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I\/igrame; Background and objective: Headache in general, and migraine in particular, are the main
Primary care; reasons for general practitioners (GPs) to consult neurology services. OQur aim was to
Tension-type headache analyse the current knowledge of GPs in migraine diagnosis.

Patient s and met hod: Unselected GPs from two provincesin Sain were asked to diagnose
and treat a fictitious clinical patient who met all International Headache Society criteria
for a diagnosis of migraine without aura (5-6 episodes/month), with the only difficulty of
abilateral pain location. The test was anonymous and was given with no previous advice.
They were asked to answer in 5-10 min to mimic normal clinical practice.

Results: Of the 105 GPs who were consulted, 46 (44% diagnosed migraine correctly, 41
(8999 diagnosed the patient as tension-type headache, 17 (16% as “mixed” headache
and one GPwasunabletodiagnosethe patient. With only two exceptions, all recommended
NSAIDs as symptomatic treatment. Triptans were recommended by 67 GPs (including 15
out of the 41 who had diagnosed the patient as tension-type headache). Preventive
treatment was not considered by 30 GPs. Atotal of 66 GPs would prescribe beta-blockers
(13 out of the 41 giving the diagnosis of tension-type headache), 35 amitriptyline (23 of
those who had diagnosed as tension-type headache) and the remaining 9 other
treatments.

Conclusions: More than half of the GPs made diagnostic mistakes and more than one-third
treatment mistakes. In conclusion, there is a need for better teaching in primary
headaches and specifically in the diagnosis and treatment of migraine, the primary reason
for neurological consultation by GPs.

© 2009 Sociedad Espanola de Neurologia. Published by Hsevier Espafna, SL. All rights
reserved.
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PALABRAS CLAVE
Cefalea de tension;
Mgrana;

Atencién primaria

Necesidades de formacion del médico de atencion primaria en cefaleas

Resumen

Fundamento y objetivo: La cefalea en general, y particularmente la migrana, es el prin-
cipal motivo por el que el médico de atencién primaria (MAP) deriva a consultas especia-
lizadas de neurologia. Nuestro objetivo fue analizar la formacion practica real del MAP
en el diagnoéstico de la migrana.

Pacientes y método: Se solicité a MAP no seleccionados de Cantabria y Salamanca que
diagnosticaran y trataran un caso clinico que cumplia todos los criterios de la Internatio-
nal Headache Society para el diagnéstico de migrafna sin aura (5-6 episodios/ mes), con la
Unica dificultad de que el dolor tenia una localizacion bilateral. La encuesta era anénima
y fue entregada sin aviso previo. S les pidié que contestaran en 5-10 min como maximo,
de cara a remedar las condiciones reales de préctica clinica diaria.

Resultados: De 1os 105 MAP consultados, 46 (44%) diagnosticaron migrafia correctamente,
41 (399 diagnosticaron el supuesto clinico como cefalea tensional, 17 (16% como cefa-
lea “mixta” y uno fue incapaz de emitir un diagnéstico. Con dos excepciones, todos re-
comendaron antiinflamatorios no esteroideos como tratamiento sintomatico. Los tripta-
nes fueron recomendados por 67 MAP (entre ellos, 15 de los 41 que habian diagnosticado
a la paciente de cefalea tensional). En cuanto al tratamiento preventivo, 30 MAP no lo
contemplaron. Un total de 66 MAP eligieron bloqueadores beta (entre ellos, 13 de los 41
que habian sostenido el diagndstico de cefalea tensional); 35, amitriptilina (23 de los que
diagnosticaron cefalea tensional), y los 9 restantes, otros tratamientos.

Conclusiones: Més de |la mitad de los MAP cometieron errores de diagndstico y mas de un
tercio, de tratamiento. En sintesis, es necesaria una mayor formacion en cefaleas prima-
riasy, en concreto, en el diagndstico y el tratamiento de la migrana, la primera causa de

consulta neurolégica para los MAP
© 2009 Sociedad Espariola de Neurologia. Publicado por Hsevier Espafna, SL. Todos los

derechos reservados.

