TREATMENT	

Primary Cough Headache

Indomethacin 25–50 mg two to three times daily is the treatment of
choice. Some patients with cough headache obtain complete cessation of their attacks with lumbar puncture; this is a simple option
when compared to prolonged use of indomethacin, and it is effective in about one-third of patients. The mechanism of this response
is unclear.
Primary Exercise Headache Primary exertional headache has features
resembling both cough headache and migraine. It may be precipitated
by any form of exercise; it often has the pulsatile quality of migraine.
The pain, which can last from 5 min to 24 h, is bilateral and throbbing at onset; migrainous features may develop in patients susceptible
to migraine. The duration tends to be shorter in adolescents than in
older adults. Primary exertional headache can be prevented by avoiding excessive exertion, particularly in hot weather or at high altitude.
The mechanism of primary exertional headache is unclear. Acute
venous distension likely explains one syndrome—the acute onset of
headache with straining and breath holding, as in weightlifter’s headache. Because exertion can result in headache in a number of serious
underlying conditions, these must be considered in patients with exertional headache. Pain from angina may be referred to the head, probably by central connections of vagal afferents, and may present as exertional headache (cardiac cephalgia). The link to exercise is the main
clinical clue that headache is of cardiac origin. Pheochromocytoma
may occasionally cause exertional headache. Intracranial lesions and
stenosis of the carotid arteries are other possible etiologies.
TREATMENT	

Primary Exertional Headache

Exercise regimens should begin modestly and progress gradually
to higher levels of intensity. Indomethacin at daily doses from
25 to 150 mg is generally effective in benign exertional headache.
Indomethacin (50 mg), ergotamine (1 mg orally), dihydroergotamine (2 mg by nasal spray), and methysergide (1–2 mg orally given
30–45 min before exercise) are useful prophylactic measures.
Primary Headache Associated with Sexual Activity Three types of sex
headache are reported: a dull bilateral ache in the head and neck that
intensifies as sexual excitement increases; a sudden, severe, explosive
headache occurring at orgasm; and a postural headache developing
after coitus that resembles the headache of low CSF pressure. The last
arises from vigorous sexual activity and is a form of low CSF pressure
headache (Chap. 21). Headaches developing at the time of orgasm are
not always benign; 5–12% of cases of subarachnoid hemorrhage are
precipitated by sexual intercourse. Sex headache is reported by men
more often than women and may occur at any time during the years of
sexual activity. It may develop on several occasions in succession and
then not trouble the patient again, even without an obvious change
in sexual activity. In patients who stop sexual activity when headache
is first noticed, the pain may subside within a period of 5 min to 2 h.
In about half of patients, sex headache will subside within 6 months.
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About half of patients with sex headache have a history of exertional 2597
headaches, but there is no excess of cough headache. Migraine is probably more common in patients with sex headache.

TREATMENT	

Primary Sex Headache

Benign sex headaches recur irregularly and infrequently. Management
can often be limited to reassurance and advice about ceasing sexual
activity if a mild, warning headache develops. Propranolol can be used
to prevent headache that recurs regularly or frequently, but the dosage required varies from 40 to 200 mg/d. An alternative is the calcium
channel–blocking agent diltiazem, 60 mg tid. Ergotamine (1 mg) or
indomethacin (25–50 mg) taken 30–45 min prior to sexual activity can
also be helpful.
Primary Thunderclap Headache Sudden onset of severe headache may
occur in the absence of any known provocation. The differential
diagnosis includes the sentinel bleed of an intracranial aneurysm,
cervicocephalic arterial dissection, and cerebral venous thrombosis.
Headaches of explosive onset may also be caused by the ingestion of
sympathomimetic drugs or of tyramine-containing foods in a patient
who is taking MAOIs, or they may be a symptom of pheochromocytoma. Whether thunderclap headache can be the presentation of an
unruptured cerebral aneurysm is uncertain. When neuroimaging studies and lumbar puncture exclude subarachnoid hemorrhage, patients
with thunderclap headache usually do very well over the long term. In
one study of patients whose computed tomography (CT) scans and
CSF findings were negative, ~15% had recurrent episodes of thunderclap headache, and nearly half subsequently developed migraine
or TTH.
The first presentation of any sudden-onset severe headache should
be diligently investigated with neuroimaging (CT or, when possible,
MRI with MR angiography) and CSF examination. Formal cerebral
angiography should be reserved for those cases in which no primary
diagnosis is forthcoming and for clinical situations that are particularly suggestive of intracranial aneurysm. Reversible segmental
cerebral vasoconstriction may be seen in primary thunderclap headache without an intracranial aneurysm. In the presence of posterior
leukoencephalopathy, the differential diagnosis includes cerebral angiitis, drug toxicity (cyclosporine, intrathecal methotrexate/cytarabine,
pseudoephedrine, or cocaine), posttransfusion effects, and postpartum
angiopathy. Treatment with nimodipine may be helpful, although
by definition, the vasoconstriction of primary thunderclap headache
resolves spontaneously.
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up to a few hours, and is precipitated by coughing; it is preventable
by avoiding coughing or other precipitating events, which can include
sneezing, straining, laughing, or stooping. In all patients with this
syndrome, serious etiologies must be excluded before a diagnosis
of “benign” primary cough headache can be established. A Chiari
malformation or any lesion causing obstruction of CSF pathways or
displacing cerebral structures can be the cause of the head pain. Other
conditions that can present with cough or exertional headache as
the initial symptom include cerebral aneurysm, carotid stenosis, and
vertebrobasilar disease. Benign cough headache can resemble benign
exertional headache (below), but patients with the former condition
are typically older.

Cold-Stimulus Headache This refers to head pain triggered by application or ingestion/inhalation of something cold. It is bought on
quickly and typically resolves within 10–30 min of the stimulus being
removed. It is best recognized as “brain-freeze” headache or ice-cream
headache when due to ingestion. Although cold may be uncomfortable at some level for many people, it is the reliable, severe, and
somewhat prolonged nature of these pains that set them apart. The
transient receptor potential cation subfamily M member 8 (TRPM8)
channel, a known cold temperature sensor, may be a mediator of this
syndrome.
External Pressure Headache External pressure from compression or
traction on the head can produce a pain that may have some generalized component, although the pain is largely focused around the site of
the pressure. It typically resolves within an hour of the stimulus being
removed. Examples of stimuli include helmets, swimming goggles, or
very long ponytails. Treatment is to recognize the problem and remove
the stimulus.
Primary Stabbing Headache The essential features of primary stabbing headache are stabbing pain confined to the head or, rarely, the
face, lasting from 1 to many seconds or minutes and occurring as a
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