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Guidelines for community pharmacists
on the management of headache

Headache is a significant public health problem that is often suitable for pharmacists to manage because patients tumn to them for help or to

self-medicate, rather than visit their GP Christine Glover and colleagues outline their evidence-hased guidelines for pharmacists

hanced role in headache management in

the future after the switch of drugs, such
as sumatriptan, from prescription only
(POM) to pharmacy (P) medicine status.

NHS reform is providing an opportunity
for pharmacists to expand their role by be-
coming supplementary and independent pre-
scribers or by providing minor ailments
services in community pharmacies: this is
now a core service in Scotland.

The main challenges for implementing a
pharmacy-run headache service are the provi-
sion of training and management algorithms,
payment for these enhanced services and au-
diting their success. The guidelines presented
here put a framework in place to help phar-
macists manage headache better. The guide-
lines may be customised for use by other
healthcare professionals, such as dentists, opti-
cians and complementary practitioners.

Headache is a widespread condition, with
estimates of 93 per cent of the population ex-
periencing one or more headaches in their
lifetimes, while 11 per cent of men and 22
per cent of women have a headache at any
point in time.' The most frequently reported
headaches are the benign primary headaches
of episodic tension-type headache (TTH),
episodic migraine and chronic daily headache
(CDH, now categorised primarily as chronic
migraine and chronic TTH, together with
some rarer headaches).

Pharmacists are likely to have an en-
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Headache subtype Prevalence
Tension-type headache (TTH) ~ 63% male

86% female*
Migraine 8% male

18% female*
Chronic daily headache (CDH) 1% male
(mostly chronic migraine 8.7% female’
and chronic TTH)

Panel 1: Prevalence and features of common headaches

Clinical features

Mild to moderate

Bilateral

Associated fatigue

Little effect on daily functions®®

Moderate to severe

Unilateral

Associated nausea, photophobia

Numerous co-morbidities
(especially psychiatric illnesses)

Markedly affects daily activities

Severe headache (migraine or TTH-like)

Associated chronic fatigue, emotional problems
and co-morbidities

Markedly affects daily activities

Frequent overuse of symptom medicines®

CDH comprises daily or near-daily
headaches that last for more than four hours
on average, often linked to medication over-
use. In the UK overuse of products that con-
tain codeine, such as Nurofen Plus,
Solpadeine and Syndol, may be a major con-
tributor to medication overuse headache
(MOH).

Patients often do not realise these drugs
contain codeine and it can be a problem to
identify codeine users in pharmacy practice.
However, it is worth taking time to establish
whether codeine is implicated. CDH usually
arises from a primary, episodic headache dis-
order (migraine or TTH).> Other headache
subtypes are relatively uncommon, affecting
less than 1 per cent of the population. Panel
1 shows the prevalence and clinical features of
common headache subtypes.'"

For such a common condition, it might be
expected that effective healthcare services
would be available to treat most sufferers.
Unfortunately, this is not so, and headache re-
mains under-recognised, under-diagnosed
and under-treated in primary care.*® In par-
ticular, half or more of migraine sufferers do
not consult a physician, remain undiagnosed
and rely on over-the-counter (OTC) medi-
cines.” This means that many of them pass
through the doors of community pharmacies
for treatment.

There is a need for best practice guidance
for the pharmacist on how to manage pa-
tients with headache. Recently, evidence-

based guidelines for the management of mi-
graine in primary care have been developed
in the UK," US" and Canada,” and for
chronic headaches in the UK." From the UK
guidelines, recommendations have been pub-
lished to help nurses" and patients' to man-
age migraine. This article describes the
development of headache guidelines for
pharmacists in the UK.

The UK headache guidelines initia-
tive'""*'* was co-ordinated by the Migraine in
Primary Care Advisors (MIPCA) charity,
which is dedicated to the improvement of
headache services in primary care in the UK.
Pharmacy headache guidelines were devel-
oped at a MIPCA meeting of pharmacist, GP
and nurse members, in association with the
UK patient support group Migraine Action
Association.

Drafting the guidelines involved extensive
input from community pharmacists, phar-
macy advisers, an optometrist, GPs and
nurses. Research included literature searches
accessed via MedLine, monitoring of relevant
presentations at international headache and
neurology congresses and outputs sourced
from the Department of Health and the
Royal Pharmaceutical Society.

Summary of MIPCA guidelines

The MIPCA GP guidelines for migraine and
chronic headache are based on seven generic
principles of care: screening, patient educa-
tion and commitment, differential diagnosis,

15 March 2008  The Pharmaceutical Journal (Vol 280) 311



Articles

Panel 2: MIPCA/MAA 8-item diagnostic screening questionnaire (DSQ) and associated algorithms

1. Has the pattern of your headaches been generally stable (ie, no change or only small changes in frequency and severity) over the past few months? Yes 3 No [

2. Have you had headaches for longer than six months?

3. Are you aged between 5 and 50 years?

4. Does the headache interfere to a noticeable extent with your normal daily life (work, education and social activities)?

