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ABSTRACT
Tension-type headaches are the most common type of primary headache disorders. They concern
up even to 80% of the population. Despite their usually mild course, they are still a major health problem
resulting from the multidimensional etiology of the disease, prevalence, demanding treatment and
disregarding the symptoms of patients by doctors. The therapy of tension-type headache, due to its
character, sometimes requires cooperation with a psychologist or psychotherapist. The article presents
current diagnostic methods as well as methods of treatment - immediate, prophylactic and psychological.
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1. INTRODUCTION
Headache is the most common neurological symptom experienced by practically every
person throughout life. Among them, the most common is tension-type headache, characterized
by a predisposition to mild attacks of headache, usually not associated with the presence of
additional symptoms or with a small number of them. The incidence of this disease, its
elusiveness and frequent downplaying of symptoms, both by doctors and patients, make it a
major medical, scientific, social and even economic problem.
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Tension-type headache was previously known under the names "tension headache",
"muscle contraction headache", "psychomyogenic headache", "stress headache", "ordinary
headache", "essential headache" and finally "psychogenic headache". The multitude of names
that have lost their meaning has resulted in many gaps in knowledge about this disease. With
the development of science, many false beliefs about tension-type headaches have fallen,
however, there is still a lack of a full explanation of the pathophysiological processes occurring
in this disease and convincing evidence of the effectiveness of current treatments.

2. EPIDEMIOLOGY OF TENSION-TYPE HEADACHE
Tension-type headache (TTH) is the most common neurological disease in the world and
the most common form of primary headaches (i.e. headaches that are not the result of another
medical condition) [1, 2]. The occurrence of episodic tension-type headaches in the total
population is almost 80%, and of chronic form - from 0.5 to 4.8%. Tension-type headaches
most often occurs in people between 35 and 40 years of age, however, patients in all age groups
suffer from it. They also occur in children, reaching a peak in middle age, and then decreasing
slightly with age. TTH occurs more often in woman than men. The incidence of tension-type
headache increases - the annual incidence of frequent episodic TTH is 14.2 per 1000 person [1,
3–7].
The prevalence, lack of information on the pathogenesis of the disease and low severity
of symptoms cause that the problem is often neglected by both patients and doctors. However,
tension-type headaches are associated with a significant decrease in patients' quality of life and
are a common cause of incapacity for work [8]. What's more, the cost of medical visits for the
entire population of people with TTH compared to the costs for migraine sufferers is 54%
higher [9, 10].

3. ETIOLOGY AND PATHOMECHANISM OF TENSION-TYPE HEADACHE
Despite their prevalence, tension-type headaches are the least known primary headaches.
It has been proved that the cause of the disease is to some extent neurobiological stimuli but the
involvement of psychological, environmental, genetic factors and central nervous system’s
nociceptive abnormalities is also suggested.
Current hypotheses say that the cause of the disease is persistent activation of peripheral
nociceptors and the increased sensitivity to the pain of muscle and fascia. It is caused by the
release of inflammatory mediators, which results in a disturbance of pain stimulus conduction.
One of the activators of nociceptors is nitric oxide (NO), which stimulates N-methyl-Daspartate (NMDA) receptors [11, 12].
The second reason is that intact body tissues generate a pain stimulus - some patients may
find painful areas during oppression in the physical examination, despite no active damage.
These are groups of muscle fibers with disturbed activity [11,13].
These two elements explain the occurrence of episodic NBG. The explanation for the
transformation of frequent episodic NBG into chronic NBG is a disorder in the processing of
pain information on the upper levels of the nervous system [14].
Other possible causes of NBG are [15–20]:
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Changes in endogenous opioid peptide levels in cerebrospinal fluid
Lowering the overall threshold of pain excitability in patients
Local ischemia in the muscles associated with microcirculation disorders
Disorders of metabolism and mitochondrial function
Disorders of nervous regulation in the endothelium of brains and muscles vessels
Increased levels of calcitonin gene-related peptide (CGRP) in central nervous system.

The only abnormality in the psychical examination in patients suffering from tensiontype headaches is increased muscle tension in pericranial muscles. This is the reason for the
frequent use of muscle relaxants (i.e. as baclofen) on NBG. However, using them does not bring
any benefit to the patient, as the relationship between increased muscle tenderness and tensiontype headaches symptoms has not been proven. Increased tension of the pericranial muscles
also persists during the pain-free period and is not specific to this disease. Moreover,
electromyography (EMG) does not confirm the state of increased muscle tension, despite being
palpated by the examiner during a pain attack. These reasons suggest that the cause of the
increased muscle tension is secondary to or independent of pain [21–23].

