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BASH NEWSLETTER 

Welcome to the newly re-launched BASH newsle+er. This is now available to all healthcare 

professionals with an interest in headache. This is launched together with our new and  

improved website where you can find details on how to become a member of BASH – 

www.bash.org.uk 

As this newsle+er will be read by a wide range of healthcare professionals, from those  

involved in the headache field to those who have a non-specialist interest, hopefully you will 

find something here that will interest or inform you whatever your level of exper	se. 

This first edi	on contains a message from our Chairman, some ar	cles of general interest 

including a new series of thinking outside the box – unusual approaches to managing  

migraine. Wendy Thomas, Chief Execu	ve of the Migraine Trust, starts a series of ar	cles 

telling us what pa	ent organisa	ons have to offer. There are some research papers that 

have caught our reviewers’ eye and a medical student essay exploring the rela	onship  

between migraine and depression. Finally, there is a case study the answer to which will be 

found on the BASH web-site. 

 

MESSAGE FROM CHAIRMAN 

Welcome to the first BASH newsle+er in its new format. I would like to thank David Kernick 

in taking the ini	a	ve and for his hard work in compiling the contents. The newsle+er is now 

delivered to a wider audience of various healthcare professionals with interest in headache. 

BASH is commi+ed in its mission of delivering headache educa	on to those feeling less 

equipped with the knowledge on the subject. 

Since the last newsle+er BASH has had a successful mee	ng in Hull a+ended by 120  

delegates. The biennial event in Hull has been a regular feature of BASH ac	vity since 2005. 

The event was followed by a public event a+ended by 80 members of the public and was 

organised jointly with the Migraine Trust. Following a successful mee	ng in Karachi, Pakistan 

organised jointly with the Pakistan Headache Society, BASH is ac	vely involved in suppor	ng 

educa	onal ac	vi	es to train general prac		oners and physicians in urban and rural areas of 

Pakistan. BASH delegates were given a welcome recep	on at the Governor’s house and the 

Governor of Sindh was very apprecia	ve of BASH in their ini	a	ve of promo	ng headache 

educa	on in Pakistan. 

I am pleased to inform that the April educa	onal mee	ng at the Liverpool Medical Ins	tute 

was a great success and was a+ended by 125 delegates. Callum Duncan, Alok Tyagi and 

David Watson are working on finalising the programme for the Aberdeen mee	ng on 11th 

October 2013. There will also be an educa	onal mee	ng in Belfast in April 2014. Our  

educa	onal programmes are all approved for external CME credits by the College of Physi-

cians. The details of the events and the educa	onal material from such programmes are 

available on our website www.bash.org.uk 

BASH new website has now been launched and work is being done to upgrade this further to 

allow collabora	ve research through an interac	ve database among different headache 

units in the country. I am also pleased to report that work is in progress on the new BASH 

guidelines due to come out in early 2014. Finally I would like to thank all of my team mem-

bers in the BASH council who have been extremely busy in the day to day conduct of the  

organisa	on and have been suppor	ve in educa	onal ini	a	ves. 

 

 

The views of the BASH newsle+er are those of the editor and contributors and do not necessarily reflect the views of the BASH Council 
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The burden of headache  

Almost everyone has experienced headache at some 	me and 

for most, the experience is infrequent and resolves either 

spontaneously or with simple analgesia. However, for 20% of 

the popula	on,  

headache will have an impact on the quality of life of the 

sufferer and of these, one third will be severe. 

15% of the popula	on suffer from migraine of whom one third 

believe that their problem controls their life. On any day it is 

es	mated that 90,000 are absent from work or school because 

of migraine and the cost of work and produc	vity loss has been 

es	mated at over £2 billion per year. 10% of the popula	on 

have tension type headache once a week or more oDen. 3% of 

the popula	on have headache on more than half of the days of 

the month, usually due to chronic tension or medica	on  

overuse headache. 0.2% will have cluster  

headache, arguably one of the most painful condi	ons but 

invariably misdiagnosed or inadequately treated. 

The impact of headache disorders also extends beyond those 

immediately affected to family, friends and employers. 

Headache - the unmet need 

Most headache pa	ents can be treated in primary care, a 

seEng that offers the poten	al to address the complex  

combina	ons of physical and psychosocial factors that are 

oDen associated with the problem. However, despite its  

significant burden, many sufferers do not seek help. Two-thirds 

of migrainers do not consult their GP and only 10% are under 

con	nuing care. Only 16% of those having tension headache 

have had at some point consulted their doctor. The reluctance 

for pa	ents to seek help is unexplained. One reason may be 

that pa	ents are fearful they have a sinister pathology. Other 

explana	ons are unfavourable experiences with previous  

physician encounters, fatalis	c expecta	ons rela	ng to  

treatment op	ons, the belief that doctors do not take head-

ache seriously, or the fact that headache may be s	gma	sed 

and can be associated with anxiety and depression. 