5. On average, how many days with headache do you have per month?

6. On average, how long do your headaches last, if left untreated?
Less than 15 minutes (3 15 minutes to 1 hour (3 1-2 hours 3 2—4 hours 3 Over 4 hours 3 My headaches are always there &3

7. On average, on how many days per week do you take analgesic medicines?

8. Do changes in your senses (sight, taste, smell or touch) occur in the period immediately before the headache starts?

YesOd No O
Yes3d No O

YesOd No O

Lessthan1 [ 1 3 1-4 O 5-15 3 15-30 [ Every day (1

Lessthan1@d 103 Upto2 3 2ormore OO Everyday O

YesOd No O

NB. If the patient answers No to questions 1, 2, or 3, they may have sinister headache. They should be advised to seek immediate medical advice from their GP
If the patient answers Yes to questions 1, 2 and 3, they should complete the remainder of the questionnaire.

Diagnostic algorithm

A‘no’ answer to questions 1, 2 or 3 indicates the possibility of secondary
(or sinister) headaches. These patients should be investigated further and

should not complete the remaining questions.

For patients who answer ‘yes’ to questions 1-3:
Question 4:
‘No’ = episodic tension-type headache
‘Yes’ = migraine or chronic headache
Question 5:
<1; 1; 1-4 and 5-15 days = migraine
15-30 days and every day = chronic headache

assessment of illness severity, tailoring man-
agement to the needs of the individual pa-
tient, proactive, long-term follow up and a
team approach.

The principles can be wused for all
headache subtypes, with customisation of the
medicines prescribed. Figure 1 summarises
the principles for the management of
migraine.

Screening A headache history is used to
elicit the information needed during the ini-
tial screening procedures. The questions
cover:

The frequency, duration, severity, quality

and location of the headache and
associated symptoms
The patient’s functional impairment
during the headache

Medicines used and their effectiveness and
side effects

For migraine, the physician looks out for a
pattern of episodic, disabling headaches, while
for chronic headaches, the pattern is frequent,
disabling headaches, with or without a
daily or near-daily consumption of headache
medicines.

Patient education Part of the screening
process is the provision of information to the
patient, in the form of oral advice, leaflets,
312
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Question 6: For patients with chronic headaches only:
<<15 minutes = investigate further

15 minutes to 1 hour = possible cluster headache, investigate further

1-2 and 2—4 hours = investigate further
Over 4 hours and headaches always there = chronic daily headache (CDH)
Question 7: For patients with CDH only:

<1; 1; up to 2 = CDH without medication overuse

2 or more and every day = CDH with medication overuse (MOH)
Question 8: For patients with migraine only:

Yes = migraine with aura

No = migraine without aura.

website addresses and details of patient sup-
port organisations.

It is equally important to elicit their com-
mitment to the care process, explaining and
implementing a long-term approach to care,
so that patients can take charge of their own
management. This requires effective commu-
nication between the patient and the health-
care professional.

Differential diagnosis UK guidelines for
migraine'' and chronic headaches'" propose
the use of a simple screening questionnaire
for the initial diagnosis of headache subtypes
(Panel 2).

The questions are based on diagnostic cri-
teria defined by the International Headache
Society (IHS).?

Further questions can be used to confirm
the diagnosis, if necessary. In using this ques-
tionnaire, sinister headaches are excluded
(questions 1-3) before completing the rest of
the questionnaire."”

The common headache subtypes are rela-
tively simple to diagnose using this scheme.
A high-impact headache (question 4) is in-
dicative of migraine or CDH, whereas a low-
impact headache indicates episodic TTH.
Impact can be assessed by simple questioning
or by using one of the available impact ques-
tionnaires: the Migraine Disability Assessment
(MIDAS) Questionnaire' or the Headache
Impact Test (HIT)."”

Episodic (on fewer than 15 days per
month), high-impact headaches are indicative
of migraine. However, if the patient has more
than 15 days of headache every month, with
an average duration of four hours or more, a
diagnosis of CDH is indicated (question 5).
For patients with CDH, medication overuse
headache (MOH) is indicated if the patient
takes medicines (such as analgesics, ergots or
triptans) for the relief of symptoms on two or
more days a week (question 7). Less than two
days of medicines use a week indicates that
the headache is not due to medicines overuse.

Tailoring management to need
Assessing the severity of a patient’s headache
is an appropriate way to enable the selection
of treatments. To achieve this, the physician
assesses headache impact, frequency and du-
ration, pain severity, non-pain symptoms, pa-
tient preferences and co-morbidities. For
patients with suspected CDH, additional
questions can be asked on the potential abuse
of symptom medicines and the presence of
neck stiffness or restricted neck movement. If
these assessments indicate mild to moderate
illness conservative management may be
appropriate.

