
A
56-year-old right-handed
male who claims to have
never experienced a headache
before is referred to you fol-
lowing the acute onset of

right facial and head pain. He denies any
other medical or surgical history. There is
no family history of headache. He is
working full time as an accountant, lives
with his wife and two children and does
not use tobacco, alcohol or recreational
drugs. He has just been to the dentist and
ophthalmologist, neither of whom noted
any significant problems. He is afebrile,
normotensive and has a normal neurolog-
ical exam. He tells you he tripped while
jogging a day or two before and fell on
the left side of his neck. 

He describes the pain as throbbing
and of moderate intensity and reports an
episode the day before he came to see you
that lasted five minutes, during which he
had weakness of the right side of his face.
He has a normal brain CT scan. 

Since he doesn’t seem to have a
migraine headache disorder, here are
some other conditions you may consider:

• Subarachnoid hemorrhage. Many
secondary headache syndromes occur
acutely from trauma, a ruptured intracra-
nial aneurysm or arteriovenous malfor-
mation. Most occur in patients between
the ages of 20 and 40, and the incidence
of headache in this setting is almost 100
percent. Meningeal signs, nausea, photo-
phobia, hypertension, neck pain and
diaphoresis may all be accompanying
signs. If the presentation suggests this
diagnosis but the brain CT is negative for
hemorrhage, a lumbar puncture could
lead to a definitive diagnosis.

• Cerebral venous or sinus thrombo-
sis. Headache is the most common symp-
tom of this condition. In 25 percent of
patients, the onset is described as a “thun-
derclap.” For others, the headache is
more of a waxing and waning dull sensa-
tion. Seizures and/or somnolence occur
in approximately 50 percent of patients
with a cerebral sinus or venous thrombo-
sis. Neuroimaging studies can confirm
this diagnosis. 

• Hypertensive crisis/encephalopa-
thy. Acute and severe headache is associ-
ated with the presence of either or both of
these conditions. The rate of rising blood
pressure appears to be more important
than the absolute BP value. Other symp-
toms of hypertensive encephalopathy
include nausea, emesis, seizures, confu-
sion and visual changes.

• Ischemic or hemorrhagic stroke is
often accompanied by an acute headache,
although it is more likely in hemorrhagic
instances. It may vary in intensity and is
generally ipsilateral to the side of the
stroke. If clinically suspected, evaluate the
patient for cerebrovascular disease with
neuroimaging and other assessments. The
severity of the headache does not corre-
late with the severity of the stroke. 

• Acute post-traumatic headache fol-
lows an acute head trauma and may or
may not be associated with epidural or
other intracranial hemorrhage. 

• Central nervous system infections,
such as bacterial and viral meningitis,
HIV disease, brain abscess and encephali-
tis, may be associated with acute and
severe headache. The history and the
physical exam findings are key to the
evaluation. Neuroimaging, particularly

CT, is not always helpful. For certain
types of infections, a brain biopsy may be
necessary.

• Acute angle-closure glaucoma may
lead to complaints of severe pain in the
eye and ear with radiation to the sinuses,
teeth or forehead. Blurred vision often
accompanies the complaint. Measuring
the intraocular pressure is key to making
the diagnosis. 

• Exercise-induced headache or
headache associated with sexual activity
(coital headache) has been characterized
as potentially explosive headaches. These
may mimic some of the more medically
serious headaches such as acute subarach-
noid hemorrhage. Neuroimaging, espe-
cially MRI, is important when evaluating
these patients to appropriately rule out an
intracranial process which would explain
the headache.

• Dissection of the carotid or verte-
bral arteries. The pain described here is
acute, of moderate to severe intensity and
often throbbing. It may be in the head,
neck or face. Signs of cerebral ischemia
may also be associated with the headache.
The combination of headache, cerebral
ischemia and neck pain is characteristic of
a dissection. Ischemic signs may be
delayed for up to one month following
the dissection and are most often tran-
sient. Neuroimaging studies, especially
MR or conventional angiography, are the
most useful techniques here.  PN
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