should be modified to accommodate clinical pediatric manifestations and omit

those symptoms infrequently observed in children, eg unilateral headache,

phonophobia. The restrictive nature of IHS adult criteria for migraine

;d):ﬁﬁno;is in children is discussed in Progress in Pediatric Neurology III, PNB
, 1997.

Effective migraine management is reviewed from the Institute of
Neurology, Queen Square, London (Goadsby PJ, Olesen J. Neurology March
1997;48(Suppl  3):S1-S3). Acute treatment of migraine with
dihydroergotamine nasal spray is reported from the University Headache
Center, Moorestown, NJ. (Gallagher RM et al. Arch Neurol Dec 1996;53:1285-
1291). Newer and experimental treatments for migraine are generally
inappropriate for use in children. Analgesic or analgesic/antiemetic
combinations are first-line acute treatments. Greater attention might be given
to precipitating factors, including diet, school-related stress, and negative
parent responses to the headache.

PARENT RESPONSES TO PEDIATRIC HEADACHE

Parent and child report measures of the frequency and quality of
parent responses to children's recurrent headache were evaluated for 153
pediatric patients at the University of Maryland School of Medicine, Baltimore,
using a 16-item scale modeled after part II of the West Haven-Yale
Multidimensional Pain Inventory, which assesses patients' perceptions of
others' responses to pain, and a Child Behavior Checklist, to assess parent
perceptions of the child's behavioral responses. Parent-perceived negative
responses (eg. ignore, leave room, frustration) were correlated with increased
levels of behavior problems in adolescents. Parent affiliative or distracting
responses (eg. talk or read to child, express sympathy) were associated with
lower levels of functional disability in younger children. (Wall BA, Holden EW,
Gladstein J. Parent responses to pediatric headache. Headache Feb 1997;37:65-
70). (Respond: Dr E Wayne Holden, Department of Pediatrics, University of Maryland
School of Medicine, 630 West Fayette Street, Room 5-668, Baltimore, MD 21201).

COMMENT. As might be expected, parental negative response to pediatric
headache is an important factor in causation of functional disability and
behavioral problems associated with recurrent pain. To prevent the
development of behavioral problems, parents of children 11 years of age and
younger should reinforce symptom-free periods and use distractions and
supportive comments in response to pain-related behavior. Parents of
adolescents should be over solicitous and should avoid negative or punitive
responses.

HEADACHE AND CHIARI-I MALFORMATION

The clinical features and pathogenesis of headache associated with
Chiari-I malformation and syringomyelia are reviewed from the Katholieke
Universiteit Leuven, Belgium. The incidence of headache reported with
Chiari-I malformation has varied from 12 to 58%. In a retrospective review of
62 cases of syringomyelia, only two had headache as a presenting symptom.
Chiari-I headache is paroxysmal or protracted, occipital in location,
aggravated by Valsalva's maneuver, effort, cough, and postural changes, and
correlates with the degree of tonsillar herniation. Syringomyelia may coexist
with Chiari-I malformation, but has no relation to the occurrence of headache.
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