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◗ Tension-Type Headache:
Introduction

Jes Olesen and K. Michael A. Welch

Tension-type headaches (TTH) are extremely prevalent
when mild and infrequent (6), but they can be frequent and
severe, constituting a major health problem causing great
suffering and adversely affecting an individual’s functional
capacity. No readily available laboratory or other inves-
tigational tests have proven abnormal in those suffering
from TTH. The diagnosis of the disease relies exclusively
on symptoms, which, to make things difficult, are not as
distinct as in migraine. The classification of TTH according
to the International Headache Society (IHS) (1) is given in
Table 66-1.

RELATIONSHIP BETWEEN
INFREQUENT EPISODIC, FREQUENT
EPISODIC, AND CHRONIC
TENSION-TYPE HEADACHE

The IHS classification now divides TTH into subcate-
gories, believed to be varieties of the same disorder. In-
dividual attacks in infrequent episodic, frequent episodic,
and chronic tension-type headache (ETTH) and (CTTH)
have similar clinical features (1), although the severity of

pain increases with frequency. Accordingly, CTTH is not
only more frequent but also more severe (3,4). ETTH and
CTTH forms are formally distinguished by their frequency
of days with headache. Categorizing these subforms was
originally based on practical more than pathophysiologic
arguments; CTTH constitutes a large group of patients
presenting to headache clinics and specialist practices,
whereas patients with frequent ETTH are rarely seen by
specialists or consult their general practitioners. Patients
with infrequent ETTH essentially never consult a doc-
tor for the problem. Further, patients with CTTH requir-
ing prophylactic treatment often respond poorly to acute
treatment, overuse medications, and have special manage-
ment problems. A number of other special management
problems are common in the chronic group. In more re-
cent times, pathophysiologic and genetic–epidemiologic
differences have been added to the practical reasons for a
subcategorization.

The symptoms of TTH are indistinct. Any number of
disorders can cause head pain, fulfilling the criteria for
TTH. Accordingly, the cause of TTH is often considered
mixed. Similar ideas about migraine were, however, preva-
lent before the advent of the triptans. High response rates
to specific serotonin 5-HT1 receptor agonists suggest that
migraine mechanisms may be somewhat homogeneous.
It could well be that most patients with tension-type
headache may respond similarly to future specific
pharmacotherapy because they share pathophysiologic
mechanisms.

SUBDIVISION OF TENSION-TYPE
HEADACHE TO THE THIRD DIGIT

In ICHD-1, ETTH as well as CTTH were divided into a form
with or without disorder of the pericranial muscles. This
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◗ TABLE 66-1 Classification of Tension-Type

Headache

2.1 Infrequent episodic tension-type headache
2.1.1 Associated with pericranial tenderness
2.1.2 Not associated with pericranial tenderness

2.2 Frequent episodic tension-type headache
2.2.1 Associated with pericranial tenderness
2.2.2 Not associated with pericranial tenderness

2.3 Chronic tension-type headache
2.3.1 Associated with pericranial tenderness
2.3.2 Not associated with pericranial tenderness

2.4 New daily persistent headache
2.5 Probable tension-type headache

From Rasmussen BK, Jensen R, Schroll M, et al. Epidemiology of headache
in a general population a prevalence study. J Clin Epidemiol 1991;44(11):
1147–1157, with permission.

was done in the absence of any actual evidence indicating
that such a subdivision was accurate or indeed biologic.
The classification committee hoped that introduction of
this subcategory would prompt more systematic investiga-
tion of pericranial muscle tenderness, as proved to be the
case (2). Nevertheless, the long-standing controversy over
muscular and central factors in the pathogenesis of TTH
remains to be settled, although clearly parts of the puz-
zle have emerged, as discussed in subsequent chapters of
this book. Of several methods identifying a muscular fac-
tor, only scoring of pericranial tenderness by manual pal-
pation (preferably using a palpometer) has value. There-
fore, ICHD-2 only distinguishes between TTH with or with-
out increased tenderness, while studies of electromyogram
activity level or pressure-pain thresholds are no longer
included.

The ICHD-1 subdivided TTH to the fourth digit accord-
ing to the most important causative factor. This subclassi-
fication was a call for studies to elucidate the importance
of these suspected causative disorders. Only a few studies
have specifically examined these issues, however. Accord-
ingly, in ICHD-2 the subdivision at the fourth digit level
was deleted for want of evidence. Also, several of the dig-
its are related to psychiatric diseases. Headache attributed
to psychiatric disorder was made an independent chapter

in ICHD-2. Furthermore, as a principle, comorbidity was
dealt with by giving two diagnoses in ICDH-2.

FOCUS ON TENSION-TYPE HEADACHE

Despite the high prevalence of TTH and its major socioeco-
nomic impact (5,6), research into the mechanisms of this
disorder has been limited. Worldwide, only a few groups
study its mechanisms and treatment, in sharp contrast to
the large amounts of money spent on advertising over-the-
counter analgesics for TTH. The disorder remains low on
the priority list of public and private foundations that sup-
port medical sciences. Considerable earnings of pharma-
ceutical companies from selling drugs for TTHs have not
stimulated industrial support for research. Despite these
problems, progress has been made in understanding the
mechanisms of TTH by a few pioneering groups as de-
scribed in relevant chapters in this book, although wider
circles of clinical and basic scientists have not yet joined in.

Awaiting further insight into the basic mechanisms of
TTH and new effective treatments, patients must still be
managed effectively. Fortunately, for this disorder, accu-
mulated clinical experience is often much greater than
that which can be found in scientific studies. Clinicians
dedicated to headache treatment can help most patients
with ETTH. CTTH, however, remains a major therapeutic
problem.
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