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Introduction

One of the unusually rare headaches, known as contact
point headache, is a new type of headache in the International
Classification of Headaches, which is a major therapeutic
challenge in addition to diagnosis. This is also one of the reasons
that patients have wandered for years without diagnosis and
adequate treatment. Unfortunately, chronic headache pain
in the school-age population, especially in adolescence and
teenagers, is not uncommon. Although the etiological factors
are quite different, rhinogenic headaches, especially touch point
headaches, are increasingly more common. It was recognized
and described by Sluder in 1908, by which it was named, but it
still does not receive enough attention.

Cephalgia is characterized by attacks of severe, sharp,
unbearable and unilateral pain that is most often focused in the
area of the lateral wall of the nose and the corner of the eye that
belongs to the innervation area of the anterior ethmoidal nerve. It
also contributes to the fact that the nerve lies superficially in the
mucous membrane of the nose and is subject to various agents
that irritate it. It splits into the outer nasal and inner septal
branches and is a continuation of the nasociliary nerve, a branch
of the optic nerve of the upper branch of the trigeminal nerve.
It is responsible for sensory innervation of certain topographic
regions of the nasal cavity. There are numerous causes that can
lead to irritation of the nerve, most referred to as inflammatory,
allergic and tumor etiology.

Mechanical, chemical, or thermal stimulation of the nasal
mucosa also causes congestion, hyperemia, and mucosal edema,
which causes compression and irritation of the anterior fibers
of the anterior ethmoidal nerve, causing pain. Contact between

the mucosa of the upper, middle, and lower nasal shells, concha
bullosa, ethmoidal sinusitis on the one hand, and the crystalline,
spinal or deviation of the nasal septum on the other, are most
commonly responsible for this pathology. Due to incomplete
diagnosis and inadequate treatment, many patients suffer from
pain for years, which disrupts their daily activities and can lead
them into a depressed mood.

Patients often change doctors, therapy, resort to self-
medication, seek salvation of a surgeon, etc. Every pain in this
region requires specific diagnostics and therapy. It should be
noted that the treatment of chronic headache pain is individual
and that there is no one approach, method and cure for all
patients, nor is the treatment the same for all patients. For
this reason, various specialists are engaged in the treatment
of cephalgic pain in the following population: pediatricians,
Neuropediatrici ans, neurologists, dentists, oral surgeons,
neurosurgeons, otolaryngologists, ophthalmologists, etc. CT
and MRI head scans can detect the cause of rhino-sinusogenic
headaches and detect the point of contact. However, in the cases
where only mucosal contact is present with mucosal swelling
and headache attacks and the scans are done in the quiet
phase “without pain,” the findings can be clear and prompt the
doctor to attribute the headache, especially in adolescence, to
“crazy years”. For this reason, it is recommended that additional
diagnostics, a lidocaine test, and endoscopic examination of the
nose are performed at the stage of the onset of pain.

In the area of the head, the primary pain is most often
caused by neuralgia of the fifth cranial nerve / n. tigeminus /,
glossopharyngeal nerve, occipital nerves / occipital headache
/, while secondary headache is usually associated with rhino-

Glob J Otolaryngol 21(5): GJO.MS.ID.556073 (2020)


http://dx.doi.org/10.19080/GJO.2020.21.556073
http://juniperpublishers.com
http://juniperpublishers.com/gjo
http://juniperpublishers.com/gjo/
http://juniperpublishers.com/gjo/

Global Journal of Otolaryngology

sinusogenic etiology. Attacks of pain, headache contact
point, can occur 1 to 8 times a day with a duration of 15-180
minutes during the day [1,2]. Often, they are associated with
conjunctival hyperemia, epiphora, ptosis, miosis, and eyelid
edema. The attack is often preceded by colds, nasal obstruction
and rhinorrhea. Diagnosis of this headache in children requires
a collaboration of multiple medical specialties with numerous

diagnostic procedures [2,3].

