
Abstract The revised International Headache Society clas-
sification (2004) represents a very good reference also for
ear, nose and throat (ENT) specialists and can be largely
shared. The authors follow the classification outline and com-
ment on the chapters of ENT interest. The classification leaves
unsolved problems and most of them are of ENT competence,
such as mucosal contact point headache. It will be a task for
ENT specialists to clarify the real role of very hypothetical pri-
mary forms frequently assigned to diagnosis without a correct
rationale.
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Introduction

The ear, nose and throat (ENT) specialist is frequently con-
sulted when a headache can be caused by an ENT primary dis-
order. In other cases it is the ENT specialist who diagnoses a
concealed form of headache from other symptoms such as in
the case of benign paroxysmal childhood vertigo. Sometimes
patients are referred to the ENT specialist by their general
practitioner, but often it is the patient himself who contacts the
specialist, presuming there is some ENT disorder that is caus-
ing his headache. For instance, people often assume sinusitis
is the most common cause of headache even though they do
not have any specific symptoms apart from headache.

ENT literature tends to give more importance to secondary
headaches, whereas the revised International Headache
Society (IHS) classification (2004) starts with primary forms
[1]. Furthermore, strict criteria must be adhered to in order to
allow diagnosis of secondary forms [1].

We share the major criteria of the classification and think
it is important to speak the same language as other headache
specialists, so we will follow the IHS classification, referring
only to the disorders of ENT competence.

Benign paroxysmal vertigo of childhood (IHS 1.3.3)

The first chapter of the IHS classification involving the
ENT specialist is Migraine, which includes Benign parox-
ysmal vertigo of childhood.

IHS classification description: this probably heteroge-
neous disorder is characterised by recurrent brief episod-
ic attacks of vertigo occurring without warning and resolv-
ing spontaneously in otherwise healthy children.

Benign paroxysmal vertigo of childhood is quite a
frightening rare disease frequently associated with cases of
migraine in the family. Vestibular tests are usually normal,
setting the child and parents’ minds at rest. It usually trans-
forms into migraine in adolescence.
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Cluster headache (IHS 3.1)

Cluster headache determines headache attacks with pain
and symptoms located in different regions of the face: most
of them are typically in the ENT field (nose, cheeks, orbit,
eyelid etc.). Cluster includes Sluder’s syndrome, although it
is also mentioned in Chapter 13: “Cranial neuralgias and
central causes of facial pain” where Sluder’s sphenopalatine
neuralgia is a specific disorder although “not sufficiently val-
idated”. For many years ENT specialists have tried to per-
form various types of medical and surgical local treatments
to solve different kinds of clinical conditions that are now
included in cluster headaches. The results, not surprisingly,
have been very irregular, as the diagnoses and treatments
were approximate. Furthermore, the so-called “rhinogenic
headaches” were sometimes cured, at least temporarily, by
simple treatment, such as touching the nasal mucosa corre-
sponding to pterigo-palatine fossa, with a mixture of drugs.

We have introduced the endoscope to improve the visu-
alisation of the lateral nasal wall site where we inject drugs
towards the pterigo-palatine fossa. The preliminary results
are quite encouraging, so the endoscopic sphenopalatine
ganglion block has now become part of our global treatment
protocol for chronic cluster headache, following medical
treatment and preceding deep brain stimulation. This last
treatment has very good results, but presents very high risks,
so it has to be reserved to a limited number of cases.

The secondary headaches

In this chapter we find, among others, all the clinical
forms traditionally referred to ENT for diagnosis.

Headache attributed to head and/or neck trauma (IHS 5)

The ENT specialist is only called in here to deal with the
dizziness that is usually associated with the headache. He
must perform a vestibular test to assess whether a balance
lesion is demonstrable and to permit a better clinical and
medico-legal evaluation of the patient.

Vestibular suppressor drugs to treat dizziness should be
used as little as possible as they tend to delay spontaneous
balance compensation. Vestibular rehabilitation is often
useful for cases with prolonged dizziness symptoms.

Headache attributed to infection (IHS 9.1)

In headaches attributed to intracranial infection or, specifical-
ly, to bacterial meningitis (9.1.1), ENT specialists can be
involved for different reasons. Bacterial infection can arise
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from ENT regions and reach the meninges. The incidence of
this illness has decreased in the last 40 years because of gen-
eralised antibiotic treatment for all ENT infections, but it still
exists. Two different ENT sites generate inflammations that
can lead to secondary meningitis: the ear and the nose.

Otogenic meningitis is the most common intracranial com-
plication of neglected otitis media. In the western world such
complications seldom occur in children and young adults and
are extremely rare in adults and elderly people. The current use
of antibiotics and of more sophisticated surgery has greatly
diminished the incidence of otogenic meningitis in compari-
son with the past. This has resulted in physicians having less
experience concerning diagnosis and treatment of this compli-
cation. Probably due also to high immigration flow in Europe,
the incidence of these complications has seemed to increase
over the last five years, so a great deal of diagnostic attention
is needed. Frequently emergency surgical treatment is manda-
tory. It is important, therefore, to diagnose the event correctly
and to decide on the right treatment.

