
 
 

PLENARY II: TRIGEMINAL AUTONOMIC CEPHALALGIAS (TACS), OTHER PRIMARY HEADACHES AND 

SECONDARY CSF AND STROKE-RELATED HEADACHES 

Presentation Abstracts 

 

Trigeminal Autonomic Cephalalgias 

Lawrence C. Newman and Stewart J. Tepper 

 

In this lecture, attendees will learn the basics of ICHD3 diagnosis of trigeminal autonomic cephalalgias, as well 

as basic treatment and imaging of central generators. 

 

Other Primary Headaches 

Matthew Robbins 

 

Other primary headache disorders are defined by singular clinical features including tempo, topography, and 

provoking factors.  Many, such as primary thunderclap headache, may actually be secondary disorders where 

diagnostic testing is elusive.  NDPH may be the most common and burdensome other headache syndrome, 

which starts acutely, is diagnosed after 3 months have elapsed and other secondary and primary headache 

diagnoses have been excluded.  The prognosis of NDPH is variable but often poor, and the treatment approach 

is largely extrapolated from the management of other forms of chronic daily headache. 

 

High and Low Pressure Headaches for CSF Headaches 

Kathleen Digre and Deborah Friedman 

 

Headaches often accompany both high and low pressure in the intracranial cavity.  In order to make the 

correct diagnosis, we must be able to recognize the key symptoms and signs of both types of headaches.  

Sometimes symptoms and signs are absent and we still suspect the headache may be caused by a 

derangement of pressure.  Other tools we need to be able to use are imaging findings in both low and raised 

intracranial pressure.  Recognizing the imaging characteristics can also be challenging.  In this session we will 

point out key historical features by illustrative cases.  We will highlight imaging tools that may be helpful in 

diagnosing raised and low intracranial pressure.   

 

Key historical features of raised intracranial pressure and headache include: The headache may sound like 

migraine and indeed a majority of patients with this headache have underlying migraine disorder.  Brief 

transient obscurations of vision and pulsatile tinnitus may be present.  The characteristic headache being 

worse while lying down does not always hold.  Examination of the fundus is critical to make this diagnosis.  

Papilledema is necessary to make the diagnosis of definitive intracranial hypertension by criteria.  A confusing 

variable is an anomalous disc in the setting of headache and an elevated intracranial pressure.  The IIHTT 

showed that headache disability and the CSF pressure do not correlate, so do not rely on the pressure alone.  

Imaging findings of raised intracranial pressure including:  empty sella, dilated nerve sheaths, expanded 

perioptic subarachnoid space, flattening of the posterior sclerae, and compressed venous sinuses are helpful 



in making the correct diagnosis.  Treatment of the pressure does not always treat the headache.  Headaches 

often require migraine preventive treatments.   

 

Key historical features of low intracranial pressure include:  new onset of a daily headache with positional 

exacerbation or worsening throughout the day and with Valsalva maneuvers.  Patients with joint 

hypermobility are susceptible.  A high index of suspicion is critical and imaging is very helpful.  Key MR imaging 

findings include:  low lying cerebellar tonsils, flattening of the posterior pons, dural enhancement with 

gadolinium, engorged venous sinuses and an enlarged pituitary.  The headache usually but not always 

improves or resolves with a high volume dural blood patch.  However, when the headache and symptoms 

persists, extensive imaging of the spine looking for the “leak” ensues.  Treating the headache of low pressure 

until the leak is fixed is also challenging.   
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Stroke and Migraine 

Hans-Christoph Diener 

 

Headache is present in acute ischemic stroke in about 10% of patients with a higher prevalence in posterior 

circulation stroke. Headache is experienced in 20-30% of hemorrhagic strokes and in 50% of patients with 

cerebral sinus venous thrombosis. Headache and facial pain is a leading symptom in carotid and vertebral 

artery dissection. The risk of dissection is increased in patients with migraine. Late occurrence or deterioration 

of headache is associated with brain oedema in severe ischemic stroke or lesion growth in intracerebral 

hemorrhage. 

 

Case-control and registry studies show an increased risk of stroke in particular in women who suffer from 

frequent migraine with aura. The risk of intracranial hemorrhage is also associated with migraine. Migraine 

might lead to vessel endothelial dysfunction which might explain that the risk of all vascular diseases including 

MI and vascular death are increased in patients with migraine. This is also true for the risk of peri-operative 

stroke. The concept of endothelial dysfunction in migraine is supported by recent whole genome analysis 

studies. Therefore vascular risk factors in patients with frequent migraine with aura have to be identified and 

treated. 

 

Whether migraine wit aura increases the risk of deep white matter lesions or silent infarcts is still under 

debate. The observation of an increased risk observed in a population based study with MRI in the 

Netherlands could not be replicated by a twin study in Denmark. 

 

Migraine is associated with patient foramen ovale (PFO). Transcutaneous PFO closure, however, does not 

significantly reduce the frequency of migraine attacks. Rare causes of headache with vascular diseases are the 

SMART syndrome after brain irradiation and reversible posterior encephalopathy. In elderly people is 

sometimes to differentiate between isolated migraine auras and atypical TIAs. 