Introduction

Headache is the most frequent reason for neurological
consultation with the general practitioner (GP). Among
patients complaining of headache to a GB. more than 90%
did so for one of the primary headaches. Although the
prevalence of tension-type headache is greater than that of
migraine, in terms of frequency of consultation with the GR
that of migraine is significantly higher than that of tension-
type headache'.

With respect to neurology specialist consultations,
various studies in our environment confirm that headache is
the main reason for referral from primary healthcare®®. Up
to 25%0f new consultationsin neurology outpatient services
are due to headaches. Once again, migraine is the most
frequent diagnosis in these patients. Although there are no
regulated studiesin thisregard, many of these patients are
still referred due to or with diagnostic doubts. Furthermore,
treatment for migrainein primary careisclearly inadequate.
To give only two examples, less than 10%of patients with
migraine receive triptansin our country and less than 5%of
patients referred from primary healthcare with a migraine
crisis receive preventive treatment, although it is known
that at least a fourth (ideally half) should have received
preventive medication®.

To assess the practical diagnostic and therapeutic
situation of primary headaches and, specifically, of migraine

in our country, we conducted this study on the approaches
taken by group of GPs towards a clinical case under
conditions that mimicked those of everyday clinical
practice.

Patients and method

Various GPs were asked to diagnose and propose a complete
treatment for the clinical case (table 1) of a patient with
headache who fully met the standard criteria of the
International Headache Society (IHS for migraine without
aura®. The only diagnostic difficulty was pain with a bilateral
location, which isa non-exclusive criterion for the diagnosis
of migraine; in fact, it isthe least sensitive criterion for this
diagnosis, since the typical hemicranial location only
appears in half of cases. The patient had an average
frequency of episodes (5-6/ month) well above that
recommended for the start of preventive treatment (from 3
episodes per month). The GPs who took part in the survey
worked in health centres in Cantabria and Salamanca
(divided at 50%. At each of the centres, 3-5 GPs who were
not selected (they had no specific dedication to headache)
and who had no preparation or warning were asked to give
areply tothe clinical case. In order to mimic the conditions
of daily clinical practice, they were given a maximum time
of 10 min to answer the questions about the clinical case.
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Table 1 Practical scenario

Woman, 34 years old, with a history of 15 years of
evolution of headaches with a frequency of
approximately 5-6 episodes per month that last from 1
to 4 days, generally with bilateral location (in both
temples). The headaches are sometimes oppressive,
sometimes throbbing, with moderate photophobia and
dubious phonophobia, which occasionally forces her to
lie down for a while. The headaches are not
accompanied by vomiting —only occasionally by
nausea —or visual symptoms

Your diagnosis would be:
Sate the (complete) drug treatment that you would
establish for this patient

Results

Atotal of 105 GPs agreed to answer the clinical case. Of
these, 46 (44% correctly diagnosed the patient with
migraine; 41 (39% diagnosed the clinical case as tension-
type headache; 17 (16%), as a “mixed” headache; and one
was unable to offer a diagnosis. We found no differencesin
results by province or GP experience.

With two exceptions, all recommended non-steroidal
anti-inflammatory drugs (NSAIDs) as symptomatic treatment
and 67 GPs recommended triptans, always as an option in
conjunction with NSAIDs. Interestingly, 15 of the 41 GPs
who had diagnosed the patient with pure tension-type
headache recommended triptans; 11 GPs also recommended
painkillers, such as paracetamol or metamizole; 2, ergotic
drugs, and 2, opiates, as symptomatic treatment.

With regard to preventive treatment, 30 GPs did not
contemplate it. Of the 75 GPs who indicated preventive
treatment, 66 selected beta blockers (including 13 of the 41
who had supported the diagnosis of tension-type headache);
35, amitriptyline (23 of those who diagnosed tension-type
headache), and the rest, other treatments: 14, flunarizine;
7, muscle relaxants, and 1, valproic acid.

