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q 7.1% of ED headaches are life-threatening 
secondary headaches. 

q 1.5% of neuroimaging headache patients 
have intracranial tumors. 

q 77% of brain tumor headaches mimic 
tension-type patterns. 

q 62% of intracranial lesions present with 
normal neurologic examinations. 

q Red flags should be identified before 
initiating headache management.
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q 20-year-old male with new, 
progressive occipital-to-frontal 
headaches, positional/Valsalva 
exacerbation, and visual 
symptoms.

q No fever, meningeal signs, or 
papilledema.

q Alert with subtle psychomotor 
slowing; otherwise normal 
neurologic examination.

q No symptom relief with NSAIDs 
or muscle relaxants.

q MRI: 4 × 3.1 × 2.3 cm right 
cerebellar mass with diffusion 
restriction, mass effect, and mild 
hydrocephalus; favored 
medulloblastoma.

q IV dexamethasone resulted in 
headache resolution within 48 
hours; discharged for elective 
surgery.

q Positional, Valsalva-triggered, progressive, or 
refractory headache warrants imaging.

q Normal examination and absent papilledema do 
not exclude raised intracranial pressure; 
papilledema sensitivity is 48%.

q Screen with SNNOOP10
q Avoid anchoring on prior tension headaches; 

establish etiology before analgesia.
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