
Wrrco*e to the Winterissue of the lndiana
Academy of Pain Newsletter. These next two
issues will focus primarily on Atligraines. Ihrs
issue diyes into the frequent debate of "sinus
headache." What is it truly? l-law da we hesf
treat it? What information does the patient
need? What implicatians are fawncliru regards
ta recent studies? Why is codlng far sinus
headache so difficult? We shed some liEht on
fftese quesfioms im fhvs lssue.

We thank you far yaur interest and welcame
any discussian ar comments. We alsa welcame
any questions or conoerns regardinE rnigraines
and will print these in the nexf issue.
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Th-e Myth of Sinus Headache
By Randall Oliver, M.D.

There has been debate recently over the "*)4h" of sinus headache. Is sinus headache really migraine? Roger Cady,
M.D. of Springfield, Missouri, hoped to shed some light on the subject with his recently published research study that
tested if migraine medication relieves the symptoms of "sinus headache." The study revealed that 60% improved on
one Imitrex 50mg tablet. This shor;Vs tbat atleast 6A0/o, and possibly more, of these so-called "sinus headaches" are tru-
ly migraines. If 60% improved on 50mg, then treating the other 40% with a step higher, such as Imitrex 100mg tablet,
nasal spray, or injection, would probably show an even better number who find relief from the headache. The reason
the pain is felt in the sinus region is the activation of the trigeminal system. During a migraine, this activation can
cause allodynia (or pain and discomfort) of the scalp, face and extremities. This can also be found as tenderness comb-
ing the hair and difficulty wearing glasses or contacts, of which there is no abnormality of the scalp or eyes. Just be-
cause a migraine felt in the sinus area does not necessarily mean there is a disorder of the sinuses.

The participants were surveyed regarding satisfaction with this treatment of "sinus headaches," and those who
responded to Imitrex felt more satisfied with the Imitrex than with their previous sinus treatment. Even if you still be-
lieve in the "sinus headache" as an entity, we at least now can show reiief with the use of kiptans. But for this popula-
tion 'oatients to receive the best care, they should receive directed migraine treatment, both abortive and preventive.

NEXT ISSUE:
CAMMAN MsTAKES PHYSICIANS MAKE IN CLASSIFYING HEADACHES AND HOWTO CHANGETHIS.

i bcus w'ill be on tlxe dicgtwsis and dffirenticttion af nigruines. !{b will discuss tlae IHS cktssificttion o.f
uigraine with aura, wigrcine v,ithout aura. and tension-hpe lrcctd*che. Case studies w,ill be prcsenred. An1, case

study af cm interesiing migwine c$se thdtt tt,cts tl$ficttlt ta cl*ssifi' *re *,elconte. In the next issite ie wil! also discttss
rhe dffiait:, diagnosing childho*r{ migrwine ancl tre*ttttent *ptiorts.
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ffimding for Sf;mus Headaehe
As yor-l rnay already f.i6*, there is no iCD-9 cocle for sinus headache. This is because the conclition that is i:eing treat-

ed is usually migraine. The f'oliouring codes are available for billing for the various headaches:

MIGRAINE HEADACHE

342,.2

346.0

346"1

346.2

345.8

346.9
625.4

retinal
with aura

classical
atypical
common
Abdominal (syndrome)
allergic (Lristamine)

lower-half
variant
basilar
herniplegic
ophthalmoplegic
idiopathic
menstrual

307.81

346.1
346.2

346.9

tension
nonorganic
emotional
psychophysologic
sick
allergic
elnster
histamine
migraine type
migraine

vasomotor
due to:
lumbar puneture
saddle block
spinal
spinal fluid loss
postspinatr

menopausal
headache

vascular

346.98
349.0

627.2
784.0

The only code above that cornes close to sinus is "allergic" headache (346.2)
It is actually cluster migraine Therefore, if you are seeing patients with sinus

headache, you cannot bill for it. It is not a recognized ICD-9 diagnosis. Also,
patients who think they have sinus headache are more satisfied with Imitrex
50mg than with their previous sinus rnedication treatment.

YOUR QUESTIOruS...
questions from our members

Q. I have experienced patients who are inststent on a narcotic for
immediate migraine relief, How do I tell them no without seeming

uncaring or unhelpful?

A. Remember our oath to "first do no harm." The best medical care

treats ailments with the least possible risk. Be firm and make it understood
that you will not prescribe narcotics for migraine pain relief. Then explain
that you are doing this in the patient's best interest. It is also helpful to tell
the patient that he or she has had these rnigraines for some time and it may
take a trial and error of medications to get the migraines under control. Re-

main firm. If you eventuaily give in, you tell the patient that you can be

manipulated. Rebound may also occur and the patient will then have head-

aches more often than before your treatment. First Do No Harm. Don't
make things worse.

Q. For prophylsctic treatment oJ migraine, wlzat dose cto youfind most elJbctive when using Depakote?

A- This is one of the most effective migraine preventative medications that we have available. However, it works

50% of the time to reduce heaclaches by 50%. Dosages are 500mg, 1000mg, and 1500mg. It may be given all HS or
divided into doses. Drug levels are of no use at all. Dose to clinical efficacy. ({ote. Birth defects'dre bomman with
the use of this drug, so irusist oru canun rent birth control use in fentale paiients.)

