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INTRODUCTION




Introduction and importance of study:

Headache is an incidental symptom. It is one
of the most frequent and distressing human discomfort.
The problem of headache in childhood has received
little attention in medical l1iterature. However, it
bas been estimated that 60=-75% of children have C omp-
lained of significant headache by age of 15 years.
Children especially under the age of 8 do not commonly
develop headache that are Primarily psychosomatic or
hysterical. Therefore, if a child comaplains of such
symptoms, neurological evaluation is indicated but
less commonly, it is a symptom of slowly progressive

central nervous system diseases (Doris, 1979).

Passchier and Orlbeke (1985) stated that more
than 15% of school children reported headache occ-
uring weekly- Commonest causes are fear of failure and

school problems.

Vahlquist and others (1982) and Maratos and
Wilkinson (1982) reported that more than 80% of
aigraine attack in children were precipitated by

smotional upset,

To be sure that the cause of child's headache




is organic or functional, it appears from the first
time that it is an easy matter but truly may be
difficult for the most experienced physician. There-
fore systematic history and physical examination
with specific laboratory investigations will guide
the clinician to the proper diagnosis. In most cases,
the cause will be inorganic in only 5=15% of cases
especially neurological one (Eramer, 1984),




Alm of the work :
L

The aim of this work is to study the subject
of headache in children and its etiology. Fortuna=—
tely, most headaches are benign, howerever the
prhysician must remain alert to the exceptional |
instances where headache warns of serious illness.
Treatment of headache actually needs a team work
of clinicans, sociologist, psychologist and psych-
iatrist, all of them together will help to reach

Yo the proper diagnosis and prevention of the dis-

eases and their management,




Statement of the problem and hypothesis:
“

The prevalence of headache in children of diff-

erent populations are not readily available.

Headache is a common complaint for approximately
6 to 10% of americans, however it is & severe recurr—

ing ana periodical problem (Ziegler, 1978).

Egermark and Eriksson (1982) stated after a
study of 402 swedish school children (7, 11 and 15
years), that the frequency of headache increases
with age. Sex differences are found in older child-
ren 10 to 15 years, girls having more headache than
boys, while no significant sex differences are found
in 7 years old, It was reported that the prevalence
rate of migraine is high in boy than girls under age
of 10,

Sillenpaa (1983) reported that maigraine which
begins before the age of 7 disappears more coamonly
in boys than girls,

Collin et al (1985) stated that headache
prevalence is high in school children, it is not

@ prominent cause of school absence. School absence




related to headache in children aged 5 to 14 years

presented spproximately 1% of all achool absence,
and was recorded in about 3,7% of children.

Hypothesis:
S

Is the psychological state of the child affect
in the pathogensis of headache ?

Is the dietary and environmental state influence
headache pathogensis?

Are the socioceconomic class of family and
Tamily relationship with child and also mother
chila relationship have & role in headache

pathogensis 7

\
Is student - teacher relation ship affect in

the headache pathogensis. ?

Evaluation of the present state of diagnosis and

nanagement of headache case in children in ped-
iatric clinic.




CHAPTER 11

REVIEW OF LITERATURE



Mechanism of Headache:

[

Pein sensitive structures of the head include
skin of the scalp and its blood supply and append-
ages, head and neck, the great venous sinuses and
their tributaries, parts of the dura at the hase
of the brain, the dural arteries, the intracere-
bral arteries, fifth, sixth, seventh and possibly
other cranial nerves and cervical nerves. The cra-
nivm and parenchyma of the brain, most if the
dura matter and pai matter, the ependymal lining of
the ventricle, and the choroid plexuses lack sens-
itivity. Generally, the pain pathways for structures
abcve the ten torium cerebelli are in the trigeminal
nerve. Pain that is referred from these structures
is usually felt in the frontal, temporal, and parietsl
regions of the skull, Pain pathways for structures
below tentorium cerebelli are in the Glossophoryngeal
and vagus nerves and upper cervical spinal roots.
Pain referred from these structure 1s usually felt
in the occipital regions. (Ray, 1940).

Lance and Co-workers (1967) reported that head-
8che is ordinarly attributed to one of the following

mecharisms 3




2.

3.

Sugtained contraction of the musculeligamental

structures of the head and neck. or

Involvement of the intracranial and extracran-
ial blood vessels resulting in a specific

inflammation of those structures. or

Traction orinflammation of the pain sensitive
gtructures of the head, including ¢ranial
sinuses and afferent veins, the arteries of
the dura matter and the major intraersanial

venous sinuses.

In migraine or vascular headache, vasoactive

substances sre liberated locally about painful and

distended blood vessels. A combination of vaso-

dilatation and sterilo inflammation is needed for-

nigraine syndrome to become manifest. Vasoactive

substances are catecholemines, histamines, serot-

onins, prosteglandi es, acidic lipid. Their actions

differ from contraction or relaxation of smootn

muscles, constriction or dilatation of arteries

and veins, induction of water and sodium diuresis,

fever. (Cuszon et al., (1966).

There are discrete brain stem sites that, when



electrically simulated are capable of suppressing
pain transmission and produce profound analgesia.
These loci correspond generally to the distribut-
ion of endogenans opaiate like peptides, which

have been named "Endorphius". (Simon and Hiller,
1978).

Sicuteri (1978) had suggested that abnormalit-
ies in endorphin turnover Ry explain many of the
phenomena that occur during migraine attaeks.




Factors affecting headeche pathogensis:

SR

Dietary factors

These are implicated in the gensis of head-
ache sttack especially migraine attack in sbout 40%
of cases. Some of these dietary factors are food
additives (Sodium nitrite and mono sodium glutamate
MSG and naturally occuring food components
(tyramine, dopamine, coffeine, Phenylethylamine
and alcohol). Sodium nitrite is used as a preserva-
tive and caloring agent and a 5-10 mg of it may
provoke headache in a migraine prone persons. Tyra=-
mine is an amino acid with sympathomimnetic activity
which lead to cerebral vasoconstriction and subsequent
rebound vaso dilatetion that causes a migrai e
attack in susceptihle persons. Tyramine is found
in aged cheeses (chedder),bananas, peznuts, pick-
led herring and chicken liver). Dopemine is present
in the pod of italian brood green (fava beans).
Both caffeine and phenylethylamine (Sympathomimetic
agent) are found in chocolate. Caffeine is also an
ingredient of caffee, cola, tea. Amigraine like
withdrawal headache may occur if excessive coffeine
consumption is suddenly interrupted. Alcoholic
beverages may proveke both migraine and other vas-
cular headache. EFthanol has vaseoconstrictive prop=-

erties and can produce migraine., Blood glucose
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level has an important effects on the tone of
cerebral blood vessels, marked vasodilation may
occur if level is reduced by insuliu or others.
Prolonged fasting may also cause hypoglycemia
that can prouoke typical vascular headache
(Phiroze Hansotia, 1986).

Inviromental factors

Bright 1ights, strong sunchine, glare froa
Snow, excessive exposure to T,V.,, video display
terminal, certain strong odours (cigarrette smok-
ing, perfume) are known to cause headache in some
patient. Alteration in serum serotonin have been
documented in relation to certain weather related
phenomena. High altitude or the atmosphere of a
pressurized cabin in a commericial airlines may lead

to migraine attacks or a similar vascular headaches,

Pharmacological factorsas

Migraine is most commonly aggrevated in suscept-
ible women by estrogen given for oral contraception
or post menopausal symptoms. Vasodialator used for
ireatment of hypertension and corpary artery dis-
ease may also provoke migraine. Anti hypertensive
agent, reserpine (Sandril, serpassil) may increase
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migraive frequency and excerbate depression in some

patient, Nitrites (nmitroglycerine) used for the treat-
ment of angina pectofis may also adversely affect

the frequency of migraine.

Psychological factors

Although personality is not a constant factor in
migraine attack, many attacks are provoked by emotio-
nel stress, but there are many factors like insufficient
schooling, family problems, competition and excessive
perentral demand, mood changes and other maladjustment,

all of them have good role in triggering the headache
pathogensis.
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Types of headache
“

Before adolescence, most chronic, intermittent
or recurrent headache in ehildhood is migraine exp-
ressed in one form or another. In adolescents, muscle
contraction headache becomes a more frequent consid-
eration along with migraine. Rye stran and sinus
problems are overemphasized as causes of headache.
(Saper, 1978).

The earliest eriteria widely used for migraine
wag that of Vahlquist (1955) and hud been used as
the major definition for inclusiom criteria in the
Scandinavian prevalence studies, right up to Sillanpa
classification in 1983, Most of these are hased on
the symptoms complex, pathophysiology, or the per—
sumed location of the abnormality. The most useful
Clinical classification is that by temporal pattern,
acute, acute and recurrent, chronic and progressive

and chronic non progressive. (Rothner, 1983).

Acute headacke occurs as a single event that
the patient has never experienced before. The diff-
erential diagnosis includes a wide voriety of dis-
orders, such as infection, systemic illnesses, or

hypertension.,
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Acute recurrent hesdaches occur periodically
and are separated by pain free intervals, the best
example of this group is migraine headache,
Chronic progressive headaches tend to increase in
seveerity and frequency overtime e.g. brain tumar,
hydrocephalus,

Chronic non progressive headache tends to occur
either daily or several times weekly, these headaches
are frequently of psychological origin.

Acute headache

Acute headache may be either generalised or
localised. With acute generalised hesdache, additional
history taking and physical exanination are essential
together with laboratory tests. Immediate evaluation
is necessary when the patient is in a altered state of
conscionsness or has a focal neurologic abnormality
or rigidity. Signs such as hypertension, fever, papi-
lledema and retinal hemorrhege aid identification of
basic process. Anaslgesics or sedatives should be ava-

ided because they may obscure the clinical picture.

Acute localised headache may result froa ginusitis

dental disorders such as caries and malocclusion,
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temporomandibular joint dysfunction, ocular abnormal
ities (refractive errors and astigmatism), head

trauna and otalgia.

The most common acute recurrent headaches are
migraine snd also migraine variants, (Bille, 1962 and
Rothner (1986) and Congdon and Forsythe (1979),
Chronic headache

Most children with chronic progressive headaches
have an organic disorder (bydrocephalus, pseudotumour
Cerebribrain tumours, less common causesg of these
headache are subdural heamatoma and abcesses. Inve-
stigation and neurological examination as %ell as
CeTe scan are the most rapid anu useful to aid in
diagnosis of an intracranial process (Bell and Mc-
cormick, 1972).