However, a moderate-to-severe assessment
indicates the need for immediate and com-
prehensive care. The patient’s preferences and
co-morbidities are important in this process.
It is important to have goals for the headache
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Detailed history, patient education

Assess iliness severity:
Attack frequency and duration
Pain severity
Impact (MIDAS or HIT)
Non-headache symptoms
Patient history and preferences

Diagnostic screening and differential diagnosis

) Initial consultation
and commitment

(large dose)
Aspirin/paracetamol
plus antiemetic

Migraine

=

Y Y
Intermittent Intermittent
mild-to-moderate migraine moderate-to-severe migraine
(+/— aura) (+/- aura)
-y Yy |
. Initial treatment
Behavioural/
complementary therapies
\
Y Rescue l -
Paracetamol/aspirin/NSAID = Oral triptan |

* Rescue

Second dose/nasal spray/
subcutaneous triptan

Y If unsuccessful Y
Second dose/ Follow-up
Oral triptan |—> econd dose
Rescue Alternative oral triptan treatment

Nasal spray/subcutaneous
triptan
Symptomatic treatment

If unsuccessful

L

Consider prophylaxis + acute

Frequent headache (ie, <four
attacks per month)

Y

unsuccesst

If management

treatment for breakthrough
migraine attacks

If unsuccessful

Y

ul

h

Chronic daily headache?

Consider referral

>

Figure 1: A summary of the principles for the management of headache

management plan and guidelines for the suc-
cess or failure of interventions. These goals
cover the relief or prevention of headaches,
and the ability to return to normal activities.
Treatments should be provided that are ap-
propriate to a patient’s needs, using, where
possible, therapies that have demonstrated ob-
jective evidence of favourable efficacy and
safety in randomised, controlled clinical stud-
ies.” Rescue medicines are also required for
treatment failures or when symptoms break
through. The choice of treatments needs to be
customised to the specific headache subtype.

Treatments recommended in the
MIPCA GP guidelines Simple analgesics
are usually effective as acute treatment for
episodic TTH, for example paracetamol, as-
pirin and non-steroidal anti-inflammatory
drugs. For migraine, analgesic-based therapies
may be appropriate as acute treatment for pa-
tients with mild to moderate intensity at-

www.pjonline.com

tacks, although triptans are usually needed for
moderate to severe attacks.

Faster-acting nasal spray and subcutaneous
injection triptan formulations may be re-
quired for patients with particularly severe or
unpredictable attacks, and for those with
associated nausea and vomiting. Prophylactic
treatment may be needed for patients with
frequent attacks (at least four per month), or
where acute medicines are ineffective or pre-
cluded by safety concerns.” The usual pro-
phylactic medicine prescribed is a
beta-blocker (most often propranolol).

A neuromodulator or an antidepressant
may also be effective, although not all of these
drugs are licensed for migraine in the UK.
Behavioural (eg, biofeedback, relaxation, stress-
reduction and trigger avoidance) and comple-
mentary therapies (eg, feverfew, magnesium,
riboflavin, butterbur and acupuncture) are also
useful as adjunctive prophylaxis for migraine.

Dosing for complementary therapies can

Reproduced by kind permission of MIPCA

sometimes be problematic, but in controlled
studies feverfew extract 6.25mg t0s,* trimag-
nesium dicitrate 600mg 00, riboflavin
400mg 0d,* and butterbur root (Petasites hy-
bridus) 75mg bd* were all shown to be effec-
tive and well tolerated.

Unfortunately, the evidence base for CDH
treatments is suboptimal and specific thera-
pies cannot be recommended. The strategy
for managing CDH is multiphasic, involving
neck exercises for those with a history of
head injury or neck stiffness, the withdrawal
of any overused medicines, introduction of’
headache prophylaxis and limited acute med-
icines to deal with breakthrough attacks.

Long-term follow up Ideally, a long-term
strategy is needed for the management of all
headaches. Procedures are implemented to
assess a patient’s pattern of headaches and his
or her response to therapy. Headache diaries
and impact questionnaires are invaluable.
Alternative therapies are provided for patients
who have failed on initial treatments. For this
process to be successful, long-term commit-
ment from both the patient and the health-
care provider are required.

The team approach to care One of the
primary aims of MIPCA’s new guidelines is
to encourage the management of headache in
primary care. To make this work, a team ap-
proach is recommended, with the primary
care physician concentrating on accurate di-
agnosis and prescription of appropriate treat-
ments. The practice nurse forms the first
point of contact for the patient and conducts
routine assessment procedures. Other health-
care professionals — such as pharmacists, op-
ticians and dentists — may identify patients in
the general population and direct them into
the team (Figure 2). This scheme is used as
the model for the National Service
Framework for Long-term Conditions.”

