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ABSTRACT

Mucosal contact headache is a newly added secondary headache disorder in the International Classification of
Headache Disorders (ICHD-2) supported by limited evidence. Headache is a very frequent symptom, which is
the complaint of half of the subjects that come to the physician. The present study was aimed to evaluate the
outcome of surgical treatment of patients with refractory headaches with intranasal mucosal contact points.
Headache due to the pressure on nasal mucosa of anatomical variations, nasal polyps, or mucosal swelling in
the absence of inflammation of the paranasal sinuses is a clinical entity that has gained wide acceptance.
Surgical correction of contact points in the nose by functional endoscopic sinus surgery results in relief of
chronic headache. In themes with primary headaches, contact points may be connected with the treatment
refractoriness.
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1.Introduction

Headache is a very common symptom, which is the complaint of half of the subjects that come to
the physician. Chronic headache is distressing for both the patient and the physician; to the
former due to its nagging nature and to the latter for his inability to diagnose and for problems of
self-medication in many cases. The causes of headache are multi-factorial varying from simple
tension headache, migraine, myo-facial spasm, tempero-mandibular joint arthralgia, vascular
headache, refractory errors of vision, and brain tumors. It requires a multidisciplinary approach to
diagnose the causativefactors.

Contact points may be a cause of secondary headache or an exacerbating factor for primary
headaches [1]. Mucosal contact headache is a newly added secondary headache disorder in the
International Classification of Headache Disorders (ICHD-2) supported by limitedevidence.
According to the ICHD-2, these headaches are characterized by intermittent pain localized in the
peri-orbital and medial canthal or temporo- zygomatic regions, associated with evidence of
mucosal contact points by nasal endoscopy or computed tomography (CT) imaging. The contact
between the structures, in addition to being a mechanical stimulus in those regions considered as
origin of the pain, promote local inflammatory process, with release of mediators that are related
with the painful process [2]. The presence of mediators as substance P and histamine reduces
pain threshold in the nasal mucosa receptors [1]. The theory of the local reflex triggered by
contact between structures, with release of vasoactive amines and onset of edema is a mechanism
valued by the literature [3,4,5]. This mechanism can be the substance P as a mediator of the
reflex. P substance is a neuropeptide known since 1931 and found in sensitive nervous fibers of
the nasal and paranasalmucosa[6-12].

Various stimuli in the polymodal receptors which is located in the nasal mucosa, such as
infectious, chemical or mechanical (pressure) irritating agents

may generate an orthodromic impulse to the cerebral cortex. This impulse is mediated by
substance P, responsible for the painful stimulus. In addition to orthodromic impulse, such
stimuli generate also antidromic impulses, capable of releasing P substance in the nasal mucosa,
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mediating plasma leak, vasodilation, smooth muscle contraction and hypersecretion. This

mechanism is called axonalreflex.

Mucosa edema may increase the existing pressure among the structures, maintaining the process
in a vicious cycle[13-16]. The occurrence of local trauma by the contact and pressure between the
structures can also lead to release of substance P in the nasal mucosal”. Here we assess the
headache outcome after the surgical correction of contact points in the sino-nasal area (intra-nasal
contact between opposing mucosal surfaces) in patients with chronic headaches[17-20].

2. Materials and Methods

Source of data:

Patients attending the Department of Oto-rhino-laryngology & Head and Neck surgery, Sri
Lakshmi Narayana Institute of Medical Sciences, Puducherry from November 2015 to December
2017 who had fulfilled the inclusion criteria mentionedbelow. Inclusion criteria and
Exclusioncriterion was followed

Sample size of thestudy:

A total of 150 cases in ENT out patient in the year Nov 2015 - Dec 2017 with chronic refractory
headache those meets the inclusion criteria — were included in the study. These 150 patients of
chronic headache were then subjected to detailed ENT examination.

Methods of Data Collection:

All the patients were subjected to detailed history taking, clinical and systemic examination prior
to otorhinological examination to rule out any systemic causes like hypertension, migraine,
tension headache, neurological causes, ophthalmological examination to rule out refractory
errors, gynaecological check up to eliminate premenstrual tension and premenopausal syndrome
as cause of headache.

ENT examination:

Consisted of detailed history of headache, its periodicity, intensity, localization, precipitating
factors, associated symptoms like nausea, vomiting, nasal block, rhinorrhoea, anosmia, epistaxis,
and snoring. Anterior and posterior rhinoscopy was done to assess and evaluate any anatomical
variation or pathological lesion. X-ray paranasal sinuses water’s view and additional views if
required were done to rule out any paranasal pathology.

Routinely this was followed by diagnostic endoscopy under local anesthesia. CT scan was
ordered in patients who were found to have some evidence of pathology or anatomical variation
.Contact points had to be present on CT scan. This was defined by contact between the nasal
septum and superior or middle turbinate and/or medial wall of ethmoid sinus. During a headache
attack, patients reported significant improvement after topical anaesthesia to the contact area.

The area of the contact point was treated with cotton soaked in decongestant and lignocaine. If
the headache completely disappeared or diminished by more than 50% in intensity, subjects were
considered candidates for surgery. After a complete work up, these patients submitted to
endoscopic sinus surgery and septoplasty for contact point headaches in the same surgical
facility, from 2015 through2017.