Hydrocephalus occurs when the absorption of C,S,P.
or its circulation through the ventricular system 1is
blocked. In the young child, rapid enlargement of head,
splitting of suture, bulging fontanelle and symptoms
of increased intracronial pressure. In older children,
the symptoms are those of increased in traeranial

pressure and sixth nerve palsy.

Pgeudotumour cerebri is defined as increased
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intracraniel pressure without brain lesion. The
common is seen in obsse adolescent girls with mens-
trual irregularity. Patients usually present with
headache, pephklledema and sixth nerve palsy. The
C.T scan shows no abnormality and lumbar puncture

demonstrates normal congtitutents,

Intracranial tumour, pain is frequently preseni
in the morning and accompanied by vomiting and inc-
reased by straining. Frontal headaches are often caused
by supratentorial tumour and occipital headaches by
infregtentorial tumour. If the tumour in the mid line.
the only symptoms are those of increased intraeranial
pressure and pspilledema. If the tumour is asympton-
atic focal findings may be present (Honig and Charney
1982),

In chronic non progressive headacher, headaches
thought to be precipitated by or associated with
emotional causes and to have no organic substrate
are called functional headaches. These include muscle
contraction headache or tension headache, depression
conversional reaction, expresaion of malingering and

it may be related to previous trauma.
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A syndrome consisting of barexysmal migraine
headaches superimposed on daily muscle contraction
headache is called the mixed headache syndrome
(Rothner, 1983),

Priedman and others (1962) classify headaches
as following 3

A, Functional headaches:
- Primary vascular headache.
- Pasychogenic headache: caused by depression
anxiety, conversion reaction and psychological

disturbances.

B, Organic headaches:

- Intracranial lesionms.

- Extraeranial lesions (eye, ear, nose, throat,
bones of skull and neck.

- Headaches related to cranial trauma.

- Toxic vascular headaches related systemic
diseases (hypertemsion, allergy, vasculitis,
febrile illness, medications).

=~ Post lumbar puncture headache,

Doris (1979) classified headache in children

&8 following




A.

1?7

Vascular headaches:

Simple migraine.
Complicated migraine.

Cluster headaches.

Non vascular headaches.

Tension headache.

Depression.

Sinus infection.

SBecondary to eye and dental problems.

Post traumatic headaches.

Headaches as a result of neurological disorderss

Tumour of the brain.
Pseudo tumour cerebri.
Meningitis and encephalitis.

Paychomotor seizures and encephalopathiea.
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Classificatien of headache:
-

In order to know every types of headaches, we
must classify headaches according to its etiology or
its location. (Rothner, 1979).

A, According to etiology:

(1) Vascular headache.
Migraine and non migrainous dilalation

vascular headaches are due to arterial dilation.
(2) Psychogenic headache.

Headache of illness in which the prevailing
disorder is a delusional or a comversion reaction

acd & peripheral pain mechanism is non-existent,

(3) Muscle contraction headache (Tension headache)
It is associated with sustained contraction of
skeletal muscles in the absence of perminent struc-

tural change.

(4) Combined headsche, vascular and rusclo-contra-—

ction.

(5) Headache of nasal vasomotor reaction :
Headaches and nasal discomfort resulting from
congestion and edema of nasal and para nasal

mucous medmbrane.

(6) Headaches due to a diseasse in the acular, aural,
nasal and sinusal, dentel or other cranial or

neck structure.,
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According to Location:

l. [Extracranials

The most common extranial sources of headache
are the pericranial muscles and the extracranial
arteries. It may arise from patholiogic conditions
of nasal passages, nasal sinuses, ear, eye, throat
or cervical spine. It may occur as a part of the
symptomatology of a great variety of diseases of

systemic origin such as (hypertension, fever).

2. Intracranials
Mathew, (1978) classified the intracraniel
headache into the following :
a. Meningeal irritation : subarachnoid heamorrhage,
meningitis, meningoencephalitis, and post pneun-

oenc epholographic reaction.

b. Iraction or displacement of imtracranisal pain
sensitive siructures :
I. Space occupying lesions: brain tumour, abscess
and hemsatomas,
II. Increased intracraniel pressure: secondary
to space occupying lesior or secondary to
obstruction to cerebro spiral fluid pathway

or benign intracranial hypertension,
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III. Reduced intraeranial pressure : after
lumbar puncture, post taumatic, post
surgical tear of meninges and cerebro

gpinal fluid leaksge.

Simple intracranial vasodilation g
~ Medications : (Nitrites, Histemines)
- Circulating toxinss (acute infectioug febrile
illness, foreign protein reaction).
- Metabolic :
1. Hypoxia (chronic pulmonary insufficiency,
h;gh altitude).

2. Hypercapnia (chronic pulmobary insufficiency,
pickwickian syndrome, extreme obesity).

3. Hypoglycemia (insluine induced or spontanreous).

Pogstconcussional or post conuvlsive.

- Acute cerebro vascular insufficiency.

Headache in hypertensive patient or acute hypert-
engive reaction (acute nephritis, pheochromocytoma,
hype:tensive encephalopathy).

Cough headache and effort or exertional headache

of benign etiology.

Cranial nerve disorders :
- compression of cranial nerves.

- Extrame stimulation,

- Trigeminal and glossopbaryngeal neurclgia.



Psychogenic headeche

Psychogenic headache represents about 80% of
all types of chronic headache in children. To dia-
gnose psychogenic headache, patients show mno evidence
of neurologic diseases medical illness, or an organic
cause of head pain and do not take any medication
which could produce headache. All patients of psycho-
genic causes must do headache Questionaire, social
edjustment scale qQuestionaire, & mini test of mental
status, I.Q. testing, and appropriate neuropsychol o-
gical testing for learning disabllites. After that
depression is found to be diasgnosed in 40% of patient
with chronic headache at Marshfield clinic (1980),
this type of depression has a slow onset with no pre-
headache phase, it is described characteristically
as a band like pressure around the head. (Doris, 1979).
Other significant psychiatric illness (comversion
reaction, thought disorders, manic-deprressiveilness,
chronic anxiety reactions, personality disorders) were
diagnosed in 8% of psychogenic patients, the remainder
of patients have a variety of adjustment problems and
are categorised in two large groups, the first, cons-
ists of patients with in sufficient schooling, early
adolescent personality and behaviorsl disturbances

resulting in trauncy, poor occupationsl history and
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other adjustment problems and patient with achool
dropouts, A diaqproprotionaxoly high percentage of
these patients have learning disabilities including
dyslexia. The second group include intense,

hihgly motivated, compulsive professional persons,
business executives, persons whose position involved
considerable responsibilities, and persons who

took on more responsibility than they could conf-
ortably handle. Patients in both groups seem to be
unable to cope with their enviromment. Appropriate
analysis of such patients may help them to take COrD=-
ective steps that would improve their life - style and

reduce or eliminate headaches.

In most children, problems relating to school,
family strife, a sibling leaving houme, competition and
excessive parentral demands are identified, these

factors may not be apparent during the initial interview.

Headaches may be a sign of underlying depression,
manifestation of which include mood change, withdrawal,
poor school performance, sleep disturbance, aggressive
“ehavior, lack of energy, somatic complaints, school

phcbia and weight loss (Bille, 1962).

When headache is severe in agsociagtion with
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depression antidepressants are utilized as beneficial

adjunet to psychotherapy.

Conversion hysteria implies eanxiety converted
to a somatic aynptoms. The symptoms usually provide

& gecondary gain such as sympathy, attention and

relief from responsibilities . ( Rothner,
1979).

The pain of psychogenic headache may be occ-
ipital, temperal, or frontel in distribution, but
it is almost jinvariably bilateral aching or pressure
like pain. The unilateral throbbing pain character—

iatic of migraine is uncommon.

The diagnosis of psychogenic headache should
not be put off untill all physical causes are ex
The physician should be conscious of general charact-
eristics of the psychogenic pain., If the headache has
been present continuously for morethan 4 weeks, in
the absence of neurologic signs, it is most likely
to be psychogenic in origin, this is especially true
when coupled with prolonged a bsence from school. If
this suspected during the initial interview, it should
be discussed openly with parents and the child. Attempts
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should be made to determine the psychopathology and
its etiology (Okasha and Sadek, 1973).

VYascular Headache
ham—

Nigraine

Definit;on

Migraine is a paroxysmal disorder of cephalic
arteries in which initial vasoconstriction ig foll-~
owed by vasodilatation and is probably in herited
as an auto somal dominant with greater penetrance

in females (Wolff, 1963 and Congdon et al,, 1979),

Vahlquist et al., (1982) defined migraine as
paroxysmal headache separated by headache free inter-
val and accompanied by two of the following four
features, nausea, focal cerebral symptoms, unilat-
erality and positive family history. The male / female
ratio is approximately 2 to 3,

The word migraine is a french derivative of the
Greek word for hemicrania or half head. Migraine is
a common malady that affects from 2 to 20% of all
population. Migraine headache usually lasts from &
few minutes to few hours, obut rarely longer than

2=-3 hours for each individual headache. (Doris, 1979).
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The family history is positive in 70~90% of
all cases and attacks begin by age of 15 years in
5% of cases (Rothnmer, 1986).

The prevalence of migraine in school children
increases from 1% at the age of six Years to 4% in
boys and 6.6% in girls aged 13 to 15 years. From
puterty onward, the prevalence in males is about
10%, but in females reach about 20% dur.ng repro-
ductive years of life., (Bille, 1962 and Dalsgaard-
Nilson, 1970).

Biochemical and physiological changes:

Stanford and Green, (1970) found that the head—
ache was releived after surgical treatment of Conn's
disease because the aldosterone hormone may be res-

ponsible for sodium retention of migraine attacks.

Mean plasma serotonin has been bound to fall

during headache (Authony and Lance, 1975).

Kalendousky and Austin, 1975 postulated that
platelets aggregability was more pronounced in pat=

ients with complicated migraine.
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Flasma level of noradrenaline decline and
reaching a minimum 1.5 hour before the peak of
headache and then rise as the headache intensity
eases (Fog~Moller ot al., 1976).

Fhages of migraine attack

1. Preheadache phases during this phase, sudden

vasoconstriction of blood vesgels in the
head takes place, preheadache symptoms (auras)

include visual disturbances (flashing lights),
speech difficulties, dizziness, weakness and mood

changes,

e Headache phases during this phase, excessive
widening or dilation of the blood vessels inside the
head occur, this causes a throbbing or pounding

headache that may be associated with nausea and

vomiting.

