing something. It was like her brain 

was working on a slight delay, or maybe, she thought 

with a shiver, not quite working at all. 
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This wasn't just "brain fog" anymore. This was… 

concerning. 

What Sarah didn't know, what many people don't 

realize, is that even a seemingly mild bump on the head 

can sometimes have a sneaky, silent consequence. When 

she bumped her head against that brick wall, something 

subtle happened inside her skull. 

Imagine your brain floating gently inside your head, 

surrounded by a protective fluid. Connecting your brain 

to the tough, outer lining of your skull (called the dura) 

are tiny, delicate blood vessels known as bridging veins. 

They're like little suspension bridges, keeping 

everything in place. 

When you experience a sudden jolt, even a "mild" one, 

your brain can shift slightly inside your skull. This can 

stretch and, sometimes, even tear one of those tiny 

bridging veins. And when a vein tears, it bleeds. 

Now, here's the kicker with a subdural hematoma 

(that's the fancy medical term for a collection of blood 

under the dura): venous bleeds are often slow. Unlike an 

arterial bleed, which can gush and cause immediate, 



D. KUMAR, M.D 

325 
 

dramatic symptoms, a venous bleed can be more like a 

slow, silent drip. 

This slow drip means that the blood collects 

gradually, forming a clot that slowly, inexorably, starts 

to put pressure on the brain. It's like a balloon slowly 

inflating inside a closed box. Your brain, being a rather 

sensitive organ, doesn't like being squished. 

And because it's slow, the symptoms often don't 

appear right away. They can take hours, days, or even 

weeks to manifest. That's why Sarah felt perfectly fine 

after her little tumble. The "bonk" was mild, the initial 

damage minimal, and the bleed was just beginning its 

quiet, insidious work. 

The fatigue, the "brain fog," the persistent headaches, 

the difficulty finding words, the slight clumsiness – 

these were all her brain's gentle cries for help, 

struggling under the increasing pressure of that slow, 

silent build-up of blood. 

Sarah, bless her pragmatic heart, was about to learn 

a very important lesson: sometimes, the smallest bumps 

can hide the biggest secrets. And sometimes, the most 
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important thing you can do is listen to your body, even 

when it's just whispering. 

The Uninvited Guest – Understanding 
Subdural Hematoma 

Hey there, and welcome back! Today, we're going to 

dive into a topic that sounds a bit intimidating, but I 

promise we'll break it down together in a friendly, easy-

to-understand way. We're talking about something 

called a "subdural hematoma." 

Now, before you picture anything too dramatic, let's 

start with a common scenario. Imagine your beloved 

Grandpa Joe, who's usually as spry as a cricket, has a 

little tumble. Maybe he tripped over the rug, or perhaps 

he just felt a bit dizzy and bumped his head on the 

kitchen counter. He shakes it off, says he's fine, and life 

goes on. A few days, or even weeks, later, you start 

noticing something's a bit off. He's more forgetful, a little 

confused, maybe a bit wobbly on his feet. You might 

think, "Oh, it's just old age," or "He's just having a bad 

day." 
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But sometimes, that seemingly minor bump on the 

head can lead to an "uninvited guest" making itself at 

home inside the skull: a subdural hematoma. 

So, What Exactly IS It? 
Let's picture your brain for a moment. It's truly 

amazing, isn't it? And it's incredibly well-protected. 

Think of it nestled inside your skull, surrounded by 

three protective layers, kind of like an onion or a set of 

Russian nesting dolls. 

1. The Dura Mater (The Tough Mother): This is the 
outermost, thickest, and toughest layer. It's like a 
sturdy, leathery blanket right under your skull. 

2. The Arachnoid Mater (The Spiderweb 
Mother): This is the middle layer, delicate and 
web-like. 

3. The Pia Mater (The Gentle Mother): This is the 
innermost layer, clinging directly to the surface 
of your brain. 

Now, "subdural" literally means "under the dura." So, 

a subdural hematoma is a collection of blood that forms 

underneath that tough outer dura layer, but on top of the 
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arachnoid layer and the brain itself. It's like a little 

puddle of blood forming in that space. 

How Does This Uninvited Guest Arrive? 
Most often, a subdural hematoma happens because of 

a head injury. Even a seemingly minor one! Here's the 

simplified version of what goes wrong: 

Your brain has tiny veins, called "bridging veins," that 

stretch from the surface of the brain across that 

subdural space to reach the dura mater. Think of them 

like little suspension bridges connecting the brain to its 

protective casing. 

When your head gets a sudden jolt or impact – 

whether it's a fall, a car accident, or even just a sharp 

bump – your brain can slosh around a tiny bit inside 

your skull. This movement can stretch and tear those 

delicate bridging veins. When they tear, they bleed. And 

that blood, instead of being reabsorbed quickly, starts to 

collect in that subdural space. 
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Why Are Some People More Prone to This? 
This is where Grandpa Joe comes back into the 

picture. While anyone can get a subdural hematoma, 

some people are more vulnerable: 

• Older Adults: As we age, our brains naturally 
shrink a little. This means those "bridging veins" 
have to stretch a bit further to reach the dura, 
making them more fragile and prone to tearing 
with even minor trauma. 

• People on Blood Thinners: Medications like 
warfarin, aspirin, or newer anticoagulants make 
your blood less likely to clot. So, if a vein tears, 
the bleeding can be more extensive and harder to 
stop. 

• Alcoholics: Chronic alcohol use can lead to brain 
shrinkage and also affect blood clotting, 
increasing risk. 

• People with Frequent Falls: Obviously, more 
falls mean more chances for head bumps. 

The Sneaky Symptoms: Why It's Called an 

"Uninvited Guest" 

This is the trickiest part about subdural hematomas, 

especially the chronic kind (which develops slowly over 
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days or weeks). The symptoms often don't show up right 

away, and when they do, they can be vague and easily 

mistaken for other things. 

Imagine that little puddle of blood slowly growing. As 

it gets bigger, it starts to press on the brain underneath 

it. This pressure is what causes the symptoms. Here's 

what you might see: 

• Headache: Can be mild or severe, constant or
intermittent.

• Confusion or Memory Problems: This is why
it's often mistaken for dementia in older adults.

• Weakness or Numbness: Usually on one side of
the body.

• Difficulty Walking or Balance Issues: Making
them more prone to falls, creating a vicious
cycle.

• Speech Problems: Slurred speech or difficulty
finding words.

• Nausea or Vomiting.

• Vision Changes: Double vision or blurred
vision.

• Seizures.
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• In severe cases, loss of consciousness or coma. 

Because these symptoms are so varied and can mimic 

other conditions, it's crucial to have a high level of 

suspicion, especially if there's been any head trauma, no 

matter how minor, in the weeks or months prior. 

How Do We Find This Guest? 
If a doctor suspects a subdural hematoma, the 

quickest and most common way to confirm it is with 

imaging: 

• CT Scan (Computed Tomography): This is 
usually the first test. It's like a super-detailed X-
ray that gives cross-sectional images of the brain 
and skull, quickly showing if there's blood where 
it shouldn't be. 

• MRI (Magnetic Resonance Imaging): Sometimes 
used for more detailed views, especially if the CT 
scan is inconclusive or if they need to see older 
blood collections. 

Evicting the Guest: Treatment Options 

The treatment for a subdural hematoma depends on 

its size, location, and how quickly it's growing, as well as 

the patient's symptoms and overall health. 
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1. "Watch and Wait" (Observation): If the 
hematoma is small, not causing significant 
symptoms, and not growing, doctors might 
decide to simply monitor it with repeat CT scans. 
Sometimes, the body can reabsorb small 
amounts of blood on its own. 

2. Burr Hole Craniostomy: This is a less invasive 
surgical procedure where a small hole (or two) is 
drilled into the skull. A thin tube or drain is then 
inserted to allow the accumulated blood and fluid 
to drain out. It's often used for chronic 
hematomas where the blood is more liquid. 

3. Craniotomy: For larger, rapidly growing, or 
more solid hematomas, a craniotomy might be 
necessary. This involves temporarily removing a 
larger section of the skull bone to directly access 
the hematoma, remove the blood clot, and stop 
any ongoing bleeding. The bone flap is then 
replaced. 
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The Takeaway 
Subdural hematomas are a serious condition, but 

they are treatable, especially when caught early. The 

most important thing to remember is this: 

Don't ignore head injuries, even seemingly minor 

ones, especially in older adults or anyone on blood 

thinners. 

If you, or someone you care about, has a head bump 

and then starts experiencing any of the symptoms we 

discussed – confusion, headaches, weakness, balance 

issues – even days or weeks later, please, please, please 

seek medical attention. A quick trip to the doctor or 

emergency room for an evaluation could make all the 

difference. It's always better to be safe than sorry when 

it comes to the brain. 

Next time, we'll explore another fascinating aspect of 

neurological health. Until then, stay safe and keep those 

brains happy! 
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21. 
Subarachnoid 
Hemorrhage: 
Understanding the 
"Worst Headache of 
Your Life" 

The flickering orange glow of the flashers painted the 

inside of Sarah’s car with an urgent, pulsing light. She 

had her forehead pressed against the steering wheel, 

one hand fumbling for her phone, the other gripping the 

wheel as if it were the only thing keeping her upright. 

The world outside, usually a blur of highway trees, was 

now just a smear of green and gray through her 

peripheral vision. 
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A set of headlights slowed behind her, then pulled up 

alongside. Sarah flinched, the sudden brightness a fresh 

spike of agony behind her eyes. A moment later, a patrol 

car idled just ahead, and a tall, broad-shouldered officer 

was walking towards her window. 

He tapped lightly on the glass. Sarah slowly, 

painstakingly, rolled it down. The rush of wind noise 

was another assault. 

“Evening, ma’am. Officer Miller. Everything alright? 

Saw your flashers.” His voice was calm, professional, but 

with a hint of concern. 

Sarah lifted her head, wincing. Her eyes were 

squeezed almost shut. “Oh, hey there, Officer,” she 

managed, her voice a little breathy. “No, everything is… 

decidedly not alright.” 

He leaned down a bit, peering at her. “You look a little 

rough. Car trouble?” 

She shook her head, a slow, careful movement. Even 

that sent a jolt through her skull. “No, not the car. It’s… 

it’s me. I had to pull over. Like, immediately. I was 

driving along, listening to some podcast, totally fine, and 
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then – boom.” She snapped her fingers weakly. “Just like 

that. It was like someone dropped a bowling ball on my 

head from a twenty-story building. No warning. Just… 

instant, unbelievable pain.” 

Officer Miller’s brow furrowed. “Instant, huh? What 

kind of pain are we talking about?” 

“Oh, Officer, this isn’t just a headache,” she said, her 

voice dropping to a near-whisper, laced with a tremor 

of pure misery. “This is… this is the worst pain I have 

ever, ever felt in my entire life. And I’ve had kidney 

stones. This is like my brain is trying to explode out of 

my skull. It’s not just aching; it’s like it’s being ripped 

apart from the inside. And it happened so fast. One 

second, I’m cruising, next second, I’m seeing stars and 

trying not to black out.” 

She swallowed hard, pressing the heel of her hand 

against her temple. “And my neck… oh god, my neck 

feels like it’s locked up. I can barely move it. And the 

light, Officer, even your headlights, it’s just… it’s making 

it so much worse. My eyes feel like they’re on fire.” 
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He was observing her closely now, his expression 

shifting from routine concern to something more 

serious. “Nausea? Feeling like you might throw up?” 

Sarah nodded miserably. “Yeah, absolutely. I’ve been 

trying not to, but I feel like I could at any second. Just 

this overwhelming urge to… well, to just curl up and die, 

honestly. It’s so intense. I’ve never had anything like it. 

