
 

 

 

 

 

TENSION HEADACHE 
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TENSION HEADACHE 

 

Introduction 

 

Tension headache is by far the most common cause of headache, and a not an 

uncommon cause of presentation to the Emergency Department. 

 

Diagnosis is ultimately a clinical one. 

 

The major task in the Emergency Department is to differentiate tension headache 

from other more serious causes of headache that need more urgent intervention/ 

management. 

 

Treatment is with simple oral analgesics, avoiding opioid type drugs as a general rule. 

 

Underlying precipitating factors should be identified and strategies sought to deal with 

these where possible. 

 

Ultimately tension headache is really a diagnosis of exclusion; and any patient who 

is sufficiently distressed with a primary complaint of headache to present to a 

hospital emergency department must be viewed with an index of suspicion for 

possible serious underlying pathology.      

 

Pathology 

 

Cause: 

 

The sensation of tension headache has long been attributed to increased muscle tone with 

consequent muscle ischemia; interestingly however, individuals with tension headache 

have not been shown to have increased contraction or ischaemia in the muscles of the 

scalp or cervical spine when compared to controls, and so it appears that the sensation 

may be more apparent than real. 
1
 The perception of headache is now thought to relate 

more to central CNS processes.  

 

Classification: 

 

Tension headache is usually classified as being: 

 

1. Episodic.  

 

2. Chronic: 

 

● Chronic tension headache often recurs daily and is more associated with a 

 sensation of contracted muscles of the neck and scalp and upper back. 

 

Precipitating factors: 

 

Triggering factors include: 



 

Most commonly: 

 

1. Mental stress: 

 

● As the name “tension headache” itself suggests, mental stress is the most 

 common triggering factor. 

 

2. Physical stress: 

 

 ● Exhaustion 

 

Other precipitating factors can include: 

 

3. Insomnia 

 

4. Depression: 

 

● Tension headache is not associated with a particular personality type; 

 however, depression may be more common in this group. 
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5. Jet lag 

 

Clinical assessment 

 

Typical features 

 

Typical features of tension headache include: 

 

1. Frequency: 

 

 ● Attacks can be recurrent 

 

2. Location: 

 

● Headaches are usually bilateral  

 

● Band like occipitofrontal in location 

 

3. Nature: 

 

● The usual description is one of a feeling of heaviness, pressure or tightness  

 

4. Severity: 

 

● Rarely severe enough to prevent normal activities such as walking or 

 climbing stairs. If severity is greater than this then other pathology need 

 to be considered.  



 

5. Onset: 

 

 ● Gradual, vague or indeterminate,(as opposed to acute and definite). 

 

6. Associated symptoms: 

 

● There may be mild photophobia, but significant associated symptoms such 

 as nausea and vomiting are not typical of uncomplicated tension headache 

 and if present should prompt consideration of other pathology. 

 

 ● Aura of course, suggests migraine. 

 

Assessment in the ED: 

 

The major task in the Emergency Department is to differentiate tension headache 

from other serious causes of headache that need more urgent intervention/ 

management. 

 

In this regard it is important to consider the usual “red flag” features of headache, 

which include the following: 

 

1. Abnormal examination: 

 

 ● Altered conscious state/ neurological signs 

 

 ● Abnormal vital signs 

 

  ♥ In particular a fever.  

 

 ● Signs of “meningism” 

 

 ♥ SAH or meningitis. 

 

 ● Petechial rash: 

 

  ♥ Meningococcal disease.   

 

2. Nature of associated symptoms: 

 

 ● Vomiting, especially if recurrent/ protracted. 

 

● Widespread myalgia raises suspicion for underlying sepsis. 

 

3. Severity: 

 



● Although severity can be a very subjective symptom, in general terms the 

 greater the severity of the headache, the more suspicion must be raised for 

 an alternative more serious diagnosis.  

 

4. Onset and time course: 

 

 Time course is usually of gradual or innocuous onset.  

 

● Very acute onset suggest ICH, and SAH in particular. 

 

● Headache persisting for many days or weeks, is suggestive of a space 

 occupying lesion.  

 

● Recurrent early morning headache is suggestive of raised intracranial 

 pressure from  a space occupying lesion.   

 

5. Infection Risk:  

 

 ● Recent travel, (consider cerebral malaria).  

 

6. High risk comorbidities: 

 

 ● Malignant disease: 

 

 ♥ The possibility of cerebral metastases must be kept in mind. 

 

 ● Coagulation disorders: 

 

  ♥ Bleeding tendencies 

 

  ♥ Pro-coagulopathies  

 

 ● Cerebral shunts: 

 

♥ Patients with V-P shunts or similar should be viewed with a high 

 index of suspicion for shunt complication, such as blockage and 

 infection 

 

 ● Immunosuppression: 

 

   ♥ Especially HIV, (tumour and toxoplasmosis)    

 

7. New headaches in those over 50 years of age - and especially the elderly.  

 

8. Atypical “migraine” presentations 

 

9. Pregnancy/ including the period of the puerperium. 

 



10. Medications: 

 

 ● Warfarin/ NOACs/ enoxaparin/ heparins (bleeds)  

 

 ● Oral contraceptive pill (thrombosis) 

 

11. Family history:  

 

 ● In particular SAH in close relatives.  