Even when pa	ents consult, a significant propor	on of  

sufferers are not treated adequately or appropriately and in 

many cases the diagnosis is incorrect. Lack of consulta	on 	me 

is a major factor. Headache presenta	ons oDen contain  

mul	ple problems that are difficult to address within the  

limita	ons of a consulta	on and diagnosis and management 

depend almost en	rely on a detailed history. 

What do headache sufferers want? 

The features that are valued by headache sufferers are: 	mely 

access to local services; interested professionals who take 

them seriously; sufficient informa	on and explana	on, and 

opportunity to express their needs and preferences; and follow

-up when needed. 

From the perspec	ve of the health care professional the focus 

is on taking the pa	ent seriously and acknowledging the  

impact of their problem, making a diagnosis and formula	ng a 

shared management plan that is designed around the  

individual pa	ent. In most cases success arises from changing 

the locus of control rather than claims that the headache can 

be cured. 

 

Despite its high impact headache remains a s	gma	sed and 

largely unrecognised problem that is rewarding to treat. 

David Kernick 

ARTICLES 
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Headache	–	time	to	take	it	seriously	

 

BASH in collabora	on with Migraine Trust and the Hull 

& East Yorkshire Hospitals NHS Trust had a very  

successful mee	ng on 17-19th  January.   

 

The mee	ng was a+ended by 120 professionals  

followed by a public mee	ng a+ended by 70  

members of the public.  Speakers from the BASH  

council including some of with interna	onal reputa	on 

delivered lectures.  There were workshops on the 

injec	on techniques on Botox in the treatment of 

chronic migraine.  
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ARTICLES	(cont)	

Botox is licensed as a treatment for chronic migraine. As  

migraine is so prevalent, many pa	ents will be seeking this 

new treatment. This ar	cle gives a background to this  

interven	on. 

Since it was introduced into clinical prac	ce, Botulinum toxin 

has found a wide range of applica	ons ranging from the  

treatment of spas	city to hyperhydrosis. Despite having failed 

to reach superiority over placebo in randomised control trials 

in chronic tension type headache or episodic migraine it is 

widely used for the treatment of many headache types in 

private prac	ce, par	cularly in the U.S. 

Two randomised control trials in chronic migraine have 

shown sta	s	cally significant improvement over placebo with 

some 20% improvement over placebo in days free from  

headache. It is now approved by NICE in the management of 

chronic migraine. 

What is chronic migraine? 

In 1994 the term “transformed migraine” was introduced. It 

was recognised that each year approximately 4% of people 

with episodic migraine will transform to a more chronic  

problem, invariably associated with medica	on overuse. 

More recently this term has been superseded by “chronic 

migraine” - headache on 15 days of the month or more for 

greater than 3 months of which 8 days of headache are  

migraine. Approximately 1-3% of the popula	on suffer from 

chronic migraine. 

Chronic migraine is oDen confused with chronic daily  

headache - a descrip	ve term which describes headache  

occurring on more than 15 days of the month. Chronic daily 

headache is a misleading term and should be replaced by the 

diagnosis of the underlying condi	on. 

What is the cause of chronic migraine? 

A likely cause is over sensi	vity of the mid-brain migraine 

generator, but the pathophysiology of chronic migraine is not 

fully understood. 

Chronic migraine invariably sits within a complex  

biopsychosocial framework. Inevitably there is a steady  

progression of headache frequency, oDen complicated by 

medica	on overuse. This leads to a self-perpetua	ng spiral of 

increasing pain sensi	vity, anxiety, depression and increasing 

frequency of headache. 

What are the prac	cal implica	ons of Botox treatment? 

There are a number of injec	ons in specified loca	ons in the 

facial muscles. This has to be repeated every 3 months. It is 

not known how long the regular injec	ons have to be  

con	nued as trial data is only available for one year. 

The mode of ac	on is not known although there is a  

sugges	on that botox may act on central sensi	sa	on  

pathways. There is no cosme	c impact with the treatment 

protocol so pa	ents cannot expect an extra bonus of  

cosme	c enhancement. 

What other interven	ons are there for chronic migraine? 

Preventa	ve medica	on is the corner stone of treatment. 

Although all migraine preventers, can be used, there is an 

evidence base to support Topiramate. Amitriptyline is useful 

if there is associated anxiety, depression or sleep problems 

but is not supported by an evidence base. 

Prednisolone (unlicensed indica	on) may be useful to retain 

migraine control quickly and support cessa	on of analgesia 

overuse which is an essen	al first step. Prednisolone 1mg per 

kilogram up to 60mg a day maximum for 3 days reducing over 

3 weeks is a reasonable approach. 

Conclusion 

There is likely to be considerable interest in Botox now it is 

licensed for chronic migraine. However, only a small number 

of migraineurs will be eligible. Pa	ents will have to be treated 

with at least three preventa	ve agents for 6-8 weeks at  

sufficient dose and ideally medica	on overuse excluded  

before Botox is considered. 

 

David Kernick 

Migraine	and	Botox	



 

 

Migraine is the most common high impact headache.  

Although the Interna	onal Headache Society criteria  

(see figure 1) are quite specific, from a clinical perspec	ve 

they may be relaxed. Answering yes to two out of three  

simple ques	ons effec	vely iden	fies migraine sufferers:  

• Has a headache limited your ac	vi	es for a day or more 

in the last three months?  