It went from zero to a hundred in literally seconds. It’s 

just this crushing, pounding, searing agony that won’t 

let up.” 

“Ma’am, you’re describing something pretty serious,” 

Officer Miller said, his voice firm but gentle. “This isn’t 

just a migraine. Have you ever had anything like this 

before?” 

“No! Never,” she insisted, her voice cracking. “I get 

normal headaches, sure, but this… this is different. This 

is like something fundamentally wrong inside my head. 

It’s just this sudden, violent, mind-shattering pain that 

came out of nowhere. It’s not letting up. It just keeps on, 

relentless.” She winced again, a low moan escaping her 
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lips. “I can barely think straight. I just know I can’t drive. 

I can’t even sit up straight. I just need it to stop.” 

He nodded slowly. “Alright, ma’am. I’m going to call 

for an ambulance. You need to get checked out. This isn’t 

something you can just ride out.” He was already pulling 

out his radio. “Just stay put, try to keep calm. Help’s on 

the way.” 

Sarah just leaned back against the headrest, closing 

her eyes, the flickering orange lights still pulsing 

through her eyelids. The pain was still there, a 

monstrous, unyielding presence, but the knowledge that 

help was coming, that someone else was taking charge, 

was a small, fragile comfort in the overwhelming storm 

of her skull. "Thank you," she whispered, the word barely 

audible over the roaring in her ears. "Thank you so 

much." 
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When Your Head Sends an Urgent SOS 
– Understanding the "Worst Headache 
of Your Life" 

We've all had headaches, right? Maybe a dull ache 

after a long day, a throbbing pain from a sinus infection, 

or even a pounding migraine that makes you want to 

curl up in a dark room. But imagine, for a moment, a 

headache so incredibly severe, so unbelievably sudden, 

that it feels like nothing you've ever experienced before. 

A pain that hits you like a bolt of lightning, instantly 

reaching its peak intensity. This, my friends, is often 

described as the "worst headache of one's life," and it's a 

symptom that demands immediate, urgent attention 

because it can be the alarm bell for a serious condition 

called a Subarachnoid Hemorrhage. 

So, what exactly is a Subarachnoid Hemorrhage 

(SAH)? Let's break it down in a friendly way. Your brain 

is a super important organ, and it's nestled safely inside 

your skull. Around your brain and spinal cord, there's a 

protective fluid called cerebrospinal fluid (CSF), and this 

fluid circulates in a space called the "subarachnoid 
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space." Think of it like a watery cushion. A Subarachnoid 

Hemorrhage happens when there's bleeding into this 

subarachnoid space. Instead of just clear, protective 

fluid, there's now blood mixing in, and that's not where 

it's supposed to be! 

Now, for the star of our show, or rather, the very 

unwelcome guest: the "worst headache of one's life." 

This isn't just a bad headache; it's a unique and terrifying 

experience for those who suffer it. Here's what makes it 

stand out: 

• Sudden Onset (Thunderclap Headache): This is 
key. It doesn't build up gradually. One moment 
you might be perfectly fine, and the next, it's 
there – full-blown, excruciating pain. People 
often describe it as feeling like they've been hit 
on the head, or like an explosion inside their 
skull. It reaches its maximum intensity within 
seconds to a minute, hence the term 
"thunderclap headache." 

• Unprecedented Severity: It's not just "really bad"; 
it's a level of pain that is completely new and 
overwhelming. If someone tells you, "This is the 
worst headache I've ever had, by far," listen 
closely. 
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• Often Accompanied by Other Symptoms: While
the headache is the hallmark, it can come with a
host of other alarming signs, such as:

• Stiff neck (because the blood can irritate
the meninges, the protective layers
around the brain and spinal cord)

• Nausea and vomiting

• Sensitivity to light (photophobia)

• Blurred or double vision

• Sudden weakness or numbness on one
side of the body

• Confusion or altered mental status

• Loss of consciousness or seizures

Why does this happen? The most common cause of a 

Subarachnoid Hemorrhage is the rupture of a brain 

aneurysm. An aneurysm is like a small, weak bulge in a 

blood vessel, kind of like a tiny balloon. If this balloon 

bursts, blood spills into that subarachnoid space. Other 

less common causes include arteriovenous 

malformations (AVMs) or head trauma. 

The reason it's so incredibly important to recognize 

this specific type of headache is that a Subarachnoid 
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Hemorrhage is a medical emergency. It can lead to 

serious complications, including further bleeding, 

stroke, brain damage, and even be life-threatening. 

Time is truly of the essence. 

So, what should you do if you or someone you're with 

experiences a "worst headache of one's life"? 

Call 911 immediately. Do not wait. Do not try to "sleep 

it off." Do not drive yourself to the hospital. Every second 

counts. Paramedics can begin assessment and transport 

you safely to the nearest emergency room. 

Once you're in the emergency room, doctors will 

quickly work to diagnose the cause. This usually involves 

a CT scan of the brain, which can often show the 

bleeding. Sometimes, if the CT scan is clear but 

suspicion remains high, a lumbar puncture (spinal tap) 

might be performed to check the cerebrospinal fluid for 

blood. If a SAH is confirmed, further tests like an 

angiogram will be done to find the source of the bleeding 

(like an aneurysm) so that it can be treated, often 

through surgery or endovascular procedures, to prevent 

further bleeding. 
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While the thought of a "worst headache of your life" 

can be scary, the good news is that awareness can save 

lives. Knowing what to look for and acting quickly can 

make all the difference in the outcome. So, remember, if 

a headache ever hits you or someone you know with 

unprecedented, explosive intensity, don't hesitate – it's 

your brain sending an urgent SOS, and it needs 

immediate help. 
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22. 
Trigeminal Neuralgia: 
When a Gentle Breeze 
Feels Like a Lightning 
Bolt  

"Alright, Beatrice, we're all set for your cleaning," Dr. 

Chen hummed, adjusting her little mirror. "How's 

everything else going? Any new aches or pains I should 

be aware of?" 

Beatrice, already reclined and feeling vaguely like a 

beached whale with her mouthguard in, managed a 

muffled, "Mmmph-well-actually-!" 

Dr. Chen removed the mouthguard. "Ah, sorry, my 

bad. Go on." 
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Beatrice took a dramatic breath. "Dr. Chen, you ask 

about aches and pains? Please, pull up a chair and a 

strong cup of coffee, because we need to discuss the 

meteorological phenomenon that has taken up 

residence inside my skull. It's not a headache, Dr. Chen. 

It's a lightning storm. A personal lightning storm." 

Dr. Chen blinked. "A lightning storm?" 

"Precisely! Imagine, if you will, being mid-sentence, 

perhaps discussing the merits of artisanal cheese, when 

suddenly, out of nowhere, it's like a tiny, deranged 

electrician decides to hotwire the entire right side of 

your face. Not a dull throb, no, no, that would be too… 

pedestrian. This is a shock. Like sticking your tongue 

into a faulty toaster oven, but with the added bonus of it 

being on your cheekbone. Or your jaw. Sometimes, just 

for fun, my upper lip decides to join the rave." 

Dr. Chen leaned back slightly, a professional furrow 

appearing between her brows. "And this is… frequent?" 

"Oh, honey, it’s a surprise party that never ends! One 

minute I'm enjoying a lovely cup of tea, the next, it feels 

like someone has taken a tiny, very sharp ice pick and 
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decided to stab me, precisely here," Beatrice pointed to 

her right cheek, "then zap me, then stab me again, all 

within the span of, oh, three seconds? It’s so brief, you 

almost wonder if you imagined it, except your entire 

body is doing the Macarena of pain." 

"And what triggers these… episodes?" Dr. Chen asked, 

sounding like she was trying very hard not to write 

'delusional' on Beatrice's chart. 

"Ah, the triggers! That's the best part! It's like my face 

has become a highly sensitive, utterly unpredictable 

landmine. Want to brush my teeth? ZAP! There goes my 

morning routine, replaced by a desperate dance of 

trying to brush only the left side. Want to talk? ZAP! ZAP! 

Every word is a gamble. Chewing? Forget about it! I’ve 

been living on a diet of very soft mashed potatoes and 

the occasional whispered prayer. Even a gentle breeze, 

Dr. Chen! A breeze! I once opened the fridge and the 

sudden waft of cold air made me shriek like a banshee. 

My cat thinks I've lost my mind, and frankly, I'm starting 

to agree with him." 
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"So, it's always on one side of your face, it's brief, 

severe, electric-shock like, and triggered by everyday 

actions?" Dr. Chen summarized, her tone now more 

analytical than bewildered. 

"Yes! Exactly! It’s like my face is a highly 

sophisticated, incredibly rude alarm system that goes 

off for absolutely no discernible reason, other than to 

remind me that I am, in fact, alive and capable of feeling 

excruciating pain. It's not a headache, Dr. Chen, it's a 

facial betrayal! It's my own nerves deciding to throw a 

rave without inviting the rest of my brain to the party!" 

Beatrice finished, a little breathless. "So, when you asked 

about 'any new aches or pains,' I thought, 'Oh, Dr. Chen, 

if only it were a mere ache! If only!'" 

Dr. Chen nodded slowly, a new understanding 

dawning in her eyes. "Beatrice, I think we might need to 

get you an appointment with a neurologist. This sounds 

an awful lot like something called trigeminal neuralgia." 

Beatrice gasped. "Trigeminal what-now? Is that Latin 

for 'Your Face Hates You'?" 
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Dr. Chen allowed herself a small smile. "Something 

like that. But don't worry, there are treatments. For now, 

let's just focus on getting these molars sparkling, shall 

we? Very, very gently, of course." 

When a Gentle Breeze Feels Like a 
Lightning Bolt – Understanding 
Trigeminal Neuralgia 

Imagine this: you're just going about your day, 

perhaps brushing your teeth, taking a sip of water, or 

even just feeling a gentle breeze on your face. Suddenly, 

out of nowhere, an excruciating, electric-shock-like 

pain explodes in your face. It's so intense, so sharp, it 

might make you gasp, freeze, or even cry out. Then, 

almost as quickly as it arrived, it's gone, leaving you 

shaken and wondering when the next "attack" will strike. 

Welcome to the world of trigeminal neuralgia (TN), 

often dubbed "the suicide disease" due to its 

unbelievably severe pain. But let's be clear: while the 

pain is indeed horrific, there is hope, and there are ways 

to manage and treat this challenging condition. So, let's 
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peel back the layers and understand what's really going 

on here. 

Meet the Trigeminal Nerve: Your Face's 
Busy Highway 

At the heart of trigeminal neuralgia is, you guessed it, 

the trigeminal nerve! Think of this nerve as the main 

electrical cable for your face, branching out into three 

major pathways (hence "tri"geminal): 

1. Ophthalmic (V1): Handles sensation for your
forehead, eyes, and scalp.

2. Maxillary (V2): Covers your upper jaw, cheek,
upper lip, and gums.

3. Mandibular (V3): Takes care of your lower jaw,
lower lip, and some chewing muscles.

These branches are responsible for sending sensory 

information – touch, temperature, pain – from your face 

to your brain. In most cases of TN, the pain occurs when 

one of these branches (most commonly V2 or V3) 

misfires. 
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The "Lightning Bolt" Pain: What Does it 
Feel Like? 

This isn't your average headache or toothache. People 

describe TN pain with vivid, often terrifying, analogies: 

• Electric shocks: Like being hit by lightning, 
zapped by a cattle prod, or having a high-
voltage current surge through your face. 

• Stabbing or shooting: A sudden, sharp, intense 
jab. 

• Burning or tearing: Though less common, some 
describe a searing sensation. 

