Headache - Background Information

Introduction:

Provided below is background information on headache disorders, types of headaches, the societal and individual burden of illness and the treatments currently available. 

What is headache?

Headache is a widespread and costly public health problem.  It is a common, disabling condition that can have many causes. 

The International Headache Society (IHS) in 1988, formulated and published a classification system that has now become the standard for headache diagnosis.  The IHS classification, based on an international consensus of expert opinion, has been endorsed by the World Health Organization (WHO) and incorporated into the International Classification of Diseases.  These criteria have been instrumental in helping to establish uniform terminology and consistent diagnostic criteria  for a range of headache disorders1. 

The IHS classification defines 12 major categories of headache, divided into primary headache disorders in which headache is the problem, and secondary headache disorders, where headache is symptomatic of an underlying disorder, such as a hemorrhage or brain tumour.  Primary headache disorders represent the vast majority of headache types and includes four major categories of migraine, tension-type headache, cluster and a miscellaneous group.  

Epidemiological studies often focus on prevalence and incidence of diseases.  Prevalence is defined as the proportion of a population with a particular disorder, such as headache, over a defined period of time.  Incidence refers to the rate at which individuals without the disease in a defined population, develop the disease.  

In men, the lifetime prevalence is 93% for headache of any kind, 8% for migraine and 69% for tension-type headache.  For women, lifetime prevalence is 99% for headache of any kind, 25% for migraine and 88% for tension-type headache.  In children headache prevalence increases from 39% at the age of six, to 70% at the age of 15 years2. 

The one-year prevalence of migraine is 6% in men and 15% in women.  For tension-type headache, the one-year prevalence is 63% for men and 86% for women1.

Migraine
Migraine is a common primary headache disorder that affects 15% of women and 6% of men3.  Prevalence can vary with age, and is at the highest between the ages of 25 to 55 years for both males and females.  After 55, prevalence falls for both sexes.  Before the age of 12, migraine is more common in boys but post-puberty, migraine is substantially more common in females.  At 20 years of age, the ratio is 2 to 1, females to males.  This ratio peaks at ages 40 to 44, reaching a ratio of 3.3 to 1 (females to males).  The ratio then drops to 2.5 to 1 (females to males) by the age of 703.   

In the American Migraine Study, migraine prevalence was inversely associated with income levels4.  As household income increased, migraine prevalence decreased.  These results may be influenced by patterns of medical consulting and access to medical care, as this relationship has not been found in some European studies. US studies have also demonstrated that prevalence is associated with race, being highest in Caucasians, intermediate in African-Americans and lowest in Asians4.

Tension-type headaches

Tension-type headaches are classified as either episodic or chronic and occur more frequently in women (1.4:1, females to males)1.  Contrary to popular belief, tension-type headaches are not related to stress.  As with migraine, this is a disorder of middle life, with a peak prevalence occurring between the ages of 20 and 50 years, followed by a decline.  Tension-type headaches often interfere with daily living.  Eighteen per cent of sufferers report having to discontinue normal activity, while 44% experience some limitation of function. Attacks occur with a frequency of 3 days a month or 35 days per year.  

Studies show that episodic tension-type headache is by far the most common primary headache disorder, affecting 40% of the population.  Individuals with episodic tension-type headache may be at increase risk of developing chronic tension-type headache.  This condition, although less common, affects 2.6% of females and 1.6% of males2.

Cluster Headache

Cluster headache, coined “the suicide headache,” is an extremely painful disorder although it is uncommon in the general population (the prevalence is approximately 0.4%).  Cluster headache occurs predominantly in males, with a 9:1 ratio of males to females1.  Attacks occur in series and may last for weeks or months (cluster periods) with the attack frequency ranging from one to eight attacks per day.  Each attack can last from 15 minutes to three hours.   Cluster periods are separated by periods of remission lasting months to years.  

Attacks are more severe than migraine and pain is generally on one side of the head.   Features of an attack include tearing and nasal congestion, and patients often pace or rock back and forth to relieve the pain.  While cluster headaches can occur in childhood, they generally begin in the third or fourth decade of life with an average onset of 28 years.

Burden of Illness

The burden of illness associated with headache disorders is substantial and greatest for the most severely affected sufferers.  When considering burden of illness, it is important to distinguish individual burden from societal burden.  Individual burden is determined by the symptoms during the attack, by anticipation of symptoms between attacks, by decreased quality of life in individuals who suffer from headache and in lost economic activity.  Headache disorders compromise family, social and recreational activities.

Societal burden is defined as the economic costs of headache disorders and includes both direct and indirect costs.  Direct costs refer to the cost of medical care while indirect costs are primarily related to the impact the illness has on work or the ability to function in other areas such as school. 

Among migraine sufferers, 86% of women and 82% of men report some disability with each attack1.  For instance, in the United States, migraine costs employers approximately $13 billion per year due to missed work and reduced function at work.  Patients between the ages of 30 to 49 incur the greatest costs relative to younger and older workers, which parallels the prevalence profile of the disease5.

Treatment

Despite improvements headache disorders remain under diagnosed and under treated.  In a  recent survey6, only 29% of migraine sufferers reported satisfaction with their usual acute treatment.  Reasons cited for dissatisfaction were related to pain relief taking too long, pain relief being incomplete or the medication working for some but not all attacks.  Effectiveness of medication was significantly more important to patients than side effects of medications. 

In achieving improved headache care, several interventions need to be looked into including improvement in consultation and diagnosis, initial treatment and on-going monitoring of patients.  Headache awareness, associated disability and availability of treatment options need to be highlighted and patients who require care should be encouraged to seek it. 
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