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ENSION-TYPE HEADACHE is the most com-
mon form of headache in Western popu-

lations. This paper reviews the epidemiology,
pathophysiology, and treatment of chronic ten-
sion-type headache, including recent studies
that indicate that the combination of pharma-
cologic and nonpharmacologic therapies pro-
vides greater benefit than either approach alone.

■ DEFINITIONS

Tension-type headache is typically
described as a band-like pressure headache
without associated symptoms. The Inter-
national Headache Society (IHS)1 defines it as
being bilateral and having a pressing or tight-
ening quality of mild to moderate severity.
More important than the specific quality of
the headache, however, is that it is not accom-
panied by associated symptoms. Unlike
migraine, tension-type headache is not aggra-
vated by physical activity, nor is it associated
with vomiting. Sensitivity to either light or
sound may be present, but not both.

Tension-type headaches can be episodic or
chronic.

Chronic tension-type headache by defini-
tion occurs at least 15 days per month for at
least 6 months,1 although in clinical practice it
usually occurs daily or almost daily.

Although the headaches themselves are
not accompanied by symptoms, patients with
chronic tension-type headache often have
other somatic complaints. For example, in
chronic tension-type headache, but not
episodic tension-type headache, patients may
experience nausea. They also commonly
report constant headache, generalized myal-
gias and arthralgias, difficulty falling asleep
and staying asleep, chronic fatigue, carbohy-
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T■ ABSTRACT

About 3% of people experience daily viselike headaches
without other associated symptoms, a condition called
chronic tension-type headache. Therapy consists of tricyclic
antidepressants, biofeedback, and stress management,
although compelling data from randomized controlled trials
are lacking.

■ KEY POINTS

The combination of antidepressant medication with
nonpharmacologic approaches (relaxation, biofeedback,
stress management, guided imagery) provides greater
benefit than either approach alone.

Chronic tension-type headache appears to be a disorder of
abnormal central pain processing.

Evidence supporting effective therapeutic approaches is
limited to specific tricyclic antidepressants, muscle
relaxants, and nonpharmacologic approaches.

Prophylactic therapy is warranted for most patients;
medications with central pain-modulating effects tend to be
most effective.
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drate craving, decreased libido, irritability, and
disturbed memory and concentration.2

Therefore, this disorder is similar to depres-
sion; however, in chronic tension-type
headache, anhedonia is not present, the mood
disturbance is less marked or may even be
absent, and the primary symptom is headache
pain. It also resembles fibromyalgia, with gen-
eralized myofascial pain and sleep disturbance.

Chronic daily headache usually refers to
frequent headaches that meet the IHS criteria
for chronic tension-type headache with inter-
mittent attacks of migraine (usually without
aura). These headaches are often lumped
together under the rubric “transformed
migraine.” This group often includes headaches
caused by analgesic abuse or ergotamine
rebound.

Other well-defined headaches can occur
on a daily basis—ie, cluster headache, chronic
paroxysmal hemicrania, idiopathic stabbing
headache—but are not considered “chronic
daily headache” (TABLE 1).

■ TENSION HEADACHES ARE COMMON

In surveys of the general population, the
prevalence of tension-type headache has

ranged from 30% to about 80%. This wide
range may reflect that tension-type headache
can vary in frequency and severity from rare
episodes of head discomfort to frequent,
severe, and debilitating episodes.

In the Danish Glostrup Population
Studies,3 the most detailed epidemiologic
study of headache to date, the 1-year preva-
lence of episodic tension-type headache was
63% (56% in men and 71% in women). The
prevalence of chronic tension-type headache
was 3% (2% in men and 5% in women). The
gender difference was statistically significant,
with a male-to-female ratio of 4:5. The preva-
lence of tension-type headache decreased with
increasing age.

Compared with the general population,
the parents, siblings, and children of patients
with chronic tension-type headache have a
higher prevalence of chronic tension-type
headache by a factor ranging from 2.1 to 3.9.4
In contrast, the spouses of patients with
chronic tension-type headache do not have an
increased prevalence, suggesting the disorder
has a genetic rather than environmental basis.

In the Danish study,3 most people with
tension-type headaches experienced no more
than one headache per month, but about 40%
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Chronic tension-type headache
vs migraine and cluster headache

CHRONIC TENSION- MIGRAINE CLUSTER
TYPE HEADACHE HEADACHE

Frequency Daily or near daily Intermittent 1–8/day

Duration Constant 4–48 hours 15–120 minutes

Quality Pressure or band-like Throbbing Boring

Intensity Mild to moderate Moderate to severe Very severe

Location Bifrontal, holocranial Unilateral Unilateral, orbital

Associated None Nausea and vomiting Partial Horner syndrome
symptoms Photophobia, phonophobia Lacrimation

Worse with movement Rhinorrhea

Triggers Stress Menses, red wine Alcohol, nitrates

Gender distribution Female ≥ male Female 3 X male Male 6 X female

Age of onset Teens to 30s Childhood to 20s 20s

T A B L E  1

The disorder
may have a
genetic basis
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had several per month. About 4% said they
had headaches at least half the days of the
year. The severity of tension-type headache
increased significantly with its frequency.
Some 59% of people with tension-type
headache said it interfered with their daily
activities.