The key characteristics are its sudden onset, extreme 

intensity, and brief duration (seconds to a couple of 

minutes), often followed by a period of dull aching or no 

pain at all, before the next attack. These attacks can 

come in quick succession, forming "clusters" that can 

last for hours or even days, making life feel unbearable. 
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Everyday Actions Become Landmines: The 
Triggers 

One of the most frustrating aspects of TN is that the 

most innocuous, everyday actions can trigger an attack. 

It's like your face has a "trigger zone" – a tiny spot that, 

when stimulated, sets off the pain. Common triggers 

include: 

• Light touch: A gentle breeze, a kiss, putting on
makeup, or even just someone walking past you.

• Facial movements: Talking, smiling, laughing,
yawning.

• Eating and drinking: Chewing, swallowing,
sipping hot or cold beverages.

• Oral hygiene: Brushing teeth, flossing, shaving.

• Temperature changes: Cold air, washing your
face with cold water.

Imagine living in fear of a simple conversation or 

even just going outside on a windy day. It's profoundly 

debilitating. 
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Why Does It Happen? The Usual Suspect 
While sometimes the cause is unknown, the most 

common reason for TN (known as "classical TN") is a tiny 

blood vessel – often an artery or vein – pressing against 

the trigeminal nerve as it exits the brainstem. This 

constant pulsation irritates the nerve, wearing away its 

protective myelin sheath (like the insulation on an 

electrical wire). Without this insulation, the nerve fibers 

become hypersensitive, leading to those painful 

misfires. Less commonly, TN can be caused by a tumor, 

multiple sclerosis, or other lesions. 

Life Interrupted: The Ripple Effect 
Beyond the physical agony, TN takes a massive toll on 

a person's life: 

• Social isolation: Fear of triggering pain can lead 
people to avoid talking, eating in public, or even 
leaving their homes. 

• Eating difficulties: Weight loss and malnutrition 
can occur due to the pain of chewing. 

• Dental neglect: Avoiding the dentist due to fear 
of pain. 
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• Mental health: Depression, anxiety, and a 
feeling of hopelessness are common 
companions to chronic, severe pain. 

• Sleep deprivation: Pain can make it impossible 
to rest. 

Finding Answers and Hope: Diagnosis and 
Treatment 

If you suspect you or a loved one has TN, the first step 

is to see a doctor, ideally a neurologist. Diagnosis is 

primarily based on your symptoms and a neurological 

exam. An MRI scan is usually done to rule out other 

causes and to look for that pesky blood vessel 

compressing the nerve. 

The good news is that there are several treatment 

options available: 

1. Medications: Anti-seizure medications like 
carbamazepine or oxcarbazepine are often the 
first line of defense. They work by calming down 
the overactive nerve signals. 

2. Surgical Procedures: When medications aren't 
enough, or side effects are too severe, surgical 
options might be considered: 
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• Microvascular Decompression 
(MVD): This is often considered the most 
effective long-term solution. A 
neurosurgeon makes a small opening 
behind the ear and gently moves the 
offending blood vessel away from the 
nerve, placing a small pad between them. 

• Gamma Knife Radiosurgery: This non-
invasive procedure uses focused radiation 
to damage a small part of the trigeminal 
nerve, disrupting the pain signals. 

• Rhizotomy Procedures (e.g., Glycerol 
Rhizotomy, Radiofrequency Thermal 
Lesioning, Balloon Compression): These 
involve intentionally damaging part of the 
nerve to block pain signals. They can be 
very effective but may result in some 
facial numbness. 

A Note of Encouragement 
Living with trigeminal neuralgia is incredibly 

challenging, and it's okay to feel overwhelmed. But 

remember, you are not alone. There are support groups, 

medical professionals, and a growing understanding of 

this condition. While the pain can feel insurmountable, 

there are effective treatments that can offer significant 
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relief and restore quality of life. Don't give up hope; 

relief is possible. 
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23. 
The "Suicide 
Headache" – 
Understanding Cluster 
Headaches 

The acrid scent of gunpowder hung thick in the air, a 

familiar comfort to Sarah and Emily. The rhythmic 

thwack-thwack of rounds hitting paper targets provided 

a percussive backdrop to their conversation. They’d just 

finished a magazine each, the pistols now resting on the 

padded counter, slides locked back. 

“Good grouping today, Em,” Sarah said, peeling off 

her ear protection. The sudden relative quiet felt almost 

unnerving after the cacophony. 
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Emily smiled, her own ear pro dangling around her 

neck. “Not bad for a Tuesday. You’re a little off, though. 

Everything alright?” 

Sarah sighed, leaning her elbows on the counter, her 

gaze fixed on the distant target. “Honestly? No. It’s these 

damn headaches again.” 

Emily’s brow furrowed. “The ones you mentioned last 

month? I thought they’d gone away.” 

“They did. For a while. But they’re back with a 

vengeance. And they’re… different. Worse.” Sarah 

rubbed her temple, then gestured vaguely towards her 

right eye. “It’s always on this side. Never moves. It feels 

like someone is trying to push a white-hot poker right 

through my eye socket, deep into my head. And it’s not 

just the eye; it’s the temple, the forehead, sometimes 

even radiating down into my cheekbone.” 

Emily winced. “That sounds horrific. Like a 

migraine?” 

“No, not like a migraine,” Sarah shook her head, a 

flicker of frustration in her eyes. “With a migraine, I 

want to lie down in a dark, quiet room. With these, I can’t 
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lie still. I pace. I rock. I just want to rip my head off or 

smash it into a wall to make it stop. It’s an agony so 

intense it makes me feel almost… agitated. Like I could 

jump out of my skin.” 

She took a deep, shuddering breath. “And it’s not just 

the pain. When it hits, my right eye starts watering 

uncontrollably, like I’m weeping, but I’m not crying. And 

it gets bloodshot, really red, almost angry-looking. My 

eyelid on that side droops too, like I’m half-asleep. 

Sometimes my nostril on the right side gets completely 

blocked, or it just runs like a faucet. And I swear, I can 

feel my face on that side get flushed and sweaty.” 

Emily was listening intently, her expression one of 

growing concern. “All at once? And always on the same 

side?” 

“Always. Always the right side. And it comes on so 

fast. Like a switch flips. One minute I’m fine, the next 

I’m in this excruciating, blinding pain. It lasts anywhere 

from fifteen minutes to, like, two or three hours. Then, 

just as suddenly, it’s gone. Poof. Like it never happened, 

except I’m exhausted and feel like I’ve run a marathon.” 
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“And the pattern?” Emily prompted gently. 

Sarah ran a hand through her hair, looking out at the 

range floor. “That’s the weirdest part. They come in 

clusters. I’ll have them multiple times a day, for weeks 

or even a month or two. Sometimes up to eight times a 

day. And then, just as mysteriously, they’ll disappear for 

months, even a year. But they always come back. And 

they often hit at the same time. I’ve been waking up at 2 

AM with that searing pain almost every night for the past 

week. Like clockwork.” 

She picked up her pistol, ejected the magazine, and 

started to reload it with practiced efficiency, her 

movements precise despite the underlying tension. “I’ve 

tried everything. Over-the-counter stuff does nothing. 

I’ve seen a regular doctor, but they just looked at me like 

I was making it up. I’m going to try to see a neurologist 

next week. I just… I don’t know what to do. It’s 

debilitating. I can’t plan anything because I never know 

when the next attack will hit.” 

Emily reached over and squeezed Sarah’s arm. 

“Sarah, that sounds absolutely awful. And terrifying. You 
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need to see that neurologist. Make sure you tell them 

everything you just told me. Every single detail about the 

eye, the nose, the restlessness. It’s not a regular 

headache, that’s for sure.” 

Sarah nodded, a flicker of hope in her eyes. “I will. 

Thanks, Em. It helps just talking about it. Sometimes I 

feel like I’m going crazy.” 

“You’re not going crazy,” Emily said firmly. “You’re 

just in a lot of pain. Now, you want to try another round? 

Or do you need a break?” 

Sarah looked down at the loaded magazine in her 

hand, then back at the target. “One more. Maybe the 

focus will push it away for a little while.” She slid the 

magazine into the pistol, chambered a round, and raised 

the weapon, aiming downrange. The brief, intense 

concentration, the sharp crack of the shot, a fleeting 

distraction from the relentless, invisible threat lurking 

just behind her right eye. 
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The "Suicide Headache" – 
Understanding Cluster Headaches 

Imagine the worst pain you could ever feel. Now, 

imagine it hitting you like a lightning bolt, right behind 

one eye, lasting for a short time, but feeling like an 

eternity. Then, just as you recover, it might come back 

later the same day, or the next. This isn't just a "bad 

headache." This is something called a Cluster Headache. 

Many people, even doctors who aren't specialists, 

don't know much about cluster headaches because they 

are quite rare. But for the people who suffer from them, 

they are a living nightmare. They are so severe that they 

are sometimes called "suicide headaches" because the 

pain can be so unbearable that people feel desperate. 

Our goal in this chapter is to explain what cluster 

headaches are, what they feel like, why they happen, and 

what can be done to help, all in simple words. 
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What Does a Cluster Headache Feel Like? 
(The Pain) 

Let's start with the most important part: the pain. If 

you've never had one, it's hard to imagine. 

• It's Not Like a Migraine or a Tension 
Headache: Forget what you know about regular 
headaches. This is different. A tension headache 
feels like a tight band around your head. A 
migraine often comes with throbbing, sickness, 
and sensitivity to light and sound. A cluster 
headache is not like either of these. 

• Location, Location, Location: The pain almost 
always hits on one side of your head, 
usually behind or around one eye. Sometimes it 
can spread to your temple, forehead, or even 
your cheek and jaw on that same side. 
It rarely switches sides during an attack, though 
it might switch eyes during different "cluster 
periods." 

• The Type of Pain: People describe it using very 
strong words: 

• "Like a hot poker shoved in my eye." 

• "Stabbing, burning, boring, drilling pain." 

• "Explosive, crushing." 
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• "Like my eye is being ripped out." 

• It's an excruciating, intense pain that 
comes on incredibly fast. 

• Intensity: This is where it gets serious. On a pain 
scale of 1 to 10 (1 being very mild, 10 being the 
worst pain imaginable), a cluster headache is 
almost always a 10. It's often described as worse 
than childbirth, kidney stones, or even a broken 
bone. It's truly debilitating. 

• Short but Furious: Unlike a migraine that can 
last for days, a cluster headache attack is usually 
shorter. It can last anywhere from 15 minutes to 
3 hours. But even though it's shorter, the 
intensity makes it feel like an eternity. 

The "Cluster" Part – What Does That 
Mean? 

The name "cluster headache" comes from the way 

these headaches happen. They don't just pop up 

randomly throughout the year. 

• Cluster Periods: People with cluster headaches 
experience "cluster periods." This is a time when 
they have frequent attacks – sometimes several 
times a day – for a period of weeks or even 
months. It's like the headaches are "clustering" 
together. 
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• During a cluster period, you might have 
one to eight attacks per day. 

• These periods can last from a few weeks 
to several months. 

• Remission Periods: After a cluster period, 
there's usually a time of remission. This means 
the headaches go away completely. This "break" 
can last for months or even years. Some people 
might only have one cluster period in their entire 
life, while others might have them every year, 
often around the same time of year (like spring 
or fall). 

• Chronic vs. Episodic: 

• Most people have episodic cluster 
headaches, meaning they have cluster 
periods followed by long periods of relief. 

