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Abstract  

This article argues for extending the International Classification of Headache Disorders to 

include information that goes beyond diagnosis. The obvious model is a multiaxial system as 

has been developed for other taxonomies.  An axis for recording disability and impact on 

functioning, and an axis for recording the triggers of headache/migraine, are perhaps the 

strongest contenders for adding to the system, but there are other possibilities such as lifestyle 

factors relevant to headache. Extensions such as these would contribute to headache 

management, provide clear targets for change, and encourage adoption of a biopsychosocial 

perspective. 
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In an invited Editorial for Cephalalgia entitled ‘Classification of headache: The need 

for a radical revision’, I criticized the classification system in use at the time from both a 

conceptual and empirical perspective.1 This Editorial was published in March 1985, and later 

that year the International Headache Society started work on developing the ‘Classification 

and Diagnostic Criteria for Headache Disorders, Cranial Neuralgias and Facial Pain’, which 

was published in 1988.2 Since then a second and a third edition of the International 

Classification of Headache Disorders (ICHD) have been published,3 and they are certainly 

radically different from the system criticized in the Editorial. As an illustration of the 

differences, the original classification was 2 pages in length, whilst the first, second and third 

editions were 100 pages, 160 pages and 179 pages, respectively. Three decades after the 

Editorial in Cephalalgia, I would like to make a few suggestions related to the current 

headache classification system, which will hopefully stimulate discussion in the headache 

research community. 

The system in use today represents a truly Herculean effort by the leading experts in the 

field of headache over many years, and much of it has a strong evidence-base unlike its 

predecessor.4 A classification system that only results in one or more diagnoses presents 

limited information about the headache disorder, however. This could lead to a narrow 

biomedical focus whereby management simply involves matching prescription of medication 

to diagnostic type(s). 

In suggesting a broader approach to classification, there are many precedents. For 

example, the Diagnostic and Statistical Manual of Mental Disorders (DSM-4)5 utilized a 

multiaxial system which included axes for psychosocial/environmental/contextual factors 

(Axis IV), and for severity/disability/functioning (Axis V). In the most recent edition of this 

system (DSM-5),6 the multiaxial system has been eliminated but the information from Axes 

IV and V is still included via an expanded set of codes, and separate measures of symptom 
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severity and disability. A shift to using the World Health Organization Disability Assessment 

Schedule (WHODAS 2.0), which covers six domains of functioning for the measurement of 

disability, has been flagged for the future. Chapter V of the International Classification of 

Diseases (ICD-10) is multiaxial, with axes for disability (Axis II), and for environmental and 

personal lifestyle factors (Axis III). The Classification of Chronic Pain (second edition, 

revised) of the International Association for the Study of Pain includes five axes: regions; 

systems; temporal characteristics of pain; patient’s statement of intensity; and etiology.7 The 

multiaxial DSM-3 influenced the development of the first edition of ICHD.8 

What information would be useful to accompany the diagnosis of headache disorder? 

Disability refers to the consequences of an illness on ability to work and function, and degree 

of disability is known to be the most important indicator of the severity of the disorder.9 

Measures of disability and functioning are recommended as secondary measures in trials of 

both prophylactic medication10 and behavioral treatment for headache/migraine.11 The 

measures most commonly advocated are the Headache Impact Test (HIT), Headache 

Disability Inventory (HDI), and Migraine Disability Assessment (MIDAS) questionnaire, and 

all have sound psychometric properties. The MIDAS and HIT have five and six items 

respectively, so could be included without adding significantly to the time involved in 

assessment. The MIDAS assesses number of productive days lost, and disability in family, 

social and leisure activities. The HIT asks questions about six areas in which headache might 

affect an individual’s ability to function including pain, daily/social activities, and 

energy/fatigue.  

A strong case can be made for including the triggers of headaches in the classification 

system. The significance of triggers is that they have always featured in the clinical 

management of headache and migraine with the standard advice being to avoid triggers as a 

strategy for preventing headaches.12 In recent years this approach has been challenged,13-15 
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and an alternative approach developed called ‘Learning to Cope with Triggers’ (LCT) which 

continues to advocate avoidance of some triggers but utilizes exposure to other triggers with 

the goal of desensitization to those triggers or increasing tolerance for those triggers.16 LCT 

has been compared with the traditional advice to avoid all triggers in a randomized controlled 

trial and has been shown to be more effective in terms of reduction in headaches and 

medication consumption.17 ‘Coping with triggers’ is now being advocated by an increasing 

number of authors18-20 and is included in the European Federation of Neurological Societies 

Guidelines on the treatment of tension-type headache.21 

Other variables that promote an understanding of headaches in their psychosocial and 

developmental context could be included. Examples include personality characteristics that 

contribute to an individual’s susceptibility to developing a headache disorder, onset factors 

that were responsible for the headache disorder developing initially or becoming significantly 

worse, and lifestyle factors that contribute to the maintenance of the headache disorder. 

Further possibilities include maladaptive ways of sufferers responding to their headaches that 

result in negative feedback loops or viscous cycles, and dysfunctional ways of significant 

others reacting to headaches.22 

In summary, including extra information in the classification system by adding axes has 

a number of advantages. Specific advantages include adding triggers and disability should 

contribute to the management of the headache disorder as trigger management should be a 

component of the treatment plan and disability makes a statement about how much change is 

needed. Also, including disability provides a measure that is valuable in subsequently 

assessing treatment outcome. General advantages of including triggers and disability are that 

this encourages a biopsychosocial perspective and a multidisciplinary approach. A diagnosis 

on its own can decontextualize the disorder as though headaches occur in a vacuum. 

Including other information makes a statement about headaches occurring as a result of the 
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way people lead their lives on the one hand, and the impact that headaches have on their lives 

on the other. Such a statement is not at all inconsistent with the established roles of genetics, 

neurobiological mechanisms, and the value of pharmacological treatment. It is simply making 

the point that a full understanding of headache disorders and a comprehensive approach to 

clinical management requires taking into account a diversity of factors. 

As described by Jes Olesen, the Chair of all three classification committees, each 

edition of the headache classification system has involved more than 100 experts, and each 

edition has taken over three years to develop.4 What is being proposed here, however, is a 

simple extension that should not require too much work by individuals with the relevant 

expertise. The current version of ICHD is the third edition beta version and the final version 

of this edition is due to be published in 2016. It would be good if consideration could be 

given to adding axes in time for this edition rather than waiting for 10 to 15 years for the 

fourth edition.  
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