• Are you nauseated or sick to your stomach when you 

have a headache?  

• Does light bother you when you have a headache? 

A careful history of analgesic intake is mandatory as  

medica	on taken regularly to relieve the pain makes things 

worse. This is known as medica	on overuse headache and 

can occur when taking any analgesia on more than three days 

of the week on a regular basis.  Medica	on overuse  

headache can obscure the clinical picture unless it is  

excluded. A family history of migraine can be significant and 

is worth exploring. Its always worth asking the pa	ent for 

their views. In many cases they will not appreciate they have 

migraine but if they think they do, they will be correct 97% of 

the 	me. 

It is also important to be aware that the migraine pain can 

radiate elsewhere. The neck can be oDen implicated as the 

neck and upper shoulder nerves and the migraine centre in 

the brain share a common origin. Studies have suggested that 

the majority of chronic sinusi	s is in fact migraine. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 1. Interna	onal Headache Society formal criteria for a migraine 

diagnosis 

 

30% of migraine is associated with aura. This is a transient 

focal sensory of motor neurological deficit that usually  

precedes headache. Visual auras are the most common and 

aura should not last for more than 60 minutes. 

Migraine in children 

Migraine is the most common type of headache in children 

and oDen overlooked with a peak incidence at the age of 15 

years in females and 10 years of age in males. If a parent has 

migraine there is an 80% chance the child will be affected. A 

large UK school clinical study reported an annual prevalence 

rate of 10.6%. Differences between adult migraine are shown 

in figure 2. 

 

ARTICLES	(cont)	

Getting	to	grips	with	the	basics	-	

diagnosing	migraine	
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A) At least 5 a+acks fulfilling criteria b-d 

 

b) Headache a+acks las	ng 4-72 hours (untreated or  

unsuccessfully treated) 

 

c) Headache has at least two of the following characteris	cs:  

• Unilateral loca	on  

• Pulsa	ng quality  

• Moderate or severe pain intensity  

• Aggrava	ng or causing avoidance of rou	ne physical  

ac	vity 

 

d) During headache, at least one of the following: Nausea and or 

vomi	ng Photophobia or phonophobia 

 

e) Not a+ributed to other disorder (A formal diagnosis of  

migraine therefore must include an examina	on to exclude 

another disorder) 



5 

BASH NEWSLETTER    SPRING 2013 

ARTICLES	(cont)	

 

 

 

 

 

 

 

 

     

 

 

 

 

 

 

What	else	could	it	be?	

The main alterna	ve diagnosis is tension type headache. See figure 3. Cluster headache is rare but extremely painful. The 

pain is around the eye and comes in clusters of a+acks that last no more than two hours, much shorter than migraine.   

 

 

 

Table 3 – 

difference 

between 

tension 

type head-

ache and 

migraine 

Migraine in adults Migraine in children 

• Usually unilateral • Usually bilateral 

• Moderate to severe headache • Mild to severe headache. May be in-

ferred from behaviour in younger chil-

dren. 

• Throbbing / stabbing nature of pain • Can take any form 

• 4-72 hours • Usually less than 4 hours 

• Associated symptoms include nausea,  

vomi	ng, photophobia or phonophobia 

• Not always present 

• Can be associated with a aura in 30% • Aura less common 

• Frequently prevents normal ac	vity • Frequently prevents normal ac	vity 

Migraine Tension type headache 

 

• Usually Unilateral 

• Moderate to severe headache 

• Throbbing/stabbing nature of pain 

• Associated symptoms include nausea, 

vomi	ng, photophobia and phonophobia 

• Maybe associated with a prodrome or aura 

• Prevents normal ac	vity  

 

 

 

• Usually bilateral 

• Mild to moderate headache 

• Pressure or band-like pain 

• No associated symptoms 

 

• No prodrome or aura 

• Sufferer usually able to con	nue with  

normal ac	vi	es 

Table 2. Main  

features of  

migraine in adults 

and children. 



An electromagne	c field is a field of energy created by 

electrically charged objects. Electromagne	c waves 

occur at different frequencies (the rate at which the 

waves oscillate back and forth). Radio waves,  

microwaves, heat radia	on, visible light, X-rays are all 

examples of electromagne	c radia	on. 

Anecdotally, it has been found that some people are 

sensi	ve to higher frequency electromagne	c  

radia	on. In some cases it has been suggested that it 

can make migraines worse. 

There is circumstan	al evidence to suggest that  

electromagne	c radia	on may affect migraine. For  

example, the military have been developing non-lethal 

weapons using electromagne	c radia	on and one of 

their consequences is severe headache. A new  

treatment that is being currently tested for the  

treatment of migraine is a high dose short  

electromagne	c s	mulus directly applied to the brain. 

It may be that at a lower intensity and applied for  

longer periods, the opposite effect may occur. There is 

an increased frequency of migraine with lightning 

storms—a potent propagator of electromagne	c  

radia	on. 

