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ABSTRACT
Introduction: The idea that headaches can be triggered by nasal or sinus abnormalities is well-established. The 
proposed mechanism involves mucosal contact between the nasal septum and the middle turbinate, which acts as a 
mechanical stimulus, triggering an axonal reflex that result in pain.

Aim of the Study: This study aims to evaluate the pain relief in patients with septal deviation and contact point headaches 
over a 6-month postoperative septoplasty follow-up period.

Patients and Methods: Fifty patients with nasal septal deviation and headaches who underwent septoplasty surgery 
at Rizgary Teaching Hospital in Erbil between January 15, 2022, and January 15, 2023, were included in the study. The 
patients’ ages ranged from 18 to 38 years, with an equal distribution of males (50%) and females (50%). Patients whose 
pain and headaches were relieved by the application of a piece of cotton soaked in 10% lidocaine to the contact point 
were included. Pain complaints were assessed using a Visual Analog Scale (VAS) both preoperatively and 6 months 
postoperatively. The NOSE scale was also used preoperatively and at the 6-month postoperative mark to evaluate 
the outcome of the septoplasty. Final data were analyzed using SPSS and descriptive statistics, with pain severity 
categorized as 0-3 mild, 4-6 moderate, and 7-10 severe.

Results: Most patients reported a decrease in pain intensity postoperatively, with 33 patients (66%) experiencing 
complete relief. The difference between preoperative and postoperative VAS pain scores was statistically significant (p 
= 0.001).

Conclusion: Removing contact points in patients with contact point headaches are highly effective in carefully selected 
patients. 
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INTRODUCTION

Reaching the correct diagnosis in patients with facial pain 
is challenging because many patients come with fixed 
ideas about the cause of their pain1. Headache disorders 
are revealed as one of the major public-health concerns 
globally and in all countries and world regions2.

In the general population, more than 50% of the adults 
indicate that they have suffered from headache and almost 
5% (9% of women) suffer from chronicdaily headache3.

For centuries, conceptual understanding of headache 
causation has been attributed to anatomic abnormalities 
of the nose and paranasal sinuses4. In 1920, Sluder 
described neuralgia of the sphenopalatine ganglion as 
a possible cause of chronic headaches. In the 1940s, 
Wolf described the study of referred nasal pain after 
application of stimuli to internal structures of the nose5. 
However, interest in so-called rhinogenic headaches 
increased with the advent of the endoscope; further 
spurring advancements for more precise endonasal 
surgical techniques in recent decades6. RCPH 
Rhinological contact point headache is distinguished by 
several possible anatomical abnormalities such as septal 
spurs or middle turbinate disorders such as hypertrophic, 
deformed or hyperpneumatized (concha bullosa), in the 
absence of inflammation of nasal mucosa. The diagnosis 
of RCPH needs a multidisciplinary approach, which is often 
misdiagnosed. Patients with headache in the absence of 
inflammation of the sinonasal area should be examined 
by a neurologist, ophthalmologist, dentist, and internist 
to rule out other causes.  RCHP is quickly detectable 
and quantified by sinonasal endoscopy or computed 
tomography7-11. A common diagnostic method used to 
identify possible surgical candidates is the application 
of local anesthetics and decongestants at the contact 
point relieves the headache which confirms the diagnosis 
of the RCPH12. The proposed mechanism in such cases 
is the mucosal contact between the nasal septum and 
the middle turbinate acting as a sensory stimulus to 
produce an axonal reflex resulting in the reported pain 
hich creates a sensory stimulus resulting in release of 
substance P and stimulation of unmyelinated C fibers that 
is responsible for the headache13,14. RCPH is an important 
etiology for secondary headache which can be treated by 
surgical or medical therapy. Topical nasal decongestant 
or steroids can relieve the RCPH, however, the long-term 
relieve needs surgical interventions, endoscopic surgery 
is an ideal technique to relieve mucosal contact point 
headache15.