The guidelines that may be a sign and lead a physician to
suspect a “Contact Point Headache” are the following:

a) Patients complain of severe, sudden, radiating
unilateral pain, localized periorbital and in projection of the
root of the nose and medial eye corner with irradiation to
the zygomatic, frontal and temporal region

b) Symptoms include nasal obstruction, unilateral
rhinorrhea, post-nasal drip, epiphora and infrequent redness

on the pain side.

c¢) Duringan ENT examination, the contact points between
the mucosa of the curved nasal septum or the pronounced
spine of the septum of one side and the mucous membranes
of the lateral wall of the nose, the other side, can be observed
in these patients.

d) A lidocaine test, to be done at the headache phase,
relative to placebo, results in rapid cessation or significant
resolution of pain in more than 50% of cases.
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Figure 1: (a) Note infiltration of epithelium and sub epithelium
with inflammatory cells. X100; (b) Cyst found in palatal
epithelium. X200; (c) Fibrosis in sub epithelium. X100.
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Confirmation of the correct diagnosis is given by surgical
separation of the touch points, which in most patients eliminates
or significantly reduces the headache in the next seven days
(Figure 1). The question is why some people, with a pathological
finding in the nose and present mucosal contact points, do not
have a headache. Therefore, cephalea has emerged now and the
“contact point” lasts for years. Also, the enigma is the absence
of headache in patients with complete nasal obstruction and
pronounced long-term contact between the nasal polyps and
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the mucous membrane of the septum. How do you explain that
contact point headache is three times more common in girls
than boys? Unfortunately, there remains some dilemmas in
the pathophysiology, diagnosis and therapy of this pain, which
medicine has not yet clarified.

It is believed that over time, the nerve that is “squeezed”
between the two structures becomes hypersensitive and becomes
neuropathic leading to localized pain. The pathophysiology
of pain also mentions mediators, neuropeptides, calcitonin,
substance P, etc. which are thought to cause vasodilation and
edema of the nasal mucosa in addition to the central mechanism,
further exacerbating the problems [4-6]. These chemical
mediators are more prevalent in individuals with two mucosal
contact and can be a driving factor for headache. What is typical
of this headache is that the pain usually begins after a cold, a
viral infection, or allergic manifestations that cause mucosal
edema and thus intensify their contact. Pain can be associated
with bilateral conjunctival hyperemia, lacrimation and eyelid
swelling.

It is usually localized between the root of the nose and the
medial eye corner. By nature, it is sharp, radiant and strong,
refractory to analgesics. In addition, temporary and occasional
presence of contact points that are compatible with the nasal
cycle can be the trigger for this type of headache. Cephalea may
be associated with sensitivity to light or noise, so it is usually
noted as a migraine without aura. The headache analysis
considers the intensity of pain (VAS 1-10), the duration of the
headache (number of hours per 24 h) and frequency [number
of days per month]. Diagnostic procedures performed such as
CT, MRI, EEG, etc. are often clear, so they can get a doctor to
associate cephalopathy with another etiology.

4 A

Figure 2: Clinical examination of the nose represents the first
diagnostic procedure in the detection of rhizogenic headaches.
- J

Juvenile cephalgia that occurs in adolescents, in the absence
of nasal symptoms, is usually observed by a pediatrician or
neuro-pediatrician who, after standard diagnostics for this
pathology, prescribe medication, which is often unsuccessful.
Pharmacotherapy that is effective in eliminating pain is from
the group decongestants and local anesthetics. They reduce the
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existing mucosal swelling, preventing mucosal contact, thereby
eliminating mechanical pressure on nerve endings. Because
their therapeutic effect is limited in time, new nasal mucosal
edema causes pain to recur. However, xylocaine blockage of the
anterior ethmoidal nerve or splenoplatinum ganglion produces
better results and more than half of the patients are satisfied
with its effect (Figure 2).