4. PSYCHOLOGICAL CHARACTERISTIC OF PATIENTS WITH TENSION-TYPE
HEADACHE
Years ago, it was thought that tension-type headaches were associated only with
psychological factors, which was expressed in the very old name of the disease "psychogenic
headache". It is currently known that these factors are important in the course, prognosis and
therapeutic process of the disease, but they are secondary to neurobiological factors.
Some of that factors are known, because a lot of researches were focused on finding a
specific psychological features associated with the incidence of TTH. Those researches concern
various psychological aspects of human being. Examination of 120 children in 6-16 years of
age has shown temperamental differences in children with episodic TTH (ETTH) in comparison
to children without episodic TTH [24]. Children with ETTH had higher emotionality, instability
and level of anxiety but lower level of vigour. Moreover, researchers indicates the role of
personality traits in migraine and tension-type headaches. E.g., some of them reports that
women with tension-type headache have a higher level of neuroticism [25,26]. Ozedmir’s and
coworkers’ research show up that women with TTH have lover level of active coping strategies.
Furthermore, previous researches have shown that maladaptive coping strategies associate with
more frequent episodes of headache [27]. Some studies also suggest that the increased level of
anger experienced by an individual can also be a factor in people suffering from TTH [28].
Stress is one of the most important psychological factor in the matter of TTH. Nash and
Thebarge suggest that incidence and intensity of headaches are dependent on the onset of a
stress episode [29]. They conclude, that psychological stress can be a predisposing, preceding,
intensifying or aggravating factor. Moreover, stress can be not only a reason but the effect of a
headache condition. That can lead to the conclusion, that psychological stress can take many
roles for tension-type headaches episodes. As it was just mentioned, psychological stress and
negative mood states can intensify the headache, although some researches indicates that only
momentary psychological stress, not average stress level is associated with headache
exacerbation [30].
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TTH has its own comorbidities [3]. The strong association between TTH, especially its
chronic form and Generalized Anxiety Disorder (GAD) was found. Approximately 38,5% 52,5% patients with TTH suffer from GAD [31,32]. Also MDD (major depressive disorder) is
one of the most frequent disorder concurrent with TTH. The same researches has shown, that
about 32,7% to 36.4% patients with TTH suffer from MDD [31,32]. However, another
researches suggest there are no differences in the incidence of headache symptoms consistent
with TTH for children with or without anxiety disorders [33].

5. CLINICAL PRESENCE OF TENSION-TYPE HEADACHES
Tension-type headaches have several characteristics that distinguish them from other
primary headaches, i.e. migraines or cluster headaches [34, 35]:







pain is mild to moderate
described by the patient as dull, non-pulsating, oppressive, creasing "like a band
around the head"
in 90% of cases pain is bilateral
it may be associated with muscle tightness
it is not accompanied by neurological symptoms
it is not accompanied by nausea or vomiting.

Often, patients wake up with pain that increases during the day to subside in the evening.
It usually covers the entire head or temporal region, as presented in the Figure 1. Tenderness of
the cranial muscles may co-occur, however, in physical examination and additional (i.e.
biochemical, electrophysiological) tests there are usually no deviations from the norm [36].
There are also no deviations from the norm in routine imaging tests.
Pericranial tenderness may be recorded by palpation with second and third finger on
trapezius, splenius, sternocleidomastoid, pterygoid, masseter, temporal and frontal muscles [37,
38]. It is recommended to use a palpometer to capture objective results, but because the
equipment is often unavailable - this is not necessary. Tension-type headache can co-exist with
migraine (TTH episodes occur between migraine attacks). TTH may also become chronic daily
headache, which is associated with the abuse of analgesics [39]. Pregnancy, menopause or
menstruation do not affect the severity of tension-type headache [40].
Symptoms that may accompany tension headaches include:






photophobia
sleep disorders
hypersensitivity to noise
feeling of chronic fatigue
decreased appetite.

International Headache Society experts have identified four different types of TTH,
including [2]:


Episodic tension-type headache - pain persists for less than 15 days a month or less than
180 days a year.