3. Late head phase : the walls of the dilated
vessels becomes swollen and rigid. The headsche
then chmges from pounding to dull and the scalp
overlying the head area may feel tender to touch.
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Muscle contraction headache

(Tension headache)

Bille, 1962 postulated that this type of

headache was the common type of hezdache in adolescents

and occured in 16% of patients by the age of 15
years. The patients described their pain in a

vague and non specific manner.

This type of headache occurs after prolonged
tension or sustained contraction of neck and scalp
muscle, for example during anxiety, tension and
atress related to school performance, family trou-
bles, peer pressure are frequwently apparent during
the interview, The headache typically begins after
the tension is eased and the patient begins to
relax. No prodromal or preheadache Phase occur with
tension headache. The pain may last from geveral
hecurs to days, it is usually felt all over the head,
non pulsating and rarely accompanied by neusea or
vomiting. (Friedman et al., 1954 and Friedman, 1979).

Other common types of headaches in children

1. Headaches of nasal vasomator reaction:

This type of headache is Tresulting from conges-—
tion and edema of nasal and pParanosal mucous membrane

in rhinitis whether allergic or infective (common
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cold, exanthemata), nesal septal deviation, adenoids,

foreign bodies or any tumour (benign or malignant).

Sinus headache is common with acute sinus inf-
ection., At times, the pain may be referred else-where
in the head, but usually it is present in areas
asdjacent tc the inflammed sinus and is associated
with tenderness over that area. The pain is deep
and dull and aching and is intesified by stooping,
couéhing or head down position.

2. Stomachaches and headaches:

The children with headache and those with stom-
achache are more likely to bave behaviour problems
than children without these symptoms, The mother of
depressed mood is known to be associated with pres—
chool behaviour problems in her children and there
is great association between behavioural problem
and stomachache and headache in children especially
if the mother has & depressed maad., The mother's
depression has a good role in reporting of headache
and stomachache of the child in comparing with role
of teschers in school. (Richman et al., 1982 and
Zuckerman et al., 1987).
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3. Head pain can occur as result of de tal pro-
blems such as gum infectiocn, tooth abcesses, dental
caries, which are commonly occurred in children as
a result of had hygiens, exessive eating of sugary
foods (Chocolates eo..)

4, Eye strain can cause headache that are prim-
arily due to muscle tension., Refractive errors whether
myopic or hypermetropic cause bifrontal headache

which usually disappears with correct eye spectacles.

5« Exertional headache occurs due to overactivity
of the children, sometimes not constantly, the heada—
che comes on during exertion or walking more even
relatively mild exercise such as running. Its cause

is unknown.

6. Cough hesdachess Excessive coughing in whooping
cough and straining by constipation or sneezing produce

an immediate severe sharp pain in the head,

7. Post traumatic headaches: After head injury, pain
or tenderness is present at the site of impact for
hours or several days., However, about 30% of head

injured children develop post traumatic headache, i.e.
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headaches which have persisted for more than two
months,

These headaches may be constant or intermitt~
ent. cortex, occipital, alone or in combination,
They msy be unilateral, bilateral, or generaliged
and patients may exhibit more than one type of
headacke. Pain may be aching, pressing or pounding,
depending on the specific mechanism involved
(Speed, 1982).

The mechanism involved are muscle contract=-
ion, vasodilatation, scar formation in the scalp,

or injuries to neck structures.

Intracranial mess lesionas

1. Brain abscess

Children with cyanotic congenital heart diseasges
are at risk of development of pyogenic abseess of
th¢ brain, It may result from spread of infection
frow foci in other locations, as from mastoids, para-
nasal esinuses, skull lung abscess, empyema or endo-

carditis.

Clinical signs include low grade fever, signs
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of incressed intracranial tension, neuroclogical
gigns depending on the site of the abscesa and

Seizures (Hutten locher, 1983).

Investigations should be done as computed
tomography, electroencephalography, C.S5.F ana-
lysis, lumbar puncture, X-ray of skull and lungs,

Excision of the abscess, including its eapsule
may be useful in treatment of brain abscess in

ceratqin conditions.

2. &Muﬂaﬁemuulwwma

They are usually secondary to frontal sinusitis
or to infection of the scalp and skull. The purulent-
hass compresses the underlying brain tissues and
causes throm bophlebitis of the cortical veins that
pass through the subdural space, in terfering with
the venous drainge leading to severe cerebral swell-

ing (Alphen and Dreissen, 1976).

The clinical picture includes fever, severe

headache, lethargy, convulsions and hemiparesis.

The disgnosis is confirmed by computed tomogra-
phy. Management consists of prompt surgical drainage
and antibiotic therapy.
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3. Chronic subdural hematoma

It is due to leakage of blood from torn froantal
or parietal cortical veins which traverse the sub-
dural space, within days or scmetimes after initial
head trauma. The diagnosis is confirmed by computed
tomography. Treatment is by surgical evacuation of
the chronic subdural hsaematoma.

4, Hydrocephalus

It is due to obstruction of C.S.F. flow, which
lead to head enlargement of child. Vhen the onset
of hydrocephalus is late in childhood, there may be
no appreciable enlargement of the head. Inatead, the
child has evidence of increased jintracramial pressure

with Bevere headache and papilledema.

5. Reoplasms of the brain

After leukaemia, brain tumour are the most
common types of neoplasms in children. Incidence
is highest during the 2nd half of the first decads,
but may occur at any age, including early infancy
(Hutten locher, 1983).

Tumours of the cerebellum are the most common
and account for about 40% of the total. Tumours in
other poaterior fossa including brain stem and 4th
ventricle make up about 15%.
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The clinical manifeslations in childhood are
largely those of increased intracranial pressure
because the majority of the tumours are in the pos-
terion fossa and midline, where a mass lesion
will obstruct C.S,F, circulation. Brain tumours

may alsoc result in epilepsy or focal neuralogical
deficits °

Headache is a common early symptom, characte
eristically occuring shortly after the child arises
from bed or following change in hesd position at
other times of dey (Eenning et al., 1981),

Vomiting is common, it eventually becomea pro-
jectile and is characteristically unaccompanied by
nausea. Papilloedeme is often present but less likely

in early infancy.

Other neurclogical manifeslations may be observed
according to the aite of the neoplasm as in medulla,
hemisphere (unilateral or bilateral), third ventricle,
hypothalmus, cerebellar hemispheres, pituitary tumour.

Epilepy may result from irritation of cerebral
hemisphere by the neoplasm, particularly if the
epilepsy is focal,
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Barlow (1982), emphasized the importance of
behavioural changes or changes in school performance
as a complaint that either alone or in asgociation

with headache, should make the physcian include
cerebral neoplasm in his differential disgnosis.

Investigations:

Fundoscopic examination, CT-scanning, skull-x ray,
cerebral angiography, E.E.G., lumbar puncture are
indicsated.

Treatment :

Surgical removal is directed toward the tumour
without causing added neurological deficits, this may
be followed by radiotherapy or chemotherapy. Headache
should be treated with simple emalgesics but opiates
are contraindicated as they depress the conscious

level and respiration,

6. Pseudotumour cerebri

It is a syndrome defined by increased intracranial
pressure with no evidence of nervous system dys
function, it may occur as a complication of hypopara
thyroidism, galactosemia, corticosteriod therapy, esp-
ecially while the dose is being tapered off or after

it has been discontinued, tetracycline therapy, or
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high doses of vitamine A, Also vitamine A defici-
ency in infancy can produce a similar condition
which respond to replacement therapy of Vit. A.

(Edward and Norman, 1982),

The majority of cases are of obscure etiology,
but demonstrate abnormalities or alteration in

endocrinological or metabolic function.

CT scan is of great value to exclude intracranial

neoplasms.

The chief danger is damage to optic nerve from

chronic compression.

Adrenocortical steroid therapy is very effective,
but relapses may occur when therapy is discontinued.
weight reduction is indicated if the child is obese.,

(Huttenlocher, 1983).,

7. Aneurysme and arterio venous malformations

The most common aneurysms are due to congenital
malformations in the media of arterial walls at
points of bifurcation. The incidence is increased
in patients with coarctation of the aorta and poly-

cystic kidney.
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The most common sites are the anterior comm-
unicating and anterior cerebral arteries and

terczinal branches of the internal carotid artery.

Presentation of patients are usually symptoms,
of subsrachnoid and intracerebral haemorrhege foll-
owing rupture, The typical history involves a
previously well child who suddenly develops exc-
ruciating headeche end then lapses into stupor and
coma (Bartlett, 198l1).

But arterio venous mal formations are a group
of congintal abnormalities in which the normal deve=
lopment and functional relationship of a group of
arteries. capillaries and veins are deranged by

enlargement of one or more elements.

An engiomatus mal formation is the commonest
cause of a spontanous intracraniel haemorrhage in

patient under 20 years of age (Bartlett, 1983).

Investigation:
- Fundoscopic examination may show retinal and
preretinal haemorrhage.

- CeS.F, is bloody or xanthochromic.
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- Cerebral angiography and C.T scan are useful.

Treatment 1is by excision of malformetion or

aneurysm.

Headache of systemic origin

1.  Pever headeche or infections disease hesdsche

Most headaches seen in infections diseases are
elated to fever, It is of a throbbing nature and
diffuse throughout the hesad.

Bacterial and viral infections diseases are
common in children. Some cof the .nfectious diseases

in which headache is a frequent symptom sare :

Pneumonia, tonsillitis, adenoidits, scarlet
fever, typhoid, influenza, poliomyelitis, rubella

and infectious mononucleosis.

The treatment of headaches in infections diseases
should be directed toward removal of the cause or
treating the infectious disease itself. The sympt-
oratic relief of this type of headache is usually

obtained by simple analgesics as solicylates.

2o Headache due to endocrinal disorders

The mechanism of the pain occuring with various
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endocrine disorders are not well understood., It
appears that vasodilelation and vascular mechanisms
usually play a dominant role, tumour of pituitary

or hypothalomic area may cause headache from pressure
and traction on pain sensitive structures within

the cranium,

Some of the endocrinmal disorders associated

with headaches include :

Hypoglycsaemia, thyroid dysfunction, adrenal insuff-
iciency, pituitary lesion and pheochromocytoma.

Pheochromocytoma is a tumour (usually benign
and may be malignant) of the chromaffine cells of
suprarenal medulla vhich secretes profuse doses
cf adrenaline and nor adrenalime. The clinical pict-
wre inciudes paroxysmal hypertension which does
not respond to medical treatment, severe headache,

pallor and precordial pain,

Investigation by catecholamine assays for meas-
urment of vanillylmandelic acid in urine V.M.A.
(2=6,5 mg/24 hours normal value) and radiographic
studies (I.V.P, perirenal insufflating and adrenal
angiography) are recommended.