Although there is laboratory evidence to suggest that 

radia	on can affect biological processes, transla	ng 

this into prac	ce is quite difficult and there is no firm 

evidence that electromagne	c radia	on can be harmful 

but what harm is there in trying it? 

Some things you can do are:  

• Remove cordless phones from the bedroom. 

(Ideally don’t use them) As we probably spend 

more 	me in the bedroom than anywhere else the 

bedroom is a par	cularly important source of ex-

cess radia	on. Don’t use ba+ery chargers near to 

the bed. 

 

• Turn the internet wi-fi router off when not in use. 

If it is in use for long periods of 	me then think 

about using a direct telephone line rather than via 

a wi-fi connec	on. 

• Cut down the amount of 	me you use a microwave 

or stay away from the microwave when in use.  

Microwaves can leak, par	cularly the older  

models. 

• Try to cut down on the use of your mobile phone. 

If you do use your mobile phone frequently then 

use a microphone a+achment that will keep the 

phone away from your head. 

There are very few interven	ons that carry no risk of 

harm and reducing electromagne	c radia	on must be 

one! 

 

If you want further informa	on on the impact of  

electromagne	c radia	on see  

h+p://www.powerwatch.org.uk/ 

 

David Kernick 

ARTICLES	(cont)	

Thinking	around	the	Edges	1	-	

Electromagnetic	Radiation	and	
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Headache	Patient	Organisations	:	in	this	edition	we	focus	on	the	Migraine	Trust	

The Migraine Trust is the leading charity for migraine in the 

UK. 

We believe that we can only support the migraine community 

with the combina	on of our five core strategic aims. By com-

bining a func	onal research programme, with evidence-based 

informa	on, advocacy, events and campaigning; The Migraine 

Trust provides a cri	cal lifeline to the UK’s 8 million migraine 

sufferers: 

1.	 Research	

The Migraine Trust funds and promotes research into  

migraine, working to improve therapeu	c interven	ons and 

with the vision that we will ul	mately find a cure. 

Current funded research by the Migraine Trust 

Clinical data suggests that hypothalamic dysfunc	on is  

involved in migraine ini	a	on, whilst recent studies  

demonstrate an important role of the thalamus both in pain  

processing and in the development of sensory abnormali	es 

during migraine a+acks. Therefore, our current research  

fellow is inves	ga	ng the role of the hypothalamus in  

modula	ng thalamic sensory transmission in an animal model 

of migraine. Not only will the novelty of the proposed study 

shed light on the dynamic interplay between the  

hypothalamic and thalamic func	on in migraine, but it will 

also lead to the development of novel, migraine-specific  

therapeu	c strategies for sufferers. 

We are always interested in hearing about poten	al new 

research projects into migraine and headache. If you have 

anything you would like to talk to us about, please do contact: 

Wendy Thomas 

Chief Execu%ve 

wthomas@migrainetrust.org 

2.	Provision	of	evidence	based	information	

Our informa	on and enquiry service is widely recognised as 

the number one source of support for those who suffer from 

migraine. Providing only evidence-based informa	on, we 

have provided support to millions of sufferers. We work 

closely with the BASH membership to ensure that we are 

giving out accurate and robust responses to enquiries and 

that we do not use any data that is not backed by evidence-

based informa	on. 

Please refer any of your pa	ents who are aDer further  

informa	on or support to our service at: 

020 7631 6975 

info@migrainetrust.org 

3.	The	Migraine	Trust	Advocacy	service	

The Migraine Trust Advocacy Service makes a posi	ve  

difference to people’s lives by keeping migraine sufferers in 

work when otherwise they would have lost their job due to 

their migraine; assists migraine sufferers not in employment 

to return to work; helps migraine sufferers to access  

treatment op	ons which were previously refused; and  

supports children and parents so that be+er support is  

provided by schools to pupils who suffer with migraine. In 

doing so, we work with some of the most vulnerable people 

in the UK, some of whom feel so desperately overwhelmed by 

their condi	on that they have lost hope. By being able to 

par	cipate fully in the workplace, labour market and in 

school, migraine sufferers who oDen report feelings of  

loneliness and isola	on due to the lack of understanding and 

the trivialisa	on of their condi	on, will feel less alone and 

more included in society. Similarly, those sufferers who gain 

access to treatments which have a posi	ve impact on their 

ability to manage their migraine will feel less isolated by their 

condi	on and more able to par	cipate fully in their  

communi	es. This service is overwhelmingly successful and 

looking to expand in 2013. 

If you have pa	ents that you think will benefit from this  

programme, please do refer them: 

Hannah Verghese  

Advocacy Service Manager  

020 7631 6973 

hverghese@migrainetrust.org 

The	Migraine	Trust	



4.	Events	programme	

Managing your Migraine Events 

Our experience is that many migraine sufferers in the UK 

have not had an opportunity to meet health experts in  

migraine due to the limited number of specialist headache 

services. 