Developing pharmacy guidelines

A study in the US showed that community
pharmacists typically advise or treat several
headache sufterers every day.” However, few
of the pharmacists were familiar with practice
guidelines for headache or the appropriate
therapies to use. The authors concluded that
pharmacists required further training on
headache management. These findings are
confirmed in UK? and French® surveys,
where 15 per cent or less of patients attend-
ing a secondary care clinic for headache had
previously consulted a pharmacist for their
headache at any time.

The data suggest that initiatives aimed at
the pharmacist have the potential to improve
headache management, and possibly reduce
the impact on primary and secondary care
services. The following sections provide guid-
ance for the pharmacist on headache man-
agement, focusing on initial screening,
diagnostic testing, treatment options and
follow-up.

Not every patient with a headache pres-
ents at the pharmacy. However, government
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policy is to direct patients away from the GP,
using community pharmacies as the first port
of call for minor health ailments and paying
pharmacists for providing the service.
Headache management is suitable for this
service. A patient with a headache may start
by taking an OTC medicine that he or she
may have bought from a corner shop.
However, if headache recurs or is not man-
aged with this drug, the next stop is often (al-
though not always) a pharmacy. The
opportunity to offer a more structured care
approach is likely to be valuable to patients,
the overloaded NHS and the Treasury.

A final point is that many patients with se-
vere headaches never consult a GP°. If they
did the healthcare system would not be able
to cope. These guidelines, therefore, do not
cover everyone with a headache, but do cover
those who use a pharmacy. This limits the op-
tions for intervention but aims to improve
the quality of the intervention when it is
made.

Patient screening The pharmacy is a
suitable place for the initial screening of
headache sufferers. Customers may ask
spontaneously about headache or be at-
tracted by advertising in the pharmacy or
the local press. Otherwise, a good starting
point is to ask customers who want to buy
analgesics if they need them for headache.
This is likely to uncover many new
headache patients, since relatively few
headache sufferers consult a GP for care.
Additionally, sufferers may find it easier to
talk to a pharmacist than to a GP. Once a
headache sufferer is identified, the pharma-
cist may be able to provide advice in the
form of leaflets, newsletters, and information
on websites and patient support organisa-
tions. The MAA, MIPCA and the Migraine
Trust (www.migrainetrust.org) provide ap-
propriate outputs that can be used.

There may be difficulties in asking every
patient who wants analgesics if they have
problematic headaches, especially as pharma-
cists do not always supervise counter sales.
However, those pharmacists who want to use
the guidelines and do a more professional job
will make time, maybe by adopting an ap-
pointment system, for patients to return to
the pharmacy. In our experience, most people
are keen to have the chance to talk about
their problem with an interested and in-
formed healthcare professional. A good phar-
macist will ask patients if they experience
frequent headaches so they can pursue a dif-
ferent approach to those with episodic
headaches.

Diagnostic testing Epidemiological stud-
ies tell us that most headache sufferers have
episodic TTH, with migraine and CDH in
turn being the next two most common sub-
types.”*” The vast majority of sufferers con-
sulting a pharmacist will have these
conditions. The rarer primary headaches and
the sinister (secondary) headaches tend to
have associated severe symptoms that are
314
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Figure 2: Different healthcare professionals may identify headache patients and
direct them into the core management team*

likely to drive sufferers to their GPs.”
However, it is important that pharmacists are
able to screen patients into relevant diagnos-
tic groups for further evaluation. MIPCA and
the MAA have developed an eight-item
Diagnostic Screening Questionnaire (DSQ)
for headache that differentiates between
headache subtypes and is designed for use
when the patient first consults for headache
(Panel 2).”

The DSQ screens for sinister headaches
(questions 1-3), episodic TTH (question 4),
migraine (questions 4—6) with and without
aura (question 8), and CDH (questions 4—7)
with and without MOH (question 7). A study
where pharmacists and patients completed
the DSQ and compared their diagnostic ac-
curacy with GPs and headache specialists
showed that the DSQ was easy and rapid to
complete, and exhibited good sensitivity, par-
ticularly for migraine (total migraine and mi-
graine with and without aura) and CDH
with MOH.”

The accuracy of the pharmacists’ headache
diagnosis was improved markedly when they
used the DSQ, compared with when they
used their own judgement, particularly with
regard to diagnosing migraine with and with-
out aura and MOH. Using the DSQ, phar-
macists’ diagnostic accuracy was similar to
that of a GP” These data indicate that the
DSQ is a good screening questionnaire for
headache patients, and suitable for everyday
use by pharmacists.

Headache management Following the
diagnostic procedure, the pharmacist can
move on to deciding the best management
option. A short series of questions provides
the information required:

I Assess the severity of the patient’s illness as
mild to moderate or moderate to severe.
Assessments  should be made of the
severity of the headache and other
associated symptoms, and of the impact of
the headache on the patient’s daily
activities. Impact can be assessed using
specific questionnaires (eg, the MIDAS"
and HIT" questionnaires), although a
simple question can also suffice, such as:
“How do your headaches interfere with
your normal daily activities?”

