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Although tension-type headache is the most prevalent
headache and affects 78% of the general population, the
substantial societal and individual burden associated with this
primary headache has been overlooked. In contrast to
migraine headache, there has been limited focus on tension-
type headache. Most patients with the chronic form of
tension-type headache, which affects 3% of the population, are
left virtually without any specific treatment. Chronic tension-
type headache differs from the episodic form in frequency, lack
of effect to most treatment strategies, more medication
overuse, and more loss of quality of life. Daily or near daily
headaches also constitute a major diagnostic and therapeutic
problem and distinguishing chronic tension-type headache
from migraine headache and from medication-induced
headache is a substantial diagnostic challenge because
management strategies are completely different. Considerable
benefits for the society can be gained by specific strategies
leading to reductions in the amount of sickness absence and
impaired working abilities. The burden on the affected
patients’ and their families’ quality of life also may be improved
by a general acceptance of the disorder and by the
development of a specific treatment strategy.

Introduction

Tension-type headache is the most prevalent headache disor-
der. Similar to most other prevalent disorders, the mecha-
nisms behind tension-type headache are widely unknown
and treatment strategies remain unspecific.

With the introduction of the International Headache
Classification (IHS) in 1988 [1], tension-type headache was
the term designated to describe what previously was called
tension headache, muscle contraction headache, psychomyo-
genic headache, and stress headache. The IHS classification
clearly delineated and defined the disorder and distinguished
between an episodic type, which occurs on less than 50% of
all days, and a chronic form, which occurs on 50% of all days

or more and in most cases daily (Table 1). Thus, the disease
has been defined clearly, which has made it possible to study
it scientifically and to obtain research results that are useful
throughout the world.

Chronic tension-type headache differs from the episodic
form in frequency, lack of effect to most treatment strategies,
more medication overuse, and more loss of quality of life
than the episodic form, which is the most prevalent and thus
more costly to the society. Daily or near daily headaches also
constitute major diagnostic and therapeutic problems. Distin-
guishing chronic tension-type headache from migraine head-
ache and chronic tension-type headache from medication-
induced headache is a substantial diagnostic challenge
because management strategies are completely different. Most
patients with daily headaches have more than one type of
headache (ie, one or two primary headaches and some sec-
ondary headaches) and, as in all of the other medical disci-
plines, a specific diagnosis is crucial for a specific treatment. In
particular are the secondary headaches, which are extremely
important to recognize because they are completely treatable
or they are serious conditions. Treatment of a migraine head-
ache attack also may be quite different from treatment of an
episode of tension-type headache.

The diagnostic criteria of headaches with daily occur-
rence have been intensely debated and it has been suggested
that tension-type headache and migraine headache share
some common biology [2-5]. In some ways, these primary
headache disorders may be phenotypically related because
of the frequent coexistence in severely affected patients from
specialized headache clinics [4]. However, population stud-
ies paint a different picture [3,6==,7-9]. The latter studies
show that tension-type headache and migraine headache
differ in gender ratio, age distribution, and clinical presenta-
tion [3,6<=,7-9]. Therefore, it could be argued that the
“continuum theory” is an artifact of referral bias, thereby
mimicking a continuum [2,4,5]. Thus, it is most likely that
migraine headache and tension-type headache are different
disorders, although some traits are shared, which also is true
of migraine headache and cluster headache. Because epi-
sodes of tension-type headache are more pronounced and
frequent, although not more prevalent in patients with coex-
isting migraine headache than in nonmigraineurs [3,8,9],
migraine headache may be a precipitating factor to tension-
type headache in genetically predisposed patients and likely
vice versa.
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Table 1. Diagnostic criteria for tension-type headache

Episodic form (Code 2.1)

Chronic form (Code 2.2)

A. Headache frequency < 180 days yearly
Fulfill criteria B through D below
B. Episodes lasting from 30 minutes to 7 days
C.* At least 2 of the following pain characteristics:
Pressing/tightening (nonpulsating quality)
Mild or moderate severity
Bilateral location

Headache frequency > 180 days yearly

Not aggravated by walking stairs or similar routine physical activity

D. Both of the following:
No nausea or vomiting
Photophobia or phonophobia
E.* At least one of the following:

Both of the following:

No vomiting

No more than one of the following:
Nausea, photophobia, or phonophobia

History and physical and neurologic examinations do not suggest one of

the disorders listed in group 5-11 (symptomatic disorders)

History and physical and neurologic examinations suggest such a disorder,

but is ruled out by appropriate investigations

Such a disorder is present, but tension-type headache does not occur for

the first time in close temporal relation to the disorder

*|dentical criteria for both subforms.