39

3. Hematologic disorders and headaches
Anaaemia, if severe enough will result in cere~

bral hypoxia (Dalesaio, 1972).

Hypoxia is a cauce of cerebro vascular dila-
tation. Headache of anaemia is a generalised throbb-
ing discomfort, Factors influencing vasodilatstion
such as exertion, fever, straing, bending will agg-

ravate the headache of anaemia.

Polycythaemia is a type of blood dyscariasis in
which vasculsr distention, increased blood viscosity
and increased intracranial pressure account for the
headache pathogensis. (Williams, 1972). The headache
of which is usually generalised dull, throbbing and
pounding type. It is aggravated by factors which

increase central venous and cerebral pressgure.

Headache in a leukaemic patient may be due to
intracranial hemorrhage, leukemic infilteration of
the meninges, tissue hypoxia by decrease blood flow
and meningitis due to salteration of imnune system.
Headache in this condition is generalised, non throbb-

ing, related to position and activity (Schwartz et
al., 1975).




Infilteration of the brain or meninges by

Hodgkin's or non Hodgkin's lymphomas may cause
headache. The mechanism is due to distortion of
pain sensitive structure by space-occupying
lesions or involvement of cranial nerues, skull
and vertebrae, Fever or central nervous infection
may add another cause of headache (Bunn et al.,
1976).

4, Cardiac diseases and headache

In aortic insufficiency, the passage of a large
volume of blood throughout the carotid arteries
cause pulsatile discomfort due to stretching of the
carotid sheath (Kunkel, 1978).

In subacute bacterial endocarditis, headache
is due to arteritis which develop from septic emboli
or due to fever. Headache is generalised and usually

of a pulsating character.

In coarctation of the aorta, there is a cong-
enital narrewing of the aorta mostly at the junction

of the arch with descending aorta.
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Signs 3
- Diastolic pressure is high in both upper and
lower limb but systolic pressure is much higher

in upper limb than lower limb.

- Femaral pulse is delayed or weak,

- Chest x=-ray will show rib notching (Roesler's
notch).

- Signs of increased blood pressure ~— headache.

- Plasma urea and creatinine are required as

a measure for renal exeretory function.

5. Renal diseases and headache

In acute giomerulonephritis, headache is genera-
lised, constant and pul satile. It is due to hyper-
tension, electrolyte abnormalities or fluid retension

causing cerebral edema.

Chronic renal diseases, as chronic glomeruloneph-
ritis, pyelonephritis, nephrosclerosis, hydronephrosis
and tumours are associated with headache (Raskin and

Pishman, 1976).

Renal artery stenosis is caused by congenital
factor, idiopathic fibrous and fibromuscular lesions.

embolism or thrombosis, and atherosclerosis.
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Deminished renal blood flow will cause renin
release from juxta glomerular spparatus with
release of angiotensin which has a vosopressor
effects and stimulate the suprarenal cortsx

to secrete aldosterone, these chang:s result in
hypertension. Investigations for renal artery

Stenosis should include :

- Renal angiography.

- Asgsay of renin and angiotensin in renal blood
flow,

- Aldosterone assays.

- Electrolyte studies for Na+, K+,

6. Bone diseases and headache

Any disease of the bone which affects the skull
or upper cervical region may cause headaches. Some
bony conditions involving the skull are paget's
disease fibrous dysplasia, eosinophilic granuloma,
oxycephaly and the various lymphomas (EKunkel, 1978).
The etiology of headache is usually displacement of

cranial structures or compression of cranial nerves.

7. Gastrointestinal diseases and headache:
Inflammatory bowel disease such as regional
ileitis or ulcerative colitis may be associated with

headache, The mechanism of headache may be due to

fever, toxaemia or emotional problems,




43

The headache of constipation is a generalised
throbbing pain which is worse with straining, bend-
ing, stooping, coughing or sneezing. The etiology
of headache is unclear whether it is due to fecal
retention which may result in the absorption of
toxic substances, or it is due to reflex dilatation
of extracranial arteries initiated by the distended
colon, Associated emotional problems and nervous

tension may be asggrovating factors.

8. Medications 3
Nitrates, hydralazine, pspaverine, chlorprome-
zine and clofibrate which cause vasodilation and

resulting headache.

Reserpine, because of serotonin depletion may

also cause chronic vascular hesadache.

In domethacin may aggrav:zte or cause vascular
hesdache. It causes vasoconstriction, which is foll-
owed by rebaund vasodilatory phenomenon in a few

hours (Kunkel, 1978).

9, Hypertension headache in childrens
Causes :
1. Cosrctation of sorta is the most common cause of

headache in children.




2e Renal parenchymatous diseases e.g:
= acute and chronic glamerulonephritis.
-~ acute and chronic pyelonephritis.
- congenital polycystic kidney.
- renal artery stenosis (congenital type).

3. Endocrinal causes
- pheochromocytoma,
- cushing's digease,

- aldosteronism,

10 Epilepsy and headachet

Epilepasy is defined as brief disorder of cerebral
function, usually associated with a disturbance of
consciousness. There is after,a phase of variable
duration where the patient is confused and may
suffe: from h-.adache. The etiology of headache is
obscure but it may be due to muscle traction or inc-

reased intracranial tension.
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Specific headache syndromes
Te Classic migraine

Headache of classic migraine is recurrent and
periodic., Familial and personality factors are of

great importance in its pathogenesis.

As 8 rule, the prodromes are sharply defined.
Contralateral neurologic manifestations, usually
visual but occasionally motor or sensory, are
common. The visual symptoms imnclude scotomata, fortif-
ication spectra, field defects and transient

anplyopia (Fenichel, 1981).

The preheadache symptoms of classic migraine may
appear transiently, inconstantly or regularly, devel-
oping over 10-20 minutes., Visual prodromes may be
accompanied by EBG changes consigsting of a slowing

of rhythm in the affected occipital lobe.

In some patients sensery disturbances may develop
simul taneously in fingers and tougue. In some children
the aura may be non visual and includes weakness,

aphasia or parathesia.

As the aura subsides, the pain begins, it is

unilateral and throbbing. Vomiting, abdominal pain,




photophobia and phonophobia follow, The child

wishes to sleep and upon awakening is frequently well,

2. Common migraines
Common migraine occurs more frequently than

classic migraine in children,

The prodromes are not sharply defined and they
may precede the attack by several hours or days. These
vary widely from patient to patient amnd include
psychic disturbances, fatigue, nausea, vomiting and

changes in fluild belance.

The actual headache episode is frequently longer
than in the classic type. 1t may last from many hours
to several days. The pain is unilateral or bilateral
and aching or throbbing in quality. Co mon sympotms
in both types include irritability, chills, pallor,

localised or general edema, sweating and diuresis.

The occurence of nasal signs and symptoms may
lead the physician to ascribe the headache to involve
nasal structures. Sensitivity to light and nolse
is a prominent features. This type of unigraine comm-
only occurs in weekends and holidays. (Fenichel,

1981).
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3. Cluster headache

Cluster headache is not common in children but
can be gseen in adolescent meles. It occurs in a
series of closely spaced attacks occuring several
or many times daily for a number oi dsys or weeks.
These clusters may be followed by remissions of

months or even years.

Prodromes are uncommon. The pain occur suddenly
and swake the patient after an hour or two of sleep.
Congestion of conjuctiva, lacrimation, occassionally
ptosis of eyelids and sweating are associated manif-
estations. After twenty to ninety minutes the pain

stops suddenly as it began.

Cluster headache is more common in boys but may
occur in girls . Not all agree that this type of
headache should be classified under migraine.

The cause is not known, but may point to a sudden
discharge into the blood stream of histamine which
cause widening of blood vessels in the head (Doris,

1979).




4, Hemiplegic migraine

It may be present with initial phase of weakness,
but hemisensory symptoms may persist after the h-adache
ceases. i8sential differintiel diagnosis inciudes
infantile or childhood hemiplegic syndrome, stroke
in children such as Moya=Moya disease, a postietal
Todd's parslysis, intracranial heasmorrhage or brain

abcess,

Se Ophthalmoplegic migraine : is & rare syndrome

and its persumed pathology is edema of the caratid
artery and compression of occulomotor nerve, the
presence of vascular anomalies such as aneurysm
must be ruled out, at least the first time the

syndrome presents (Robertson, 1978).

6. Basilar migraines

Basilar migraine is defined es recurrent attacks
of reurologic dysfunction refereble to the brain-stem
and cerebellum (post fossa lesion) (Golden and
French, 1975). The episodes usually begin with blind
ness or with the appearance of a vivid visual hollu-
cination of unformed images or photopsia involving
the whole visual field, This is eccomponied or foll-
owed by a varying admixture of vertigo, ataxis,

dysarthria, tinitus, and perioral parathesia,
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7. ‘Te Alice =in- wonderland syndromes

This syndrome is rare and presents as perceptual
illusion, distortion of spatial relations and time
sense and occasionally micropsia and metamorphosia.
They occur before, during or after headache or may
occur without headache., The syhdrome is probably
secondary to ischaemia in the distribution of the
posterior branches of middle cerebral artery

(Golden, 1979).

8. Confusion migraines

It presents as an acute confusional state and
must be differentiated from acute tecxic encephalo=
pathies, psychotic state and non convulsive status
epilepticus (Gascon, 1970). There is usually partial
or complete amnesia of the epis de and it is now
known that attacks may be repetitive in the same
patient, (Ehyai and Penichel, 1978).

9. Pacial migraine:

It is rare in children,pain is usually reported
to be located at the jaw or neck, although sometimes
periorbital or maxillary pain occur. It is deep, dull
and aching, occasionally sharp and throbbing. Attacks

take place from one to several times per week, and
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each one lasting minutes to hours, Tenderness and
proninent pulsations of the cervical carotid artery,
and soft tissue swelling overlying the carotid, are
usuaelly presentipsilateral to the pain and many
patients also report a throbdbing ipsileteral head-
sche concurrent with carotidynial attacks (Louskin,
1977). Dental trauma appears to be a common precipit-
ant of this syndrome,

10 Cyclic Vomiting

Episodes of unexplained vomiting leading to
acidosis and dehydration in children have been rep—-
orted. In some of these patients, classic migraine
occurs later in life and may have a family history
of migraine .