Yet, relatively few people with tension-
type headache sought medical attention. Only
16% consulted a general practitioner and 4%
consulted a specialist. Women were more like-
ly than men to see a doctor; in addition, peo-
ple were more likely to see a doctor if their
headaches were more frequent.3

Because so many people experience ten-
sion-type headaches, the indirect costs are
enormous. On average, 5% of the total
employed population between the ages of 25
and 64 were absent for 4 days per year, 2% for
11 days, and 2% for about 20 days because of
headache. The number of days lost from work
that was attributable to tension-type
headache was 820 per 1,000 employed persons
per year.3

■ WHAT CAUSES TENSION-TYPE HEADACHE?

The pathophysiology of tension-type
headache is poorly understood; however,
episodic tension-type headache probably is
predominantly a disorder of peripheral mech-
anisms, while chronic tension-type headache
reflects a central pain disturbance.

Previous names for tension-type headache
reflected its presumed cause, including muscle
contraction headache, psychogenic headache,
stress headache, and chronic daily headache.
The term “muscle contraction headache” was
abandoned because electromyographic evi-
dence failed to show consistent changes in
muscle tone in affected patients. Further, it
suggested a pathophysiologic mechanism for
the headache that has never been proven.

The concept that tension-type headache
is psychogenic has also been questioned.
Patients with chronic tension-type headache,
like patients with other chronic pain disor-
ders, have about a 25% likelihood of develop-
ing secondary depression. Half of these
patients develop depression simultaneously
with the pain, while in the other half, the
depression develops more insidiously.5

Tension-type headache may be present in
almost all psychiatric disturbances.6 This
should not suggest, however, that most ten-
sion-type headache is associated with psychi-
atric or psychological disorders.

Episodic tension-type headache is
thought to be caused by increased nocipercep-
tion from strained muscles (as occurs with
inadequate rest or poor posture), or increased
muscle tension (as occurs with stress).
Increased pain impulses may increase the sen-
sitivity of neurons of the trigeminal tract, and
pain may then propagate itself to some
extent.7 Recurrent bouts of tension-type
headache may lower the threshold for new
episodes by altering the myofascial tissues,
potentiating nociceptive neurons, or decreas-
ing the activity of the antinociceptive system.

Chronic tension-type headache, like
other chronic pain disorders, is associated
with hypofunction of the central opioid sys-
tem.8 Research is ongoing to determine the
relative contribution of peripheral nociceptor
sensitization, central neuronal sensitization
(trigeminal nucleus caudalis), and a defective
central antinociceptive system in its patho-
genesis.

■ PROPHYLACTIC TREATMENT

Even though tension-type headache is com-
mon and has great impact on society, very few
well-controlled studies of its treatment have
been done. Many earlier trials included
patients with combined tension-type and
migraine without aura and patients with med-
ication-overuse headache.

No drugs are currently approved by the
Food and Drug Administration specifically for
the treatment of chronic tension-type
headache. However, given the chronic nature
of the disorder and the risk of medication-
overuse headache in patients with frequent
headaches, prophylactic therapy seems war-
ranted for most patients. Since chronic ten-
sion-type headache is a disorder of central pain
processing, medications with central pain-
modulating effects tend to be most effective.

Antidepressant medications
Tricyclic antidepressants are the drugs of
choice for preventing chronic tension-type
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headache, and several of them are also effec-
tive in migraine prophylaxis. Antidepressants
tested in double-blind, placebo-controlled
studies include amitriptyline, doxepin, and
maprotiline.9

Amitriptyline reduced the number of
headache days or the duration of headaches by
about 50% in about one third of patients in
some studies,10–12 although another study
found it to be no better than placebo.13

In children and elderly patients, the usual
starting dose of amitriptyline (or a similar
drug) is 10 mg at bedtime. In adults, the usual
starting dose is 25 mg at bedtime. The dosage
can be increased until a therapeutic result is
obtained or side effects become intolerable.
Antidepressants usually take from 4 to 6 weeks
to show beneficial effects.

Other tricyclic antidepressants may also
be effective, as suggested by clinical experi-
ence, although they have not been studied in
chronic tension-type headache.

The selective serotonin reuptake
inhibitors (SSRIs) fluoxetine, paroxetine, and
citalopram have not shown efficacy in con-
trolled studies.14–16 They are often used, how-
ever, because they have a lower incidence of
side effects.

Muscle relaxants
Cyclobenzaprine is a muscle relaxant

structurally related to amitriptyline. In a 1972
double-blind study,17 10 of 20 patients receiv-
ing cyclobenzaprine experienced a 50% or
greater improvement in tension-type
headache, compared with only 5 of 20 patients
receiving placebo. The usual dose of cycloben-
zaprine is 10 mg at bedtime.