Diagnosis

Tension-type headache is characterized by mild to moderate
pain occurring in short episodes of variable duration or con-
tinuously (chronic form). The headache often is bilateral
pressing or tightening pain and is never associated with
typical migraine headache features such as vomiting, severe
photophobia, and phonophobia (Table 1). Only one of these
accompanying symptoms are allowed in the chronic form,
although they usually are of mild to moderate intensity and
are not as pronounced as they are in migraine headache [10].
A diagnosis of a primary headache such as tension-type head-
ache requires exclusion of other organic disorders. The
absence of specific and distinguishing features of tension-type
headache may explain why physicians, and subsequently
patients, question the diagnosis; however, migraine headache
symptoms are more characteristic. In severely affected
patients from tertiary pain centers, it can be difficult to give a
precise diagnosis at the initial consultation because most
patients with daily headaches may mimic migraine headache,
tension-type headache, and some overuse of analgesics and
migraine headache-specific drugs at the same time. Therefore,
a general and neurologic examination and a prospective
follow-up using diagnostic headache diaries with registration
of all of the consumed drugs [11] are of utmost importance to
make the diagnosis.

Because of the lack of positive specific symptoms, para-
clinical investigations to exclude other organic diseases are
performed more frequently in tension-type headache than
in other headaches such as migraine headache or cluster
headache. Fever, neck stiffness, abnormal neurologic signs,
or personality changes are never seen with tension-type
headache. A careful history to uncover coexisting depres-
sion, anxiety, and other disorders also are extremely impor-

tant [12«,13,14]. If an intracranial lesion is suspected on the
basis of a clinical history or examination, a computed
tomography or magnetic resonance imaging should be per-
formed. There are no other reliable paraclinical tests that are
useful in the differential diagnosis. Although unspecific, a
thorough manual palpation of the pericranial muscles and
tender insertions also can be recommended [15-17] to
demonstrate the peripheral muscular factor for the patients
and to plan the treatment strategy, in which physical train-
ing and relaxation therapy are important components.

Secondary causes of headache are summarized in Table 2.
In clinical practice, the most frequent cause for chronic daily
headache is chronic analgesic or ergotamine or triptan abuse,
to which patients may evolve after having presented initially
with migraine headache or episodic/chronic tension-type
headache [18,19<]. Although the mechanism of drug-
induced headache is unclear, it is a widespread phenomenon
complicating the primary headache disorders and may affect
up to 50% of patients in some headache clinic populations
[18,19+]. Recognizing this condition is crucial because it has
been demonstrated that the prognosis is very favorable and
that a short time interval between the onset of drug abuse and
first withdrawal is the most important predictor for a favor-
able long-term outcome [18,19<].

Epidemiology

Tension-type headache varies considerably in frequency and
duration, from rare short-lasting episodes of discomfort to
frequent, long-lasting or even continuous disabling head-
aches. In its milder and infrequent forms, tension-type head-
ache is a nuisance and is not regarded as a disease by the
affected patients or their doctors. In its frequent forms, the
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Table 2. Prevalence of tension-type headache (1988 International Headache Society criteria)

Episodic tension-type headache, %

Chronic tension-type headache, %

Country, y Age groups, y

Denmark, 1991 25-64 71

Germany, 1994 18-70 38

United States, 1998 18-65 38.3
Chile, 1998 > 14 243
Spain, 1999 > 18 N/A
Hong Kong, 2000 >14 26.9
China, 2000 > 65 N/A

3
2.5
2.2
2.6
2.6

1
2.7

N/A-nonapplicable.

headache becomes distressing and socially disturbing, which
is similar to other primary headaches such as migraine head-
ache or cluster headache. Therefore, pooling these extremes
together in an overall prevalence may be misleading. The life-
time prevalence of tension-type headache was as high as 78%
in a population-based study in Denmark, but 59% of the
patients had tension-type headache 1 day each month or less
and were not in specific need of medical attention and cannot
be regarded as headache patients [6==]. Nevertheless, 24% to
37% had tension-type headache several times each month,
10% had it weekly, and 2% to 3% of the population had
chronic tension type headache that usually lasted for the
greater part of a lifetime [6+,7,20,21,22++,23-26] (Table 2).
The global prevalence of chronic tension-type headache is
uniform (2% to 3% in most studies) [6=+,7,20,21,23,24,26]
(Table 3). In Chile, tension-type headache represents 72.3%
of all headaches [24].

In the relatively selected populations in which tension-
type headache has been reported, the prevalence also is
rather uniform. In young students at a Brazilian university,
the prevalence of episodic tension-type headache was 32.9%
[27], 34.5% in a Dutch manufacturing setting [28], and
32.1% in a population of medical students in Brazil [29]. In
1329 Swedish twins, the prevalence of episodic tension-type
headache was as low as 9.4%, but the prevalence of migraine
headache also was markedly lower than in most other
published studies [30].

The male:female ratio of tension-type headache is 4:5,
indicating that, unlike migraine headache, women are only
slightly more affected [6+=,7,22=<]. In both sexes, the preva-
lence seems to peak between the ages of 30 and 39 years and
then declines with increasing age [6==,7,22=]. The average
age of onset of tension-type headache is 25 to 30 years in
cross-sectional epidemiologic studies, which is higher than in
migraine headache [6e<,7,22+<]. The mean duration of
tension-type headache has been reported to be 10.3 years in a
German population study [7] and 19.9 years in a clinical
study [15], illustrating the lifetime consistency and consider-
able referral bias in this disorder.