1. Paroxysmal vertigo

This migraine variant consists of episodes of
vertigo occuring between the ages of 2 snd 4 years,
The episodes are sudden and brief. Nystagmus may be
present. The more water caloric tests wmay show dem-
inished or absent vestibular response in one or

both ear. Dramamine is indicated for frecuent attacks.,




12 Posticteal headache, ictal headaches:

Though most headaches associated with seizures
are postictal headaches, ictal headaches, where
headaches are the actual manifestation of seizures,
do occur and may be the sole clinical expression of
seizure focl in the limbic system and other parts
of the cartex (Swaiman and Yizehak, 1978). The conf-
usion with migraine is that the majority of these
cases are accompanied by nausea 'nd vomiting, folle
owed by lethargy or sleep. The main differentiation
is that they are short in duration and the E.E.Gs
are more gpparent from acceptable epileptiform

abnormalities,

13 The periodic syndrome

This is a discriptive term for an intermittent
illness affecting children who, between episodes, are
well, The symptoms are several and of varying intens~
ity. It include pyrexis, headache, vomiting and
abdominal pain., Some symptoms may persists as vomit-
ing and migraine in adult life.

Emotionsl factors are considered to be the pre—
cipitating factors. The symptoms of periodic syndrome

could result from loss of autonomic control (Josephine,

1976).
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14  Lumbar puncture headache

After lumbar puncture, an epidural C.S.F,
leakage caused by delayed closure of a dural defect
leads to a decrease in C.S.P., pressure, the resultant
venous dilation as well as downward shift of the
brain with traction on pain sensitive blood vessels
and nerves frequently evokes post lumbar puncture,
headache, when the patient assumes the upright posit-
ion. To accelerate the closure of the dural defect
and prevent pogt lumbar pun.ture headache, the pat-
jent must lie down in a prone position with head titled
down at an angle of 10 degrees for 30 minutes immed-
jately efter lumba puncture (Dieterich and Brandt,
1985).

15 Complicated migraine syndromes

This syndrome is seen more commonly in children
and adolescents than in adults. They are essentlally
focal neurologic expressioms of the vasocanstrictive
phase of pathophysiology resulting from regional
ischaemia or edema, Headache is eiiher not prominent

or completely absent, (Lapkin et al., 1978).
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Assesnient of child with headache

1.

2.

S
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Headache questionsaire.

Fhysical examination,

Investigations,

Treatment.




Headache Qquestionaire:

1. ¥hich statement describes the frequency

of headache?

- once a day.

- more than once a day.
- once weekly.

- once monthly.

- once every two to three months.

- fewer than svery two to three months.

2. Place a check by statment that best descr-

ibes the pain level of typical headache?

- Ro headache.
- Headache, but can be easily ignored.
- Headache which cannot be ignored, but does

not interfere with every
- Headache which cannot be
ing with concentrstion,
- Headache which cannot be
ing all task.
- Headeche which cannot be

rest is required.

3. Which symptoms accompany
- Dizziness.

- Vomiting,

day activities,

ignored, interfer-

ignored, interfer-

ignored and bed

headache 7
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Loss of appetite.
Nausea.
Vision problems.

Mood changes.

Do any relatives have severe or recurring head-
ache ?

Mother.
Father.
Brother or sister.

Grand parents.

Questions that their answers must be one of the

followings

Always, very often, often, uncertain, seldom, very

seldom, never,

Does headache begin on the side of the head?
During headache on both sides of the head,
is the pain greater on one side than the

,othexr?

Do noise and light make headache worse?
Does headache throb?

Does the pain change from one side of the
head to the other ?

Do you get very depressed during headache?
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Do your arms and legs get cold during head-
ache?

Do yours eyes moisten, itch eor burn during
headache?

Do you have stomach pains during headache?

Do you lose yours appetite during headache?

Is the pain on both sides of the head?

Does the pain increase when you move your head?
Do you wake up with a heesdsche?

Does your headache aweken you at night?

Does your headache get better when you lie down?

Does headache occur in the morning and get

worse later in the day?

Is your headache essociated with changes in the
weather?

Are your headaches caused b; tension or atress?
Does your headaches interfere with daily activi-
ties?

(Adapted with permission from Leonard G. Hudzinski,
Ph,D., Ochsner Clinic, New Oriemns).



57

2. Physical exsmination :

After the history has been taken, the next
logical step toward the correct diagnosis will be

examination of the patient.

—— .l — R Tt W W WSS Cwmd e S Sm S S

The general physical examination is frequently
helpful in diasgnosing headsche as the vital signs
may give aclue to the underlying cause.

Pever, for example may be the only indication
of an infective diseases as meningitis and emcephali-

tis. *

Blood pressure must be measured even in youngs
to help in the diagnosis of hypertension and hyper-

tensive diseases (pheochromocytoma).

Height and weight should be plotted on a chart,
jf significantly below average, the posagibility of
a hypothalsmic neoplasm exists.

Examination of skin frequently yields useful
information to detect any abnormslities such aa

petechiae, striae or cofé-au-lait spots.
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Bach organ system should be exarined, keeping
in mind thelr possible relationship tuv the pathog-

enesis of headache.

—— e e Ema e S WA G Smemp ==

Exanination of the ear, nose and throat should
be made and reckecked by an otolaryngologist, Nosal
abnormalities, sinuses, nasal sptum should be examined
because lesion compressing upon the sphenopalatine
ganglion will preduce head pain. Alsc examination
of the area of neso phorynx and adenoids for any
tumour are also needed., Examination of the ear is
essential in the process of disgnosing of headache,
e.g. chreonic suppurative otitis media, the pain
produced by chronic suppurative otitis media may
also be an indication of possible in tracranial

complications.

Eyea :

— e

If the physician thinks that the headache may -
result from some refractory errors, tkhe patient should

consult on ophthalmologist for refractory examination.

Astigmatism, squint, myopia and hypermetropia
are common causes of frontal headache which is precip-

itated by reading, watching television and excessive
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school work. The presenting symptom of glaucoma
is sever pain localised to one or both eyes.

Teeth s

Dental examination may reveal the cause of
headache., Caries, abceases, malocclusion and temp-
romandibular jaint dys function cause frontal or

temporal headaches.

-++ Nourological examination :

— A ks Ssms e W s Ams e e

In some headache cases, a neurological examin-
ation may be required, specielly when all previous

examination are negative.,

411 cases thought to be psychogenic should be
neuroclogically exarined no headache should be colled
a psychogenic headache untill all forms of path-
ology have been ruled out.

Before making neurologic examination of the pat—
ient, a rapid check of the patient may reveal a
number of important points. Some abnornal attitudes
may be discovered or abnormal postures, deformities
may be noted. The condition of the muscular system

should be observed.
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Messurment of head circumference is important.
If significantly enlerged, hydrocepholus is diagnosed.
If less than normal the possibility of mierocephaly
and its underlying pathological conditions should

be taken into consideration,

The gait of the patient should be observed in
svery case, the examiner should look for any spast=-
icity or unsteadiness, If the gait is abnormel in
any way, the patient should be abserved carefully
to detect its origin whether orgeanic or hysteric
gait which has no definit characteristic and it is

non descriptive.

Coordination should be observed in order to
detect any tremors and also must report location,

rate, amplitude and rhythm of tremors.

Reflexes (both deep and superficial) should
be checked in all cases, normally all of the reflexes
can be elicited and are equal on both sides. If
these reflexes are naturally hyposctive or hyperact-
ive, they should be equally on both sides when these
reflexes are unequal, they become significant to

some pathologic disturbances.
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Special examination of the cranial nerves
may be included. Examination of the optic nerves
includes visual acuity, field of vision and
fundus exsmination. The fundus examination is imp=~
ortant if there is any suspicious of intracranial
invalvement causing headache, which includes optic
nerve disc, retina, blood vessels., Papilloedema
denotes increased iniracranial pressure. Optic
atrophy suggests a chronically increased intrac-—
ranial pressure or a lesion in the area of the
optic chiasma, Liability to mcve the eyes in a lat-
eral direction may be due to a sixth nerve palsy

and increased intracranial tension.

Lower cranial nerves abnormalities indicate a

posterior fossa lesion,

. Paychiatric exemination includtng :
General behevior: appearance, attitude to hospitals
and doctors, activity eating, sleeping, rest
lessness, stereotypy, cataplexy-negativism

(opposition and resistance to what is suggested).

Talk: form, rate (slow or fast) much or little,
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Mood ¢ happiness (euphoria, elation), sadness irri-

tability~-fear—anxiety, agitation.

Thought process: thint eleerly, flight of ideas,
slow thinking, perseveration, cirmcumstantiality

incoherence.

content of thought: problems and precccupations.

Obsessional phenomena: Ideas, impulses, rituals
runinations.

Delusions : Grandiose, persecutory, puilt, hypochon-
driasis.

I1lusion and hallucination : anditory, visnal,

factory, gustatory or tactile.

Orientation: name, identity, place, time date, other

persons,

Memory : recent and remot events.,
Attention and concentration : easily diatracted,

preoccupied, good or No or amild concentration.

General informations Tests according to the patient's

experience and education. mind.

Intelligence: Estimate from history and general knov~
ledge.
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Ingight and judgments Attitude to person state
regarded as an illness?
in need of treatment?
plans for future.

Attitude to any financial, domestic or ethical

problems presents.




3. {gv.atigationl

After a complete history ard physical examination
are done and still the diagrosis is vague, further
investigations must be utilised to reach approxiunate

etiology of headache.

A. Radiography

—— am Gy S  —— S

1. Skull x-ray

Skull x-ray may show abnormal features in asso-
ciation with neurologic disorders, sinuses and dental
pathology and also head trauma (fracture, heamatoma) .

It is also indicated in the following cases 3

- Brain lesions : to detect congenital anomalios,
hydrocepholus, bony defects, skull tumour, brain

calcification, gliomas, brain abcess,

~ Paranasal sinus inflammation is diagnosed by cloud=
ing of the sinus, mucosal toickening and air

fluid level.

- Dental disorders as abscesses, malocclusion and

tempromandibular joint dysfunction.

2., Cervical spine X=ray
These may be helpful in diagnosing oI upper cerv-

ical lesions, such as "the Arnold Chiarimal formaticn"
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where there mgy be associated cervical vertebral
anomalies, Evidence of inflammation may be seen in

juvenile rhumatoid arthritis,

It is useful for detection any abnormalities

e.g. tumours, septic foci or any related lesions.

B. ccnpnterizod sxial tomography (CAT scan)

— e e T — e ap  omp  n Aame = - ——

Computed tomography is potentially the single
most valuable test in the evaluation of a child with
headache (Rothmer, 1979).