The ‘Managing Your Migraine’ events feature a programme 

presented by health professionals (usually BASH members) 

with a special interest and clinical experience in migraine, 

including consultant neurologists. The programme covers 

migraine symptoms, what causes the condi	on, geEng a 

diagnosis, and migraine management including treatment 

op	ons and lifestyle adjustments. The Migraine Trust’s  

Advocacy Service manager will then run a session on migraine 

in employment to provide informa	on to help individuals 

make informed decisions, as 60% of enquiries to our  

Advocacy Service concern employment. 

These hugely popular events offer a+endees an opportunity 

to ask ques	ons, meet other people affected by migraine, 

learn about local health services and how The Migraine Trust 

as a charity can provide support and informa	on beyond the 

event. Evalua	on of previous events has shown that 

a+endees increase their understanding of migraine and 

awareness of management op	ons. A+endees feel less  

isolated by their condi	on, more confident and be+er  

enabled to discuss migraine with both employers and health 

professionals. Following our most recent events in Kilmarnock 

and Hull, 100% of a+endees said they would recommend 

a+ending a ‘Managing Your Migraine’ event to other people  

affected by migraine. 

The Migraine Trust hold these events across the UK. If you 

would like to work with us on bringing one of our events to 

your area, we would be delighted to hear from you. Please do 

contact: 

Charles Bosher  

Head of Fundraising and Communica%ons 

020 7631 6972 

cbosher@migrainetrust.org 

5.	Awareness	raising/campaigning	

The Migraine Trust carries out significant levels of work in the 

area of awareness raising and campaigning, aiming to place 

migraine high on the public agenda as a serious public health 

issue and one which should be more widely funded. The  

Advocacy Service Manager at The Migraine Trust currently 

has responsibility for coordina	ng the All Party Parliamentary 

Group for Primary Headache Disorders (APPGPHD) and cam-

paigns on a range of other issues. 

Significant ac	vity currently includes:  

• The Migraine Trust is lobbying for an addi	onal clause in 

the Children and Families Bill as part of the Health  

Condi	ons in Schools Alliance to improve the lives of 

children with migraine.  

• The Migraine Trust is seeking funding to develop  

resources for employers; aiming to raise awareness 

about migraine within HR departments at employers 

across the UK, it could impact on hundreds of thousands 

of employees with migraine and their managers/

colleagues. 

• The support provided by the advocacy service to resolve 

non-clinical issues like employment and educa	on we 

hope will reduce the burden on you as GPs &  

neurologists who otherwise have to deal with these 

issues. 

• The Migraine Trust will be working to ensure that  

migraine and access to treatment is on the agenda at 

policy and commissioning level within the new health 

and social care environment 

Wendy Thomas 

Chief Execu%ve 

The Migraine Trust 

52-53 Russell Square 

London WC1B 4HP 

W: www.migrainetrust.org 

T: 020 7631 6970 

Registered Charity in England and Wales (1081300) and  

Scotland ( SC0429911) 

Headache	Patient	Organisations	(cont)	

The	Migraine	Trust	
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Reviews	of	Research	Papers	

From	Cephalalgia	April	2013:	

Topiramate is likely to work outside the Trigeminocervical 

Complex. By Peter Storer et al, from Prof Peter Goadsby’s 

Headache group at the Department of Neurology, University 

of California, USA. 

The aim of the study was to facilitate understanding of the 

effect of Topiramate on the trigeminocervical complex and 

the mechanism of ac	on of its an	-migraine preven	ve 

effect. 

Cats were anesthe	zed and physiologically monitored.  

Electrical s	mula	on of the superior sagi+al sinus ac	vated 

nosicep	ve trigeminovascular afferents. Extracellular  

recordings were made from neurons in the trigeminocervical 

complex . 

The results showed that Topiramate, applied locally at the 

second order synapse of the trigeminovascular system in the 

trigeminocervical complex, produced significant inhibi	on of 

L-glutamate-evoked firing of neurons only at the highest  

microiontophore	c currents (27 ± 7% at −160 nA; p < 0.05, n 

= 14 cells), but did not inhibit firing of these neurons evoked 

by s	mula	on of the craniovascular afferents (2 ± 5%, p = 

0.762, n = 13 cells). In contrast, systemically administered 

topiramate (30 mg/kg intravenously) partly inhibited this 

firing (32 ± 10% at 15 min; F5,35 = 3.5, p < 0.05, n = 8 cats). 

ADer this systemic administra	on, profound inhibi	on (70 ± 

10%, p < 0.001, n = 7) of L-glutamate-evoked firing of cells in 

the trigeminocervical complex at the second order synapse of 

the trigeminovascular system was observed. 

The data suggests that topiramate acts outside the  

trigeminocervical complex in the cat. There was no significant  

inhibi	on of ac	vity in cells in the trigeminocervical complex 

evoked by s	mula	on of afferents from the SSS by local  

microiontophore	c applica	on of topiramate. 

Determining the sites of ac	on of preven	ve an	migraine 

treatments is crucial to developing laboratory models for the 

development of new therapeu	cs, and may vary between 

species. 