TRUE SINUSITIS

headache and not the cause.
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A Quick Note on Nareoties
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y Rarrall Oliver, M.D"

Nar- -,ics should only be used in rnigraine if ali other options have been exhausted. {Jse of a narcotic more than twice
week ieads to rebound headache" Tiris means the patient witrl experience more headaches as a conseqlrenee of narcot-

; use. Once the rebound cycle has begun, it takes 12 weeks off of the medication for the seratonin in the brain to norm-
hze andfor a normal response to pain to return.

pain requiring narcotic

Thib condition is very hard to convince the

patient of because they see the simple facts that

he or she has pain and the narcotic takes the
pain away. So avoid this condition and you and

the patient will not have to struggle to get out of
it. Stadol nasai spray is a partieualafly potent
offender for causing rebound headaches" Other
common rebound medications include:

pain again
lue to withdraw

narcotic use

narcotic leaves
the body

pain relief

PATIENT EDUCATION
Many patients will not believe that they are not having a sinus infection

rr sinus pain. They expect you to giye them a prescription antibiotic, nasal
rpray, or antihistimine. They have taken the over-the-counter sinus medi-
:ations and found only minimal to no relief. The patient truly feels the

rain in their face or sinus area.

These patients who are experiencing frequent headaches need education
o understand that these are actually migraines so they can be treated

rccordingly.

* Butalbital combination
(eg: Fiorinal, Esgic)

* ASA
+ Acetaminophen
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Want to join? lndiana Pain Academy
Annual Membership Dues

Physicians: $1O0/year
Others: 525lyear

Fax this form to lndiana Pain Acaeierny

at (8i 2) 422-242\'
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PAINTERMS

Stahts migrainous---Persistent rnigraine
that doss not go away by itself.
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Analgesie LaddetrB
"G"uidelines for Pain Cantral

By Randall 0liver, MD

From time to time the Indiana Pain Academy will try
to set guidelines. As medicine and science, pain med-
icine in particular, is not an exact science, these guide-
lines are not deemed to be absolute. They are to assist
the clinician practice better medicine and have a struc-
ture to work within. lt is recognizecf however, that
inclividuality of treatment is the hallmark of good
medical treatment.

The analgesic ladder ffigure 1) forms ttrre stepwise
treatment of plan of chronic pain treatment. The steps
show a progression from siinple analge sics to rnor-.e

potent analgesics. The idea is to not start with opioids
initially.

Neither must less potent analgesics be stopped at
each level" Ultracet ean be continued with a routine
opioid on as breakthrough. Treatment of the comorb-
id chronic pain symptoms of depression, anriety,
insomnia, fatigue, and sexual dysfunction must be
concurrent.

It is also suggested that short-acting opioids not be
used for routine chronic pain treatment. They gener-
ally work only three to four hours and are therefore
useflil for breakthrough pain only.' Routine, 24-hour
use of opioids should be long-acting medications, such
as MSContin, OxyContin, Duragesic, and Methadone.
Short-acting opioids cause a roller coaster pain relief
pattern (figure 2).

This would be inadequate for blood pressure and
diabetes mellitus control and is equally not medically
appropriate for 24-hour pain control.

Adjunctive modalities and medications should be
added at any level when appropriate. All opioids
given routinely should be long-acting" Short-acting
opioids should be used for short-term or temporary
pain only. Long-acting opioids are more appropriate
for iong-acting pain ffigure j).

Figure I
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Emtermafrf,omaff ffieadaehe Sms&ctry ffiemdmehe €$assifff;eatioms

T "3 ft4Egra;me wic'hmu-at Autra

A. At least 5 headaches fulfillin! criteria B-D
B. Ffeadache lasts 4ta72 hours (if ulntreateel or

u n successfu I ly treated)
e . Headache has at least two of the following

cha racteristics:
1. Unilateral location
2. Pulsating quality
3. Moderate or se\./ere intensity (inhibits
or prohibits daily activities)
4. Pain aggravatecl by routine physical
aetivity

D. During headache, at least one of the followinE
associated symptoms:

'! . hlausea ancl/or volnitir:g
2. Photophobia and phonophobia

RESOURCES:
IntennatiomaN Headaahe Soeiety
Oakwood
9 Willowmead Drive
Prestbury, Cheshire lndiana Acadenny
sKlo 4BU of Faim Mediclme
United Kingdom P.O. Box 6271

Tel: +44(0)1625 828663 Evansville, INI 47719
Fax: -t44(0)1625 828494 1-812-425-9824
www.i-h-s.org 'IndianaPainAcad@,cs.com

National Headache Foundation
1-B8B-NHF-sss2

wwwheaclache.org
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CQMNG EYEruTS.,"

American Headache Society
Headache'filow 2003

Jgnuary 17-19,2003
Cancun, Mexico
l-856-4n-0A43

Ameriean Academy of Fairn fll1edfietne

l9{hAmnnl A,feeiing
Febrrnary 18-23,2AA3
New Orleans, LA
r-847 -351-4731

lndiama Fairn Aeademy
Oliver Headache & Pain Clinic
7th Anrutal Pain Symposium
March 1, 2003
Evansville, IN
l-8t2-425-9824
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