AIM OF THE STUDY

This study aimed to diagnose contact point headaches 
in patients with nasal septal deviation and evaluate 
headache relief following septoplasty.

MATERIALS & METHODS

The study was conducted at Rizgary Teaching Hospital 
in Erbil from January 15, 2022, to January 15, 2023. We 
performed a prospective analysis of 50 patients (25 male 

and 25 female), aged between 18 and 38 years. These 
patients presented with nasal obstruction and contact 
point headaches of rhinogenic origin, particularly frontal, 
temporal, parietal, or periorbital pain, persisting for 
over a year. All patients had a long-standing history of 
mild to moderate headaches and had not experienced 
satisfactory relief from previous treatments. Preoperative 
evaluations included a detailed medical history, complete 
ENT examination, diagnostic nasal endoscopy, and 
assessment of allergy status. Patients with signs of 
inflammatory diseases such as nasal polyps, mucopurulent 
discharge, or hyperplastic mucosa were excluded. 
Additionally, all patients underwent consultations with 
Neurologists, Ophthalmologists, and Dentists. Preoperative 
headache intensity was assessed using a 10-point Visual 
Analog Scale (VAS), where 0 indicated no headache and 10 
represented the most severe pain.

Patients were questioned about their use of analgesics 
or other medications and their effectiveness in relieving 
their symptoms. After applying a topical decongestant, 
xylometazoline 0.1%, to the nasal passages, a small 
piece of cotton soaked in 10% lidocaine was applied to 
the contact points using an endoscope. Patients with 
clear contact points identified by endoscopy, whose 
headaches responded to this application, were included 
in the study. The baseline NOSE score was recorded 
a week before surgery, and all patients underwent 
septoplasty under general anesthesia. Follow-ups were 
conducted for six months postoperatively.

Inclusion Criteria:

•	 Patients with recurrent contact point headaches for 
more than one year.

•	 Presence of contact between the inferior turbinate 
and septum, middle turbinate and septum, or other 
contact areas on clinical and endoscopic examination.

•	 Positive local anesthesia test.

Exclusion Criteria:

•	 Signs of inflammatory disease, such as nasal polyps, 
mucopurulent discharge, or hyperplastic mucosa.

•	 Patients with a history or diagnosis of non-sinus headache 
causes, including migraines, vascular disorders, 
neuralgias, cervical spine disorders, temporomandibular 
joint disorders, or ophthalmic refractive issues. These 
patients were referred for Neurological, Ophthalmological, 
and Dental consultations.

Data Collection
The following information was collected: age, gender, 
headache onset, course, duration, pain location, radiation 
areas, pain characteristics (dull, aching, pulsating, or 
sharp), and pain severity. Nasal decongestion was 
achieved with xylometazoline 0.1% spray for better 
examination. Rhinoscopy focused on septal deviations, 
spurs, middle turbinate hypertrophy, uncinate process 
size and abnormalities, and bulla ethmoidalis size.
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During headache attacks, a local anesthetic test was 
performed. A piece of cotton soaked in 10% lidocaine 
(xylocaine) was placed in the nose at the site of contact 
between the middle turbinate and septum, between 
the septum and inferior turbinate, or other suspected 
contact areas on the ipsilateral side of the headache, 
and then on the contralateral side. The cotton was left for 
3-5 minutes until the local anesthetic became effective. 
Patients were asked if their headache severity decreased, 
and the degree of decrease was noted as a percentage 
of the original headache. A positive test was defined as 
a reduction in headache severity by more than 50%. 
The nose was reexamined by anterior rhinoscopy and 
endoscopy and reporting any abnormalities in septum 
and middle turbinate. The test was repeated at least twice 
on different occasions for each patient.

RESULTS

Fifty patients who had nasal obstruction and headache 
especially frontal, temporal, parietal, or periorbital pain 
particularly at the medial canthus were included in the study.