• A small number of people have chronic 
cluster headaches. This means their 
cluster periods last for a year or more 
without a break, or their breaks are very 
short (less than a month). This is even 
tougher to deal with. 
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What Else Happens During an Attack? 
(Accompanying Symptoms) 

The pain is the main event, but a cluster headache 

often brings other noticeable signs on the same side of 

the head as the pain. These are called "autonomic" 

symptoms because they involve the part of your nervous 

system that controls automatic body functions. 

On the same side as the pain, you might notice: 

• A Drooping Eyelid: Your upper eyelid might sag
or droop (called ptosis).

• A Smaller Pupil: The black center of your eye
might get smaller (called miosis).

• Red or Watery Eye: Your eye might become very
red and bloodshot, and it might water
excessively, like you're crying.

• Swelling Around the Eye: The area around your
eye might look puffy.

• Runny or Stuffy Nose: One nostril might get
completely blocked, or it might run like a faucet.

• Sweating on the Face/Forehead: You might
sweat heavily on just one side of your face or
forehead.
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Unlike migraines, where people want to lie down in 

a dark, quiet room, people with cluster headaches 

often can't sit still. They feel agitated, restless, and 

might pace, rock, or even hit their head against things 

because the pain is so intense they can't find relief. 

What Causes Cluster Headaches? (The 
"Why") 

Scientists don't fully understand why cluster 

headaches happen, but they have some strong clues. It's 

definitely not "all in your head" or something you can 

just "tough out." It's a real physical problem in the brain. 

• The Hypothalamus Connection: The main 
suspect is a small but very important part of your 
brain called the hypothalamus. This part of the 
brain acts like your body's internal clock. It 
controls things like sleep, wakefulness, body 
temperature, and hormones. The fact that cluster 
headaches often happen at the same time each 
day or night, and often around the same time of 
year, strongly suggests the hypothalamus is 
involved. It's like something in this "clock" goes 
haywire. 

• Trigeminal Nerve: Another key player is 
the trigeminal nerve. This is a major nerve that 



HEADACHES: What you do not know could hurt you! 

368 

carries feeling from your face to your brain. It's 
thought that the hypothalamus somehow 
activates this nerve, leading to the intense pain 
and the other symptoms (like the watery eye or 
runny nose). 

• Genetics (Sometimes): While most people with
cluster headaches don't have a family history,
there are some cases where it seems to run in
families. This suggests that some people might
have a genetic tendency to develop them.

• Who Gets Them?

• Cluster headaches are more common
in men than women (about 3 times more
common).

• They usually start between the ages of 20
and 50, but they can happen at any age.

• Smoking is strongly linked to cluster
headaches. Many people who get them are
current or former smokers, though not
everyone.

• Triggers: During a cluster period, certain things
can "trigger" an attack.

• Alcohol: This is a big one. Even a small
amount of alcohol can trigger an attack
during a cluster period.
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• Strong Smells: Things like paint fumes, 
gasoline, or strong perfumes. 

• Sleep Disturbances: Changes in sleep 
patterns, or even napping during the day, 
can sometimes set off an attack. 

• High Altitude: Traveling to high altitudes 
can also be a trigger for some. 

Important Note: These triggers only tend to work 

during a cluster period. If you're in a remission period, 

you can usually drink alcohol or be around strong smells 

without a problem. 

Getting a Diagnosis (Why It's Hard and 
Why It Matters) 

Because cluster headaches are rare and their 

symptoms can sometimes be confused with other 

conditions (like migraines, sinus infections, or even 

dental problems), getting the right diagnosis can be a 

long and frustrating journey. Many people suffer for 

years before finding out what they truly have. 

• Why It's Hard: 
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• Doctors who aren't specialists might not
recognize the unique combination of
symptoms.

• The attacks are short, so you might not be
having one when you see the doctor.

• People might describe their pain in ways
that lead doctors down the wrong path.

• Why a Correct Diagnosis Matters:

• Specific Treatments: Cluster headaches
respond to very specific treatments that
don't work for other types of headaches.
Using the wrong treatment is not only
ineffective but can be dangerous.

• Managing Expectations: Knowing what
you have helps you understand what's
happening to your body and how to
prepare.

• Support: Connecting with others who
understand can be incredibly helpful.

If you suspect you have cluster headaches, it's 

crucial to see a headache specialist or a neurologist 

who has experience with these conditions. Don't give 

up until you get a clear answer. Keep a detailed 

headache diary: note the time, duration, pain level, 
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accompanying symptoms, and any possible triggers. 

This information is gold for a doctor trying to figure out 

what's going on. 

Treatment: Finding Relief (Acute and 
Preventative) 

While there's no cure for cluster headaches, there are 

very effective treatments that can stop an attack in its 

tracks and even prevent them from happening as often. 

1. Acute Treatments (To Stop an Attack When It 

Happens): 

These are used during an attack to provide fast relief. 

Speed is key, as the pain comes on so quickly and 

intensely. 

• Oxygen Therapy: This is often the first and best 
treatment for many people. Breathing 100% pure 
oxygen through a non-rebreather mask (a special 
mask that fits tightly over your nose and mouth) 
at a high flow rate (usually 12-15 liters per minute) 
for 15-20 minutes can often stop an attack within 
minutes. It's safe and has very few side effects. 
Many people keep an oxygen tank at home. 
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• Triptans: These are a class of medications
designed to treat severe headaches. For cluster
headaches, they need to act very fast.

• Sumatriptan Injection (Imitrex): This is
often the most effective and fastest-acting
triptan for cluster headaches. You inject it
under the skin, and it can bring relief
within 5-10 minutes.

• Zolmitriptan Nasal Spray (Zomig): This is
another fast-acting option that can be
helpful if you can't use injections.

• Important Note: Oral triptan pills (taken
by mouth) are usually too slow-acting to
be effective for cluster headaches.

• Other Options (Less Common or for Specific
Cases):

• Octreotide Injections: A synthetic
hormone that can sometimes help.

• Lidocaine Nasal Spray: A numbing
medicine sprayed into the nostril on the
affected side.

2. Preventative Treatments (To Reduce Frequency

and Severity): 
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These medications are taken daily during a cluster 

period to try and reduce the number of attacks or make 

them less severe. 

• Verapamil: This is a heart medication (a calcium 
channel blocker) that is often the first-choice 
preventative for cluster headaches. It can take a 
few weeks to start working and requires careful 
monitoring by a doctor, including heart checks. 

• Steroids (like Prednisone): These are powerful 
anti-inflammatory drugs that can be used for a 
short time (often at the beginning of a cluster 
period) to "break the cycle" and quickly reduce 
the number of attacks. They are usually not used 
long-term due to side effects. 

• Lithium: Another medication that can be 
effective, especially for chronic cluster 
headaches. It also requires careful monitoring. 

• Anti-Seizure Medications: Drugs like 
Topiramate (Topamax) or Valproic Acid can 
sometimes be used. 

• Newer Treatments: There are newer 
medications being developed, including CGRP 
inhibitors, which have shown promise for some 
people. 
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3. Lifestyle Adjustments:

• Avoid Triggers: Especially during a cluster
period, strictly avoid alcohol and strong smells.

• Regular Sleep Schedule: Try to maintain a
consistent sleep-wake cycle, even on weekends.

• Stop Smoking: If you smoke, quitting can
significantly help, though it might not stop
attacks immediately.

Living with Cluster Headaches (Coping 
and Support) 

Living with cluster headaches is incredibly 

challenging. The unpredictable nature, the extreme 

pain, and the impact on daily life (work, relationships, 

mental health) can be devastating. 

• Mental Health: It's common for people with
cluster headaches to experience anxiety and
depression. The fear of the next attack (called
"anticipatory anxiety") can be crippling. It's vital
to seek support for your mental health, whether
through therapy, support groups, or medication.

• Advocacy: You often have to be your own
strongest advocate. Learn as much as you can
about cluster headaches, and don't be afraid to
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seek second opinions if you're not getting the 
help you need. 

• Support Groups: Connecting with others who 
understand what you're going through can make 
a huge difference. Online forums and local 
support groups can provide comfort, shared 
experiences, and practical tips. 

• Educate Loved Ones: Help your family and 
friends understand what you're going through. 
It's hard for them to grasp the pain, but 
explaining the symptoms and the impact can 
help them be more supportive. 

Conclusion 
Cluster headaches are a severe, debilitating 

neurological condition that brings unimaginable pain. 

They are not "just a headache" and should never be 

dismissed. While they are rare, understanding them is 

crucial for those who suffer and for the people around 

them. 

The good news is that with a correct diagnosis and 

the right treatments, it is possible to manage cluster 

headaches and significantly improve quality of life. If 

you or someone you know experiences symptoms that 
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sound like cluster headaches, please, seek help from a 

headache specialist or neurologist. You deserve relief 

and understanding. 
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24. 
Decoding the Alarm 
Bells – Red Flags in 
Headaches 

Headaches are a universal experience. From the dull 

ache of a tension headache after a stressful day to the 

throbbing intensity of a migraine that steals an entire 

afternoon, most of us are familiar with the various ways 

our head can hurt. For the vast majority of people, these 

headaches are benign – uncomfortable, yes, but not life-

threatening. 

However, in a small percentage of cases, a headache 

can be a signal, a "red flag" waving frantically to alert us 

that something more serious might be happening inside 

our bodies. Understanding these red flags isn't about 
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fostering anxiety, but about empowering yourself with 

knowledge. It's about knowing when to simply reach for 

an over-the-counter pain reliever and when to pick up 

the phone and call your doctor, or even head to the 

emergency room. 

Think of it like the warning lights on your car 

dashboard. A low fuel light is a common occurrence, 

easily fixed. But an engine temperature warning or a 

brake system alert needs immediate attention. 

Similarly, certain headache features warrant a closer 

look. 

What Exactly is a "Red Flag" Headache? 

A "red flag" headache is one that possesses certain 

characteristics or is accompanied by specific symptoms 

that suggest an underlying, potentially serious medical 

condition. It's not necessarily about the intensity of the 

pain – a severe migraine can be excruciating but 

harmless – but rather about the nature of the pain, its 

onset, its progression, and what other symptoms are 

present. 
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Here are the key "red flags" to be aware of: 

1. The "Thunderclap" Headache: Sudden & 
Severe Onset 

• Description: This is perhaps the most 
critical red flag. Imagine a lightning bolt 
striking your head – a headache that goes 
from zero to its absolute worst intensity 
within seconds or a minute. It's often 
described as the "worst headache of my 
life." 

• Why it's a red flag: This sudden, explosive 
onset can be a sign of a ruptured 
aneurysm (a weakened blood vessel in the 
brain that bursts), a stroke, or other 
severe bleeding in or around the brain. 

• Action: Seek immediate emergency 
medical attention (call 911 or go to the 
ER). This is not something to wait on. 

2. New Headache in an Older Adult (Especially 
Over 50) 

• Description: If you're over the age of 50 
and suddenly start experiencing a new 
type of headache that you've never had 
before, or your existing headache pattern 
significantly changes. 
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• Why it's a red flag: The risk of certain
serious conditions, like giant cell arteritis
(inflammation of blood vessels that can
lead to blindness) or even a brain tumor,
increases with age.

• Action: Consult your doctor promptly.

3. Headache with Fever, Stiff Neck, or Rash

• Description: A headache accompanied by
a high fever, difficulty bending your neck
forward (stiffness), sensitivity to light, and
sometimes a skin rash.

• Why it's a red flag: These symptoms can
point to meningitis (inflammation of the
membranes surrounding the brain and
spinal cord) or encephalitis (inflammation
of the brain itself), both of which are
serious infections requiring immediate
treatment.

• Action: Seek immediate emergency
medical attention.