Surgical technique:
Once the diagnosis was made and consent was obtained, surgery was scheduled. This procedure
required general anaesthesia. The area between the septum and middle turbinate and/or ethmoid
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sinuses were visualized and the contact point was identified. The surgery (ESS) included
septoplasty, middle turbinectomy, uncinectomy andethmoidectomy. Septoplasty was always
performed first, followed by a middle turbinectomy in order to gain access to the medial wall of
ethmoid cells. Next, the ethmoidectomy was performed, and the medial wall of ethmoid sinuses
was removed. Patients contact between the septum and middle turbinate had a partial middle
turbinectomy and septoplasty performed. Headache information was obtained using standardized
questionnaires at baseline and at follow-up visit ( 2-6 months after surgery). At baseline we
collected information on headache frequency, severity (10- point ordinal scale, where 0 was no
pain and 10 was pain as bad as it can be), at follow-up we repeated the same questionnaire.
3. Results and Discussion

In our study the age of patients ranged from 18years to 50 years and majority of them were found
to be in age group of 21-30years (42.7%) which was shown in the figure 1. The Mean age was of
26.7years.

FIGURE 1: AGE WISE DISTRIBUTION
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In was clearly shown in the figure 2 that, in the present study majority of the patient were females
(52%) followed by males (48%).
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FIGUREZ2 : SEX WISE DISTRIBUTION

In our present study majority of the patients fall in the middle socioeconomic status (57.3%)
followed by low socioeconomic status(38.7%) and then by high socioeconomic status(4%) which
was shown in figure 3

FIGURE 3 : SOCIO ECONOMIC STATUS
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FIGURE 4: CAUSES FOR HEADACHE (TOTAL 150 PATIENTS)
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It was clearly shown in the figure 5 that out of 150 patients majority of them had frontal headache
(48 pts) followed by temporal area (36 pts), all over the head (30 pts), fronto- temporal (21 pts)
and unilateral facial pain (15pts).
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In figure 6 it was shown that the commonest mucosal contact zone is found between middle
turbinate with lateral nasal wall, followed by middle turbinate with nasal septum.

FIGURE 6 : Mucosal Contact Zones In Male Patients
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In figure 7 it was shown that the commonest mucosal contact zone is found to be between middle
turbinate with lateral nasal wall, followed by middle turbinate with nasal septum.

FIGURE 7: MUCOSAL CONTACT ZONES IN FEMALE PATIENTS
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Most of the patients underwent lateral lamellectomy (30%) followed by lateral lamellectomy with

anterior ethmoidectomy (26%). The third most common procedure done in our study was
submucous resection of septum (22%). The fourth most common procedure done in our patients
was lateral lamellectomy with uncinectomy(10%) which was followed by submucous resection of
septum and lateral lamellectomy(8%) and agger nasi cell removed(4%). This was clearly showed
in the figure 8 in our study.

FIGURE 8: COMMON SURGICAL PROCEDURES
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FIGURE 9: POST OPERATIVE FOLLOW UP OF THE PATIENTS AT second MONTHS
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In figure 9 it was shown that about 129 patients out of 150 patients were free of headache at the
end of two months. But still 21 patients had headache. The Mean headache Frequency was
reduced from 14.2 days to 2.4 days after 2 months of surgery. The Mean Headache Severity was
reduced from 5.9 to 1.48 at 2 months.

In figure 9 it was shown that about 135 patients out of 150 patients were free of headache at the
end of six months. But still 15 patients had headache.
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FIGURE 10: POST OPERATIVE FOLLOW UP OF THE PATIENTS AT THE END OF SIX

MONTHS
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Headache being a very commonly presented symptom and their causes are multifactorial varying
from simple tension headache, Migraine, Myofacial spasm, Temporo mandibular joint arthralgia,
Vascular headache, Brain tumors and so on. Nasal contact points may be a cause for secondary
headache or an exaggerating factor for headache. Mucosal contact headache is a secondary
headache disorder in the International classification of headache supported by limitedevidence
[21-25]

Contact zones in nose occurs due to nasal septum having contact with lateral wall structures such
as in case of septal deviation which is very common due to high chances of anatomical variation
in the nose. Contact headache relieves temporarily either by topical application of local
anesthesia at contact zones and permanently within seven days of surgical intervention of the
same[26-28]

Majority of the patients in our study belongs to the age group of 21- 30yrs followed by 31 —
40yrs. In contrast to our study no patients were seen in the age group of more than 40yrs. When
patients less than 20 yrs were compared our present study showed very less patients compared to
other two studies. So our theory is growth of facial skeleton is completed at the age of 20
years[29-34].. So the mucosal contact point headache due to anatomical variant is common in
these age groups. This may be due to the difference in the zone where the study was done and
also their living pattern. Our study was similar to other two studies were female patients were
found to be more than the male patients. This shows that contact point headache are more
common in female population than the male population.

4. Conclusion

Surgical corrections of Contact points in the nose by ESS results in relief of IntractableHeadache.
The results of surgical outcome of treatment of Contact Headache is evident — mostly within 2
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months oftreatment. Contact point — as an etiological factor for headache is more relevant in 20-
30 years age group (3" decade) i.e. after completion of development of facio-maxillaryskeleton.
Refractory headache can be successfully treated in carefully selected patients after precise pre-
operative localisation of exact points by investigations (Nasal Endoscopy) and appropriate
surgical interventions (ESS — Endoscopic SinusSurgery). Patients diagnosed to have chronic
refractory headache/ transformed migraine should be assessed for Mucosal Contact Point
Headache and its appropriate Surgical Management forCure.
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