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Headache and facial pain are both very high in the general popula-
tion. Headache has been identified as one of the associated con-
ditions in patients with chronic orofacial pain. The interrelation 
between the two has not been explored in the literature. Patients 
with facial pain often initially seek the care of a dentist. Misdiag-
nosis and multiple failed treatments (including invasive procedures) 
are very common in this population. This case report describes four 
patients whose condition fulfilled the International Headache Soci-
ety’s criteria for hemicrania continua but whose teeth were extract-
ed because their pain was suspected to be of odontogenic origin. 
Each patient’s records and the literature were reviewed for possible 
reasons for the unnecessary extractions. The findings suggest that 
initial treatment with drugs specific for primary headache disorders 
should be instituted before subjecting patients to invasive proce-
dures. J OrOfac Pain 2010;24:408–411
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Both chronic daily headache and chronic orofacial pain are 
very high in the general population. about 5% of the adult 
population suffer from headache on a daily or near-daily ba-

sis.1 facial pain affects at least 10% of the adult and 50% of the 
elderly population.2 The defining boundary between facial pain 
and headache is the orbitomeatal line, but there is no anatomical 
or physiological basis for this distinction. facial pain and head-
ache disorders frequently cross this boundary and can lead to a 
diagnostic dilemma. The presence of headache as a comorbid con-
dition in patients with facial pain or vice-versa is another factor 
for creating diagnostic confusion.3 Besides these, there are many 
primary headache disorders that may exclusively present as orofa-
cial pain (including isolated tooth pain).4–11 Patients with orofacial 
pain often seek the care of dental practitioners and oral surgeons. 
These patients are frequently subjected to various invasive dental 
and other procedures.12 The high prevalence of dental caries and 
periodontal diseases in the population may further complicate the 
diagnostic and therapeutic decisions.13 This article reports four pa-
tients with hemicrania continua (collected over 2 years) in whom 
teeth were unnecessarily extracted. Written informed consent was 
obtained from all the patients in order to publish the report.
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Case Reports

Case 1

a 61-year-old male presented with a 22-year history 
of continuous left-sided headache and facial pain. The 
pain was described as a steady ache of mild to moder-
ate severity with superimposed exacerbations of inca-
pacitating and pulsatile pain. The pain was maximal 
in the supraorbital and infraorbital areas, with radia-
tion to the whole of the face, including teeth, on the 
same side. The usual duration of the exacerbations 
was 2 to 4 hours. The patient experienced one to two 
exacerbations per week. nocturnal attacks were com-
mon. cranial autonomic symptoms (feeling of sand in 
the eye, conjunctival injection, and lacrimation) were 
noted in about one tenth of the exacerbations. How-
ever, the presence of autonomic features was never 
investigated by any treating physician in the past. The 
exacerbations were not associated with nausea, vom-
iting, photophobia, phonophobia, etc.

The patient visited several dentists, general physi-
cians, neurologists, and otolaryngologists. a number 
of different diagnoses were made (atypical facial pain, 
atypical odontalgia, sinusitis, etc). He underwent si-
nus surgery, four root canal treatments, and six ex-
tractions (teeth number 25–28, 36 –37). However, 
these procedures never provided symptomatic relief. 
He received numerous pain killers, antibiotics, and 
antihistamines. a few pain killers (details not avail-
able) provided some relief to his symptoms. However, 
relief was never complete, and the pain persisted.

a diagnosis was made of possible hemicrania contin-
ua. indomethacin was started, and the patient showed 
complete relief of symptoms to 75 mg three times a day 
for 5 days. Skipping the drug resulted in recurrence of 
pain, and there was no attempt to lower the dose of 
indomethacin in the next 10 months of follow-up.

Case 2

a 45-year-old male presented with a 3-year history of 
continuous pain on the left side of the whole face and 
forehead. The pain was described as a continuous dull 
ache of mild to moderate severity with superimposed 
exacerbations of throbbing pain. The pain of exacerba-
tion was maximal in the left supraorbital and infraor-
bital areas. The exacerbations occurred one to two 
times per week, lasting from 30 minutes to 2 hours. 
The pain never occurred on the right side. There were 
occasional nocturnal exacerbations. The exacerbations 
were associated with conjunctival injection and/or rhi-
norrhea in about 50% of the attacks. However, this 
part of the history was never investigated or reported 
on previous consultations. The exacerbations were not 

associated with nausea, photophobia, or phonopho-
bia. The patient also had a history of toothache on the 
left side. The pain in the teeth was intermittent (6 to 
24 hours) and was not related to the exacerbations 
of the headache and facial pain. His previous diagno-
ses were caries, pulpitis (teeth number 26-28), atypical 
odontalgia, atypical facial pain, sinusitis, psychiatric 
disorders, etc. Magnetic resonance imaging (Mri) of 
the brain and sinuses was performed on a few occa-
sions in the past, and scans were normal. The patient 
underwent root canal therapies and extractions (teeth 
number 26–28). The toothache was relieved on a few 
occasions by the dental procedures, but it did not have 
any effect on the facial pain.