 

12. Possibility of trauma: 

 

● In the setting of head trauma, headache must always be considered to be 

 due to intracranial injury in the first instance. 

 

A history of trauma may not be volunteered, especially when occurring 

some days previous. 

 

13. Communication difficulties:  

 

● As with many situations in medicine, if there are significant 

 communication barriers, this necessarily lowers the threshold for 

 investigation. 

 

As headache is a symptom of a number of potentially life-threatening 

pathologies, the threshold to perform imaging must necessarily be lowered 

when an adequate history cannot be obtained.         

 

Examples of possible barriers to adequate assessment include: 

 

  ♥ Language and/ or cultural barriers 

    

  ♥ Intellectual impairment  

 

  ♥ Cognitive impairment 

 

  ♥ Mental illness 

 

  ♥ Drug / alcohol affected.   

 

14. Representations: 

 

 ● The index of suspicion must be raised for a serious underlying pathology   

 

 

 

 

 



Investigations 

 

No specific investigations are necessary to diagnose tension headache when the clinical 

presentation is clear, and the patient does not have any “red flag” features to their 

presentation. 

 

Investigation when required will be directed to ruling out possible more serious 

diagnoses. 

 

For investigations to consider, see separate document on “Headache”, (in Clinical 

Presentations folder). 

 

Management 

 

Management of tension headache is directed at the symptoms and where possible the 

underlying cause. 

 

Chronic tension headache may respond poorly to acute treatments, and can be aggravated 

by overuse of medication. 
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Episodic tension headache: 

 

1. Simple oral analgesics: 

 

There should be avoidance of opioid type drugs as far as possible.  

 

 Useful agents for children include: 

 

 ● Ibuprofen and Paracetmaol  

 

 Useful agents for adults include (NHMRC recommendations): 2 

 

● Soluble aspirin: 

 

♥ 600 to 900 mg orally stat and repeat in 4 hours if needed  2 

 

 Or: 

 

 ● NSAIDS: 

 

♥ Ibuprofen 400 mg orally stat and repeat in 6 hours if needed  
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Note that NSAIDS should be used with caution, if at all, in the 

elderly or in presence of renal disease and peptic ulcer disease. 

 

 With or without: 

 

● Paracetamol: 



 

♥ 1 gram orally 4 hourly prn (to a maximum dose of 4 grams per24 

 hour period) 
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♥ If the oral route is contraindicated, paracetamol can be given IV 

 1 gram 6 hourly prn 
2
 

 

 None of the above drugs is clearly more effective than the others in clinical trials 

 and so choice of agent must be individualized. 
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Triptans have not been shown to work in episodic tension headache, these agents 

are quite specific for migraine. 

 

Ideally, analgesics should not be used regularly for more than 2 to 3 days in a 

week to reduce the risk of developing medication-overuse (rebound) headache. 

In some individuals, analgesic use may be compulsive and associated with anxiety 

and depression. 

 

2. Psychotherapy: 

 

● For patients with tension headache and symptoms of anxiety, counseling is 

 the preferred first-line therapy. 

 

● Individuals often present for advice when their headaches are more intense 

 than usual, and these headaches may settle without further intervention. 

 There may be a strong placebo effect (with improvement in headache) 

 simply by the clinician showing an interest and empathy with the patient. 

 

● Simple reassurance and explanation will also assist many patients.  

 

3. Physical therapies: 

 

● Massage, heat and postural correction can all prove helpful for some 

 patients. 

 

4. Attention to underlying stressors: 

 

● Where these can be identified, they should be pointed out to the patient as 

 contributing factors. Patients themselves may not have considered these 

 factors, and can find some benefit in understanding/ recognizing the 

 source of their tension. 

 

 Steps can then be suggested by the clinician of the patient  themselves, 

 which may alleviate the sources of tension.   

 

Chronic tension headache: 

 

1. There should not be an over reliance on medication in this condition. 



 

2. In frequent attacks or constant (chronic unremitting) tension headache, 

 preventive medication should be used as a substitute for analgesics 

 

 ● Amitriptyline  is the agent most commonly used for this purpose. 

 

 See latest Therapeutic Guidelines for full prescribing details. 

 

3. Psychotherapy: 

 

 ● Cognitive behavioural therapy, by practitioners skilled in these techniques  

  can be  beneficial. 

 

● Relaxation exercises and stress management training/ advice may be 

 beneficial to some patients.  

 

4. Headache diary: 

 

If headache is frequent, a headache diary may be kept for 4 to 6 weeks, which acts 

as a more reliable account of events than a patient's recollection.  

 

This may provide useful insights to both doctor and patient. 

 

The diary can record details such as days with and without headache, severity, 

suspected triggers, and use of acute and preventive medications or other non-

pharmacological measures. 
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