Meningitis attributed to sinusitis is very rare, but more fre-
quently anterior cranial base dural defects that can provoke
cerebrospinal fluid (CSF) leaks and secondary meningitis can
be observed. Dural lesions, even those which do not cause an
evident CSF leak, must be considered life-threatening as they
can cause bacterial meningitis with all its possible complica-
tions. It is always vital to detect, localise and repair the dural
defect and seal the CSF fistula. ENT involvement in this disor-
der has two functions: the diagnosis and repair of anterior skull
base CSF leaks. Today, the endoscopic transnasal approach is
the treatment of choice for these lesions as it has a higher suc-
cess rate and is less aggressive than the intracranial approach.

Headache or facial pain attributed to disorders
of cranium, neck, eyes, ears, nose, sinuses, teeth, mouth
or other facial or cranial structures (IHS 11)

This chapter is about the secondary headaches typically
referred to ENT specialists. It is significant that the IHS clas-
sification dedicates only 6 pages to this chapter as they were,
in the past, over-diagnosed. In the revised IHS classification,
diagnosis of secondary headache is only considered definite
when the headache resolves or greatly improves after effective
treatment or spontaneous remission of the primary disorder. In
the other cases only a diagnosis of headache probably attrib-
uted to the cranio-cervical disorder can be applied.

Headache attributed to disorder of ears (IHS 11.4)

Excluding the complications of otitis, like mastoditis and
meningitis, which have already been discussed, ear disor-
ders, whether inflammatory or not, seldom provoke either
headache or facial pain of any kind together with earache.



If a secondary form is suspected, the ENT specialist has
to establish whether or not a primary ear disorder is present.
Today many exams can help this diagnosis such as otoscopy,
micro-otoscopy, audiometric evaluation, CT scan, etc. As the
IHS classification reminds us, in the absence of an ear disor-
der, the ENT specialist must search for a possible primary
lesion site which may create a referred otalgia and headache.
If an ear disorder or a referred otalgia is present the ENT spe-
cialist must treat and solve the source of the problem.

It is important to remember that to fulfil IHS classifica-
tion, as for all secondary forms, the headache must signifi-
cantly reduce or resolve within 3 months of the successful
conclusion of the treatment in order to confirm the diagnosis.

Headache attributed to rhinosinusitis (IHS 11.5)

The most frequent cases of headache that the ENT consultant
is asked to treat is for patients who believe they are suffering
from rhinosinusitis. The concept of sinus disease as a frequent
cause of headache is deeply ingrained in the European and
American public, but when the ENT specialist visits these
patients there is seldom a clear case of sinusitis. In fact, sinusi-
tis is not so common a cause for disabling headache as is gen-
erally believed. On the other hand, migraine can cause similar
symptoms to rhinosinusitis, such as facial pain, nasal conges-
tion and rhinorrhea. In some clinical studies, 90% of self-
diagnosed or physician-diagnosed sinus headaches met the
criteria for IHS migraine type headache and migraine treat-
ments helped them [2]. Furthermore, some forms of tension-
type headache can simulate frontal sinusitis. Radiological
studies demonstrate that sinonasal pain symptoms often fail to
correlate with CT findings [3]. However, rhinosinusitis does,
in some cases cause headache or can add to other headache
forms with an overlap of symptoms. Frequently chronic
sinusitis and, in general, nasal disorders are resistant to med-
ical therapy and require a surgical procedure. The ENT spe-
cialist must be prudent in assuring the patient that sinus
surgery will cure his headache before proceeding, because it
is not certain that rhinosinusal normalisation will heal
headache, as it may have a different cause to sinusitis.

Rhinosinusitis only causes pain when inflammatory
congestion closes the sinusal ostia, causing a closed cir-
cuit with further inflammation and pneumatic pressure
that tends to maintain active sinusitis even when the nasal
cavities seem clear. Chronic sinusitis does not usually
cause facial pain or headache, but when it relapses into an
acute phase it can do so. Endoscopic rhinosinusal exami-
nation is needed to confirm suspected sinusitis. On the
basis of the endoscopic evaluation, the ENT specialist can
decide if it is necessary to perform a medical treatment.
Endoscopy permits the specialist to follow up the patients
and to execute laboratory investigations or radiological
examinations when needed. IHS classification, correctly,
does not indicate the old radiological exams as useful for

the diagnosis. Nowadays if we want more information
with respect to what endoscopy can give us, we need to
perform a CT scan or MRI.

Headache attributed to other disorders of cranium, neck
eyes, ears, nose, sinuses, teeth, mouth or other facial or
cervical structures (IHS 11.8)

This appears to be a chapter in which the IHS classifica-
tion wants to insert all the lesser established or lesser
known secondary forms that are characterised by a precise
causal relationship with a hypothetical primary disorder
and which recover after the treatment of the primary form.

Cranial neuralgias, central and primary facial pain and
other headaches (IHS 13)

This big chapter includes some well known neuralgias and
a lot of minor forms of facial pain that can refer to ENT.
Usually the ENT specialist has only to control the absence
of a primary form in the upper aero digestive tracts: spe-
cial attention must be paid to tumours. Rhinofibroscopy, a
very well tolerated exam, consistently helps the diagnosis.

