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What’s 
new

in Headache 
Research and 

Treatment?

The North Carolina Comprehensive 
headache Clinic provides diagnostic 
evaluations and treatment for the 
patient with headache. New patients 
are welcome. for more information, 
contact:
NORTH CAROLINA
COMPREHENSIVE HEADACHE CLINIC
�50� Atrium Drive, Suite �00
Raleigh, NC �7�07
Telephone: (9�9) 78�-7���
www.ncheadaches.com

By Charles Matthews, MD

W hat’s new in the complex world of 
headache treatment? Many things. 
And at the North Carolina Compre-

hensive Headache Clinic, we are dedicated to 
putting that new understanding to work every 
day on behalf of our patients.

It’s a rewarding task we’ve performed 
since 1993, when the Headache Clinic, an 
outpatient neurology facility located in Raleigh 
near Rex Hospital, first opened. In this past 
year, we surpassed 30,000 outpatient visits over 
that span of time. That number reflects the 
range and complexity of problems that fall un-
der the term “headache.” Among the disorders 
we treat are migraine, transformed migraine, 
chronic daily headache, rebound headache 
with medication overuse, cluster headache and 
variant migraine, trigeminal neuralgia, cranio-
cervical dystonia with headache, neck pain and 
cervicalgia, chronic neck pain with spondylosis 
or stenosis, head or neck pain from work strain 
or injury, sinus pain, persistent post-surgical 
pain, and temperomandibular pain (“TMJ”).

MANY KINDS AND CAUSES  
Of hEADAChE

About 70 percent of new patients evaluated 
at the Clinic have some form of transformed 
migraine. That is, they have “regular” headaches 
that are becoming sufficiently severe to interfere 
with their quality of life, relations with family 
and friends, and work performance. They may 
have begun to miss days at work or to experi-
ence mood changes, difficulty sleeping, excessive 
fatigue, body pains or “fibromyalgia.”

Some of our patients have neurological and 
medical disorders such as pseudotumor cerebri, 
(an increase in brain fluid pressure), intracranial 
hypotension, post-lumbar headache, chronic 
infections of the brain such as tuberculosis or 
Lyme disease, or cancer involving the meninges 
(coverings of the brain and spinal cord). The 
diagnosis of associated medical conditions is 
an important part of treatment, such as thyroid 
disease or other hormonal changes, or deficiency 
diseases such as rickets (vitamin D deficiency).

IS MRI ENOUGh?
Often patients have had an MRI and believe 

this is sufficient to exclude serious headache 
problems. While this is often true and a normal 
MRI is reassuring, on occasion it can be mislead-
ing. Recent reports in the journal Headache have 
drawn attention to the role of the MR Venogram 
in detecting intracranial venous stenosis, or a nar-
rowing of the veins that drain the head. An MR 

Venogram (a special study requiring additional 
MRI sequences during imaging) may also be 
necessary to visualize clots that form around 
the coverings and draining vessels of the head. 
Patients with hormonal problems, inflamma-
tory disorders such as lupus, or who have recent 
injuries or surgery are at increased risk for these 
relatively rare disorders.

MIGRAINE AND STROKE
I am often asked, “If I have migraine, 

do I have an increased risk of stroke?” 
Recently published data raise new concerns. 
According to one paper (Risk of Ischaemic 
Stroke in People with Migraine):

•  The average risk of stroke for all mi-
graineurs was 2.16 times that of those 
without migraine.

•  Adding oral contraceptives resulted in an 
eight-fold increase in the risk of stroke.

When confronted by such statistics, however, 
it’s important to understand the actual num-
bers involved:

•  The average stroke prevalence in women 
in the general population is 9 per 100,000, 
a relatively low absolute risk.

•  Among patients with migraine (with an 
average 2.16 times greater risk), the num-
ber becomes about 20 per 100,000, still a 
relatively low absolute risk.

•  With oral contraceptives, the absolute risk 
is about 75 per 100,000.
So this study is certainly not a cause 

for panic. However, as with any disease, it is 
important to understand the risks and possible 
complications of headaches.

“hOLE IN ThE hEART”  
AND hEADAChE

A growing number of studies point to 
a role for patent foramen ovale (PFO), or 
“hole in the heart,” in causing migraine. We 
speculate that a common connection between 
the sides of the heart may allow small clots to 
bypass the lungs and travel to the brain, where 
they irritate blood vessels and may cause or 
(more likely) worsen a tendency to migraine.

Recent studies show that 7 percent of 
migraine patients have PFO. The condition is 
detectable with cardiac ultrasound, although 
a special study (Transesophageal Echo) may 
need to be performed.

It’s still not clear yet whether surgical 
closure of the PFO will help migraine or 
reduce stroke risk, and studies are ongoing. 
However, you don’t have to have surgery 
to benefit from knowing you have PFO. In 
our view, PFO in a migraine patient would 
lead us to select a migraine medicine with a 
beneficial effect on platelet aggregation and 
stroke risk, such as aspirin. We have seen 
some patients with PFO who responded to 
routine aspirin but not to more traditional 
migraine treatment.

IS IT SINUS OR MIGRAINE?
We all know the symptoms of “sinus head-

ache”—weather sensitivity, stuffy nose, and head 
pain relieved by pressing on the forehead. Or we 
thought we knew. Actually, recent research dem-
onstrates that most cases of “sinus headache,” 
when not associated with infection or persistent 
blockage, are actually migraine.

At a recent medical conference a re-
searcher made the point dramatically with a 
video of the changes that occurred in the nose 
during an attack of “sinus” headache. What 
we saw was remarkable.

The video clearly showed normal nasal 
passages and sinuses, until the “sinus” headache 
began. At that point, swelling and congestion 
appeared in the sinuses due to vasodilation of 
the sinus mucosa. (This vasodilation also occurs 
in the brain during migraine.) When the swelling 
became severe enough, the sinuses became 
blocked, leading to the feeling of sinus conges-
tion by the patient. He was then given an oral 

medication for the treatment of migraine, and 
the swelling and the congestion in the nose 
promptly resolved—normal sinuses again!

TYLENOL CAUSES hIGh  
BLOOD PRESSURE?

For two years, researchers at Harvard 
studied over 80,000 women, ages 31-50, with 
no previous history of hypertension. Their 
overall health was monitored by questions 
about lifestyle, age, weight, smoking, oral 
contraceptive use, alcohol use, and intake of 
sodium, potassium, and magnesium.

After two years, 1,650 of these women 
had developed hypertension. Those taking 
acetaminophen (Tylenol) at least 22 days a 
month were twice as likely to develop hyper-
tension as those not taking the painkillers. A 
similar effect was observed for NSAIDS like 
ibuprofen. And even infrequent use of pain-
killers increased the chances of hypertension.

There is other new information regarding 
over-the-counter painkillers and long-term 
risk of kidney, stomach, and liver disease. 
You can find more information by going to 
our website at ncheadaches.com, and clicking 
through to member organizations at the Na-
tional Headache Foundation or the American 
Academy of Neurology.

The message to take away from this: if 
you are using over-the-counter painkillers for 
headache on a regular basis, you should be 
evaluated with your entire health condition in 
mind. Very effective treatment for headache is 
available. h&h
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Dr. Charles Matthews: 
Nationally known for 
his pioneering work in 
diagnosing and treating 
headache.
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