I Ask about the medicines that the patient is
currently taking for headache and
whether he or she finds them effective or
not.

I Ask about the patient’s co-morbidities and
concomitant medication use.

Based on this information the pharmacist
can make a decision about the best course of
action (Figure 3):

M Any patient suspected of having a sinister
headache should be advised to see his or
her GP immediately.

I Patients with episodic TTH can usually be
managed with OTC analgesics (eg,
paracetamol, aspirin and NSAIDs). If one
analgesic does not work, another may be
provided.

I Patients with mild-to-moderate migraine
may also be managed with OTC
analgesics. Numerous placebo-controlled
studies have demonstrated the efficacy of
paracetamol, aspirin and NSAIDs for
relatively mild migraine.”” These treat-
ments should be taken as soon as possible
after the migraine attack starts, if possible
even before the onset of the headache.

www.pjonline.com
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Appropriate patients who have previously
failed on analgesics may be managed with
OTC  sumatriptan  50mg  (Imigran
Recovery) given with a pharmacy
prescription or referred to their GPs.
Pharmacists can also sell prochlorperazine
3mg (Buccastem) for nausea and vomiting
associated with migraine.

I Patients with moderate to severe migraine
are likely to require a triptan for effective
treatment. They can be given OTC
sumatriptan 50mg or referred to their GP.

I Migraine patients can be advised to take
up lifestyle options such as stress reduction
strategies and trigger avoidance. They may
also be recommended behavioural (eg,
biofeedback and relaxation), physical (eg,
cervical  manipulation,  acupuncture,
massage and exercise) and complementary
therapies  (eg, feverfew, magnesium,
riboflavin and butterbur), allowing for any
potential  interactions  with  other
conditions, in addition to pharmaceutical
therapies.

I Patients with CDH may be difficult to
manage even in primary care, and are best
referred to their GPs.

The following factors need to be taken
into consideration when selling acute medi-
cines to headache patients:

W Check whether the patient has used the
medicine before. If so, and it has been
effective, it is suitable for further use. If the
medicine was ineffective, it is better to use
another medicine, or to refer the patient to
the GP.

B Refer to the pharmacy prescribing
guidelines before selling sumatriptan
50mg to a patient (see the later section
“Switching migraine medications from
POM to P status”).

I Patients should not be given codeine-
containing drugs on a regular basis. Those
taking such therapies on more than one
day per week are probably best referred to
the GP.

I Beware of the possibility of CDH if the
patient is taking analgesics on two days or
more per week. Such patients are probably
best referred to their GPs.

W Check on the patient’s co-morbidities and
concurrent medicines, as these may
preclude certain medicines, eg, asthma
sufferers should not be sold aspirin or

NSAIDs.

Follow-up Pharmacists have a role in follow-
up. The patient should be asked to return after
one month for review. Patients treated effec-
tively with acute medicines should continue
on this therapy, but those who have not re-
sponded need to be offered another medicine,
or referred to the GP if analgesics are failing.
Patients should be encouraged to continue
with lifestyle, behavioural, physical and com-
plementary therapies and advised that regular
treatment is necessary and that they may not
notice improvement for several weeks.

www.pjonline.com
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Figure 3: Patient screening — headache management agorithm for making a
decision on the best course of action for a patient

This long-term approach is used in
headache/migraine clinics and, if the patient
has engaged with a pharmacist who uses the
MIPCA guidelines, the opportunity for the
pharmacist to develop follow-up and long-
term management is there. Finally, this system
makes referrals to GPs, when they occur,
much more robust and pharmacists should
feel more confident about referring patients.

The pharmacist has one other role: as a
mentor for patients who have consulted a GP.
Patients return to the pharmacist to have
their prescriptions filled. By listening to the
patient and checking on how they are pro-
gressing, the pharmacist may be able to iden-
tify potential problems, which can then be
referred back to the GP. Pharmacists already
perform this as a key role but the opportunity
to check on how the patient is progressing is
a win-win situation for all parties.

Opportunities and challenges
Implications of the new NHS Setting
up a headache management service needs to
fit in with the changing face of the NHS. It
provides opportunities as well as challenges
for pharmacists. As part of its overhaul of the
NHS, the Government proposed an en-
hanced role for community pharmacists in
England in 2000." Relevant changes in-
cluded improving patient access to medicines
and services, using pharmacists for health
promotion and public health advice, making
it easier for medicines to move from POM to
P status and encouraging pharmacists to help
manage patients in conjunction with other
health professionals.

Ten key roles for community pharmacists
were outlined in 2003 (Panel 3), providing

advice and support, prescriptions and man-
agement services to patients and other
healthcare professionals.”” Pharmacy-based
headache management services have poten-
tial applications for all these roles (Panel 3).
This vision for pharmacies is reflected in the
new pharmacy contract for England and
Wales, launched in April 2005, (together
with the Scottish minor ailments and public
services introduced in July 2006) which re-
wards professionals for the range and quality
of services they provide, rather than the
quantity of medicines dispensed.