-17-

World Scientific News 135 (2019) 14-31




o Infrequent episodic tension-type headache
o Frequent episodic tension-type headache - at least 10 episodes of headache
occurring for at least 1 day a month, but less than 15 days a month for at least
three months.
They were distinguished from infrequent because of their negative impact on the
patient's quality of life.
Chronic tension-type headache - pain persists for more than 15 days a month for more
than 3 months or more than 180 days a year; the pain lasts many hours and is continuous.
Probable tension-type headache - the clinical picture is inconclusive and no other cause
for headache was found.

Figure 1. A patient suffering from tension-type headaches indicating location of pain.

The criteria for the diagnosis of tension-type headaches according to International
Classification of Headache Disorders, 3rd edition (ICHD-3) are presented in Tables 1-3.
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Table 1. The diagnostic criteria for the diagnosis of infrequent episodic
tension-type headache [2].
A. At least 10 episodes of headache occuring on <1 day/month on average (<12 days/year)
and fulfilling criteria B-D
B. Lasting from 30 minutes to seven days
C. At least two of the following four characteristics:
1. bilateral location
2. pressing or tightening (non-pulsating) quality of pain
3. mild or moderate intensity
4. not aggravated by routine psychical activity, such as walking or climbing stairs
D. Both of following:
1. no nausea or vomiting
2. no more than one of photophobia or phonophobia
E. Not better accounted for by another ICHD-3 diagnosis.
Note: Infrequent episodic TTH can be divided into infrequent episodic TTH associated- and
not associated with pericranial tenderness due to fact of this symptom in patients.
When headache fullfils criteria for both Probable migraine and Infrequent episodic tensiontype headache, it’s preferred to use Infrequent episodic tension-type headache, due to rule that
definite diagnoses always trump probable diagnoses.

Table 2. The diagnostic criteria for the diagnosis of frequent episodic
tension-type headache [2].
A. At least 10 episodes of headache occuring on 1-14 days/month on average for >3 months
(≥12 and <180 days/year) and fulfilling criteria B-D
B. Lasting from 30 minutes to seven days
C. At least two of the following four characteristics:
1. bilateral location
2. pressing or tightening (non-pulsating) quality of pain
3. mild or moderate intensity
4. not aggravated by routine psychical activity, such as walking or climbing stairs
D. Both of following:
1. no nausea or vomiting
2. no more than one of photophobia or phonophobia
E. Not better accounted for by another ICHD-3 diagnosis.
Note: Frequent episodic TTH can be divided into frequent episodic TTH associated- and not
associated with pericranial tenderness due to fact of this symptom in patients.
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When headache fulfills criteria for both Probable migraine and Frequent episodic tensiontype headache, it’s preferred to use Frequent episodic tension-type headache, due to rule that
definite diagnoses always trump probable diagnoses.
Frequent episodic TTH often coexist with migraine without aura – it’s necessary to identify
both of disorders due to different treatments.

Table 3. The diagnostic criteria for the diagnosis of chronic tension-type headache [2].
A. Headache occuring on ≥15 days/month on average for >3 months (≥180 days/year) and
fulfilling criteria B-D
B. Lasting hours to days, or unremitting
C. At least two of the following four characteristics:
1. bilateral location
2. pressing or tightening (non-pulsating) quality of pain
3. mild or moderate intensity
4. not aggravated by routine psychical activity, such as walking or climbing stairs
D. Both of following:
1. no nausea or vomiting
2. no more than one of photophobia or phonophobia
E. Not better accounted for by another ICHD-3 diagnosis.
Note: Chronic TTH can be divided into chronic TTH associated- and not associated with
pericranial tenderness due to fact of this symptom in patients.
Patient’s headache can fulfill both all criteria for Chronic TTH and Chronic migraine. In these
cases, only the diagnosis Chronic migraine should be given.

The exclusion of causes that may be responsible for secondary headaches reminiscent of
tension-type headache is important not only because of possible wrong therapeutic decisions
regarding the headache itself, but also overlooking the first symptoms of serious illness. There
are several features of pain that are “red-flags” and require urgent specialist medical care (i.e.
performing imaging tests and referring patient to a neurological ward) [35]:
1)
2)
3)
4)
5)
6)
7)
8)
9)
10)

sudden and very strong pain (the first so strong in life)
pain with increasing intensity
pain with accompanying meningeal symptoms and fever
pain in a person over 50 who appeared only at this age and whose intensity is
increasing
extremely one-sided pain
pain not responding to any immediate treatment at all
suddenly changing the nature of pain in a person with a long-suffering headache
pain with accompanying neurological focal symptoms
pain with accompanying epileptic seizures
pain temporarily and causally associated with head injury
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11) pain with the congestive optic disc
12) pain in people with hypercoagulability, in pregnancy, with (any) thrombosis in a
personal or family history
13) pain in people with a history of cancer or positive anti-HIV antibody test.
Differential diagnosis of TTH includes:









drug-induced headache
sinusitis
diseases of the eye (e.g. glaucoma)
idiopathic intracranial hypertension (IIH)
dysfunction of temporomandibular joint
headache attributed to head and/or neck trauma
brain tumors
bruxism.