The authors made a diagnosis of possible hemicra-
nia continua. indomethacin (50 mg, three times a day) 
was prescribed and resulted in complete response. at-
tempts to reduce the dose in the follow-up period (up 
to about 12 months) were not successful.

Case 3

a 48-year-old woman had a history of toothache about 
2 years ago. Her right upper wisdom tooth (number 
18) was extracted for caries. Her pain subsided com-
pletely within a few days. However, about 2 months 
later, she felt a continuous dull ache of mild to moder-
ate severity in the right maxillary area. She had exac-
erbations of more severe pain, occurring three to four 
times a month, and each lasting for 4 to 12 hours. The 
exacerbations were maximal in the right maxillary area 
with radiation to whole right side of the face and fron-
totemporal areas. Occasionally, the exacerbations were 
associated with dental pain in the right maxillary area. 
The patient noted nausea and/or photophobia during a 
few of the exacerbations. She had a number of diagno-
ses: atypical odontalgia, atypical facial pain, sinusitis, 
chronic migraine, atypical facial pain with migraine, 
etc. Trials with various medications produced minimal 
or no effect. Even trials with sumatriptan and riza-
triptan during the exacerbations did not provide relief. 
Two other teeth (number 16–17) were extracted from 
the right maxilla on the assumption that these were the 
source of the pain as she had evidence of caries in these 
teeth. However, this procedure resulted in no relief. The 
patient was referred to the authors’ outpatient clinic 
for a possible neurological cause. an additional history 
of “feeling of sand in the eye,” conjunctival injection, 
and nasal blockage on the left side was obtained dur-
ing the exacerbations. Mri of the brain was normal. a 
diagnosis was made of possible hemicrania continua, 
and indomethacin was started. The pain subsided com-
pletely by indomethacin (50 mg, three times a day). 
Weaning off indomethacin was done on two occasions 
over the 6 months of follow-up but was not successful. 
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Case 4

a 38-year-old female presented with a 15-month 
history of right-sided headache and facial pain. The 
pain was initially described as a constant ache of 
mild (occasionally moderate) intensity in the right 
maxillary area (occasionally in the teeth). The initial 
diagnosis was sinusitis. However, it was not affected 
by various analgesics and antibiotics. The dental ex-
amination at that time was suggestive of caries (teeth 
number 16–18). The patient was subjected to root 
canal therapy (tooth number 18). However, there 
was no improvement. Over time, the pain extended 
to involve the right side of the face and frontotem-
poral areas. Superimposed on the background pain, 
the patient felt exacerbations of more severe excru-
ciating pulsating pain. The exacerbations occurred 
two to 25 times daily, lasting from a few seconds to 
10 minutes. nocturnal exacerbations were common. 
The patient denied any presence of nausea, vomiting, 
photophobia, phonophobia, or auras. There were no 
triggering factors. She received a number of diagno-
ses for her symptoms: trigeminal neuralgia, atypical 
odontalgia, atypical facial pain, etc. Trials with vari-
ous medications produced minimal or no benefit. 
One more tooth (number 17) was extracted from 
the right maxilla on the assumption that this was 
the source of the pain. Mri of the brain was normal.

The patient was referred to the authors’ outpa-
tient clinic for a possible neurological cause. The pa-
tient denied the presence of any cranial autonomic 
features, but the authors noted conjunctival injec-
tion during a few of the exacerbations. On further 
inquiry, during an ongoing attack, the patient admit-
ted to having a “feeling of sand in the eye” and nasal 
stuffiness. a diagnosis was made of possible hemi-
crania continua, and a trial with indomethacin at a 
dose of 75 mg three times a day resulted in complete 
relief of symptoms. Skipping of the drug resulted in 
recurrence of pain in the next 6 months of follow-up.

