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SNNOOP10 Red-Flag Screening
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. 620/0 of intracranial lesions present with paplllede_ma' Progressive Progressive, worsening over time Yes
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0 Red flags should be identified before slowing; ~ otherwise  normal i New neurologic or visual symptoms Yes
initiating headache management. neurologic examination, Dot
D NO SymptOm relief Wlth NSAlDS cza:;(rel Pattern change, no relief with treatment Yes
or muscle relaxants.
Others — N/A

d MRI: 4 x 3.1 x 2.3 cm right
DATA VISUALIZATION cerebellar mass with diffusion

restriction, mass effect, and mild

Systematic SNNOOP10 red-flag screening is crucial before
diagnosis and treatment in headache management.
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v Full Abstract & - "I:'_l.|_l_ not exclude raised intracranial pressure;
C detail |:|.: papilledema sensitivity is 48%.
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