A headache management service would fit
in well with the range of essential (eg, dis-
pensing and repeat dispensing, promotion of
healthy lifestyles and support for self care) and
optional enhanced services (eg, medicines as-
sessment and compliance support, patient
group direction service, medication review
and supplementary prescribing) outlined for
community pharmacists in the contract.”

Organisational issues Research shows
that most headache management is conducted
below the primary care level, and demand on
pharmacists’ time may therefore be consider-
able. A pharmacy headache service needs to
be driven by the interest and enthusiasm of
the pharmacist and the counter staff, and re-
wards need to be provided for the develop-
ment of the necessary skills. Some form of
payment for consultation may be the best way
to achieve this. Appropriate training schemes
also need to be set up for all pharmacy staff.
A private area for pharmacy consultations
is required, so that screening and advice can
be given confidentially, and these are now
being added to pharmacy premises at a rapid
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rate. They are now the norm for pharmacists
seeking to extend their services. Staff at the
counter will most often conduct the initial,
albeit brief, screen.

Implications for screening services
The initial stage in headache screening is the
first contact with the patient and engagement
in a dialogue. In pharmacies, counter staff are
most likely to be involved in these procedures.
Press advertisements and door posters, and
signs and leaflets alongside headache products
in the pharmacy, will attract patients directly
to the pharmacist. In addition, patients who
ask for analgesics can be asked if they are tak-
ing them for headache, and if so, can be di-
rected to the pharmacist. Few problems are
anticipated, because patients generally want to
develop a good relationship with the pharma-
cist. However, consistent information sources
and guidelines are required for professionals
and patients, so that patients can be empow-
ered to manage their own condition.

Implications for diagnosis One weakness
identified at the MIPCA meeting (see p311)
was a major gap in pharmacists’ knowledge of’
diagnosing headache. However, the subsequent
development and validation of the diagnostic
screening questionnaire (DSQ, Panel 2)* may
overcome this problem and improve pharma-
cists” confidence in diagnosis. Training may be
needed to aid the use of the DSQ and further
clinical studies with the DSQ are warranted to
define its full clinical utility.

Implications on evaluation and treat-
ment In general, pharmacists at the MIPCA
meeting welcomed pharmacy guidelines for
headache management as an opportunity for
pharmacists. Current changes in the NHS —
such as GP surgeries closing at weekends and
the services advocated in the new GP con-
tract™ — are increasing demand for pharmacy
services. The use of guidelines in initial pa-
tient management was thought to be espe-
cially  relevant. However, follow-up
arrangements could be problematic, as pa-
tients tend to use different management
sources, eg, contacting the MAA for support.

Evaluating patients can be complex and
challenging for healthcare professionals.
However, an accurate diagnosis is the key and
this is greatly helped by use of the DSQ.” A
diagnosis of episodic TTH and CDH speci-
fies the next step (prescription of OTC anal-
gesics and referral to the GP, respectively).
The diagnosis of migraine requires further
evaluation by stratification into mild-to-
moderate or moderate-to-severe intensity.
Impact questionnaires are often used for this,
but are probably inappropriate for the phar-
macist, because even GPs can find them diffi-
cult to use.

The following three questions may prove
useful as an alternative:

On average, how intense are your
migraines (none, mild, moderate, severe,
excruciating)?
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Panel 3: 10 key roles for pharmacy in headache management”

Number Key role

1 To prescribe medicines and monitor
outcomes
2 To provide convenient patient access to

prescription and other medicines

3 To advise patients and other health professionals

on the safe and effective use of medicines

4 To be the first point of contact with healthcare

service for people in the local community

5 To provide medicines management services,
especially for peaple with enduring illnesses

6 To promote patients’ safety by preventing,

detecting and reporting adverse drug reactions

and medication errors

7 To contribute to the seamless and safe
management of medicines throughout
the patient journey

8 To support patients as partners in
taking medicines

9 To be a public health resource and provide

various health promotion, health improvement

and harm reduction services

10 To promote value for money in the use of
medicines and reduce wastage

Relevance to headache management

Role in provision of OTC and some clinical
complementary therapies

Role in the provision of OTC and some
complementary therapies

Role in screening and treating patients and
as part of the professional headache team

Role in screening patients
Role in initial evaluation and treatment
and in follow-up

Role in initial treatment and follow-up

Role in follow-up

Role in screening, evaluation and
management

Role in screening

Role in treatment and follow-up

The above are the 10 key roles for pharmacy as identified by the Chief Pharmaceutical Officer,* and their
relevance to headache management by community pharmacists.

On average, how intense are your non-
headache migraine symptoms (none, mild,
moderate, severe, excruciating)?

How much do your migraines interfere
with your normal daily activities (not at
all, a little, a reasonable amount, a lot,
unable to do any activities)?