Storer P, Goadsby P. Topiramate is likely to work outside the 

trigeminocervical complex. Cephalalgia 2013;33:291-300.                                       

 

From	March	issue	of	Cephalalgia:	

The HURT Ques	onnaire consists of eight ques	ons which 

the pa	ent answers as a measure of effec	veness of 

interven	on against headache. Ques	ons are related to 

frequency, disability, medica	on, understanding of the 

headache diagnosis and how the headache is affec	ng quality 

of life. 

 

The HURT ques	onnaire was administered on three occasions 

to 159 consecu	ve pa	ents seeking non-urgent care from 

centers in Denmark and the United Kingdom: the first before 

the ini	al visit; the second at the ini	al visit; and the third 

when the specialist judged that the best possible outcome 

had been achieved in each pa	ent. 

 

There were significant changes in responses post-

interven	on compared with baseline (p < 0.01), indica	ng a 

favorable outcome overall in up to 77% of pa	ents, and 

responsiveness to change, but there was no improvement in 

pa	ents’ concerns about side effects of medica	on (p = 0.18). 

 

Their conclusion is that the ques	onnaire has u	lity across 

headache disorders. It can help pa	ents describe headache 

frequency and headache-a+ributed disability, medica	on 

use/efficacy/tolerability, self-efficacy and knowledge about 

headache. It may guide physicians in assessment of disability 

of individual pa	ents, management towards the best 

outcome, and evalua	on of the effec	veness of 

management. 

 

Westergaard M, Steiner T, MacGregor E, Antonaci F et al. The 

Headache Under-response to treatment (HURT) ques	onnaire: 

Assessment of u	lity in Headache specialist care. Cephalalgia 

2013;33(4):245-255. 

 

 

Ingunn Bjornson 



What’s	in	the	journey?	

Three papers in recent issues of Headache Journal caught my 

a+en	on. Each had a bo+om line message which translated 

into another tool to add to the therapeu	c armamentarium. 

Migraine	preventative	with	Topiramate	and	

Valproate	combined	

The neuromodulators, valproate and topiramate are amongst 

the most widely used and effec	ve prophylac	cs. However, 

as pa	ents 	trate the dosage they oDen find side effects  

limi	ng even as preven	on starts to take effect. A group from 

Brazil postulated that by combining topiramate and 

valproate, preven	on could be maximized and the side 

effects minimized. Pa	ents were place in 2 groups. Subjects 

on topiramate (n=157) had the dose 	trated to 50mg b.d. and 

those on valproate SR (n=102) had the dose 	trated to 1g 

nocte. Of those pa	ents on topiramate 126 were followed up, 

of whom 59 had a 50pc or greater reduc	on in headache but 

22 of these had side effects. The figures for valproate were: 

78 followed up, 27 experienced a 50pc headache reduc	on 

but 16 of these had unacceptable adverse events. 

The 38 pa	ents with side effects were placed on a combined 

regime of topiramate 25mg mane 50mg nocte and valproate 

500mg nocte; in other words both agents at a lower dose 

than when either agent was used alone . Of the 22  

topiramate pa	ents, 17 (77%) had a persistence of  

improvement but a welcome reduc	on in side effects as did 

10 of the valproate group (62.5%). Since reading this I’ve 

oDen used the combina	on of these two agents in varying 

doses and found it a useful solu	on to the side effect  

problem. 

Krymchantowski AV, JevouxCda C. Low-dose topiramate plus 

sodium divalproate for posi	ve responders intolerant to full-

dose monotherapy.Headache. 2012 Jan;52(1):129-32. 

Combining	Triptans	

Another similarly pragama	c paper from Rothrock looked at 

combining triptans. How safe is this prac	ce? Migraineurs 

who had previously failed to respond to sumatriptan were 

prescribed a different oral triptan( eletriptan , rizatriptan, 

almotriptan or zolmitriptan ) and instructed to use a  

sumatriptan injec	on if the headache persisted at 2 hours.  

Of the 200 subjects enrolled in the study, 184 completed, and 

of these 164(89%) combined the 2 drugs at least once and 

132 (66%) had combined the drugs on 3 or more occasions. 

Of this group who combined on 3 or more occasions, 89% 

were either sa	sfied or very sa	sfied with the regime and no  

adverse events were recorded. Many physicians combine 

different triptans in a  24 hour period but it’s good to see 

some evidence a+es	ng to it as a safe prac	ce! 

Rothrock JF, Morey V."Mixing triptans": pa	ent  

sa	sfac	on.Headache. 2011 Jan;51(1):135-40. 

	Low	dose	oestrogen	in	migraine	with	aura	

The third paper addressed the thorny problem of oral  

contracep	on in migraine with aura. Migraine with aura is a 

risk factor for ischaemic stroke (OR 8.37) and the risk rises 

with frequency of aura so that if the a+ack frequency is  

greater than 12 the odds ra	o rises to 10.4. The combined pill 

is also a risk factor for ischaemic stroke but most of the  

evidence for this comes from work based on 50mcg  

oestrogen strength pills. Consequently the combined pill is  

contraindicated in migraine with aura. 