Out of the 50 patients, 25 were male (50%) and 25 were 
female (50%). Patients age were 18-38 years with an 
average age of (26+6) years. Age distribution (Table 1).

Nasal obstruction and headache was the most common 
compliant 100%, followed by facial pain 78%, postnasal 
discharge 46%, hyposmia 32 and the least was epistaxis 
12% (Table 2).

Out of the 50 patients who had distinct contact points 
in endoscopy and whose headache had responded to 
local anesthesia, Headaches were bilateral in 34 patients 

(68%) and unilateral in 16 (32%). Region of pain was as 
follows (Table 3).

Thirty four of 39 patients with facial pain reported a 
completed cure of pain and 5 patients reported no 
changes in their complaints. This result statistically was 
significant p<0.001, 8 of 16 patients with hyposmia 
reported improvement (p<0.063), 6 of 6 patients with 
epistaxis reported cure and 16 of 23 patients with 
postnasal discharge reported improvement in their 
complaints (p=0.002) as shown in (Table 4).

Out of 50 patients 47 patients noted relief of nasal 
obstruction which was statistically highly significant 
(p<0.001).  Regarding Nose scale pre and postoperative 
outcome summarized (Table 5).

Out of 50 patients 44 patients reported a postoperative 
absence of headache or a decrease in the intensity. 
The overall success rate for improvement of patient’s 
headache in our study was approximately 87.5%. 65.6% 
patients reported complete relief of pain following surgery 
and (21.9%) reported improvement “reduced headache” 
which they no longer considered significant. 12.5% 
reported no changes in headache post-operatively. None 
of the patients reported an increase in the frequency or 
intensity of their headaches postoperatively.

Comparing preoperative and 6-month postoperative 
headache, Results showed significant decrease in the Ranks 
of headache scores (p<0.001), by Wilcoxon sign rank test.

Patient’s headache responses to surgical corrective 
treatment(s) were statistically significant (P < .001) as 
shown in (Figure 1). Complete cure occurred in 65.6%.

Age(years) Frequency Percentages
<20 6 12

20-24 17 34
25-29 14 28
30-34 7 14
35+ 6 12
total 50 100

Table 1: Distribution of sample by age.

Incidence of symptoms Frequency %
Nasal obstruction 50 100

Facial pain 39 78
Headache 50 100
hyposmia 16 32
epistaxis 6 12

Postnasal discharge 23 46

Table 2: Distribution of sample by incidence of symptoms.

Region Frequency %
Frontal region 19 38

Temporal region 11 22
Periorbital region 14 28

Parietal region 6 12
Total 50 100

Table 3: Distribution of sample by region of pain.
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DISCUSSION

Rhinologic contact point headache remains a controversial 
issue. While contemporary medicine acknowledges 
contact point headache as a cause of headache, the 
specific role of rhinologic contact point headache 
continues to be debated in the literature. Numerous 
studies on patients with nasal anatomical abnormalities, 
such as nasal septal deviation, who have undergone 
septoplasty, indicate that heaaches are a common 
preoperative complaint. Given that these headaches 
often respond well to surgical treatment, postoperative 
follow-ups can clarify the relationship between headache 
symptoms and nasal anatomical abnormalities, as well as 
the impact of surgery on headache recovery rates in such 
patients.

In our study, the average age of the patients was 26 years, 
ranging from 18 to 38 years. This is similar to another 

study involving 40 patients scheduled for septoplasty, 
where the mean age was 31.5 years (ranging from 18 to 
55 years).