The prognosis of tension-type headache has been scarcely
analyzed and never in longitudinal epidemiologic designs. In
aclinical 10-year follow-up study of 62 patients, 75% of those
with episodic tension-type headache continued to be epi-

sodic, but 25% had evolved into the chronic form. In those
with initial chronic tension-type headache, 31% remained
chronic, 21% had developed medication overuse, and the
remaining 48% had reversed to the episodic form with or
without prophylactic treatment [31]. Depression, anxiety, and
medication overuse were predictors for a poor outcome. In a
former cross-sectional clinical study, most of the patients with
chronic tension-type headache had evolved from the episodic
form during a period of many years [32], confirming numer-
ous pathophysiologic studies that indicate that, on the basis
of peripheral and central sensitization of the pain system,
patients with frequent episodes of headache are at risk for
suffering from chronic and treatment-resistant forms of
tension-type headache [33-35].

Impact of Tension-type Headache

Because of its high prevalence, tension-type headache has a
greater socioeconomic impact than any other type of head-
ache. The direct costs include medical costs and social
services; indirect costs cause lost production in the economy
because of morbidity. Intangible costs include reduced qual-
ity of life. Because headache attacks reduce work capability
quite significantly, the socioeconomic costs from absentee-
ism among patients with tension-type headache is quite
substantial. The total loss of work days each year because of
tension-type headache is 820 days per 1000 employees com-
pared with 270 days per 1000 employees as a result of
migraine headache [36<]. In Denmark, tension-type head-
ache, especially the chronic type, accounts for more than
10% of total disease absenteeism caused by any disease
[36¢]. In a US study, migraineurs were much more likely to
report absenteeism from work; tension-type headache
accounted for a large proportion of decreased work effective-
ness [37<]. Impaired or abolished working capacities and
social activities also were reported by 60% of patients with
tension-type headache in the Danish population-based
study [36<]. In a university student population in Brazil, a
profound impact of episodic tension-type headache was
noted in productivity, physical capacity, and performance,
although this was not as evident in those fewer students
suffering from migraine headache [29]. Although chronic
tension-type headache is not the most visible disease, it is
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Table 3. Differential diagnosis of tension-type headache

Other primary headaches

Secondary headaches

Migraine With structural lesions
Cluster headache or other Brain tumor
trigeminal-autonomic headaches Hydrocephalus

Idiopathic intracranial
Hypertension

Meningitis or other neuroinfections
Subarachnoid hemorrhage

Stroke
Temporal arthritis
Glaucoma

one of the most costly to the society, costing roughly four
times more than epilepsy.

The direct costs caused by medical services and medica-
tions are scarcely analyzed. These headache patients appar-
ently seek less medical attention than migraineurs because
only 16% of patients with tension-type headache have been
in contact with their general practitioner because of the
headache in contrast to 56% of migraineurs [36<]; however,
when data are corrected for the much higher prevalence of
tension-type headache, the total use of medical contacts are
54% higher for tension-type headache than for migraine
headache. In Chile, consultation rates for tension-type
headache sufferers were 39% compared with 63% for
migraineurs and younger age or moderate to severe pain in
patients with tension-type headache increased the likeli-
hood of medical consulting [38]. Because of the lack of
specific and effective treatment for tension-type headache,
over-the-counter drugs were used most frequently for
tension-type headache [36+,39]. Despite the profound
impact on their daily activities, 14% of the patients with
tension-type headache had not used analgesics in the past
year [36<]. Although aspirin or paracetamol usually cause
symptomatic relief in episodic tension-type headache, no
satisfactory treatment is available for the frequent or chronic
form. Furthermore, the intake of analgesics for more than
approximately 10 days each month may worsen this head-
ache because of medication overuse [19<]. These patients
usually seek many doctors and spend large amounts of
money on so-called alternative treatments, but basically
have to live most of their lives with the headache without
effective pain relief [40].

The individual impact of tension-type headache encom-
passes physical suffering, loss of quality of life, and economic
effect, but is more difficult to quantify than impact on the
society. In a study by Holroyd et al. [12<], it was demonstrated
that chronic tension-type headache had a profound negative
effect on the emotional life of the affected patients; they were
seven times more likely than control subjects to be classified
as impaired on all of the subscales of the applied quality-of-
life instruments, which is similar or even worse than other
patients with well-accepted chronic pain diagnosis.

Without structural lesions
Medication overuse
Influenza headache
Alcohol headache
Post-traumatic headache
Cough headache

Nitrate headache
Hypoglycemia

Depression

Anxiety

Conclusions

The substantial societal and individual burdens associated
with tension-type headache constitute a major public health
issue that has been overlooked previously [40]. Considerable
benefits for the society can be gained by specific strategies
leading to reductions in the amount of sickness absence and
impaired working abilities. Likewise, the burden on the
affected patients’ and their families’ quality of life may be
improved by a general acceptance of the disorder and by the
development of a specific treatment strategy. Tension-type
headache also has been overlooked by the pharmaceutical
industry for many years because the industrial focus has been
directed into new migraine headache drugs. The most preva-
lent group of headache patients continue to be left virtually
without any specific attention. Therefore, much more focus
on this widespread disorder is needed.
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