The transvaginaloestrogen ring releases only 15mcg of 

ethinyoestradiol daily which produces a subphysiological level 

of oestrogen.The authors iden	fied a group of pa	ents with 

menstrual migraine and migraine with aura and postulated 

that a stable subphysiological level of oestrogen would result 

in a reduc	on in aura frequency as the aura is associated with 

high oestrogen levels (menstrual migraine with lower  

levels).The study was a small one with 28 pa	ents of whom 

23 completed. All used the ring in a con	nuous fashion for at 

least 12 weeks. The results were impressive-93% of  

menstrual migraine was eliminated and the aura frequency 

was reduced from 3.23 to 0.23 episodes. Clearly if larger  

studies confirm these findings, pa	ents with menstrual  

migraine but also some aura, will become a lot easier to 

treat! 

Calhoun A, Ford S, Prui+ A. The impact of extended-cycle vaginal ring 

contracep	on on migraine aura: a retrospec	ve case series. Head-

ache. 2012 Sep;52(8):1246-53 

Three great papers addressing some of the real life issues 

from headache medicine! 

Paul Ballinger 

Reviews	of	Research	Papers	(cont)	
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Medical	Student	Essay	

Summary		

• Migraine and depression are both prevalent in the UK 

and reduce the quality of life of sufferers.  

• They are comorbid (they increase the risk of each other) 

due to a joint biopsychosocial basis and this link is  

bidirec	onal.  

• The Pa	ent Health Ques	onnaire 2 is a valid screening 

tool for depression and is the most appropriate for use 

in primary care.  

• This screening tool results in effec	ve treatment of  

depression and this could also result in clinical  

improvement of migraines due to the joint causes of 

these condi	ons. 

Introduction	

Migraine is comorbid with depression, meaning that  

depression is more prevalent in pa	ents presen	ng with  

migraine and this paper will cover the joint biopsychosocial 

basis of these.
1
 It will determine the validity of the Pa	ent 

Health Ques	onnaire as a screening tool and whether  

screening for depression improves clinical outcomes. 

 

Migraine is classified as “recurrent episodic moderate or  

severe headaches (which may be unilateral and/ or  

pulsa	ng)” and may or may not be preceded by aura. They 

are oDen accompanied by gastrointes	nal symptoms and 

cause the pa	ent to become sensi	ve to light and sound, but 

pa	ents have no other symptoms between each onset of 

migraine. Depression is described as an “absence of a posi	ve 

effect” meaning that the pa	ent has a “loss of interest and 

enjoyment in ordinary things and experiences,” which is oDen 

accompanied by other symptoms. 

Epidemiology	

Epidemiology is “the study of the distribu	on of diseases and 

determinants in popula	ons” and helps to show the effect 

that migraine and depression has among a popula	on. The 

annual prevalence of migraine in England is 18.3% in females 

and 7.6% in males, and prevalence increases with age from 

late teens up un	l early fiDies.
2
  

About 190,000 migraine episodes occur each day in the UK 

and 75% of people with migraines report disability showing 

that it has a large effect on the popula	on. 

 

Depression is also very disabling and “is projected to become 

the second most common cause of loss of disability adjusted 

life years by 2020.” 
4 

The es	mated point prevalence for  

depression is 13.6% in females and 9.1% in males in the UK. 
4
 

Comorbidity	of	Migraine	and	Depression	

Migraine and depression have been found to be highly 

comorbid with each other and the link is bi direc	onal; they 

both increase the risk of the other. Migraine sufferers are five 

	mes as likely to suffer from depression, and conversely  

pa	ents who have depression are three 	mes as like to suffer 

from migraines.
3
 

 

Migraine and depression could have shared causes. Serotonin 

is a hormone which effects mood and response to stress and 

appears to have a role in the cause of both migraines and 

depression. Migraine and depression have been found to be 

“linked through dysfunc	on of the serotonergic system” 
5 

because low platelet and serum serotonin is found in pa	ents 

with migraine and also in pa	ents with depression. 
4,5 

 

Serotonin receptors (5HT) have different subtypes, of which 

certain subtypes are related to migraine and depression.  

Furthermore, some studies have found that migraine and 

depression have joint receptors, for example 5HT1D and 

5HT3, although these studies are in preliminary stages. 
6,7 

Lastly the joint biological cause is shown through the joint  

treatment of depression and migraines of an	depressants, 

which act to increase serotonin levels. 

 

There are also psychological and social explana	ons to the 

link between migraine and depression leading to a  

biopsychosocial model being used. Pa	ents experiencing 

chronic pain, such as migraine, have been found to  

some	mes develop certain characteris	cs associated with  

depression. These include “overly nega	ve thinking about 

pain, perceived helplessness and a lack of confidence in one’s 

ability to manage pain.” 

When	patients	present	with	migraine	in	primary	care	should	we	screen	for	

depression?	



Instruments	Available	for	Screening	

The Na	onal Ins	tute for Health and Clinical Excellence says 

that “screening tools are more reliable than clinical judgment 

alone in detec	ng depression and that they would be helpful 

in increasing the detec	on of depression in  

primary care.” 
8
 

There are a number of screening tools used for depression 

but the Pa	ent Health Ques	onnaire (PHQ) has been found 

to be a valid tool for diagnosing major depression. There are 

two types of PHQ: the PHQ9 which involves nine ques	ons 

about symptoms rela	ng to depression and the PHQ2 which 

is the first two of these ques	ons:  

• "During the last two weeks, have you oDen been  

bothered by feeling down, depressed, or hopeless?’  