Regarding preoperative symptoms, all 50 patients (100%) 
had nasal obstruction and headaches. Additionally, 25 
patients (78.1%) experienced facial pain, 15 patients 
(46.8%) had postnasal drip, 10 patients (31.2%) suffered 
from hyposmia, and 4 patients (12.5%) had epistaxis16. 
This aligns closely with a study by Hakmi et al., where 
among 209 patients who underwent surgery for a 
deviated nasal septum, 95.4% had nasal obstruction, 
12% had nasal discharge, 7.3% experienced loss of 
smell, 6.4% had facial pain, 12.7% had headaches, 3.6% 
had postnasal drip, 8.2% snored, and 3.6% had epistaxis. 
The symptom percentages were similar to our study, 
except for headaches, as our study focused on contact 
headaches as the major parameter17.

  Preoperative Postoperative  
No. of patients improved No. of patients not improved

Symptoms Frequency P value

Nasal obstruction 50 47 3 <0.001**
-100% -94% -6%

Facial pain 39 34 5 <0.001*
-78% -87.10% -12.90%

Headache 50 44 6 0.015**
-100% -87.50% -12.50%

Hyposmia 16 8 8 <0.063*
-32% -50% -50%

Epistaxis 6 6 0 NA
-12% -100% 0%

Postnasal discharge 23 16 7 0.002*
  -46% -69.50% -30.50%  

Table 4: Post-operative symptoms results.

*McNemar Test was used         **Fisher’s Exact Test was used

Nose Score Components Preoperative Mean±SD Postoperative Mean±SD p value
Nasal congestion 1.99±0.5 0.62±0.42

<0.001

Nasal blockage 2.00 ±0.7 0.51±0.51
Trouble breathing through nose 2.01±0.99 0.03 ±0.30

Trouble sleeping 1.63±1.12 0.09±0.35
Unable to get enough air through 

nose during exercise
1.85±1.00 0.12±0.32

Total score (out of 100) 47.32±22.42 8.32±8.21

Table 5: Nose Scale Results.

*Wilcoxon sign rank test

Figure 1: Distribution of sample by severity of pain pre and post-operative.
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In a study by 72.4% of participants suffered from nasal 
congestion, 63.2% from oral breathing, 46% from 
headaches, and 17.3% from epistaxis18. These findings 
correspond to those reported by Low and Willatt in their pre-
septoplasty study on 75 patients, where 57.3% experienced 
oral breathing, 48% had headaches, and 21.3% had 
epistaxis19.

In terms of headache locations, our study found that 12 
patients (37.5%) reported frontal headaches, 9 (28.12%) 
had periorbital headaches, 7 (21.8%) experienced temporal 
headaches, and 4 (12.5%) had parietal headaches. In 
comparison, the study by Ghazipour reported that 31 
patients (68.8%) had frontal headaches, 20 (44.4%) had 
periorbital headaches, 17 (37.7%) had temporal headaches, 
and 14 (31.1%) had facial headaches.

Six months post-surgery, our study revealed a significant 
difference in headache intensity compared to pre-operative 
levels, with a p-value of <0.001. Specifically, 21 patients 
(65.6%) reported full recovery, and 7 patients (21.8%) noted 
a decline in pain intensity.

Conducted nasal surgery for contact point headaches and 
reported improvement in 91% of patients post-surgery. 
Complete relief and significant improvement were observed 
in 43% and 47% of patients, respectively20-23. After corrective 
surgery, Altin et al. demonstrated a 96% improvement in 
Contact Point Headaches (CPH), while Bilal et al. reported 
a 92% improvement in headache levels24.

Our study also showed a significant improvement in NOSE 
scores six months postoperatively, consistent with two other 
studies that reported significant improvement in all NOSE 
score symptoms post-septoplasty. Additionally, there was 
a statistically significant improvement in headache intensity 
post-operation using the VAS, which aligns with several 
other studies25.

CONCLUSION

Our findings suggest that surgical removal of contact points 
can alleviate headaches when a demonstrated contact point 
headache responds to local anesthetics. Due to potential 
relapse in some long-term studies, we recommend 10-20-
year follow-ups to assess the long-term effectiveness of the 
surgery and the rate of relapse.

LIMITATION

A limitation of our study is the short-term follow-up period 
of six months.
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