The diagnostic procedure for these headaches includes
ENT examination, nasal endoscopy, CT sinus, brain MRI, and a
lidocaine test to be done during the acute onset of a headache. A
piece of cotton wool soaked in 10% lidocaine is placed between
the touch points in the nose at a time interval of ten minutes and
the test is considered positive if the pain is alleviated or reduced
by more than 50% in the next 5-10 minutes (Figure 3).
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Figure 3: Mucous contact caused by the spine of nasal septum / left / and enlarged lower nasal shell / right / as a cause of headache.
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Figure 4: Endonasal blockage of the anterior ethmoidal nerve,
using xylocain or lidocaine, soon leads to pain relief. The
anesthetic is applied about 5mm above the middle nasal shell
into the mucosa of the lateral wall of the nose.

The most common site of contact is between the mucosa of
the septum and the middle nasal shell [40%], the septum and
the lower nasal shell [10%], the spine of the nasal septum and
the lateral wall of the nose [20%], and the concha bulosa and
septum [20%]. In about 10% of cases, the “contact point” occurs
at more than one point (Figure 4).

Bearing in mind that headache of contact points is due to
compression of the anterior ethmoidal nerve resulting from
the contact of the mucous membrane of the lateral wall of the
nose and the nasal septum, which is contributed by various
pathoanatomical conditions in the nose that can be surgically
corrected, surgery remains the most optimal treatment of this
pathology (Figure 5).
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Figure 5: Surgical treatment of contact point headaches. Submucous conchoplasty in progress / right / septoplasty left.
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The indications for surgery include:

i. Unilateral headache treated for at least one year
without improvement

ii. Presence of contact points in the nose verified
endoscopically or via CT or NMR examination

iii.  Positive lidocaine test.
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The aim of the study was to present our results of contact
point headache treatment in 24 patients aged 12 to 18 years.

Material and Methods of Work

In the period from 2015 to 2018, the author treated 24
children aged 12 to 18 years who had previously undergone
all diagnostic procedures related to headache and for whom
conservative therapy lasting longer than one year did not
give satisfactory results. After analysis of medical records,
endoscopic examination of the nose and lidocaine test,
treatment was performed in 11 cases with xylocaine blockage
of the anterior ethmoidal nerve for 4 sessions, and in 13 cases
surgery was performed. Seven patients underwent submucosal
conchoplasty with RF waves, two patients had septoplasty, and

three septoplastics with turbinoplasty, and one concha bullosa
surgery.

The success of the therapy was evaluated the statements
of the children and parents regarding the intensity, frequency
and duration of the headache, before and 3-6 months after
the treatment. The results of the surgical and medicamentous
treatment are shown in Chart 1. Of the nine operations
conducted, the headaches completely stopped [69.3%], in one
patient, pain decreased significantly [7.6%], in three patients,
the pain remained the same. Of the 11 patients treated with
blockages, six no longer complained of pain [54.5%] in two
[18.1%] decreased in intensity and frequency, while in three
[27.4%)] improvements.
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Chart 1: Success of Surgical and Medicamentous Therapy in Treating Headache Based on the VAS Scale, 6 Months Post Treatment.
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Discussion

Due to prolonged and often inadequate treatment, many
patients suffer from severe pain for years due to the lack of
recognition of contact point headache. To relieve their pain,
doctors prescribe several analgesics, tricyclic antidepressants,
beta-blockers, antiepileptic drugs, narcotics, steroids, muscle
relaxants, etc. Although pharmacotherapy is the first, but
not always satisfactory option in treating chronic headache,
it should be started treatment [5,6,7]. Medicines that may
have some positive effects in pain relief are from the group of
decongestants and local anesthetics. They lead to a decrease in
existing mucosal swelling and thus prevent mucosal contact.
Because their effectis limited in time, new mucosal edema causes
pain to recur. Given that the cause of contact point headaches is
due to compression of the anterior ethmoidal nerve caused by
pathoanatomical structures in the nose that can be surgically
corrected, it remains that surgical separation of contact points is
the most optimal treatment for these patients [1, 2, 7-11].