• “During the last two weeks, have you oDen been  

bothered by li+le interest or pleasure in doing things?” 

Pa	ents choose from four responses: not at all, several days, 

more than half the days, or nearly every day. The resul	ng 

score ranges from 0-6 and a cut off score of 3 or above is 

used to screen for depression. 

The PHQ2 is simple and widely used. For example it is already 

used as a screening tool for comorbid depression in pa	ents 

with diabetes. The PHQ2 has been found, by a large study of 

6000 people, to have a high sensi	vity (83%) and high  

specificity (92%) for major depression when a threshold of 3 

or more was used. 
9
 

This shows it is a valid tool and is faster and easier than the 

PHQ9 as a screening method for use in primary care, so 

would therefore be more appropriate. A nega	ve test result 

effec	vely rules out depression so that no further screening is 

necessary, a posi	ve test result should have a follow up  

diagnos	c interview to confirm the diagnosis of depression. 

Conclusion	

Migraine and depression are prevalent in the popula	on and 

have a detrimental impact upon quality of life. They are  

highly comorbid with bi direc	onal causes of dysfunc	on of 

the serotonergic system and psychological influences,  

sugges	ng that migraine pa	ents should be screened for 

depression. 

The PHQ2 has proved to be a valid screening tool for  

depression and is the most appropriate for use in primary 

care. These scores result in effec	ve depression treatment, 

and due to the joint causes of migraine and depression would 

suggest improved clinical outcome for migraine too.  

However, further research is required to provide evidence for 

this. 

A randomised control trial is recommended where by  

migraine pa	ents are split into screening for depression using 

the PHQ2 and not screened for depression, and the outcome 

measure should be a migraine specific quality of life measure. 

Although this further research is needed, all the current  

evidence suggests that screening for depression in migraine 

pa	ents would improve clinical outcomes. 

Elizabeth McFadyen 

Peninsular Medical School 
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Headache	Case	Study	

 

Mr AP was 43 years old when he started to get rather unusual and troublesome headaches. He had had a number of them 

over the 2 years before he went to his GP. No diagnosis was made and so he was referred to the local neurology clinic. He 

had never been a headache sufferer before and had always considered himself to be fit and well. 

 

For many years he had worked in the telecommunica	on industry and would travel around the country specialising in  

working on underground cables. His first significant headache had been the worst of them all. He was working in London on 

the pavement lying down with his head down the hole. He said he was “working upside down”. He had been doing it for a 

few minutes when he developed a rapidly worsening, ‘thunderclap’ headache. He felt hot, sweaty and quite frightened by 

the severity and rapidity in which the headache had come on. He was taken immediately by his workmates to the local  

casualty but by the 	me he was seen his headache was se+ling, no abnormality could be found and he was discharged. 

 

ADer that he had a few more similar but milder headaches related to “working upside down” but no headaches at other 

	mes except for one similar one which occurred as he was bending down to put on his boots. This occurred soon before he 

was seen in the neurology. He wouldn’t get headaches with coughing, sneezing or liDing. 

 

No abnormality could be found on neurological examina	on. Neck movements were normal. The headache was clearly  

organic, somehow posturally related but no diagnosis was made. A colloid cyst of the 3rd ventricle was thought possible. He 

was sent for an MRI Brain and Cervical Spine scan. These were subsequently reported to be normal and he was sent a further 

clinic appointment which he did not a+end. He was phoned to enquire more and he said that “they had operated on his 

stomach and the headaches had gone!” 

 

So the diagnosis is……….? 

 

(See www.bash.org.uk for answer) 

 

Paul Davies 

Consultant Neurologist 



 

Who we are 
BASH is a na	onal society for healthcare 

professionals with an interest in headache. We are a 

group of both primary and secondary care doctors, 

nurses and therapists working with headache 

pa	ents. 

 

What we do 
We are commi+ed to promo	ng headache educa	on among 

healthcare professionals and the general public. 

• We organise UK wide educa	onal programmes for 

professionals and the general public 

• We collaborate with key pa	ent chari	es and other 

headache organisa	ons 

• We represent the views of the headache community 

• We are involved in lobbying for headache services in the UK 

• We provide headache treatment guidelines 

 

We have involvement with the following 
• The Organisa	on for the Understanding of Cluster Headache 

  (OUCH) 

• Trigeminal Neuralgia Associa	on UK 

• The Migraine Trust 

BASH  

(Bri%sh Associa%on for the Study of 

Headache) 

Dr Fayyaz Ahmed 

Department of Neurology 

Hull Royal Infirmary 

Anlaby Road 

 

Join us 
Membership is open to all healthcare professionals with an interest in headache. 

 

Contact 
Professional enquiries: info@bash.org.uk 

Membership enquiries: membership@bash.org.uk 