Discussion

As for the diagnostic approach, just over half (56% of the
GPs surveyed made some mistake. While in 16%the diagnosis
of mixed headache (migraine + tension-type headache)
could be considered as not mistaken, almost 4 in 10 GPs
issued a misdiagnosis, given that they considered only the
possibility that the alleged patient suffered a tension-type
headache. These resultsare not at all surprising, considering
that when patients diagnosed with tension-type headache
by a GP are reviewed by a neurologist, the diagnosis is
reclassified as migraine in a high percentage of cases®.
There could be several potential causes for such migraine
underdiagnosis by our GPs. First, the epidemiological data
that the prevalence in the population of tension-type
headache is clearly higher than that of migraine certainly

predisposes the GP to consider the diagnosis of the
theoretically more frequent entity in the first place, even
though in terms of consultation the frequency of migraine is
well above that of tension-type headache, since migraine
generates a much higher degree of disability in daily life
activities. Second, we believe that the underdiagnosis of
migraine may be an indirect consequence of the appearance
of the IHS criteria. These criteria are extremely useful in
clinical trials. However, they are likely to be complex for
the GPs, who tend to think that patients with migraines
have to meet all the diagnostic items and are not aware, for
example, of the diagnostic possibility of probable migraine.
In this sense, much of the blame probably lies not only with
the GR but with the neurology specialist who has been
unable to convey this diagnostic flexibility to the GP in their
educational encounters. At any rate, these results clearly
show that GPs have to be more involved in obtaining better
knowledge of the diagnosis of primary headaches and, more
specifically, of migraine.

With regard to treatment, there are some very illustrative
aspects worthy of comment. In the field of symptomatic
treatment, all GPs recommended NSAIDs, which is in
accordance with the current recommendations™. Two-
thirds recommended triptans, which is also correct, since
these drugs are considered the treatment of choice for
patients (such as the present one) with moderate-severe
migraine crises. It is striking, however, that more than one-
third of the GPs surveyed who diagnosed the patient with
tension-type headache prescribed triptans, when it isknown
that these drugs are not useful in this indication. This
probably reflects their diagnostic doubts and personal
clinical experience; they had probably seen patients similar
to the one in the survey in their daily practice, and would
have diagnosed them with tension-type headache that
responded to triptans. Only 15 GPs recommended simple or
compound (ergot or opioids) analgesics as symptomatic
treatment; this confirms that the message that these drugs
should be avoided, as potentially headache-inducing and
possibly causing chronic migraine, hasreached most primary
healthcare professionals.

With regard to preventive treatment, the most striking
fact isthat almost one-third of GPs surveyed did not consider
it. Preventive migraine treatment remains one of the
outstanding subjects in our environment, not only for the
generalist, but also for the neurology specialist. Most of the
GPs surveyed chose beta blockersthat, accordingto current
recommendations, would be the choice for this patient, or
amitriptyline. Contrary to what might be thought, one-third
of the GPs surveyed who diagnosed the patient with tension-
type headache would have prescribed beta-blockers, while
a third of those who emitted a diagnosis of migraine would
have chosen amitriptyline. Therefore, joining those who
would not have prescribed preventive treatment for the
patient and those who made erroneous indications, about
half of the GPs surveyed incurred in errors with regard to
preventive treatment”®. Another striking fact is the limited
recommendation of flunarizine, which confirms that this is
a drug whose popularity isin sharp decline.

In a study carried out among GPsin our country on various
aspects related to headaches, mainly training needs in
diagnosis and treatment, it was determined that both
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migraines and chronic headaches are the main objective®.
As a result of this and other studies, the various scientific
societies in both neurology (SEN, Spanish Neurological
Society) and primary care (SEMFyC, Spanish Society of
Family and Community Physicians; SEMERGEN, Spanish
Society of Primary Care Physicians; SEMG, Spanish Society
of General and Family Physicians) have developed numerous
teaching activities and diagnostic and therapeutic
guidelines, the results of which have been evaluated on
very few occasions’® . All these data indicate that new
efforts and teaching strategies remain to be developed, for
GPs, both for diagnostic approach and for treatment, in
relation to the major primary headaches, mainly migraine.
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