This is the most reliable test for scanning for
brain tumours, though it may miss esrly infilterating
isodense tumour or early meningeal neoplastic infilt-
erastions. CAT scanning with contrast material in par-
ticular is agood scanning instrumeat for vasculsar
malformations. Brain tissue is clearly distinguish~
able from cerebro-spinal fluid filled spaces, the
technique 18 therefore suitable for demonstration
of the ventricular size, displacements of the vent-
ricular system, mass lesions and subdural callection

of the fluid.




Ce Electroencepholography E,E.G

E.E.G can be helpful in the diagnosis of
headaches in certain situations. E.E.G provides a
useful in formation inorganic diseasesa of the
braia, its value in diagnosis of epilepsy. E.B.G
is necessary in distinguising confusional mig-
raine from subclinical epileptic encephslopathy
or non convulsive status epilepticus. Epilepsy,
brain tumour, brain abscess, cerebral trauma, sub-
dural hematoma, meningitis, encephalitis and
congenital defects of the brain will cause changes
in E.E.G. Serial recordings are helpful in disting-

uighing expanding vascular lesions and in follow-
ing the clinical course after hezd injury, vascular
and inflsmmatory brain lesions.

D. Angiography

1. Digital intrasvenous subtraction angiography
(DISA)s

DISA has proven diagnostic screening efficacy
in adults with arterio venaus malformations (Gradeur
et al,, 1983). Angiocatheter are usually inserted
into an anticubital vein, although the femoral vein
can also be used and attached to a pressure injector.
In Gradeur's series, DISA was 100% diagnostic for

arterivenous malformation.
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2e Cerebral iogr

It is useful in locslisation of highly vascular
tumour such as glioblastoma multiforme, meningioma,

gliomas and metastatic tumours.

3. Yeretobral engiography

It is useful in visualisation of vascular lesions

in the posterior fossa.

4, Pneumoencephoclography and ventriculography
In which, ventricular system and the subarachnoid

spaces are outlined by displacement of cerebro spinal
fluid with air or with axygen. They are used occasio-
nally especially for the diagnosis of lesions in the

brain stem and in the paraseller region,

5. Renal angiography and adrenalangiography
It is useful for disgnosing cf renal artery sten-

osis and pheochromecytoma.

6, Igtraveno elogr

It is helpful to diagnose congenital diseases
(polycystic kidney), mass lesions and any related
abnormalities.
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E. Lumbar puncture

Lumbar puncture should be considered primarily
if headache is due to central nervous infecticn
(bacterial, viral, meningoencephalitis, encephalitis
and meningitis. The protein of C.5.F, may be trans-
iently elevated in migraine. Lumbar puncture should
be preceded ordinarily by C.T. scan of the brain

because of the danger of brain herniation.

F, Fundoscopic exsmination

— —— ———  —  ——  Sme Swmmt ey et Slemen

It is required in cases of pepillaedema, retinal
exudates, retinal and preretinal hemorrhage, irregul-
arities or nipping of retinal arleries and also give
a comment on the caliber of retinal arteriales and its

tortuosity.

G.  Laborstery imvestigations

Complete urine and stool analysis must be done
routinely in every case, Hb% is helpful in cases
of anemia and hypotenmsion. Anoiher highly specific
tests especially liver, kidney and respiratory
function tests should be done if needed. Tests
nust be individualised depending on the clinical
circumstances :

- Catecholamine assays : VMA in urine.

- Complete blood picture : leukaemia.
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- Plasma urea and creztinine to detect renal
excretory function.

- Electrolyte studies e.g. Na+, K+.

- Angiotensin and renin assay.

H. Electro cardiography

e s e —— S——  ————  —— A C——

E.G.G, is useful to detect congenital hesrt
diseases, valvular lesions, hypertrophy or heart

failure and ischaemia and infaraction.

I. ©Psychological test

— — — — — —— o  “——f

I.Q, school rating, learning disabilities, and
self control are indicated in case of psychogenic

headache.,
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Managenent appreaches
pres e e e )

Management of headache in children and adolescents
can be handeled by the pediatrician or family practite
ioner. Referral to a pediatric neurologist is helpful.,
if there is doubt or a history of neurologic, cognit-
ive, behavioral, or personality changes, focal neuro—

logic signs or signs of increased intracranial pressure.

The Steps in management are :

- Reassurance.

- Patient or parent education,

- General non pharmacologic management.,
- Pharmacologic treatment.

- Specific treatment.

The family should know that the headache is real,

not imagined and is common in children,

If the patients have migraine or uncomplicated
muscle contraction headache, they should be reassured
that there is no serious medical or neurologic disease
and no further specialized diasgnoastic studies indica=-
ted, there is no disgnostic laboratory tests for

migraine.
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Femily should know that migraine is a life
long condition, no cures thérefor can be promised,

and the condition will not kill,

Patient or parent odncation

s Gt — S—— ot—— — — — o ovala e a—

Parents should be made aware that the headache
should not be used for secondary gain at home or
school, a trap that some parents fall into especially
if they tend to be overactive or the parents make

their children more dependent on their self.

General non _Pharmacologic management
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There are general measures directly primarily
tovward avoiding triggers, healtb habits of sleep,
exercise, diet, avoiding stresses and development
of stress management strategies., If bright sun light
triggers migraine in summer, dark glass is used, If
birth control pills seem to be a trigger, some other
forms of birth control might be suggested. If cert-
ain foods trigger headache, they should be avoided.
Sometimes, exertion or exercise seems to be a
trigger. So advice the children for excusing from
physical education classes or athletic participat-

ion.
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Fharmacologic treatment

Fharmacologic treatment is aimed to relief or
prevention of pain. There are three approaches :
a. Symptomatic treatment,

b. Abortive therapy at the time of headache.
Ce .Prophqlactic therapy.

A, BSymptomatic treatment

1. Salicylateg

The most frequently used analgesicais relief of
headache are salicylates. Its mechanism of action
is to act subcortically, they block the synapses of
spino thalamic tract in the thalamus and prevent
transmission of painful stimuli to cortex. Some of
them interfere with prostaglandins released at the
site of inflammation which sensitize the receptors
to pain chemical mediatora. They have alsec antipyretic,
anti inflammatory, antl rheumatic and uricosuric
action. They can be taken as 30-60 mg/kg/24 heurs
in divided oral doses every 4~6 hours. Adverse
reactions of salicylates are allergy, salicylism
(Vertigo, tinitus, dizziness, convulsion, mental
confusion, sweating, thirst, nausea, vomiting,
diarrhea, rapid pulse and respiratory rate), gastro
intestinal troubles, disturbance of acid base

balance and hypotension.
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2.  Aceteminophep (paracetamol)

It is widely used with a dose 30-40 mg/kg/
24 hours in divided oral doses every 4 to 6
hours. In large doses, it produces reversible
Jaundice, but massive over doses produce hepatic
necrosis through formation of a toxic metabolites

(Lietman, 1983),

3. Codeine 13

Codeine in the form of codeine phosphate or
sulphate 18 effective in severe headaches in a
dose 4 mg/kg/24 hours in divided oral doses every
4-6 hcurs, it may be given parentrally. Its side

effects may be respiratory depression, nausea,

vomiting, constipation and addiction,

B, Abortive thersgpy

Abortive therapy is used when headache is not
relieved by common analgesics. The common abortive
medications used in migraine are the ergotamine
derivatives delivered orally, sublingwally, per-
rectum or by inhalation. These preparations must
be taken either during the aura or as soon as poss—

ible after the headache starts, It can be given
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in dose of 1-2 mg, usual oral dose for children
is 1 or 2 tablets at the beginning with maximum
of 4 tablets taken a hclf a hour apart in any

24 hours period. Its side effects are vomiting,
muscle cramps, peripheral tingling. The drug is
contraindicated in patients with peripheral
vascular digseases, In severe prolonged migraine,
status migrainous, prednisone at 40 to 60 mg/

daily over a short period may provide relief.

Ce Prophylactic_therapy

Prophylactic therapy is indicated in severe
headache which cause significant dysfunction in
school or job. some asuthors prefere to leave
children on medicstion through the school years
and attempt weaning over the summer. Propranolol
(inderal) may be the most frequently used prophy-
lactic medication for common vascular headache
or migraine (Weber, 1972). It is a B-adrenergic
blocking sgent and may result in preservation of
vascular tone in sensitive persons. It reduces
glycogenolysis and glycolysis in the brain a
well as the synthesis of vasoective amines and
consequently prevent ®asodilatation. Its dose in

preadolescents is 10 mg bld and in adolescents is
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20 mg bid. It ig contraindicated in bronchial
asthma, myocardial in sufficiency, Peripheral
vascular mu.f;ficiency, Reyneud's Phenomenon ang
brady csardia,

Other drugs used for prophylactic treatment
are phenobarbital, mephobarbital, Phenytoin, methe
Yserglde maleate, cyproheptadine and amitriptyline.

There are recent reports that in adults, the
new calcium channel blockers are effective in
vascular headaches (Verapamil) (Meyer, 1983).
Calcium antagonists may take twc to eight weeks

to provide relief.

Naproxen as well as fenoprofen are effective
prophylactic, drugs which reduce both frequency
and severity of attacks (helch, 1985 and Ziegler,
1985),

Antidepressants have been long used to prevent
migraine headache (Couch, 1975), Tricyclic agents
Such as amitriptyline (Amitril, Elavil, Endop),
doxepin (Adapin, Binequan) and protriptyline (Viv-
actil) are also usgeful.
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Patient who fail to benefit from tricyclic
antidepressants or are unable to tolerate the
drugs may obtain relief by monoamine oxidage in
hibitors (MAOIS) such ag Phenelzine (Nardil) or
isocarboxazide (Marplan).

The serotonin antagonist cyproheptadine (per-
iactine) ig especially useful in children with
migraine and is the first choice for children who

have frequent attacks,

e i B ey A

The main non phsrmacologic management approaches
that have been applied in migraine ang muscle contrace-
tion headeche are those used in physio therapy,
those are uged by behaviourally oriented clinical
psychologists and Psychiatrists (relaxation, biofeed
back and hyponosis) and those which are used by

dyramically oriented p8sycho therapists.

Physical therapy approaches to symptomatic relief
of muscle contraction headache, particularly if neck
muscle spasm is palpated. It consists of application
of local wet heat, sometimes alternating with cold,
for at least 20 to 30 minutes.
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An application of local ice packs is said to
relieve clugter headaches by causing vasoconstric-

tion in dilated vessels,

Oxygen inhalation to abort cluster headache
do the some mechanimsg.

Transcutaneous nerve stimulation (T.N.8) for
chronic pain syndrome including face and neck pain

may be used,

Immobilization of the neck with gtiff collars

is sometimes helpful in occipital neurolgia.