4. Headache with Neurological Symptoms

• Description: This is a broad category, but
it refers to a headache accompanied by
problems with your brain or nervous
system function. This could include:
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• Weakness or numbness on one 
side of your body (face, arm, leg). 

• Difficulty speaking or 
understanding speech (slurred 
words, jumbled sentences). 

• Vision changes (double vision, 
sudden blurriness, loss of vision in 
one eye, loss of peripheral vision). 

• Loss of balance or coordination. 

• Confusion or changes in 
personality/behavior. 

• Seizures. 

• Why it's a red flag: These are classic signs 
of a stroke, a brain tumor, or other serious 
brain conditions. 

• Action: Seek immediate emergency 
medical attention. 

5. Headache Worsening Over Weeks or Months 

• Description: A headache that started 
mildly but has been gradually getting 
worse over time, becoming more 
frequent, more severe, or more resistant 
to usual pain relievers. 
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• Why it's a red flag: This progressive
nature can be a sign of an expanding
lesion in the brain, such as a tumor or a
slow bleed.

• Action: Consult your doctor promptly.

6. Headache Waking You From Sleep or Worse in
the Morning

• Description: A headache that consistently
wakes you up from sleep, or one that is
noticeably worse upon waking in the
morning and improves as the day goes on.

• Why it's a red flag: While common
tension headaches can sometimes wake
people, a consistent pattern of morning
headaches or waking due to headache can
sometimes indicate increased pressure
inside the skull, which might be caused by
a tumor or other space-occupying lesion.

• Action: Consult your doctor.

7. Headache Triggered by Coughing, Sneezing,
Straining, or Exercise

• Description: A headache that is
specifically brought on or significantly
worsened by physical exertion, coughing,
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sneezing, straining during a bowel 
movement, or bending over. 

• Why it's a red flag: These actions 
temporarily increase pressure within the 
skull. If there's an underlying issue like a 
tumor, a malformation, or an aneurysm, 
this increase in pressure can make the 
headache much worse. 

• Action: Consult your doctor. 

8. New Headache in Someone with a History of 
Cancer or Weakened Immune System 

• Description: If you have a known history 
of cancer (especially cancers that can 
spread to the brain, like lung, breast, 
melanoma, kidney, or colon cancer) or a 
weakened immune system (due to 
HIV/AIDS, organ transplant, or 
immunosuppressant medications), and 
you develop a new type of headache. 

• Why it's a red flag: In these situations, a 
new headache could indicate the spread of 
cancer to the brain (metastasis) or an 
opportunistic infection that a healthy 
immune system would normally fight off. 

• Action: Consult your doctor promptly. 
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9. Headache Following a Head Injury

• Description: A headache that develops or
worsens after a recent head injury, even if
the injury seemed minor at the time.

• Why it's a red flag: This could indicate a
concussion, but more seriously, it could
be a sign of bleeding within the skull
(hematoma) that is slowly expanding.

• Action: Seek medical attention, especially
if symptoms worsen or new ones appear.

Understanding Headaches Related to 
Brain Tumors 

It's natural for the phrase "red flag headache" to 

immediately bring up concerns about brain tumors. 

While it's important to remember that brain tumors are 

rare and most headaches are not caused by them, it's 

also crucial to understand how a brain tumor headache 

might present. 

Key Features of Brain Tumor-Related Headaches: 

1. Not Always Severe: This is a common
misconception. Brain tumor headaches are often
described as dull, aching, or pressure-like,
rather than excruciatingly severe. They might be
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persistent and bothersome, but not necessarily 
agonizing. Some patients even describe them as 
mild. 

2. Gradual Onset and Progressive 
Worsening: Unlike the sudden "thunderclap," a 
brain tumor headache usually develops slowly 
over weeks or months. It might start as an 
occasional mild ache and gradually become more 
frequent, longer-lasting, and more intense over 
time. 

3. Worse in the Morning or Wakes You Up: This is 
a classic pattern. As mentioned earlier, during 
sleep, carbon dioxide levels in the blood rise 
slightly, which can increase intracranial 
pressure. If there's a space-occupying lesion like 
a tumor, this slight increase in pressure can 
make the headache more pronounced upon 
waking. It might improve after you've been 
upright for a while. 

4. Worsened by Valsalva Maneuvers: These are 
actions that temporarily increase pressure inside 
the skull, such as coughing, sneezing, straining 
(e.g., during a bowel movement), or bending over. 
A headache that is consistently aggravated by 
these actions is a red flag. 

5. Often Accompanied by Other Neurological 
Symptoms: This is the most critical 
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differentiator. A brain tumor headache rarely 
occurs in isolation. It's the combination of the 
headache with other neurological signs that truly 
raises suspicion. These symptoms depend on 
where the tumor is located and what brain 
functions it's affecting: 

• Nausea and Vomiting: Especially 
vomiting that isn't related to food, or 
"projectile vomiting" that comes without 
much warning. This is often due to 
increased pressure in the brain. 

• Vision Problems: Blurry vision, double 
vision (diplopia), loss of peripheral vision, 
or difficulty seeing in one eye. This can be 
due to pressure on the optic nerves or 
parts of the brain controlling vision. 

• Weakness or Numbness: On one side of 
the body (face, arm, leg). 

• Speech Difficulties: Slurred speech, 
difficulty finding words, or trouble 
understanding others. 

• Balance and Coordination 
Issues: Unsteadiness, clumsiness, or 
difficulty walking in a straight line. 
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• Seizures: A new-onset seizure in an adult 
without a prior history is a significant red 
flag for a brain tumor. 

• Personality or Cognitive 
Changes: Changes in mood, behavior, 
memory, concentration, or judgment that 
are new and uncharacteristic. 

• Hearing Loss or Ringing in the Ears 
(Tinnitus): If the tumor is near auditory 
pathways. 

6. Location is Not Specific: While a brain tumor 
headache might be localized to one side or a 
particular area, it can also be generalized. The 
location of the pain isn't as reliable an indicator 
as the other associated symptoms and the 
headache's progression. 

Important Reassurance: It's vital to reiterate that 

most people who experience headaches, even those with 

some of the features listed above, do not have a brain 

tumor. Many common conditions like migraines, 

tension headaches, and cluster headaches can mimic 

some of these symptoms. For example, migraines can 

cause nausea, vomiting, and visual disturbances (auras). 
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However, the pattern and progression of symptoms are 

key. 

When to Act: Your Takeaway Message 
Do not panic every time you get a headache. That's 

not the goal here. The goal is to be informed and to know 

when to seek professional medical advice. 

You should contact your doctor promptly if you 

experience: 

• Any new headache that is progressively
worsening over days or weeks.

• A new headache if you are over 50.

• A new headache if you have a history of cancer
or a weakened immune system.

• Headaches that consistently wake you from
sleep or are worse in the morning.

• Headaches triggered by coughing, sneezing, or
straining.

You should seek immediate emergency medical 

attention (call 911 or go to the ER) if you experience: 

• A "thunderclap" headache – the worst headache
of your life, coming on suddenly.
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• A headache accompanied by fever and a stiff 
neck. 

• A headache accompanied by new neurological 
symptoms like weakness, numbness, difficulty 
speaking, vision changes, loss of balance, 
confusion, or a seizure. 

• A severe headache after a head injury. 

Your doctor is the best person to evaluate your 

symptoms, ask the right questions, and determine if 

further investigation (like imaging scans) is necessary. 

Trust your instincts, but also trust in medical 

professionals to guide you when these red flags appear. 

Your health is worth it. 
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25. 
Navigating Your Plate 
– Food Triggers and
Relief for Migraine
Sufferers

Migraines are far more than just bad headaches; 

they're complex neurological events that can be 

debilitating, often accompanied by a host of other 

symptoms like nausea, visual disturbances, and extreme 

sensitivity to light and sound. While there's no single 

cure, and triggers vary wildly from person to person, 

food can play a surprisingly significant role for many 

migraineurs. 

This chapter isn't about rigid diets or deprivation. 

Instead, it's a guide to understanding potential food-
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related culprits and embracing nourishing options that 

may help reduce the frequency or intensity of your 

migraines. The most important takeaway? Your 

migraine journey is unique. What triggers one person 

might be perfectly fine for another. This information is 

designed to empower you to become a detective in your 

own body, identifying your personal patterns. 

The Usual Suspects: Food Ingredients to 
Approach with Caution (or Avoid) 

Many foods contain compounds that can act as 

"vasoactive" agents (affecting blood vessels) or 

neurotransmitter modulators, which some researchers 

believe contribute to migraine attacks in susceptible 

individuals. Here's a rundown of common culprits: 

1. Tyramine-Rich Foods: 

• What it is: Tyramine is a naturally 
occurring amino acid found in foods that 
are aged, fermented, or stored for long 
periods. It can affect blood pressure and 
neurotransmitters. 

• Where to find it: 
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• Aged Cheeses: Cheddar, Stilton, 
Brie, Camembert, Parmesan, 
Swiss, Gouda, Feta, Blue Cheese. 
The older the cheese, the higher 
the tyramine content. 

• Cured/Processed Meats: Sausage, 
pepperoni, salami, hot dogs, 
bacon, smoked fish, pickled 
herring. 

• Fermented Foods: Sauerkraut, 
kimchi, tempeh, soy sauce, miso, 
sourdough bread (especially if very 
aged). 

• Certain Beans: Fava beans, snow 
peas, broad beans. 

• Some Fruits: Overripe bananas, 
avocados, raspberries, citrus fruits 
(though often debated). 

• Yeast Extracts: Found in many 
processed foods, bouillon cubes, 
and marmite/vegemite. 

• Why it might trigger: Tyramine can cause 
blood vessels to constrict and then dilate, 
a process sometimes linked to migraine 
onset. 
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2. Caffeine (Too Much or Withdrawal):

• What it is: A stimulant found in coffee,
tea, chocolate, and some soft drinks.

• Where to find it: Coffee, black tea, green
tea, energy drinks, cola, chocolate, some
over-the-counter pain relievers.

• Why it might trigger: Caffeine is a
double-edged sword for migraine
sufferers.

• Withdrawal: If you regularly
consume caffeine and then
suddenly stop or significantly
reduce your intake, a "rebound"
headache or migraine can occur as
blood vessels dilate.

• Overuse: Consuming too much
caffeine (often more than
200mg/day) can also trigger
migraines in some individuals.

• The takeaway: Consistency is key. If you
consume caffeine, try to stick to a
moderate, consistent amount daily. If you
want to cut back, do so very gradually.

3. Artificial Sweeteners (Especially Aspartame):
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• What it is: Synthetic sugar substitutes 
designed to provide sweetness without 
calories. 

• Where to find it: Diet sodas, "sugar-free" 
candies, chewing gum, yogurt, puddings, 
protein powders, some processed foods. 
Aspartame (NutraSweet, Equal) is the 
most commonly reported migraine 
trigger among artificial sweeteners. 
Sucralose (Splenda) and saccharin 
(Sweet'N Low) are also occasionally 
reported. 

• Why it might trigger: The exact 
mechanism isn't fully understood, but 
some theories suggest they may affect 
neurotransmitter activity or nerve 
excitability. 

4. Monosodium Glutamate (MSG): 

• What it is: A flavor enhancer, a sodium 
salt of glutamic acid, an amino acid. 

• Where to find it: Often found in Chinese 
food (though less common than it used to 
be), canned soups, processed meats, 
snack foods (chips, crackers), frozen 
dinners, salad dressings, spice blends. It 
can be hidden under names like 
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"hydrolyzed vegetable protein," "yeast 
extract," or "autolyzed yeast." 

• Why it might trigger: Often associated
with "Chinese Restaurant Syndrome,"
MSG is believed by some to overstimulate
nerve cells, leading to symptoms like
headaches, flushing, and sweating.