6. TREATMENT OF TENSION-TYPE HEADACHE
Treatment of patients with TTH is difficult for many reasons. Patients suffering from
episodic TTH usually do not look for a medical advice from their doctor, but instead take overthe-counter analgesics. On the contrary, patients with chronic TTH, due to its resistance to
treatment, often abuse analgesics and have a specific psychological profile, which also affects
the therapeutic process.
Depending on the type of tension-type headache, different methods of pharmacological
treatment are used, so it becomes necessary to determine the exact subtype of the disorder.
Many patients may also benefit from additional psychological treatment.
People with infrequent tension-type headache and positive results of self-treatment with
over-the-counter medications do not need constant medical care, but some of them may expect
substantive support from a doctor if their treatment is appropriate for the disease. The use of
medicines for acute headache should be no more than 2-3 days a week to minimize the risk of
overuse of drugs or the occurrence of drug-induced headaches. Patients whose headache
significantly reduces their daily lives, significantly affect the quality of life or cause additional
health complications must be under constant medical care. People who abuse over-the-counter
analgesics due their disorder should also receive specialist care.
Treatment for TTH includes the symptomatic therapy of acute attacks and, if necessary,
the addition of preventive treatment to reduce the number of attacks.
6. 1. Symptomatic therapy of tension-type headache acute attacks
Over-the-counter medications such as acetylsalicylic acid (ASA) and paracetamol are
effective in treatment of TTH attacks. Their general availability causes difficulties for the
doctors to control the treatment. Of the above-mentioned drugs, acetylsalicylic acid at the 1000
mg dose is the most effective (however, the 500 mg dose is also effective). 1000 mg
paracetamol was also effective in treating TTH seizures, but 500 mg was not more effective
than placebo [41]. One study suggests that metamizole at 500 and 1000 mg doses is more
effective than 1000 mg ASA [42]. Some non-steroidal anti-inflammatory drugs (NSAIDs), i.e.
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nimesulide, naproxen, diclofenac, ibuprofen, and ketoprofen are also used to treat TTH attacks.
Few studies suggest that they have slightly better efficacy than aspirin or paracetamol.
Nimesulide and ketoprofen were the most preferred by patients [43]. A study on the comparable
effectiveness of 10% peppermint oil compared to 1000 mg paracetamol was found to be
statistically poorly constructed and so far the effectiveness of peppermint oil in the treatment
of TTH has not been proven [44].
Drugs containing two or more active substances that contain an analgesic and caffeine,
codeine, sedatives or tranquilizers are often used to increase the effectiveness of the analgesic
itself. Their increased effectiveness is confirmed, however, caution should be used in their use
due to the increased risk of addiction and the possible transition of TTH into a drug-related
headache [35, 36]. Triptans, often used in the treatment of migraine headache and muscle
relaxants are not effective.
In summary, paracetamol at a dose of 1000 mg is a first-line drug according to the
guidelines of the European Federation of Neurological Societies (EFNS) in the treatment of
TTH attacks due to better gastric side effect profile. The second-line drug is ibuprofen at a dose
of 400 mg (not more often than 3 days a week), although these recommendations may change
due to the equally high effectiveness of nimesulide and ketoprofen, and their better reception
by patients [47].
When patient takes more than 8-10 tablets of analgesics per month, emergency treatment
should be replaced with preventive treatment to prevent side effects of therapy.
6. 2. Preventive therapy of chronic tension-type headache
Antidepressant drugs are primarily used in the preventive treatment of chronic TTH. The
best effects were observed after the use of tricyclic antidepressants (TCA), especially
amitriptyline at a dose of 50-75 mg per night, which is considered the first choice drug in this
type of disorder [41, 47, 48]. Due to the fact that it acts on many receptors in the central nervous
system (both on the serotonergic system and as an NDMA receptor agonist) and weakens
central sensitization, its analgesic effect is independent of the antidepressant effect, which may
be useful in patients with TTH coexists with depression [49]. Other TCAs that have been shown
to be effective in treating TTH in studies are opipramol and clomipramine [50]. Mianserin,
atypical tetracyclic antidepressant (TeCA) is also effective [51]. Other tricyclic antidepressants
are less effective.
The limitations in the use of TCAs are the numerous adverse reactions listed in Table 4.
Because they are frequent and dose-dependent, it is recommended to start therapy at low doses
and gradually increase them slowly. The effect appears after 4-6 weeks of therapy, and the
minimum treatment time is 3-6 months [47]. The time to complete therapy depends on the
patient's condition, results obtained and coexistence of depression or other diseases. Withdrawal
should also be gradual and based on the clinical picture of the patient's condition and the
frequency of headaches. The treatment effect lasts longer than the duration of drug use [47].
Other drugs used in prophylactic treatment are selective serotonin reuptake inhibitors
(SSRIs), i.e. paroxetine or sertraline. These medications work primarily as coanalgesics,
because they have a small analgesic effect - hence their use in TTH therapy is debatable [53].
Some studies show the effectiveness of SSRIs, while others show efficacy similar to placebo
(SSRIs only reduce the total number analgesics pills taken by the patient) [53, 54]. Venlafaxine,
which is an selective serotonin and noradrenaline inhibitor (SNRI) is more effective [55]. Side
effects of SSRI and SNRI are rare, usually mild and include nausea, diarrhea and other
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gastrointestinal disorders, decreased libido, insomnia or excessive sleepiness and,
paradoxically, worsening of headache [52, 56].
Table 4. Adverse reactions that may occur during chronic tension-type headache therapy with
tricyclic antidepressants [52].
Type of receptor