Behavioral therapy approsches includes non
biofeed back and biofeed back techniques,

Biofeed back is a method by which the brain can
be trained to take over some control of an automatic

process which the brain does not inkerently possess.

Simply, biofeed back is a method of teaching a
bperson to control a pPreviously unused or involuntary
controlled function of the body through the uge of
instrumentation. Most frequently it is used to control
autonomic nervous system and thusg functions such as
heart beat, blood pressure blood flow and motor

Rervous system. Some patients obtain good control of
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their migraine usiog only biofeed back, others
require drugs and biofeed back (Ryan, 1978).,

_..——.—..—s......*.—--.——-_-.-—‘——_.——_._.—_—._

Appropriate analysis of p8ychogenic patients
may help them to take corrective steps that would
improve their life style and recduce headaches,

Individual insight-oriented therapy by personal

discussion (changing or infauencing idess or emot-

lons and exploration of mental conflicts and 8tresses)

is done,

Establisbment of an emot ional relationship with

the patient is helpful,

Biofeed back technqiue is also indicated,
Hypnosis and emotional self control may be
indicated.

Psychotropic drugs can be used :

- Antidepressant s C.N.S stimulants (Ritalin,
amphetamine), monoamine oxidage in bibitor
(MAOIs) such as (Nardil, Marplan 30-60 ng/day.
or paranate 30-60 mg/day,

- Tricyclic antidepressants ag
Tofranil 75-200 mg/day,
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Noveril 240-720 mng/day,
Tryptizol 75-200 mg/day,
Angfranil 75-200 mg/day, and

Insidon.

Antidepredsants may cause bypotension, tacky-
cardia, insomnia, rest lessnes,, night rares,

ataxia, dry mouth, blurred vision and blood dyscar-

iasis,.

Benzodiazepine is effective in patient where
anxiely predominates. Diszepam (Valium : 0.2=0,3 mg
/kg/dey in divided doses every © hours is used,
the dose must be adjusted according to response.

Confusion and prolonged extreme drowsinegsg may follow

overdose,
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DISCUSS ION




Evaluation of headache:
“

The first step in pProper diagnosis and effect-
ive treatment is to take a complete history amd to
collect as much date about headache es possgible,
There are some questions which may help the pract-

itioner to determine the etiology of hesdechs

- Do you have one of headache or more than one?

- How did your headaches begin?

- How long have you had it?

- Are they worsening or staying the same?

- How frequently do they occur?

- How long do they last?

- Do they occur under any special circumstances or
at anyspecial time?

- Ary they preceded by warning symptoms?

- Where are they located?

- How would you describe the pain?

- Do you have other syaptoms during headachs,
such as nausea, voaiting, sleepiness, weakness,
balance problems or visual disturbances?

- Do you stop what you are doing during headache?

- Has your personality changed?

- Do you have any other chronic medical problems

such as asthma,?
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- Does any prticular medication make the head-—
ache better?

- Does any particular activity make the headache
worse?

- Are you taking asny medication on a regular
basisg?

- Does any one else in your family have headaches?

An organic disorder must be sought if the pat-

ient has

- An isolated instance of severe headache.

- Localised head pain.

- Pain severe enough to disturb sleep.

- Headaches assoclated with straining.

- Headaches associated with neurological symptoms
or signs,

- A change in an established headache pattern.,

A chronic underlying medical conditions such
as congenital heart disease cr chronic pulmonary

disesse, also may be a causative factor.

The result of generalised physical exsmination
are normal in most patients with long standing head-

ahce, whether acute recurrent (migraine) or non
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progreasive (muscle contraction). Blood pressure
must be checked in all children because hyperten-
sion is not uncommon. Cafe-~au-lait spots may
diagnose neurofibromatosis which may cause hyp-
ertension or intracranial tumour. The cranium
should be messured to detect enlargement due to
hydrocephalus and auscultated for the presence
of bruits may indicate on arterio-venous mal-
formation. The patient's behaviour snd affect
may be the key to diagnose and underlying em t=-
ional disorders and also psychogenic headache,
Neurclogical examination is made in an attempt to
determine the integrity of the C.N.8 and to localize
any abnormality. Epileptiform discharges of E.E.G
occur in 9% of migrainous children but should not
alter the approach to treatment (Kinast et al., 1982)

Primary vascular headaches include classgic and
common migréine, hemiplegic migraine, ophthalmoplegic
migraine and cluster headache. Common to all of
these is a tendency toward vasodilation which repr-
esenta the headache phase of migraine attack.
Vasocanstriction may alsc occur and may be resposible
for painless sensory phenomena occuring prior to the

onset of head pain.
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Toxic vascular headache is evoked by systemic
vasolilation and may be produced by fever, alcohal,
carbon dioxide, and a variety of medicationg and
chenicals (S8odium nitrite, theophylline, broncho-~
dialators and antihypertensive drugs).

Headache of recent onset should be evaluated
initially for an orgamnic cause and after suspect
psychogenic or primary vascular.

Headache occuring with fever, nucal rigidity
neurologic deficit or papilledema are ocbviously of

organic origin especially neurological ones.

Headaches that diseppear shcrtly after the
patient awakens and become progressively prolonged
and severe with time may be an early symptoms of
increased in tracranial pressure or certain forms

of psychiatric illness.
Headaches that are persistently lateral should
be investigated for & possible organic cause.

Headaches related to sleep disturbance, chmonic

fatigue, modd changes, increased irritability or



melancholia, are often psychogenic, Psychogenic

headaches ingestion, smoking but relexation,
running, swimming, and atheltic sports provide
aftently a refied from psychogenic headache.
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Deaginatien a flow chart of headache protocol as

follow :

Patient information
Headache questionaire

l

Patient evaluation
History
Physical exsmination

Skull series
E.E.G.
Other specific tests

Routine laboratory tests

3

Diagnosis

R
Paychogenic headache
Primary vascular headache

Intracranial lesions

Extracranial lesion of head
ear, nose, throat, sinuses.

Head injury

Post lumbar puncture head=-
ache.

Systemic illness, other med-
ical problems, drug response.

|

80%
5%
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Psychological evaluation
= intellectual functiomn

- gtanderised psychiatric inter—

view,

= gcreening tests for learning

—

disability.




Interpretation of symptems :

TemgorQ; pro;;},

- The frequency of headaches did not vary with
ége, seasonal variation was pot prominent in any
age group. Headache seemed to be shorter in younger
patients (Bille, 1981).

- Severe headache of sudden onset, particularly
if it is followed by impairment of congsciousness or
focal neurological signs, suggests a serious condit-

ion such as hemorrhsge or meningitia.

- Headache resulting entirely from hypertension is
usually present on awsking.

- Bpace occupying lesions and migraine may cause

headache early in the morning.

- Cluster headaches are freguently awakening pat-

ient up from a sound sleep at night.

- Headaches associated with frontal sinusitis nay
commence early in the morning, those due to maxillary

sinusitis usually commence at afternoon.
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Laterali
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- If headache is unilateral, it will be usually
muscle contraction headaches or common migraine.
Migraine tends to vary from side to side with diff-
erent attacks and is commonly anterior. It is unilat-
eral in two third of the patients and bilateral in
the other third,

- In classic migraine, headache remains unilateral

throughout.

- When the headache is congistently unilateral,
the condition would point to the suspicious of focal

space occupying lesion.

- Alternating laterality would be more supportive

of claessic migraine,

- If the headache iz bilateral, it may be mig-

raine,

Location

- Common migraine is across the forehead or is

bifrontal,

- Classic migraine is usuelly fronto temporal.
- Muscle contraction headaches are either bifr—

ontal, at the vertex or bioccipital,
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- Occipital headaches should also call to mind

upper neck problems, occipital heuralgia or basilar

migraine.

- Retro-orbitel pain occurs in cluster headache

syndrome, and in optic or retro bulbar neuritis.

- Intracranial lesions in the posterior fessa
initially produce pain in the occipital nuchal reg-
ion, whereas supratentorial lesionsg produce pain in

the frontal, temporal and parietal region,

- In the absence of papilledema, if the headahce
is one sided, the side of headache is the of lesion,

- The beedache of space occupying lesions becomes
bilateral if cerebrospinal fluid pressure increasesg,

but it may be unilatersl earlier in their course,

- Disesses of the paranasal sinuses, teeth, eyes
upper cervical vertebrea will produce not oniy sharply
localised pain dbut also referring pain over another
related region,

Duration

- Migraine and muscle contraction headaches are

measured in hours and sometimes daysa.

- Cluster headaches are usually brief averaging
20 to 30 minutes at & time,




Neuralglas are brief, shooting pain lasting
seconds,

The duration of psychogenic headache is most
likely indifinit, it may be short or long.,

Children in young age (7~10 years) have the
mogt difficulty to describe tkeir pain.

Intensity of the headache pain is not a relisble
indication of seriousness of the underlying

cause,

An extremely severe headache cf sudden onset must
always give rise to the suspicion of a subarach-

nolid hemorrhage,

Headahce upon awakening, it not due to increased
intracranial pressure or hypertension are most
comaonly due to migraine. Migiaine is classgically
described as throbbing or pulsstile and muscle
contraction headache ig a steady or band like

ache.

Headahce that awakes patients up from sound sleep
at night is most commonly cluster headaches but

rarely migraine or serious C.N,S diseases.
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- A pulsatile throbbing headache is of vasculsar
origin whether due to vaso dilation or migraine

or hypertension or fever,

- Headache associated with brain tumour is usually
of a steady aching quality and tends to be

intermittent early in the course of the disgease.

Auras and prodrulol

e e cw el Ve ———t ——

Children younger than 13 years age are less likely
than older to feel "down in the dumps™, irritable,

frusterated or angry just before a headache,

Poat headache ph.nn-ona

After headache stage is snded, young children
are more likely than adolescents and adults to feel
:"great” and less likely to feel exhausted or rel=-

eived.,

Concomitant features
- The concurrence of seizures and migraine in the
same perscn should make the physician suspieious

of underlying arterio=-vencus malformation,

- A past history of syncope can be supportive of
migraine (Gascon, 1981).
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If muscle contraction headaches are persistent
and refractory to ordinary analgesics, a psych~

ogenic factor must be considered,

The presence of nausea and vomiting with head-
ache almost refer to migraine when there are no
other symptoms suggestive of increased intracra-

niasl pressure.

Neurological deficits usually accompany a head—-

ache due to intracranial lesions,

Headaches is a common symptom with carcinomat-
osis of the meninges and may be the presenting
symptom for several months before mental and

other symptom develop.