5. Nitrates and Nitrites:

• What it is: Preservatives commonly used
in cured meats to maintain color and
prevent bacterial growth.

• Where to find it: Hot dogs, bacon, ham,
deli meats, pepperoni, salami.

• Why it might trigger: Nitrates and nitrites
can cause blood vessels to dilate, which is
thought to be a contributing factor for
some migraineurs.

6. Alcohol (Especially Red Wine):

• What it is: Ethanol, found in alcoholic
beverages.

• Where to find it: Beer, wine, spirits. Red
wine is particularly notorious for
migraine sufferers, possibly due to
compounds like histamines, sulfites, or
tannins, in addition to the alcohol itself.
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Darker liquors may also be more 
problematic. 

• Why it might trigger: Alcohol is a 
vasodilator, meaning it widens blood 
vessels, which can initiate a migraine. It 
also causes dehydration, a known 
migraine trigger. 

7. Chocolate: 

• What it is: A popular confection derived 
from cocoa beans. 

• Why it might trigger: This is a debated 
one. Some believe compounds like 
phenylethylamine, caffeine, or tyramine 
in chocolate are the culprits. Others 
suggest that chocolate cravings are 
actually a pre-migraine 
symptom (prodrome) rather than a trigger 
itself. 

• The takeaway: Pay close attention to your 
body. If you consistently get a migraine 
after eating chocolate, it might be a 
trigger for you. 

8. Certain Fruits and Vegetables: 
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• Citrus Fruits: Oranges, lemons, limes,
grapefruits. While not common, some
individuals report sensitivity.

• Onions: Especially raw onions, can be a
trigger for some.

• Dried Fruits: Can be high in sulfites,
which are preservatives that some people
react to.

9. Food Additives and Dyes:

• What it is: Artificial colors (e.g., Red 40,
Yellow 5), preservatives (e.g., BHA, BHT),
and other synthetic ingredients added to
processed foods.

• Where to find it: Candies, brightly
colored drinks, cereals, snack foods,
baked goods.

• Why it might trigger: While not as well-
researched for migraines as some other
triggers, some individuals report
sensitivity to these synthetic compounds.

Your Migraine-Friendly Pantry: Foods to 
Embrace 

While the "avoid" list can seem daunting, the good 

news is that many wholesome, delicious foods are 
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generally well-tolerated and can even support overall 

health, which in turn can help manage migraines. The 

focus here is on whole, unprocessed foods that provide 

steady energy and essential nutrients. 

1. Hydration is Key: 

• What to use: Plain water, infused water 
(with cucumber, mint, or plain berries – 
avoid citrus if it's a trigger), herbal teas 
(ginger, peppermint, chamomile). 

• Why it helps: Dehydration is a very 
common and easily preventable migraine 
trigger. Aim for at least 8 glasses of water 
a day, more if you're active or in a hot 
climate. 

2. Lean Proteins: 

• What to use: Fresh, unprocessed chicken, 
turkey, fish (salmon, tuna, cod), eggs, 
lentils, beans (if tolerated), plain tofu. 

• Why it helps: Provides sustained energy 
and essential amino acids without the 
additives or tyramine found in processed 
meats. Opt for baked, grilled, or steamed 
preparations. 
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3. Whole Grains (Plain Varieties):

• What to use: Plain oats, brown rice,
quinoa, millet, plain whole-wheat bread
(without added yeast extract or dough
conditioners if you're sensitive).

• Why it helps: Provides complex
carbohydrates for steady blood sugar
levels, preventing the dips that can
sometimes trigger migraines. Avoid aged
sourdough if tyramine is an issue.

4. Fresh Fruits (Non-Citrus, Non-Overripe):

• What to use: Apples, pears, berries
(strawberries, blueberries – if not
sensitive to histamine), melon, grapes.

• Why it helps: Rich in vitamins, minerals,
and antioxidants. Opt for fresh over dried
to avoid sulfites.

5. Fresh Vegetables:

• What to use: Leafy greens (spinach, kale,
lettuce), broccoli, cauliflower, carrots,
celery, bell peppers (if tolerated), sweet
potatoes, zucchini, squash.

• Why it helps: Packed with nutrients and
fiber. Avoid onions if they are a trigger for
you.
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6. Healthy Fats: 

• What to use: Olive oil, avocado oil, 
coconut oil, flaxseeds, chia seeds, fresh 
avocados (if tolerated and not overripe). 

• Why it helps: Essential for brain health 
and overall well-being. Omega-3 fatty 
acids (found in salmon, flaxseeds) are 
particularly beneficial for their anti-
inflammatory properties. 

7. Plain Dairy/Dairy Alternatives (If Tolerated): 

• What to use: Fresh milk, plain yogurt 
(without artificial sweeteners or fruit), 
cottage cheese (fresh, not aged), rice milk, 
almond milk (unsweetened). 

• Why it helps: Provides calcium and other 
nutrients. Avoid aged cheeses. 

8. Ginger: 

• What to use: Fresh ginger root, ginger tea, 
crystallized ginger (check for sugar 
content). 

• Why it helps: Ginger has natural anti-
inflammatory properties and can help 
with nausea often associated with 
migraines. 
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Becoming Your Own Migraine Detective: 
The Food Diary 

The most effective way to identify your specific food 

triggers is to keep a detailed migraine food diary. This 

isn't just about what you eat; it's about connecting the 

dots between your diet and your symptoms. 

How to Keep a Migraine Food Diary: 
1. Record Everything You Eat and Drink: Be

meticulous. Include meals, snacks, beverages,
and even small bites or sips. List all ingredients if
possible (e.g., "salad with balsamic vinaigrette" is
better than just "salad").

2. Note the Time: When did you consume the
food/drink?

3. Record Your Migraine Symptoms:

• Start Time: When did the migraine
begin?

• Severity: On a scale of 1-10.

• Type of Pain: Pulsating, throbbing, dull,
sharp.

• Associated Symptoms: Nausea, vomiting,
aura, light/sound sensitivity, fatigue,
neck pain.
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• Duration: How long did it last? 

• Medication: What did you take, and did it 
help? 

4. Note Other Potential Triggers: Don't just focus 
on food. Include: 

• Stress levels 

• Sleep patterns (hours slept, quality) 

• Weather changes (barometric pressure) 

• Hormonal changes (for women, cycle 
days) 

• Physical activity 

• Strong smells or lights 

5. Look for Patterns: After a few weeks or a month, 
review your diary. Do you see any repeated 
patterns? 

• Did a migraine consistently occur 4-24 
hours after consuming a specific food? 

• Did a combination of factors (e.g., lack of 
sleep + cheese) lead to an attack? 
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The Elimination Diet (Under Guidance): 
Once you've identified potential triggers through 

your diary, you might consider an elimination diet. This 

involves: 

1. Removing suspected foods from your diet for a 
period (e.g., 2-4 weeks). 

2. Monitoring if your migraine frequency or 
severity decreases. 

3. Reintroducing one food at a time, slowly, to see 
if symptoms return. If they do, that food is likely 
a trigger for you. 

Important Note: An elimination diet should ideally be 

done under the guidance of a healthcare professional, 

such as a doctor, registered dietitian, or nutritionist who 

specializes in migraines. They can ensure you're getting 

adequate nutrition and help you interpret your results. 

Beyond Food: Lifestyle Habits that Support 

Migraine Management 

While food is a key focus, remember that migraines 

are multifaceted. Incorporating these general healthy 

habits can significantly support your efforts: 
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• Consistent Sleep Schedule: Go to bed and wake 
up at roughly the same time every day, even on 
weekends. 

• Stress Management: Practice relaxation 
techniques like deep breathing, meditation, yoga, 
or spending time in nature. 

• Regular Exercise: Moderate, consistent exercise 
can reduce migraine frequency. Avoid intense 
exercise during a migraine or if it's a known 
trigger. 

• Stay Hydrated: As mentioned, water is crucial. 

• Manage Blood Sugar: Eat regular meals and 
snacks to avoid extreme hunger or blood sugar 
dips. 

• Limit Sensory Overload: Be mindful of bright 
lights, loud noises, and strong smells. 

Managing migraines through diet and lifestyle 

requires patience, observation, and a willingness to 

experiment. By understanding potential food triggers 

and embracing a diet rich in whole, unprocessed foods, 

you can take a significant step towards identifying your 

personal path to fewer and less severe migraine attacks. 

Remember, you are your own best advocate and 

detective in this journey. 



HEADACHES: What you do not know could hurt you! 

406 



407 

26. 
Nature's Soothe – A 
Gentle Guide to 
Natural Remedies for 
Migraines 

The throbbing, the light sensitivity, the nausea, the 

overwhelming desire to retreat into a dark, silent cave – 

if you've experienced a migraine, you know it's far more 

than just a bad headache. It's a debilitating neurological 

event that can hijack your life for hours, even days. 

While conventional medicine offers powerful tools for 

both prevention and acute relief, many people seek 

complementary approaches, often turning to nature's 

pharmacy for gentler, holistic support. 
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This chapter will explore a range of natural remedies 

for migraines, from lifestyle adjustments that lay a 

crucial foundation to specific herbs and techniques. Our 

aim is to demystify these options, making them 

understandable and actionable for anyone seeking to 

lessen the grip of migraines. 

Important Disclaimer: Before embarking on any new 

treatment, natural or otherwise, it is absolutely essential 

to consult with your doctor or a qualified healthcare 

professional. Natural remedies can interact with 

medications, have side effects, or may not be suitable for 

everyone, especially those with underlying health 

conditions or who are pregnant or breastfeeding. This 

chapter is for informational purposes only and should 

not replace professional medical advice. 
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Understanding the Holistic Approach: 
Beyond the Pill 

When we talk about natural remedies for migraines, 

we're often talking about a holistic approach. This 

means looking at your entire lifestyle, not just trying to 

"fix" the migraine once it hits. Many natural therapies 

focus on preventing migraines by addressing underlying 

imbalances, reducing triggers, and supporting overall 

well-being. Patience is key; these methods rarely offer 

instant relief but can build up to significant long-term 

benefits. 

Section 1: The Foundation – Lifestyle as 
Your First Line of Defense 

Before we delve into specific remedies, it's crucial to 

understand that consistent, healthy lifestyle habits form 

the bedrock of any successful migraine management 

plan. Often, these simple changes can dramatically 

reduce the frequency and intensity of attacks. 
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1. Sleep: Your Brain's Recharge Cycle

• The Problem: Both too little and too much
sleep, as well as irregular sleep patterns,
can be major migraine triggers.

• The Solution: Aim for 7-9 hours of quality
sleep every night. Go to bed and wake up
at roughly the same time each day, even
on weekends. Create a relaxing bedtime
routine (e.g., warm bath, reading, gentle
stretching) and ensure your bedroom is
dark, quiet, and cool. Avoid screens
(phones, tablets, TVs) for at least an hour
before bed.

2. Hydration: The Elixir of Life

• The Problem: Dehydration, even mild, is
a common and often overlooked migraine
trigger.

• The Solution: Drink plenty of water
throughout the day. Keep a water bottle
handy and sip regularly. Herbal teas
(caffeine-free) also count. Urine color is a
good indicator: if it's dark yellow, you
need more fluids.
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3. Diet: Identifying Your Unique Triggers 

• The Problem: Certain foods and additives 
can act as triggers for some individuals. 
Common culprits include aged cheeses, 
processed meats (nitrates), chocolate, 
caffeine (withdrawal or excess), artificial 
sweeteners, MSG, and alcohol (especially 
red wine). Skipping meals can also drop 
blood sugar, triggering a migraine. 