Tizanidine, an alpha-adrenergic blocker,
was reported to be effective for chronic ten-
sion-type headache in a single placebo-con-
trolled trial.18 The dosage is usually titrated
from 2 mg at bedtime to 20 mg per day, divid-
ed into three doses. Sedation is the most com-
mon adverse effect of this agent.

Valproate
Valproate, a gamma-aminobutyric acid
(GABA) agonist anticonvulsant, has been
evaluated for efficacy in migraine19,20 and
“chronic daily headache.”21 Mathew and Ali22

evaluated the efficacy of valproate 1,000 to

2,000 mg per day in 30 patients with
intractable chronic daily headache (migraine
without aura and chronic tension-type
headache) in an open-label trial. Blood levels
were maintained between 75 and 100 µg/mL.
By the third month of therapy, two thirds of
the patients had improved significantly. The
side effects most often reported were weight
gain, tremor, hair loss, and nausea.

Nonsteroidal anti-inflammatory drugs
Nonsteroidal anti-inflammatory drugs
(NSAIDs) are widely prescribed both as
adjunctive therapy of tension-type headache
and for prophylaxis of migraine.7 There are no
randomized controlled trials of their efficacy
in the prophylaxis of chronic tension-type
headache, although they are often used for
this purpose.21

Botulinum toxin
Botulinum toxin injections in the muscles of
the head and neck have been found effective
for the relief of chronic tension-type headache
in small series of patients. Results from small
clinical trials have been mixed, and two large
placebo-controlled trials are currently being
conducted.23–25

■ ACUTE THERAPY

Acute treatment of daily, tension-type
headaches is difficult.

NSAIDs may be useful as analgesics for
daily headache and lack the potential for caus-
ing medication-induced headache.

Muscle relaxants such as chlorzoxazone,
orphenadrine citrate, carisoprodol, and
metaxalone are commonly used by patients
with chronic tension-type headache, but they
have not been shown to be effective for acute
pain relief.

Sumatriptan has been evaluated in sever-
al studies in tension-type headache.26,27 The
drug was no more effective than placebo for
acute attacks in patients with chronic ten-
sion-type headache; however, severe episodic
tension-type headache in patients with coex-
isting migraine appears to respond to this
agent.28

Agents to avoid. Benzodiazepines, butal-
bital combinations, caffeine combinations, and
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occur with
ergotamine,
butalbital,
opiates, and
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narcotics should be avoided, or their use care-
fully controlled, because of the risk of habitua-
tion and medication-induced headache.

■ MEDICATION OVERUSE

An extremely important condition contribut-
ing to the development of headaches in a
chronic daily pattern is overuse of medication.
This is most likely to occur in patients with
frequent headaches, especially chronic ten-
sion-type headache.

The most common medications associat-
ed with analgesic-rebound headache are ergo-
tamine preparations, butalbital combination
analgesics, opiates, and caffeine-containing
combination analgesics. Simple analgesics
such as aspirin, acetaminophen, and NSAIDs
probably do not induce analgesic-rebound
headache.29

The diagnosis of medication overuse
depends on a careful history of medication
ingestion, including over-the-counter medica-
tions. Effective treatment requires stopping
the offending agents.

■ NONPHARMACOLOGIC THERAPY

Many clinical studies have supported the util-
ity of relaxation and electromyelographic
biofeedback therapies in chronic tension-type
headaches.30

Studies have not found any one tech-
nique (relaxation, biofeedback, or the combi-
nation) to be preferable to the others.
Averaging the results of 37 trials that used

daily headache recordings to evaluate relax-
ation or electromyelographic biofeedback
therapies, Holroyd30 found that each therapy
or the combination reduced tension-type
headache activity by about 50%.

Stress management using cognitive-
behavioral therapy is as effective as relaxation
or biofeedback in reducing tension-type
headache. Cognitive therapy may be most
likely to enhance the effectiveness of relax-
ation or biofeedback when chronic stress,
depression, or adjustment problems aggravate
the patient’s headaches.6

The combination of nonpharmacologic
and pharmacologic therapy provides greater
benefit than either therapy used alone. The
addition of guided imagery to pharmacologic
therapy resulted in significant improvements
in both health-related quality of life and
headache-related disability.31 In a placebo-
controlled trial comparing tricyclic antide-
pressant medication with stress management
therapy, Holroyd et al32 found that both were
modestly effective by themselves in treating
chronic tension-type headache, but that com-
bined therapy was better than monotherapy.

Nonpharmacologic therapy is particularly
useful for patients who are reluctant to take
medications owing to previous adverse reac-
tions to medications, concomitant medical
problems, or desire for pregnancy.

While biofeedback and stress manage-
ment therapy usually require referral to psy-
chologists, guided imagery and relaxation
therapy can be learned from audio tapes avail-
able at most bookstores.
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