The answers allow patients to be cate-
gorised into relevant groups intuitively.
“Mild” or “moderate” symptoms and “a lit-
tle” or “reasonable” activity limitations equate
to mild-to-moderate severity; “severe” or
“excruciating” symptoms and “a lot” or “un-
able to do any activities” for activity limita-
tions equate to moderate-to-severe intensity.

Prescribing OTC medicines should be
straightforward for most patients, apart from a
few caveats:

Elderly patients are no different from
younger ones, unless the patient never
normally has headaches and suddenly
reports a severe one. In this case the
patient should be referred to the GP.

In using analgesics, patients often ignore

dosage advice on the label and overdosage
is common. They may buy duplicate
versions of the same drug under different
names. They may have taken an analgesic
at  home, without knowing its
constituents, then arrive at a pharmacy
because the first dose failed and ask for
something stronger. Pharmacy staff should
ascertain whether patients have already
taken something. This is a great moment
to identify potential patients for the
pharmacy headache management scheme.
Research on how patients buy analgesics
would be useful to see if they use single or
multiple retailers, and to check on the
overall level of use.

There are potential problems when drugs
that contain codeine are used chronically
(on more than one day per week), with the
risk of CDH developing. CDH, in turn, is
linked to other types of pain. Pharmacists
should check a patient’s level of use before
selling these medicines. However, some
patients move to a different pharmacist if
they are asked too many questions, which
may lead to problems.
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I Patients are interested in non-drug
preventive medicines and may ask for
them. However, their use is contra-
indicated in some patients (eg, feverfew in
patients with gastrointestinal disorders).
Pharmacists should only sell
complementary medicines that they are
knowledgeable about (see the Royal
Pharmaceutical Society’s code of ethics). If
the product is licensed it can carry
indications for use under new (2006)
regulations for herbals. At present, few
herbal products have a licence.

It would be useful to develop mathemati-
cal algorithms to aid in management deci-
sions. The MIPCA diagnostic algorithm has
proved its usefulness, and similar algorithms
should be developed for a management algo-
rithm based on Figure 3, with pop-up menus
for topics such as co-morbidities, adverse
events and drug interactions related to indi-
vidual medicines. This would allow the phar-
macist to work through headache
management with the patient and form deci-
sions based on the principles of evidence-
based medicine.”

There are issues related to follow-up. The
potential flow of patients to and from the GP
and pharmacist needs to be considered, as it
may result in a high demand on services.
Patients may have to give consent for phar-
macists to advise GPs of their diagnoses and
treatments, although the pharmacist may ap-
proach the GP in confidence if they are con-
cerned about the patients health. Local
agreements may have to be implemented for
follow-up services (eg, between pharmacists
and nurses). For this, the smooth working of
the local primary care headache team is inte-
gral to success, which may be facilitated by
regular meetings and locality-based learning
schemes.

The future

Implementation of a pharmacy-based
headache service is feasible in the current
NHS climate. However, such a service will be
shaped by future events, specifically new
training schemes, the switching of some mi-
graine drugs from POM to P status, using
pharmacists as supplementary prescribers and
monitoring the success of the service.

Developing new training schemes
The pharmacy headache service will not be
successful unless pharmacists and counter staft’
are appropriately trained. Currently there are
no such courses available, but there are several
potential formats to set them up:

M Learning packs and courses set up by the
Centre for Pharmacy Postgraduate
Education (CPPE) in England. Other
bodies in Scotland and Wales may set up
equivalent courses there. In Scotland,
amalgamated courses are available for GPs,
nurses and pharmacists, which should help
make relevant skills transferable between
professionals. A course dedicated to

www.pjonline.com

improving headache diagnosis is the main
need, together with improving awareness
of the wide variety of headache subtypes
encountered.

M The use of Society branch meetings,
which are recognised as a normal route for
education

I Adaptation of a postgraduate course for
GPs currently being developed by
MIPCA with the University of Central
Lancashire

M Courses aimed at counter staff to improve
their understanding of headache

Switching migraine medicines from
POM to P status Deregulation of certain
medicines from POM to P status is a key ob-
jective of the UK government, allowing pa-
tients to treat a range of conditions for which
they previously had to consult their GP.* This
initiative extends the range of drugs that
pharmacists can prescribe. The proton pump
inhibitor omeprazole, the statin simvastatin
and the antimigraine drug sumatriptan are re-
cent drugs to undergo deregulation, and
more are expected shortly. The Society has
identified numerous potential candidates for
reclassification, including triptans, NSAIDs
and combination analgesics for migraine that
currently are POM.”

There are several potential advantages for
POM-to-P switches. The POM medicines
are more effective than OTC medicines.
Triptans are more effective than non-triptan
drugs when used in the clinic.* POM
NSAIDs may be more effective than OTC
equivalents and combination analgesics with
antiemetics to treat associated nausea as well
as the headache.”