Glossopharyngeal neuralgia (13.2)

A patient with a glossopharyngeal neuralgia can consult an
ENT specialist or, more frequently, an ENT specialist is
asked by the general practitioner or the neurologist for a
clinical evaluation. The form is quite rare and the correct
diagnosis must exclude ENT primary forms.

Nervus intermedius neuralgia (13.3), Superior laryngeal
neuralgia (13.4), Nasociliary neuralgia (13.5), Neck-
tongue syndrome (13.9), Persistent idiopathic facial pain
(13.18.4), Burning mouth syndrome (13.18.5)

In these small chapters the classification inserts some rare
forms whose existence is frequently discussed, but for which
specific description and validation are believed sufficient.
The disorders that concern ENT are reported here. Any sin-
gle form is open to discussion. It is difficult to affirm that
nasociliary neuralgia is a specific form in a defined chapter,
and at the same time, sustain that the classic Sluder’s
sphenopalatine neuralgia is not sufficiently validated. The
different handling of these two diagnoses is probably due to
the fact that in nasociliary neuralgia the trigger point is on
the face, while in Sluder’s sphenopalatine neuralgia it is
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inside the nose, so more difficult to assess. In the old classi-
fication both were included in Cluster forms. Here again the
ENT specialist is required to point out the absence of a
potential ENT primary form.

Other cranial neuralgia or other centrally mediated facial
pain (13.19)

This chapter refers to three rare forms that are not believed
to be sufficiently clarified and validated, but that are tradi-
tionally mentioned among the forms of facial pain: Vail’s
Vidian neuralgia, Sluder’s sphenopalatine neuralgia and
Eagle’s syndrome. Even today many ENT or maxillofacial
specialists make these diagnoses. See the previous chapter
for some discussion of this.

Appendix

Headache or facial pain attributed to disorder of cranium,
neck, eyes, ears, nose, sinuses, teeth, mouth or other facial
or cranial structures (IHS A11), Mucosal contact point
headache (A11.5.1)

The appendix includes a chapter that is of paramount impor-
tance for the ENT management of headaches: mucosal con-
tact point headache. The revised IHS classification differen-
tiates between this condition and septal deviation or turbinate
hypertrophy. It does not consider either of the latter condi-
tions sufficiently validated. We feel this is an error in the
classification because mucosal contact only exists when the
contact is determined by deviation of the nasal septum and/or
hypertrophy of the turbinates.

It is well known that among people with nasal disorders,
headache has a higher prevalence with respect to people
without any nasal obstruction. At the same time it is verified
that among people with headache, nasal disorders have high-
er prevalence with respect to normal. So a link between these
two disorders surely exists. In the past ENT medical and sur-
gical treatment for the management of “rhinogenic
headaches” has been used frequently. Some of these treat-
ments did not have any proven rationale. However, some-
times an ENT surgeon observes that, after surgery for septal
deviation and/or middle-inferior turbinate hypertrophy, a
chronic headache abruptly disappears. In our experience it
happens only occasionally. Looking at the literature, con-
trasting opinions can be observed. Some authors report very
good surgical success for mucosal contact point headache,
but generally a small number of patients is analysed. On the
other hand, Abu-Bakra and Jones [4], studying a large num-
ber of patients attending a rhinology clinic (973 cases) found
that the prevalence of nasal mucosal contact point was the
same (4%) in the groups with or without facial pain. They
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conclude that: “surgery undertaken to remove mucosal con-
tact points for facial pain is usually unnecessary as the aeti-
ology of this facial pain appears to be a more central
process” [4]. This report, anyway, is not completely con-
vincing, as the total number of patients with facial pain (4%)
seems too small in this study. We agree with the IHS classi-
fication that this is an open subject.

However, many of these patients have real nasal prob-
lems together with headache, so nasal surgery is frequent-
ly necessary. The surgeon cannot assure a cure for
headache, but only the improvement of nasal obstruction;
if the headache disappears, it will constitute a great suc-
cess. It is not correct to perform very aggressive interven-
tions on the basis of an unproved rationale, but it is
mandatory to adopt the modern concepts of mini-invasive
nasal surgery. If headache is the only symptom and no
other pathogenesis is observable, but mucosal contact
points are evident, the surgeon is up against a dilemma.

Conclusions

The revised IHS classification (2004) represents a very
good reference also for ENT specialists and can be largely
shared. It leaves unsolved problems and most of them are
of ENT competence, such as mucosal contact point
headache. It will be a task for ENT specialists to clarify the
real role of very hypothetical primary forms frequently
assigned to diagnosis without a correct rationale. For these
reasons, the IHS requires that any diagnosis of a secondary
form is possible only when there is a clear relationship
between recovery from the primary form and cure or great
reduction of headache. Clearly this is a great limit when
the primary form is not easy to treat or may require surgi-
cal intervention. In such cases headache, according to the
IHS classification, can be coded as “headache probably
attributed to [the disorder]” and the surgeon must pay great
attention to ensure the patient is aware that surgery may
not be a cure for the headache.
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