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HEADACHE



INTRODUCTION

• According to Frese et al. (2015) Headaches 
are one of the most common presenting 
complaints in the General Practitioner’s rooms. 

• According to the WHO headaches account for 
one of the top 10 reasons for causes of 
disability worldwide (Stovner et al. 2007)

•Stovner et al. (2007) estimated that headache 
46% of the adult population has an active 
headache disorder



INTRODUCTION

• Most headaches are classified by taking a 
history

• Important to ask about precipitants
• Oral contraception, Caffeine, Narcotics, previous 

hospital admissions

• Headache Diary and Calendar
• Recommended recording daily symptoms for 1-2 months
• Symptoms and patterns
• Medication
• Loss of productive time
• Menstruation and other triggers



OVERVIEW

• Primary Headache
• Migraine
• Tension
• Cluster

• Secondary Headache
• Trauma
• Vascular causes
• Facial Pain
• Miscellaneous

• Painful cranial neuropathies and other 
facial pain



MIGRAINE
• Periods of episodic pain, unilaterally – throbbing/pulsating nature

• May occur with or without an aura

• May be associated with nausea, vomiting, photophobia and 
phonophobia

• Exacerbated by exercise

•Treatment:
• First-line: Paracetamol and Ibuprofen
• Metoclopramide

• Prophylaxis
• Amitriptyline
• If Amitriptyline contraindicated /poor response: Beta-blocker

•Referral
• Inadequate response
• Treated with Triptans, ergot alkoloids







TENSION HEADACHES
• Most common type of headache affecting women more 
than men

• Associated with mild-to-moderate pressure, sometimes 
in a band-type distribution or at the back of the head

• Treatment
• NSAIDs: Paracetamol and Ibupofen
• Amitriptyline

• Prophylaxis and General
• Relaxation techniques, sleep techniques, acupuncture, massage

• Referral
• Atypical pain and/or focal neurological signs
• Poor response to therapy





CLUSTER HEADACHES
• Relatively rare

• Episodes of excruciating pain in the orbital, temporal or supraorbital areas 
lasting 15-180 minutes

•Sudden onset, unilateral during the specific cluster and quickly reaches a 
climax

•Occurs in clusters during weeks to months at a time

•Treatment:
• Abortive agents: Trial of oxygen
• Analgesia usually ineffective
• Corticosteroids - Prednisone

•Prophylaxis
• Verapamil
• Identifying triggers

•Referral
• Inadequate response : Triptans





SECONDARY HEADACHE
• Vascular Headaches
• TIA, haemorrhage, vasculitis

• Oral Cavity and Craniomandibular pain
• Dental caries, infections, TMJ disorders, osteoarthiritis

• Trauma
• Head and Neck trauma

• Substance withdrawals and Medication
• Narcotics, Caffeine, Medication overuse

• Infection
• Meningitis

• Psychiatric disorders

• Neuraligias
• Trigeminal, glossopharyngeal and occipital neuralgias

•Sinusitis





EPILEPSY



BACKGROUND
• Epilepsy is a chronic noncommunicable disease of the 

brain that affects people of all ages.

• Around 50 million people worldwide have epilepsy, 
making it one of the most common neurological 
diseases globally.

• Nearly 80% of people with epilepsy live in low- and 
middle-income countries 

• Epilepsy affects 1 in every 100 people in South  
Africa. 



DEFINITIONS

• The WHO defines a seizure as excessive electrical discharges in a group of brain cells. 
Different parts of the brain can be the site of such discharges. 

• One seizure does not signify epilepsy (up to 10% of people worldwide have one 
seizure during their lifetime). 

• Epilepsy is defined as having two or more unprovoked seizures.



ETIOLOGY





TYPES OF SEIZURES 



DIAGNOSTIC CRITERIA 
History 
Obtain history from person who witnessed the seizure (very important to try differentiate between syncope and a seizure ) 
§ Aura or warning sign 
§ Describe the seizure ( step by step account) 
§ Is the patient conscious during the seizure 
§ How long do they last ?
§ What does the patient experience after the seizure ? 
§ History of incontinence or tongue biting 

Ask family member to take a video recording if possible 

Examination
• ABCDE 
• Neurological examination 
• Dermatological manifestations of epileptic syndromes ( ash leaf spots  , shagreen patch, facial angiofibromas, ungal fibromas )

Special investigations 
• CTB to exclude structural causes 
• EEG
• Bloods - serum levels of AEDs
• Lumbar puncture ( if meningitis or encephalitis is suspected) 



DIFFERENTIAL DIAGNOSIS 



DIFFERENTIAL DIAGNOSIS CONTINUED
•Fever
•Meningitis/ Encephalitis/Brain Abscess
•Sepsis
•Tetanus 
•Birth Asphyxia 
•Head Trauma
•Metabolic(hyponatremia,hyperbilirubin
emia/DKA/hypoxia 
•Toxins/Ingestions 

•Drugs/ 
Medication/Alcohol/Substance 
withdrawal 

•Stroke/ TIA 

•Syncope/Arrhythmia 

•Brain Tumor/Mass 

•Migraine 

•NAS 



MANAGEMENT

General rules: 

• A single medicine is best

• Combination therapy should only be initiated only by a specialist

• Recommended doses are general guides and will be effective in most patients

• Some patients may need much higher or lower doses. Doses should be increased at 
2-weekly intervals only

• In patients receiving any anticonvulsants, therapeutic drug monitoring may be useful 
to confirm suspected non-adherence, or diagnose toxicity in a symptomatic patient

• Therapeutic drug monitoring should be done in patients receiving higher than usual 
doses of phenytoin



MANAGEMENT 
Generalised tonic-clonic seizures
The aim is to use monotherapy, i.e. a single anticonvulsant, progressively 
increasing the dose until the seizures are controlled or clinically important 
side effects occur.
• Lamotrigine, oral (Doctor initiated)

• 25 mg daily for 2 weeks
• Then 50 mg daily for 2 weeks
• Thereafter, increase by 50 mg every 2 weeks according to 

response
Usual maintenance dose: 100–200 mg daily as a single dose or 
divided doses

OR 
• Carbamazepine, oral 

• Start with 100mg, 12hrly 
• Increase by 100-200mg/day at weekly intervals 



EMERGENCY MANAGEMENT
• Status Epilepticus is a MEDICAL EMERGENCY

• Defined as a series of seizures following one 
another lasting ~30minwith no periods of 
recovery or consciousness

• Management
• ABCDEs
• Give Oxygen if needed, establish intravenous access and check vitals 

every 15 minutes

• Don’t forget Glucose!
• Seizure abortion with a Benzodiazepine
• Diazepam 10mg IVI slowly (Intramuscular injection works slower and is 

more erratic) 
• Lorazepam 4-8mg IVI/IMI
• Load with Phenytoin 1.2g IVI 

• Transfer patient once stable



REFERRAL 
• All patients with new onset epilepsy for further investigations such as CT scans.
• Patients with seizures other than generalised tonic-clonic seizures, including absence 

seizures
• Increased number of seizures despite attempts to address adherence issues, or changes 

in the seizure type
• Patients who have been seizure free on therapy for ≥ 2 years to review therapy and 

consideration or stopping treatment
• Pregnancy
• Women of child-bearing potential who are on valproic acid for a switch to a less 

teratogenic medicine
• Development of neurological signs and symptoms
• Adverse medicine reactions or suspected toxicity in children
• If uncontrolled on monotherapy, once patient has been shown to be adherent on 

monotherapy at the optimal dose
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