Discussion

Misdiagnosis is very common for both chronic oro-
facial pain and primary headache disorders.  a mis-
diagnosis of hemicrania continua is probably highest 
among all primary headache disorders.14

all four patients fulfilled the diagnostic criteria of 
the international Headache Society (iHS) for hemicra-
nia continua.15 The diagnostic criterion for hemicra-
nia continua overlaps with the criteria for trigeminal 
autonomic cephalalgias. However, the site of pain and 
the duration and frequency of the attacks (exacerba-
tions) are not described in the criteria for hemicrania 

continua.15 Therefore, if a patient or doctor focuses 
on the painful exacerbations and fails to consider the 
continuous background pain, hemicrania continua 
may be mistaken for cluster headache, paroxysmal 
hemicrania, migraine, trigeminal neuralgia, etc. in a 
study by Peres et al, about 70% patients with hemicra-
nia continua met the iHS criteria for migraine.16 rossi 
et al reported that 32% of patients with hemicrania 
continua fulfilled the criteria for cluster headache dur-
ing exacerbations.14 These observations highlight the 
need for careful history-taking regarding the presence 
of continuous background headache.  

in the same way, if we focus on the continuous 
background headache and fail to consider painful 
exacerbations, hemicrania continua may be mistaken 
for atypical facial pain, atypical odontalgia (especial-
ly if the pain is localized below the orbitomeatal line), 
or temporomandibular disorder. atypical odontalgia 
is classically defined as presence of continuous pain 
in a tooth or tooth site. However, it may spread to 
involve the entire face, head, or neck. atypical od-
ontalgia is known to show fluctuation in intensity.17 
Therefore, there is the possibility of making a wrong 
diagnosis of atypical odontalgia in a patient with 
hemicrania continua. 

The frequency, intensity, and components of auto-
nomic features are usually meager and of moderate 
dimension in patients with hemicrania continua (as 
compared to trigeminal autonomic cephalalgias).16 
The patients themselves may not volunteer or re-
member about the presence of cranial autonomic 
features. case 4 outlined above admitted to having 
cranial autonomic features only when asked specifi-
cally during an attack. rossi et al reported a similar 
case in which an autonomic feature was noted after 
the initial visit.14 The presence of a large number of 
cases of hemicrania continua-like headache (respon-
sive to indomethacin) without cranial autonomic fea-
tures in the literature18 suggests that patients may not 
come forward with a history suggestive of autonomic 
features in their first visit. Therefore, a patient with 
refractory chronic orofacial pain should be asked to 
look for the features of cranial autonomic symptoms 
during exacerbations in follow-up for a possible di-
agnosis of hemicrania continua.

Unfamiliarity with hemicrania continua may be 
another reason for a misdiagnosis. Twenty neurolo-
gists and seven headache specialists failed to make a 
correct diagnosis in the study by rossi et al.14 cases 
1, 2, and 3 above had a history of cranial autonom-
ic features. However, these were never investigated 
previously by any treating physician. 

The exact site of pain is not defined in the iHS 
criteria for hemicrania continua.15 available data 
suggest that the anterior part of the head may be 
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involved more frequently.16 However, it may radiate 
to involve the whole of the head and face. it may 
radiate even to teeth, temporomandibular joint, ear, 
and throat. Toothache or temporomandibular joint 
pain may be a presenting complaint in patients with 
hemicrania continua.7–11,19  This may lead to misdi-
agnosis of hemicrania continua as a dental or tem-
poromandibular disorder, and the patient may be 
subjected to various erroneous treatments (Table 1).

The present case reports and review of the lit-
erature suggest that orofacial pain with or without 
headache may be a feature of hemicrania continua, 
and it should be a differential diagnosis in patients 
with chronic orofacial pain. The identification of 
these patients is important, as they respond very 
well to specific therapy. Trials should be made with 
the drugs effective for various primary headache 
disorders before subjecting such patients for surgi-
cal interventions. This will prevent unnecessary ex-
traction of teeth in a subset of patients with primary 
headache disorders whose predominant complaint 
is chronic orofacial pain.
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Table 1  Literature Review of Hemicrania Continua Misdiagnosed as Temporomandibular Disorders (TMD) or Dental Disorders 

Authors
No. of  
cases         Main pain site   Misdiagnosis

Unnecessary 
treatments

Rossi et al14 5* NA* TMD/dental pain Dental extraction = 5 
TMD surgery = 2

Taub et al8 2 Case 1: right mandibular area, molar, preauricular, ear. 
Case 2: left ear, jaw, neck, tempofrontoparietal areas.

TMD 
TMD

Not any specific 
Not any specific

Alonso et al7 1 Right maxillary premolar, temple, and vertex. Dental pain Dental extraction

Benoliel et al9 1 Right head, face, mouth, maxillary molars. Dental pain Dental treatment (not 
specified)

* = 5 out of 25 patients misdiagnosed as dental pain. The details of individual patients were not available.
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