• The Solution: Keep a food diary for a few 
weeks, noting everything you eat and 
drink, alongside any migraine symptoms. 
This can help you identify patterns and 
potential triggers. Once identified, try 
eliminating them one by one to see if your 
migraines improve. Focus on a balanced 
diet rich in whole, unprocessed foods. Eat 
regular meals to maintain stable blood 
sugar levels. 

4. Stress Management: Taming the Inner Storm 

• The Problem: Stress doesn't just feel bad; 
it can trigger physiological changes that 
make your brain more susceptible to 
migraines. The "let-down" period after 
intense stress can also be a trigger. 
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• The Solution: Incorporate stress-
reducing activities into your daily routine. 
This might include: 

• Mindfulness Meditation: Even 10-
15 minutes a day can help calm the
nervous system. Apps like Calm or
Headspace can guide you.

• Deep Breathing Exercises: Simple
techniques like diaphragmatic
breathing can quickly activate your
body's relaxation response.

• Yoga or Tai Chi: These practices
combine physical movement with
breathwork and mindfulness.

• Journaling: Writing down your
thoughts and feelings can be a
powerful emotional release.

• Hobbies: Engage in activities you
enjoy that take your mind off
worries.

5. Regular Exercise: Move Your Way to Wellness

• The Problem: A sedentary lifestyle can
contribute to overall poor health,
potentially increasing migraine 
susceptibility. However, intense 
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exercise during a migraine attack can 
worsen it. 

• The Solution: Aim for moderate, regular 
exercise most days of the week (e.g., brisk 
walking, swimming, cycling). This helps 
reduce stress, improve sleep, and boost 
overall health. Listen to your body; if you 
feel a migraine coming on, opt for gentle 
stretching or rest instead of intense 
activity. 

6. Caffeine Consistency: A Double-Edged Sword 

• The Problem: Caffeine can sometimes 
help acute migraine pain, but daily high 
intake can lead to "caffeine withdrawal 
headaches" if you miss your usual dose. 
Overuse can also lead to medication 
overuse headaches. 

• The Solution: If you consume caffeine, 
do so in moderation and consistently. 
Avoid sudden increases or decreases in 
intake. If you want to cut back, do so 
gradually over several weeks to avoid 
withdrawal symptoms. 
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Section 2: Herbal Helpers & Nutritional 
Nurturers 

Once your lifestyle foundation is solid, certain 

natural substances can offer additional support, either 

for prevention or acute relief. 

1. Feverfew (Tanacetum parthenium)

• What it is: A traditional medicinal herb
widely used for migraine prevention.

• How it might work: Contains
parthenolides, compounds believed to
have anti-inflammatory and anti-
spasmodic effects, potentially inhibiting
the release of substances that cause blood
vessel dilation and inflammation in the
brain.

• How to use: Typically taken daily as a
standardized extract (often 50-100 mg,
containing 0.2% parthenolides). It's
primarily for prevention, not acute relief.

• Cautions: May cause mouth sores if
chewed fresh, mild digestive upset. Avoid
if pregnant or breastfeeding, or if taking
blood-thinning medications (like
Warfarin) as it can increase bleeding risk.
Discontinue gradually, as sudden
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cessation can sometimes trigger a 
headache. 

2. Butterbur (Petasites hybridus) 

• What it is: Another herb that has shown 
promise in migraine prevention. 

• How it might work: Contains compounds 
(petasins) that have anti-inflammatory 
and anti-spasmodic properties, 
potentially reducing inflammation and 
relaxing blood vessels. 

• How to use: Look for "PA-free" 
(pyrrolizidine alkaloid-free) butterbur 
extracts, as PAs can be toxic to the liver. 
Doses typically range from 50-75 mg twice 
daily. 

• Cautions: Crucially, only use PA-free 
products. Avoid if pregnant or 
breastfeeding. Potential side effects 
include burping, digestive upset, and 
fatigue. 

3. Magnesium 

• What it is: An essential mineral involved 
in hundreds of bodily processes, including 
nerve function and muscle relaxation. 
Many people are deficient. 
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• How it might work: Low magnesium 
levels have been linked to increased brain 
excitability and blood vessel constriction, 
both factors in migraines. 
Supplementation may help stabilize nerve 
function and relax blood vessels. 

• How to use: For prevention, typical doses 
range from 400-600 mg daily of 
magnesium citrate, glycinate, or 
threonate (these forms are well-absorbed 
and less likely to cause diarrhea than 
magnesium oxide). For acute relief, some 
people use higher doses under medical 
guidance. 

• Cautions: High doses can cause diarrhea. 
Consult your doctor, especially if you have 
kidney problems or are taking other 
medications. 

4. Riboflavin (Vitamin B2) 

• What it is: A B vitamin crucial for energy 
production in cells. 

• How it might work: Migraines may 
involve an issue with energy metabolism 
in brain cells. Riboflavin helps improve 
mitochondrial function (the 
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"powerhouses" of cells), potentially 
stabilizing brain activity. 

• How to use: Often recommended at a 
higher dose for migraine prevention, 
typically 400 mg daily. It can take a few 
months to see results. 

• Cautions: Generally well-tolerated. May 
cause bright yellow urine (harmless). 

5. Coenzyme Q10 (CoQ10) 

• What it is: An antioxidant compound 
naturally produced in the body, vital for 
energy production. 

• How it might work: Similar to riboflavin, 
CoQ10 supports mitochondrial function 
and may help reduce oxidative stress in 
the brain, which can contribute to 
migraines. 

• How to use: Typical doses for migraine 
prevention range from 100-300 mg daily. 

• Cautions: Generally safe. Can rarely 
cause mild digestive upset or insomnia. 
May interact with blood thinners. 

6. Ginger (Zingiber officinale) 
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• What it is: A common spice with powerful
anti-inflammatory and anti-nausea
properties.

• How it might work: Ginger contains
compounds that can block prostaglandins
(inflammatory chemicals) and serotonin
receptors, which are involved in migraine
pain pathways. It's also excellent for
nausea, a common migraine symptom.

• How to use: Can be taken as a tea (fresh
ginger steeped in hot water), capsules
(standardized extract), or by chewing a
small piece of fresh ginger. Some studies
suggest 500-1000 mg of ginger powder at
the onset of a migraine can be effective.

• Cautions: Generally safe. High doses
might cause mild heartburn or digestive
upset. May have mild blood-thinning
effects, so use with caution if on blood
thinners.
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Section 3: Mind-Body & Physical 
Therapies 

These techniques focus on the connection between 

your mental state, physical tension, and overall well-

being, offering powerful tools for both prevention and 

acute management. 

1. Biofeedback 

• What it is: A technique where you learn to 
control involuntary bodily functions (like 
heart rate, muscle tension, skin 
temperature) using sensors that provide 
real-time feedback. 

• How it might work: By seeing your 
physiological responses on a screen, you 
learn to consciously relax muscles, reduce 
stress, and potentially prevent or lessen 
migraine pain. 

• How to use: Requires guidance from a 
trained therapist. Often involves sessions 
where you practice relaxation techniques 
while monitoring your body's responses. 
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2. Acupuncture

• What it is: A traditional Chinese medicine
practice involving the insertion of thin
needles into specific points on the body.

• How it might work: Believed to stimulate
the nervous system, release natural pain-
relieving chemicals (endorphins),
influence blood flow, and reduce
inflammation.

• How to use: Seek a licensed and
experienced acupuncturist. Multiple
sessions are usually required for
preventative benefits.

• Cautions: Generally safe when performed
by a qualified practitioner. Minor bruising
or soreness at needle sites can occur.

3. Massage Therapy

• What it is: Manual manipulation of soft
tissues (muscles, tendons, ligaments).

• How it might work: Can help release
tension in the neck, shoulders, and scalp,
which are common areas of stiffness and
can contribute to tension headaches that
sometimes precede or accompany
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migraines. It also promotes relaxation and 
reduces stress. 

• How to use: Regular preventative 
massages can be beneficial. During an 
acute attack, gentle temple or neck 
massage might offer some relief for some, 
while others find touch intolerable. 

• Cautions: Avoid deep pressure during an 
active migraine attack. 

4. Essential Oils (Aromatherapy) 

• What it is: Concentrated plant extracts 
used for therapeutic purposes, typically 
inhaled or applied topically (diluted). 

• How it might work: The scent of certain 
oils can have calming or stimulating 
effects on the brain. For migraines, 
peppermint and lavender are often used. 

• Peppermint Oil: Contains 
menthol, which can have a cooling, 
numbing effect and may help relax 
muscles. 

• Lavender Oil: Known for its 
calming and stress-reducing 
properties. 

• How to use: 
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• Inhalation: Diffuse in a room, or
place a few drops on a cotton ball
and inhale.

• Topical: Dilute 1-2 drops of
essential oil in a teaspoon of
carrier oil (like coconut or almond
oil) and gently massage onto
temples, forehead, or neck.

• Cautions: Never ingest essential
oils. Always dilute before applying to skin
to avoid irritation. Perform a patch test
first. Some people are sensitive to strong
smells, so use cautiously. Avoid if
pregnant or breastfeeding without
consulting a doctor.

Section 4: Acute Relief – When a Migraine 
Strikes 

While prevention is paramount, sometimes a 

migraine still breaks through. Here are some natural 

strategies for immediate comfort: 

1. Rest in a Dark, Quiet Place: This is often the
most effective immediate step. Lie down in a
cool, dark, and silent room.

2. Cold Compress: Place an ice pack or a cold,
damp cloth on your forehead, temples, or the
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back of your neck. The cold can numb the pain 
and constrict blood vessels. 

3. Hydration: Sip water or an electrolyte drink. 
Dehydration can worsen pain. 

4. Caffeine (Carefully): For some, a small amount 
of caffeine at the very onset of a migraine can 
help. However, be cautious not to overuse, as this 
can lead to rebound headaches. 

5. Ginger Tea/Capsules: As mentioned, ginger can 
help with both pain and nausea. 

6. Gentle Self-Massage: If tolerated, a gentle 
massage of the temples, scalp, or neck can 
sometimes provide relief. 

Putting It All Together: A Personalized 
Plan 

The beauty of natural remedies is that they can be 

combined and tailored to your unique needs. There's no 

one-size-fits-all solution. 

1. Start Small: Don't try everything at once. 
Introduce one new remedy or lifestyle change at 
a time, allowing a few weeks to assess its impact. 

2. Keep a Migraine Diary: This is invaluable. 
Track: 
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• Date and time of migraine onset and
duration.

• Severity of pain (1-10).

• Associated symptoms (nausea, aura, light
sensitivity).

• Possible triggers (foods, stress, sleep,
weather).

• Remedies used and their effectiveness.
This helps you identify patterns, triggers,
and what works best for you.

3. Consistency is Key: Natural remedies often
require consistent application over time to yield
results.

4. Work with Your Doctor: Share your interest in
natural remedies with your healthcare provider.
They can help you integrate them safely with any
conventional treatments and monitor your
progress.

When to Seek Medical Help 
While natural remedies can be incredibly helpful, it's 

crucial to know when to seek professional medical 

attention. Consult your doctor if: 
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• Your migraines are sudden, severe, or unlike 
any you've had before. 

• You experience new neurological symptoms 
(e.g., weakness, numbness, difficulty speaking, 
vision changes) with a migraine. 

• Your migraines are increasing in frequency or 
severity. 

• Natural remedies aren't providing adequate 
relief, or your quality of life is significantly 
impacted. 

• You are considering pregnancy or are 
pregnant/breastfeeding. 