Surgical treatment of rhizogenic headache usually involves
the correction of the nasal septum, removal of the spine of the

septum, reduction of enlarged nasal shells, resection of the
ethmoidal bulla, or elimination of other anomalies, depending
on which deformities lead to mucosal contact. The goal of this
surgery is to correct the existing pathology in the nose, restore
normal respiration, separate the mucosal point contacts and
prevent future mechanical irritation of the anterior ethmoidal
nerve.

There are several studies that have analyzed the success of
contact point headache surgery. Inclusion criteria and results
were different from study to study. The largest series, presented
by Huang and colleagues [7], included 66 patients divided into
three groups: with nasal septum deviation, concha bullous, and
overburdened orbito-ethmoidal Halle cells. Following surgical
treatment, the authors found a decrease in the intensity and
frequency of headache in 88.8% of patients. In a retrospective
study involving 34 individuals with mucosal contact between
the septum and nasal shells, Parsons and Batra [8] reported an
improvement of 91% after surgery.

Peric and colleagues [10] point out success in over 88%
and state that patients do not need any treatment after surgical
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treatment. Sadeghi and colleagues [11] reported similar results
[an improvement of 93.3% of patients] on a similar sample
of 30 patients. In one study published by Welge-Luessen and
colleagues with headaches caused by contact between the middle
nasal shells and the nasal septum, after a 10-year observation,
found that the rate of improvement dropped from 85% to 65%.
This result suggests that the selection criteria for these patients
should be better standardized and that the follow-up period
after the surgical procedure should cover a longer period. Vukoje
[1] reported a 73.3% success rate of an earlier study, which is
generally slightly lower than the results of other authors.

The results, referring to the teenage and adolescent ages
in our sample, are even weaker and 69.3% were satisfied after
surgery [12,13]. The reason should be sought in the pathology
of pain, the age of the patient, the type of surgery, the intensity,
frequency and duration of headaches, as well as shorter
postoperative follow-up of patients. The location, extent and
extent of mucosal contact are often crucial in the range between
good and bad results [1,14,15]. Sometimes, small surgical
interventions will produce great success, and in other cases
much larger interventions that achieve adequate expansion of
the nasal canals and elimination of mucosal contacts will remain
unsatisfactory. This indicates that the pathophysiology of pain
in this type of headache has not been fully elucidated and that
further studies should be directed toward the molecular level
[16].

A less invasive option in the treatment of contact point
headache involves the use of neural blockages. Usually a topical
anesthetic in the form of lidocaine or xylocain combined with
corticosteroids is used and is applied about 5mm above the grip
of the middle nasal shell to the mucosa of the lateral wall of the
nose. The results are variable, but more than 50% of patients feel
significant relief already after the second dose. In our statistics,
in over 54% of cases patients were satisfied with this treatment.

Conclusion

Contact point headache is still a diagnostic and therapeutic
problem today. This is indicated by over 30% of dissatisfied
patients who were not helped by any form of treatment. Surgical
removal of the contact points of the nasal mucosa through various
endonasal procedures reduces the intensity of the headache. In
our causation, surgical treatment resulted in cessation of pain
in 69.3% of cases. This indicates that surgery is a satisfactory
option in treating this pathology. Conservative treatment in
the form of blockage of the anterior ethmoidal nerve gave a
poor result and the headache was significantly reduced or
disappeared completely in 54.5% of the treated patients.

The author considers that, when contact headache is
suspected, before surgery, the patient must undergo a complex
diagnostic procedure to rule out other causes of headache.
In addition, more precise criteria should be developed for the

selection of patients planned for surgery or other treatment,
which should improve the overall results. Long-term studies
should be designed to detect different levels of contact point
locations and their role in the etiology of cephalgic pain. In
fact, a clear link between contact points and headache in the
pediatric population is sometimes difficult to prove. Children
with headaches resistant to conservative therapy in addition
to the neurologist and neurotherapies should also be examined
by an otolaryngologist, who should carefully examine the nose,
looking for possible contact points, assuming that they may be a
major cause of cephalic disease. Systemic, neurovascular, as well
as numerous other possible causes of headache should be ruled
out beforehand.
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