CLINICAL UPDATE

Risk factors for CDH are summarised
by the 5Fa: Fraquent analgesic use
(two to five fold risk), Fearful (anxiety,
atrass), Female (four fold), Forties
(middle-age), Fat (overweight, fivefold
risk). Other risk factors include

sleep disturbance, OSA, smoking,
Caucasian race, family history and low
socioeconomic status.

CDH i3 esssntially a 'transformed’
{'sensitis=d’) form of precurscr headechs,
usually migraine, or a tengion-typs
heedeche {TTH) or cenicogenic hesadachs
(=.g. poet-whiplash) and mors rarely,
cluster-vescular headachee. Thers isa
rare form of COH knawm as 'new daily
persistent headache'which usually
affects young adults withcut an cbvicus
causs (viral ilness cr streesful life events
are implicated). NCPH ia typified by
patisnte remambering ths exact time and
circumatances of onast, even yeare later.

The phenctyps of COH is simiar to chronic
TTH (diffuse 'whole-of-head', dull, aching,
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preasure, occasionsl naus=a and sersory
senasitivity) with some of the featurss of the
pracurscr headacha

CCH nearly ateays leeds to medication
overuss headachs (MOH) (anelgesia uss on
atlesst 10 daye per month) which worssna
CCH in & vicious cycle. Medicetions nclude
triptans, opioids (8.9, codeing, eadatives,
ergots, NSAIDs and caffeine. Petients may
1ry to prewent their headachss by taking
analgesics pre-emptively (aka withdrawsl
headachs)

Management principles

A multideciplinary approach is requirsd

to manags CDH, particuarly clinical
peychology 1o d=al with anxisgty, strees

and habitual medication-us=s bahavicurs.
Maneg=ment ia difficult with a relapes rats
of 30-508%, particulary with outpatient
trestmente. It helps to inform about COH
and MOH.

Exclude heedache 'red flags’ (TINT":
Tumeur, Temporal artetis, |ntrecranial
preasure [high or kv, Inflammation
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Affecting 5% of paople, chronic

deily heedache: occur at lesst 15

deys per month end are debiftating,

gifecting work and frequantly leads
o medcation overuze.

[meningitis], Neurclegical deficits, Trauma).
MRAI or CT cranium, lumbar puncture end
mancmetry of ESRACRP may b= required if
'red fiegs’ ndicete a need. Coneidsr other
causes of COH ncluding cervicegenic
{post-ahiplach), sinus, facial pain/TVJ,
{rigeminal neurelga and cphthalmic.

|d=ntify end manage "yellow flags”:
paychosocial stressors, snxiety, elesp,
substance and medication-overuse
behaviours.

Treat the orignal precureor headache
(neerly alweye migraine) using amitriptyling,
topiramete (migraine) or botulinum toxin
inj=ctions (chronic migraine). All patients
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Chronic daily headaches: a transformation

with COH should heve at lesst one trial of
GOM [(Greater Ccoipital Meres] blocks.

It is ess=ntial to manegs MOH by doss
tap=ering ard cessation. Start 8 medication
end headache diary. Try cutpatiant taparing
in a motivated petient Emitriptylins and
0% dome reduction perwesk), Inpetisnt

MEDICAL FORUM

menagement for patienta who can't tapsr
at homa or &t sk of headeche flena-up or
withdrerwal Fiee-day admission for G0N
blocks, amitiptyine, metodopramids,
pradnizolzne, [V kstamine and rescue
anekyeEsia fzranial TEMS, ndomethacin
supposicnss, chonidine, ondansstron,
lorezspam or clonezepam) Opicid

withedrgeal may need bo be managsd
carcurenty.

Relapss prevention whene possible and
frequert folow up is vital. B

Auffoor compaling infarests: W ralaanr
disaipsures. Duastons T Confact e editor
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