Adverse reaction
Urinary disturbance
Constipation

Muscarinic acetylcholine receptor
Dry skin and mouth
Sweating
Sedation
Histamine receptor

Confusion
Appetite disorders

Serotonin receptor
α1-adrenergic receptor

Nausea
Tachycardia
Hypotension

Dopamine receptor

Palpitation and tremor

If the above treatment does not bring the desired results, mirtazapine may be effective. It
acts on alpha-2-adrenergic receptors, thus becoming an inhibitor of the reuptake of
noradrenaline and serotonin. A dose of 15-30 mg per day reduced the strength of pain, its
duration, and the incidence of accidents [47,57]. Adverse drug therapy effects are also rare and
usually quite mild – i.e. increased appetite, drowsiness, sedation, headache, dry mouth, weight
gain. Mental disorders such as confusion and anxiety may also appear [58].
Benzodiazepines, which have a sedative effect, can be used only periodically or
temporarily due to the high risk of developing addiction. Diazepam, clonazepam or oxazepam
are effective primarily in people with concomitant neurotic disorders, but rather are not
effective in people without mental disorders [47,59]. As mentioned above, medications used to
treat muscle spasticity are ineffective and are not recommended for tension-type headache
therapy. The use of antiepileptic drugs is still a topic of research and does not give obvious
results. Valproic acid is not effective in the treatment of TTH, although there are studies
showing the effectiveness of topiramate at low doses [60,61]. Similarly divergent results relate
to the use of botulinum toxin in the form of injections into muscles of the skull [62-64].
The use of melatonin and nutraceuticals in TTH therapy in children and adolescents has
brought good results both in the effectiveness of headache treatment and in terms of treatment
tolerance [65].
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6. 3. Psychological treatment of tension-type headache
Such frequent co-occurrence of TTH and other mental disorders indicates the need for
psychological or often psychotherapeutic care of patients with TTH, especially when patients
experience high level of stress. Research results indicate that people with TTH have a reduced
level of quality of life, hence psychological interactions may provide them with adequate
support [66].
There are many psychological methods to help patients observe and reduce their level of
pain. Lot of them can be used not only to control frequency of headaches but also other types
of pain. Moreover, not only psychologists and therapists, but also other specialists who care for
patients with TTH can use the methods listed below. The simplest of them involve, for example,
a subjective assessment of pain on a scale. An example of such a scale is the Visual Analog
Scale (VAS), which is used to assess the intensity of pain at a particular time.
There are several brief psychological, behavioral-type interventions that can be
successfully used during the tension-type headache episode. Positive Emotion Induction (PEI)
is one of those effective and brief methods [67]. This simple intervention is used primarily in
the context of acute pain felt or just before its anticipated arrival. In a nutshell, PEI's intervention
is to bring back a positive memory. The use of PEI by respondents in the authors' research was
associated with a lower subjective assessment of the level of pain, fear and anxiety relative to
the control group [67].
The psychological behavioral effective treatment of TTH is also based on biofeedback.
The meta-analysis of research on biofeedback indicates the effectiveness of this method [68].
Biofeedback involves reducing muscle tone by recording the patient's physiological responses
and learning how to control these responses [69]. This method has been empirically confirmed
also for the reduction of number of headaches episodes [70].
The cognitive-behavioral approach assumes that the cause of various disorders is a faulty
belief regarding various aspects of reality. And so convictions about the inability to control pain
can inhibit the individual from undertaking behaviors reducing him, thus the pain will be still
at the same high level. Cognitive-behavioral therapy (CBT) is also effective when TTH takes a
chronic form.
The important psychological model of chronic pain being the base for CBT interventions
is the Common Sense Model (CSM) by Leventhal and his co-workers [71]. They assume that
beliefs about pain are a cognitive factor that is important for giving significance to distress
associated with chronic disease, which may be the chronic form of TTH. These beliefs trigger
human emotional and motivational aspects that determine how to deal with the situation. Man
in the situation of illness and the associated chronic pain creates this cognitive representation
which researchers describe on several dimension:






reason – “Why I experience pain?”
consequence - perceived effects of pain
identification, or simply naming the pain symptoms
duration - perception of how much pain lasts and perceiving it as persistent
controllability – “How can I affect my disease?”

These dimensions determine how patient copes with pain and the emotions experienced
by a person with chronic pain. Research confirms that these beliefs also have an impact on
triggering pro-health behavior or seeking medical help [71].
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In many researches, the efficiency of CBT was proved. For example, the significant
difference between the decrease of headache incidence and depression symptoms for
interventions based on CBT programme vs RPC (routine primary care) for people with
comorbid migraine and/or tension-type headache and major depressive disorder was found [72].
The reduction of pain achieved by CBT was higher than RPC. The same research indicates that
different measures, e.g. lower level of anxiety or higher level of quality of life were more
postitive for patients after CBT interventions [72].
As mentioned, numerous studies support the thesis about the high effectiveness of
behavioral and cognitive-behavioral therapy, although there are studies presenting different
data. Malone and Strube compared the effectiveness of cognitive-behavioral therapy,
behavioral training, autogenic training, biological feedback and relaxation with control
conditions for various types of pain, including tension-type headache [73]. The effectiveness of
each method in relation to the control group was proved. The most effective method was
Schultz's autogenic training. Furthermore, researchers have shown that those methods have only
short-term efficacy and suggested that the essence of that efficiency is because of the reduction
of the level of fear or depression, not pain as such [73].
The above review indicates that there are numerous psychological correlates of tension
type headaches. Many of these associate not only to TTH but to pain as such - in acute or
chronic form. However, research indicates that these results may also be applied for tensiontype headaches. Studies have also confirmed the effectiveness of numerous, nonpharmacological therapies that help reduce tension-type headaches. However, some studies,
indicate that their effectiveness may not consist in reducing pain as such, but in reducing the
level of anxiety and depression.
6. 4. Other non-pharmacological treatment of tension-type headache
Although there is a lack of convincing results on the effectiveness of other nonpharmacological methods besides psychological and acupuncture, there are individual reports
on the benefits obtained by patients due to their use [74, 75].
Among them, physiotherapeutic methods are most commonly used, which aim to improve
posture, achieve muscle relaxation and general relaxation of the patient through various
exercises and stimulation with light, ultrasound and electricity [8,76]. Unfortunately, their
effectiveness is rather low, although there have been reports that manual therapy effectively
improves the quality of life of patients with TTH [8,76]. There is no evidence of the
effectiveness of spinal manipulation in TTH [77].
Current research suggests that lifestyle changes can be helpful in TTH therapy. Dietary
mistakes, caffeine abuse, insufficient or excessive sleep duration and its disorders are associated
with worse results of tension-type headache treatment [65, 78].

7. CONCLUSIONS
Tension-type headaches are common and important health problem. It is important to
treat this disorder properly and effectively, as its presence is associated with a reduction in the
quality of life of patients experiencing it. Although the exact pathomechanism of tension-type
headaches is unknown, the current state of knowledge allows for effective treatment of tension
type headache. Despite high incidence of the disease, not enough research is being conducted
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into the pathophysiology and treatment of tension-type headache. Unfortunately, due this fact,
an effective and long-term treatment for the chronic TTH variant is still unknown.
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