Conclusion 
Living with migraines can feel like an unending 

battle, but natural remedies offer a hopeful path 

towards greater control and relief. By embracing a 

holistic approach that prioritizes lifestyle, explores 

supportive herbs and nutrients, and incorporates mind-

body practices, you can empower yourself to reduce the 

frequency and intensity of your migraines. Remember, 

patience, persistence, and partnership with your 

healthcare provider are your greatest allies on this 

journey to finding your natural soothe. 
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27. 
The Medicine Cabinet: 
Your Guide to 
Migraine Prevention 
and Treatment 

Living with migraine can feel like navigating a storm. 

When an attack hits, you want relief, and when it's quiet, 

you want to keep it that way. Thankfully, a wide array of 

medications can help, both to stop a migraine in its 

tracks and to prevent them from happening as often or 

as severely. 

This chapter will walk you through the most common 

medications used for migraine, breaking them down 

into two main categories: acute treatments (taken when 

a migraine starts to stop it) and preventive treatments 

(taken regularly to reduce migraine frequency and 
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severity). For each medication, we'll explain its purpose 

and highlight the top three most common or notable 

side effects, explained in easy-to-understand terms. 

Important Disclaimer: This information is for 

educational purposes only and should not replace 

professional medical advice. Always discuss your 

treatment options, potential side effects, and any 

concerns with your healthcare provider. Your migraine 

treatment plan is unique to you! 
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Part 1: Acute Treatments – Stopping a 
Migraine in its Tracks 

These medications are designed to be taken at the 

first sign of a migraine attack to reduce its severity and 

duration. The goal is to find what works quickly and 

effectively for you. 

1. Over-the-Counter (OTC) Pain Relievers 
Often the first line of defense for mild to moderate 

migraines. 

• Examples: Ibuprofen (Advil, Motrin), Naproxen 
(Aleve), Aspirin, Acetaminophen (Tylenol), 
Combination products (Excedrin Migraine – 
Aspirin/Acetaminophen/Caffeine). 

• How they work: These medications primarily 
reduce inflammation and pain signals in the 
body. Caffeine, when present, can help with 
absorption and has pain-relieving properties. 

• Top 3 Adverse Effects (OTC Pain Relievers): 

1. Stomach Upset/Heartburn: Can cause a 
burning feeling in your chest or an upset 
stomach, especially if taken on an empty 
stomach. 



HEADACHES: What you do not know could hurt you! 

430 

2. Kidney Problems (with long-term high
use): If you take a lot of these pills very
frequently over a long time, it can put a
strain on your kidneys, which are vital for
filtering waste from your body.

3. "Rebound Headaches" (Medication
Overuse Headaches): If you take these too
often (e.g., more than 2-3 days a week
consistently), your body can actually start
to cause headaches when the medication
wears off, creating a cycle where you need
more and more medicine.

2. Triptans
These are often the go-to prescription medications

for moderate to severe migraines. 

• Examples: Sumatriptan (Imitrex), Zolmitriptan
(Zomig), Rizatriptan (Maxalt), Eletriptan (Relpax),
Naratriptan (Amerge), Frovatriptan (Frova),
Almotriptan (Axert). Available as pills, nasal
sprays, or injections.

• How they work: Triptans work by targeting
specific receptors in the brain (serotonin
receptors) to constrict blood vessels that become
dilated during a migraine and block pain
pathways.
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• Top 3 Adverse Effects (Triptans): 

1. "Triptan Sensation": Many people feel a 
strange sensation, often described as 
tightness, pressure, tingling, or warmth in 
the chest, neck, jaw, or throat. It's usually 
not serious but can be uncomfortable. 

2. Drowsiness/Dizziness: Can make you 
feel sleepy or a bit lightheaded, so it's best 
to know how you react before driving or 
operating machinery. 

3. Nausea/Vomiting: While migraines 
themselves can cause this, triptans can 
sometimes add to it or cause it on their 
own. 

3. Ditans 
A newer class of acute migraine medication. 

• Example: Lasmiditan (Reyvow). 

• How it works: Similar to triptans in targeting 
serotonin receptors, but it's designed not to 
constrict blood vessels, making it an option for 
people who can't take triptans due to heart 
conditions. 

• Top 3 Adverse Effects (Ditans): 
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1. Dizziness/Sedation: Can cause 
significant dizziness and drowsiness, 
often requiring you to avoid driving or 
operating machinery for several hours 
after taking it. 

2. Nausea: Similar to other migraine 
medications, stomach upset can occur. 

3. Fatigue: A general feeling of tiredness or 
lack of energy. 

4. CGRP Antagonists (Gepants) 
Another newer class of acute migraine medication. 

• Examples: Ubrogepant (Ubrelvy), Rimegepant 
(Nurtec ODT). 

• How they work: These medications block the 
activity of a specific protein called Calcitonin 
Gene-Related Peptide (CGRP), which plays a key 
role in migraine pain signaling. 

• Top 3 Adverse Effects (Gepants): 

1. Nausea: The most common side effect, 
similar to many other migraine 
treatments. 

2. Dry Mouth: A feeling of reduced saliva in 
your mouth. 
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3. Fatigue/Sleepiness: Can make you feel 
tired or drowsy. 

5. Ergots 
An older class of migraine medications, still used for 

some individuals. 

• Example: Dihydroergotamine (DHE 45, 
Migranal). Available as injections or nasal sprays. 

• How they work: Ergots work on serotonin 
receptors to constrict blood vessels and reduce 
inflammation, similar to triptans, but with a 
broader action. 

• Top 3 Adverse Effects (Ergots): 

1. Nausea/Vomiting: These are very 
common side effects and often require 
taking an anti-nausea medication 
beforehand. 

2. Leg Cramps/Muscle Aches: Can cause 
discomfort in your muscles, especially in 
the legs. 

3. Numbness/Tingling in Fingers and 
Toes: A sensation of pins and needles in 
your extremities. 
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6. Anti-Nausea Medications (Antiemetics)
Often used alongside other acute migraine

medications, especially if nausea and vomiting are 

prominent symptoms. 

• Examples: Metoclopramide (Reglan),
Prochlorperazine (Compazine).

• How they work: These medications help to calm
the stomach and reduce feelings of nausea and
the urge to vomit.

• Top 3 Adverse Effects (Anti-Nausea Meds):

1. Drowsiness/Sedation: Can make you feel
very sleepy.

2. Restlessness/Agitation: Some people
experience an uncomfortable feeling of
needing to move, or feeling anxious and
fidgety.

3. Dizziness: Feeling lightheaded or
unsteady.
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Part 2: Preventive Treatments – 
Reducing Migraine Frequency and 
Severity 

These medications are taken daily or regularly, 

regardless of whether you have a migraine, to reduce 

how often migraines occur, how severe they are, and 

how long they last. It often takes weeks or months to see 

the full benefit. 

1. Beta-Blockers 
Originally developed for heart conditions and blood 

pressure, these are effective migraine preventives. 

• Examples: Propranolol (Inderal), Metoprolol 
(Lopressor, Toprol XL). 

• How they work: They reduce the excitability of 
the brain and stabilize blood vessels, which can 
help prevent migraine attacks. 

• Top 3 Adverse Effects (Beta-Blockers): 

1. Fatigue/Tiredness: Can make you feel 
less energetic or more tired than usual. 

2. Dizziness/Lightheadedness: Especially 
when standing up quickly, due to a slight 
drop in blood pressure. 
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3. Depression/Mood Changes: Some people
report feeling down or experiencing
changes in their mood.

2. Antidepressants (Tricyclic
Antidepressants - TCAs)

Certain older antidepressants are used for migraine 

prevention, often at lower doses than for depression. 

• Example: Amitriptyline (Elavil), Nortriptyline
(Pamelor).

• How they work: They affect chemical
messengers in the brain (like serotonin and
norepinephrine) that play a role in pain
perception and mood regulation.

• Top 3 Adverse Effects (TCAs):

1. Drowsiness/Sedation: Can make you feel
very sleepy, especially when you first start
taking them, so they are often taken at
night.

2. Dry Mouth: A common and often
bothersome side effect.

3. Weight Gain: Can lead to an increase in
appetite and body weight.
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3. Anti-Seizure Medications 
(Anticonvulsants) 

Some medications developed to treat epilepsy have 

also proven effective for migraine prevention. 

• Examples: Topiramate (Topamax), Valproate 
(Depakote). 

• How they work: They stabilize nerve activity in 
the brain, which can reduce the likelihood of a 
migraine attack. 

• Top 3 Adverse Effects (Anti-Seizure Meds): 

• Topiramate (Topamax): 

1. Tingling Sensations: Often 
described as pins and needles, 
especially in the hands and feet. 

2. Cognitive Side Effects ("Topamax 
Fog"): Can cause difficulty with 
concentration, memory, or finding 
words. 

3. Appetite Loss/Weight Loss: Can 
reduce appetite, leading to weight 
loss for some. 

• Valproate (Depakote): 
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1. Weight Gain: A common side
effect.

2. Hair Loss: Can cause thinning of
hair for some individuals.

3. Nausea/Stomach Upset: Can cause
digestive discomfort.

4. CGRP Monoclonal Antibodies (CGRP
MABs)

A newer class of preventive medications, specifically 

designed for migraine. These are usually given as 

injections. 

• Examples: Erenumab (Aimovig), Fremanezumab
(Ajovy), Galcanezumab (Emgality), Eptinezumab
(Vyepti – given intravenously).

• How they work: These are antibodies that either
block the CGRP protein itself or block the
receptor where CGRP attaches, thereby
interfering with migraine pain pathways.

• Top 3 Adverse Effects (CGRP MABs):

1. Injection Site Reactions: Redness, pain,
itching, or swelling at the spot where the
injection was given.
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2. Constipation: Difficulty having bowel 
movements. 

3. Muscle Cramps/Spasms: Involuntary 
tightening of muscles. 

5. Botox (OnabotulinumtoxinA) 
Used for chronic migraine (15 or more headache days 

per month, with at least 8 of those being migraines). 

• How it works: Injected into specific muscles 
around the head and neck, Botox is thought to 
block pain signals from reaching the brain. It's 
not the same as cosmetic Botox. 

• Top 3 Adverse Effects (Botox for Migraine): 

1. Neck Pain/Stiffness: Discomfort or 
tightness in the neck muscles after 
injections. 

2. Headache: Can sometimes cause a 
headache, especially in the days 
immediately following the injections. 

3. Drooping Eyelid (Ptosis): Rarely, one of 
the eyelids might temporarily droop if the 
medication spreads to unintended 
muscles. 
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6. Calcitonin Gene-Related Peptide (CGRP)
Receptor Antagonists (Oral Daily)

While some CGRP antagonists are used for acute 

treatment, one is also approved for daily prevention. 

• Example: Rimegepant (Nurtec ODT) - also
approved for acute treatment.

• How it works: Taken daily, it blocks the CGRP
receptor, preventing migraine attacks from
starting.

• Top 3 Adverse Effects (Oral Daily CGRP
Antagonist):

1. Nausea: Similar to its acute use, stomach
upset can occur.

2. Stomach Pain/Indigestion: Discomfort
in the stomach area.

3. Fatigue: Feeling tired or low on energy.
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Finding Your Path 

The world of migraine medication is constantly 

evolving, offering more and more options for those 

seeking relief. What works wonderfully for one person 

might not work at all for another, and side effects vary 

greatly from individual to individual. 

The journey to effective migraine management is 

often a process of trial and error, patience, and close 

collaboration with your healthcare team. Don't be 

discouraged if the first medication you try isn't the 

perfect fit. With open communication, careful tracking 

of your symptoms and side effects, and persistence, you 

can find a treatment plan that significantly improves 

your quality of life and helps you take control of your 

migraines. 
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