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Vignette

A 66-year-old woman reports severe right- and
left-sided headache that often occursatabout 1:00 AM,
about 2 hours after her typical bedtime (approximately
11 PM). She denies any associated features, such as
nausea, vomiting or sensitivity to light or sound.
Espresso before sleeping alleviates the pain.

Short-lasting Unilateral Neuralgiform Headaches

Short-lasting unilateral neuralgiform headache with
conjunctival injection and tearing (SUNCT) is distin-
guished by the short duration of attack (5 to 240 seconds)
and the frequency of occurrence (3 to 200 times per day)."
Short-lasting unilateral neuralgiform headache with cra-
nial autonomic symptoms (SUNA) has been proposed as
a broader category of pain, lasting 2 seconds to 10 min-
utes, occurring in the unilateral orbital, supraorbital or
temporal area and having a stabbing or pulsating quality.
SUNA is accompanied by one of the following: conjunc-
tival injection or lacrimation, nasal congestion or rhin-
orrhea, or eyelid edema. There is currently no effective
treatment for SUNCT or SUNA.?2%

Vignette

A patient describes a sharp, stabbing pain in the
temple and eye that lasts several seconds and occurs
repeatedly (several hundred times) every day. The
spouse describes an altered appearance to the eye on
the side of the pain. Trials with various medications
including indomethacin have not affected the pain.
The patient may require ongoing pain management
strategies to best control the severeity of pain.

Chronic Paroxysmal Hemicrania

The International Headache Society defines chronic
paroxysmal hemicrania as “frequent, short-lasting at-
tacks of unilateral pain, usually in the orbital, supra-
orbital or temporal region that last from 2-45 minutes.”"
Characteristic frequency is 5 or more attacks per day
(range 1 to 40)." Chronic paroxysmal hemicrania tends
to be more common among women than men, and onset
occurs in the third decade.

The pain is associated with autonomic symptoms such
as conjunctival injection, lacrimation, nasal congestion,
rhinorrhea, ptosis or eyelid edema. The pain is usually
unilateral over the ophthalmic distribution of the tri-
geminal nerve but has been reported in the occipital
region. The pain is excruciating and may be throbbing.
People with chronic paroxysmal hemicrania tend to be
still and quiet. Episodic paroxysmal hemicrania is re-
sponsive to indomethacin. However, gastrointestinal

protection may be required if the patient undertakes
long-term therapy.”

Vignette

A 25-year-old woman describes a throbbing and
intense pain around the left eye and temple that
occurs a dozen times per day and lasts approxi-
mately 30 minutes. The pain is disabling, and the
patient reports remaining still during the episodes
of pain. She reports left nasal congestion, but the
results of an examination by her ear, nose and throat
specialist were normal. Past medication trials have
included over-the-counter analgesics as well as trip-
tans. Indomethacin relieves the pain, although the
medication aggravates associated gastrointestinal

complaints.

Discussion

Although each of these forms of headache may occur
alone, they may be part of a more complex pattern, in-
cluding facial pain, that may produce a puzzling com-
bination of pain complaints and that may increase the
complexity of management. In addition, neurovascular
pain may present as facial symptoms, complicating the
diagnosis. Myalgia may contribute to a continuum of pain
that can progress to neurovascular pain, and mixed head-
ache is common. Temporomandibular joint disorders may
coexist with headache. Thorough diagnosis will allow se-
lection of specific treatment(s) and prophylactic manage-
ment addressing the various components of the patient’s
pain, allowing improved management. Management of
such pain conditions usually requires use of centrally
acting medications and may include counselling.

Toothache is possibly the most common form of
headache. Treatment of patients with nonodontogenic
headache requires recognition of contributing condi-
tions as well as knowledge of medical management of
these complex pain conditions, most of which is nonsur-
gical. Familiarity with common forms of headache and
nondental facial pain is essential for initial triage and
referral. Orofacial pain may contribute to a headache
problem, and as a result some type of team management
involving both dentists and physicians may be necessary
to resolve certain types of headache or orofacial pain.
People with pain lasting 6 months or longer may experi-
ence multiple pain complaints with multiple causes. Pain
occurring without obvious signs of oral or facial abnor-
malities may require further investigation. Because of the
complex nature of diagnosis and medical management of
nonodontogenic headache, referral to experienced clin-
icians is often appropriate.

Historically, there has been no single recognized
specialty with adequate training to recognize, treat and
manage complex head and neck pain. Pain research in
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dentistry has involved many specialists, including oral
and maxillofacial surgeons, orthodontists, periodon-
tists and endodontists. Clinicians specifically trained in
orofacial pain may be best able to assist in the overall
management of these patients. Future basic research,
clinical trials and improvements to diagnostic categories
are needed to advance pain management. #
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Policy on Advertising

It is important for readers to remember that the Canadian
Dental Association (CDA) does not endorse any product or
service advertised in the publication or in its delivery bag.
Furthermore, CDA is in no position to make legitimizing
judgments about the contents of any advertised course.
The primary criterion used in determining acceptability is
whether the providers have been given the ADA CERP or
AGD PACE stamp of approval.
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