Any vaacular disturbance occompanying headache
whether caused by fever or intracranial tumour,
will be sggrevated by jarring, sudden movement
of the head, coughing, sneezing or straining at

stool,

In cases of sinusitls, it is Quite common to
abserve that there are painful areas which are

tender to pressure.

Approximately 70 to 90% of children complaining
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of headache have family history of migraine
by age of 15 years,

A past history of motion sickness is bighly
asgsociated with migraine (Barabas et al., 1983),

If severe constant pain is described but the
patient does not appear in distress, the patient

presents & conversion reaction.,

Decreased vigor, appetite disturbance or sleep
disturbance with early morning awakening with

headache suggest depression.

Petechiae may indicate a blood dyscarasia with

hemorrhage into the central nervous system,

Striae may ipdicate cushing's disease.
Five or more cofe-au-lait cspots suggest neuro—
fibromatoais and a central nervous system neo-

plasm,



Differential disgnosis of headaches in children and
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adolescents
A, Vascular disorders

(1)

(2)

Migraine

Common,

Classic.

Complicated migraine syndromeas
a. Bagsilar zrtery migrainec.

b. Confusional migraine.

¢, Hemiplegic migraine,

é. Ophthalmoplegic migraine.

0. Alice~in-Wonderland syndrome.
f, Status migrainus,

Post raumatic
a., Visual loss.
b. Confusional syndrome.

c. Common migraine.

Migraine variants

a, Cyclic vomiting in infancy.
b. Benign paroxysmal vertigo.
c. Abdominal migraine.

Cluster headaches (Histamine Cephalgia,
Horton's headache).
a, Classic cluster syndrome.

b. Chronic cluster syndrome.
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Paroxysmol disorderg
l. Hesdaches associated with seizures

2e

3
L

S5e

a. Ictal headaches.
be Post ictal headeches.

Muscle contraction headaches

Common Tension headaches.

Psychogenic

a. Depression

be School phobia

ce Conversion syndrome or symptom

d. Prolonged postconcussion syndrome.

Occipital neuralgia.

Symptomatic headacheg

1.
e
3
4,
5e
6.
7

8.

9.
10

Bypoglycemia,

Dental problems.

Sinusitis.

Eye strain,

Neck problems and cervical spine.
Temporomandibular joint syndrome.
Mass lesion, brain tumour, abscess,
chronic subdural hematoma.
Arterio-venous malformation,
Aneurysm,

Bydrocephalus.
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1l Pseudo tumour cerebri.
12 Trigeminel neuralgia.

i3

Meningeal leukemia.

Rare periodic syndromes

1,

”~

C o

S
4,

Benign paroxysmal torticollis,

Acute intermittent ataxia.

Intra abdominal disorders e.g. lead colic.
dcute intermittent porphyria.

= Ornithine transcarbamylase défieiency

= Urea cycle defects.

= Pyruvate carboxylase deficiency.

- Hartoup's disease.

= Intermittent variant of maple 8yrup disease,
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SUMMARY AND CONCLUSION




SUNMMARY AND COXCLUSION
%

Headache is a common chronic and recurrent
symptom in children. Recurrent head pain is common
frequently a benign symptom in late childhood, it
is unusual and more often indicative of serious
underlying diseases especially in the young child-

ren,

Headache is one of the most important symptoms
for the human being since a long time. Headache is
an indicative for the presence of underlying illness,
so it is necessary for the physician to do his best
for early detectionm of the etlology of headche and

management,

The physician must lmow the basic physiology and
medhanism of the headache in order to kneow their
etiology. This occurs by taking complete history and
careful clinical examination and choosing the specific

investigations required for each case.

Studies and researches were done in the field
of headache in childrern and their conclusions were
that more than 15% of school children reported head-
ache occurring weekly. The commonest causes are

fear of failure and school problems.
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The commonest type of heasd in children inm the
psychogenic headache that represents about 80%
of all causes of children's headache, but migraine
occurs in about 5% of csuses and 1% is for organic

diseases,

Headache may be intracranial or extraniai.
Intracranial headache are most cften produced by
traction, displacement of arteries or inflammation
of pain sensitive structures (large arteries, veins,
venous sinuses and certain cranial nerves). This
form of headache is evoked by intracranial massg
(tumours abcess, aneurysm), brain edema, meningitis
and other infections. It may result from distention
and dilation of intracranial arteries sssocisated
with systemic conditions (fever, infections, hypoxia,
hypertension and metabolic disorders),

Diseases of the extracramnial structures that may
give rise to headache include glaucoma, error of
refraction, ructures (involvement of the ligaments,

muscles and cranial nerve roots).

Migraine headache is relasted to vaso dilation

in the externsl caretid arteries system. It is in
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the form of recurrent, throbbing, usuvally unil-

atersl headache,

Tension headache refers to a bilatersl, frequ-
ently non throbbing, headache associated with emot-
ional disorders and may be Precipitated by stress
ful situation in the child's environment,

The history is the most important determinant
in arriving to correct diagnosis. Questions must be
directed to both parents and child, about full desc-
ription of illness and the headsche attacks as regard
onset, frequency, time, duration, character, intensity,
location, triggering factors, prodromes and agsociated
nasal, aphthalmic, gastr intestinal or neurclogical

disorders.

Psychogenic headaches are the most common types
of headache in children and adolescents. Problemg
related to school, family strife, competition, det-
erioration in aschool per formance, loss of interest,
irritability and emotional unstabiiity are common in
children, Manifestation of this type of headache
includes mood change, with drowal, pocr school per-
formance, sleep disturbance, aggressive behavior,

lack of energy, somatic complaints, school phobia
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and weight loss. To be sure that the head pain is

purely psychogenic, all physical causes must be ruled
out and excluded.

Headache with acute febtrile illness in children
is usually generalised, bilateral pain that may be
throbbing or non throbbing. Ear and mastoid infections

frequently produce unilateral severe hesd pain.

Localised frontal head pain, either unilateral
cr bilateral suggests frontal sinusitis, with maxill axry

8iousitis, pain over the cheek is common.

Meningitis and encephalitis are usually associat-
ed with generalised headache, Pain from a brain
abscess or subdural hematoma or empyema may be unilat-

eral or bilateral.

Cyclic vomiting is the dominant feature of migr-
aine in children. In girls, the onset of migraine
freqnetly coincides with the onset of menstruation.
Attack frequently begin in the morning and may awake
the child from sleep. The attack is usually unilateral,
veries from an hour to several days. Nausea, vomiting

and photophobia are common.
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General physical examination is greatly helpful
in diagnosis a case of headache as infection, anaenmia,

leukaemai, hypertension and endocrine diseases,

Examination of ear, nose and throat should be
done. If anything is found to be gignificant it
should be rechecked by an otolaryngologist.

Examination of eyes by the help of an ophthal=-
mologist may be needed to rule out myopia, hyperne-

tropia, astigmatism and other causes of headsches,

In some heasdache cases, neurovlogical examination
may be required, especially when all previous examin-

ations have been negative.

Peychiatric examination must be done if there is
no apparent organic causes in order to reach to exact

etiology of headache.

In children with headache associated with systemic
diseases, the investigations indicated are those
related to the primary diseases. ¥hen there is a
suspected neurologic disorders, skull x-ray, lumbar
puncture, E, E.G, computerized axial tomography snd

angliography may be indicated.
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If psychogenic headache ig suspected, psycholo-
gical evaluation is indicated by inteliectual
evaluation, standerized psychiatric interview and

sereening tests for learning disabilities.

The treatment of systemic digeases and neurolo-
8ic disorders associated with headache ia related
to the therapy of primary disorder. Analgesic drugs
are of greast volue to alleviate the pain of head-

ache.

Acetyl salicylic acid in a dose of 5=10mg/kg
may be repeated at 3 to 4 hours intervals is taken,
With severe prolonged headache not relieved by
solicy lates, codeine in a dose of 1 mg/kg may
be prescribed.

Treatment of headache of psychological origin
occurs by prevention of all stressful situation
which face the child, individual insight oriented
therapy, emotional self control, biofeed back ’
hyponosis and psychotropic drugs.

The treatment of migraine is directed toward
the prevention and the control of the attack as well

as symptomatic treatment.
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Prevention of recurrent attacks include
elimination of the factors which have a role in
precipitating or provoking an attack, such as
home or school stress, exposure to glare, ingest-
ion of foods containing tyramine (Cheeze), phenyl-

ethylamine (chocolate) and certain drugs.

Control of an acute attack is by analegesics,
sedatives and antianxiety drugs. The specific
therapy for attack is ergotamine tartarate which

can be taken by &all routes,

In between the attacks, psychotherapy and
pharmacological therapy are essential, Among the
drugs commonly used are 3 methysergide (Sansert),
cyproheptadine (Perliactine), propreanolol (Indersl),
rizotifen (mosegor), barbiturate and tricyclic ant~

idepresants,

For symptomatic treatment, restin quiete dark
room, antiemetics and sedatives are essential meag=

Sures.,
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Recommndations
m

1. We recommend to use headeche questionaire in
pediatric hospitals, pediatric treatment centres, and
private clinic in order to help the clinician to
reach a correct diagnosis and exact etiology.

role of psychological state
lache, we have to stresa on
per social and psychological
The surrourding environment
ched and satis factory to
nce and attitudes consequently
ee of any frustrations which
y cause headache in children,
nesses and any one who has
of the child, must know his
bringing up. Also, it is
important to g;;W;eEI;;I‘consultation and investigate
the psychological state of the child and hig different
environmental satisfactions in cases of 1ry headache

or recurrent heasdeaches.

3. We recommend the teacher and every one who deals
with children in 8chool, must pay great attentiom to
the psychological state of the child. ™e role of the
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achool must not be forgetten as the child spends

mogt of his day im school. The schoolers rust put

in their considerations the importance of the mental,
physical and individuel variations among children;

by putting the proper child in his proper place. They
must not ask the children to do things above their
capabilities whether mental or physical which lead

to recurrent frustrations and as a result of that the
child will become isolated, negativistic, introverted,
and learning of trauncy.

4, We must not forget the importance of the regular
medical examination at reguler intervals in order to

discover early the acute and chronic illnesses. Also

regular stool and urine aralysis as parssitic infes~

tations such as Bilhariziasis, Ascariasis lead to

anaemia which in turn lead to headacie in children.

Pinally, we can sofely say that this role camnot
be achieved by only one person but a co=operation bet-
ween members of the team work in order to achieve a
proper bringing up and a child free of troubles and

frustration,
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