Patients tend to keep a range of treatments
and take the one they believe is appropriate
to treat the presenting attack or to manage
their lifestyle needs. Triptans are often per-
ceived as being ‘unsafe’, but may be safer to
use than other acute medicines (eg,
they may cause fewer problems than
NSAIDs in patients with gastrointestinal
problems). Currently, only a small fraction
of migraine sufferers receive prescribed
triptans.

There are potential disadvantages with
triptans. They are contraindicated in some pa-
tient groups (eg, those with cardiovascular
and cerebrovascular disease, severe renal and
hepatic impairment and in pregnant and
breast-feeding women) and tolerance or
MOH may develop with chronic use.” Some
antiemetics are associated with unpleasant
side effects.

In general, pharmacists at the MIPCA
meeting were positive towards the switch
from POM to P status for some medicines,
including oral triptans. However, they be-
lieved that metoclopramide-containing drugs
should not switch to P status because of safety
concerns.

The recent switch of sumatriptan 50mg to
pharmacy medicine status provides patients
with a wider choice of treatments that they
can purchase for migraine. It could give them

the opportunity to treat a migraine headache
at an early stage, avoiding the need to consult
a GP and obtain a prescription. It offers the
pharmacist an opportunity to gain experi-
ence of managing customers with migraine
and other headaches. Pharmacists should only
sell sumatriptan to patients who have previ-
ously failed on analgesics and who meet
safety criteria, mostly relating to cardiovascu-
lar risk.

The Society has provided pharmacists
with detailed guidance on its use. An exten-
sive series of television advertisements has
raised patient awareness of the product.
However, the current price premium of
sumatriptan bought in a pharmacy over the
GP prescription cost may well limit its uptake
by patients.

There are advantages to having medicines
that are unequivocally effective available at
the pharmacy, and stakeholders in headache
management have welcomed widening the
availability of triptans. The sumatriptan model
for pharmacy sale, with its strict safety regu-
lations, may provide a basis for future
switches. Since we started this work, patient
group directions (PGDs) have been intro-
duced and these enable pharmacists to pre-
scribe POM  medicines, eg, emergency
hormonal contraception, in a given set of
circumstances.

Pharmacists as supplementary pre-
scribers New arrangements for pharmacists
allow them to become supplementary pre-
scribers and independent prescribers, which
gives them the opportunity to further use the
skill base in headache management. These
initiatives are intended to provide patients
with quicker and more efficient access to
medicines, to make the best use of the clini-
cal skills of eligible professionals and, in time,
to reduce GP workload.”®” Interested phar-
macists are encouraged to investigate the op-
portunities to expand their prescribing
functions.” The end result should give
patients more choice and greater access to
care.

Monitoring the headache service
Monitoring of pharmacy headache services is
required to assess their utility and efficiency.
Audits are an effective way of monitoring
new medical services and are being exten-
sively introduced into primary care in the
new GP contract.” Several potential audits
have been identified that may be applicable to
pharmacists:

I Assessing the number of days of headache
and the amount of medicines used

W Assessing the proportion of patients with
CDH

I Assessing patient outcomes with and
without pharmacy intervention, including
initial and follow-up assessments

B Audits to demonstrate the cost-benefit for
this service, in terms of saved costs at the
PCT level (the smoking cessation service
could be used as a model)

15 March 2008  The Pharmaceutical Journal (Vol 280) 317



- | M Articles

There are no specific audit templates for
headache. However, the Society has audit
templates for chronic diseases” and for
symptom response*” that could be adapted for
use.

Conclusions
Headache is eminently suited for manage-
ment by community pharmacists, and recent
changes to the NHS have encouraged the
setting up of such a service. Using these
guidelines, the enthusiastic community phar-
macist has the opportunity to develop his or
her practice in a structured and eftective way.
The pharmacist and counter staff can en-
gage with the potential patient and, when
necessary, screen them for headache, provide
information, diagnose the headache subtype
and manage the condition, either by
selling the patient OTC, pharmacy-only or

In the future, pharmacists are likely to have
an expanded range of P drugs available to sell,
and an enhanced prescribing role for POM
medicines. The main challenges for imple-
menting a headache service are the provision
of appropriate training and management al-

Further information

I Patient support group, Migraine Action
Association: www.migraine.org.uk

I Migraine in Primary Care Advisors:
www.mipca.org.uk. Pharmacists interested in
headache are encouraged to join MIPCA, either
from the website (www.mipca.org.uk) or by
contacting Rebecca Salt at Merrow Park
Surgery, Kingfisher Drive, Merrow, Guildford,
Surrey GU4 7EP (tel 01483 450755; fax 01483
456740)

gorithms, provision for payment for these en-
hanced services and auditing of their success.

Potentially, other healthcare professionals,
such as dentists, opticians and complementary
therapists, could customise these guidelines
for use. Consistent guidelines for different
professionals will facilitate the working of the
primary care headache team. These guidelines
put a framework in place to help all pharma-
cists manage headache better.
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