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What is pain managementprotocol?

FORMULATION

w Formulatedthrougha
rigorousprocess
involvingcritical
evaluationof research
studiesclinicalpractice
guidelinesand
consensu$rom expert
panek

References1) NHSScotland.Key Definitions: DecisiorMaking SupportTools Clinical Guidelines,Policies,Protocols,Procedures& CarePathways Availablefrom https://rightdecisions.scot.nhs.uk/media/2672/&ey-definitions-decisiormakingsupporttools.pdf. Accessedn Sep1l, 2024.2) Clinical
Protocols:Standardizationin Patient Care.Availablefrom https://english.apolo.app/clinicaprotocolsstandardizationn-patient-care/. Accessedn Sep1l, 2024.
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Howdo youreadthe pain managementprotocol?

Paincanbe effectivelymanageddy usingthe LINR (I B-6t&psafpioach:
STER STER STEBR

IDENTIFYREATMENT

ASSESS! ¢ L 9SSYMRIQOMS CONSIDERATIONS RECOMMENDREATMENT
Thefirst stepisto do atotal pain Initiate Step2 to customizethe treatment byasking Finally,basedon o
assessmentStartyourassessmeny asking guestions relatedo currentandprevious patient information — (_] -—
patientsomecrucial medicationgboth prescribedand OTCtheir doses, gainedfrom Stepland —_—
questionsabouttheir painhistory Q A effectivenesssideeffects,andpatient preference Step2, recommend e
(suchaspainonset,location, for anyspecifictreatment), concomitantliness,and nornpharmacologicaand/or] =
duration,intensity, aggravatingr relievingfactors pharmacologicateatment(s= @ -
andaggravatingnd relievindgactors) _ _ for optimal pain
| Qon&dgrpoten'ual drug-drug management

Next,assesshe paintype basedon interactionsbetweenoral
etiology,anatomidocation,temporal NSAIDs/paracetamaind
nature,andintensity other classesuchasantidepressants,

_ _ e A . L antihypertensivesantiepileptics,
Lgstly;dentlfy LJk u A SyryipiDfsor corticosteroidsetc.
circumstancesequiringreferral. O
Thesemayincludebut not Whenselectinganalgesics;onsidercomorbidities

limited to trauma,fever, suchaschronickidneydiseaseliver diseasepeptic
weightloss,andneurogenigain ulcerdiseaseandcardiovasculadisease

Reference:Dataon file. Advil Painmanagementprotocols.
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PROTOCGBASED
MANAGEMENOF9
MOSTCOMMONPAIN
STATES

1) MusculoskeletalPain 5) Adult Migraine Pain

2) OsteoarthritisPain 6) Adult Acute SoreThroatPain

3) Adult NonspecificLow 7) Adult DentalPain
BackPain 8) PeriodPain

4) Adult HeadachePain 9) Feverin ChildrenAged<5Years
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STER  ASSESS! ¢ L 9SYMRIOMS

Askqguestions(Painhistory)

Askyour patient these6 crucialquestions3

1. Onsetof recentpain (whendid the painstart, what wasthe 4. Locationof pain (whereis painfelt in the bodyandif it radiates
patient doingwhenpainstarted,andif the or movesto anyother area)
pain onset was sudden/gradual/anexacerbationof a chronic 5 severity of pain [ask patient to describe pain
problem) intensity at baseline  and during acute

2. Aggravatingand alleviating factors (what makespain better exacerbations, use pain scale such as visual analog
and worse, how does physicalactivity or position affect pain, scale (VAS), numerical rating scale (NRS), verbal
and if any non-drug therapiesor medicationsrelievepain) ratingscale(VRS)]

3. Quality of pain experience (ask patient to describe 6. Circumstances of original pain [when did the
painsharp/dull/crushing/burning/  tearing, or some original pain start, under what circumstances,
other feeling, along with the pattern, such as duration, onset (sudden/gradual), frequency, if
intermittent, constant,or throbbing) acute/chronic]

Assespaintype

- SA1A i 1315
PAINCLASSIFIED AssesyourLJ U A Nty Basedon these4 factors
BASE[®ON 1. Underlyingetiology (nociceptive/inflammatory/neuropathic/mixegbain/idiopathic)
— — 2. Anatomiclocation (somatic/visceral)
g allll &5 | | -
(A 5 M 3. Temporalnature (acute/chronic/acuteexacerbatiorof a chronicpainsyndrome)

I I 4. Intensity (mild/moderate/severe)
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STER  ASSESS! ¢ L 9SYMRIOMS

|dentify symptoms/circumstancesrequiring referral:ss

1. Redflags indicating more serious underlying conditions [such as systemicillness (fever/weight loss), night pain
causingnsomnia,olderageat new symptomonset, previoushistoryof canceranddurationof pain>3 months]

2. Emergencyconditions (spinaland leg pain with neurologicalsymptomsand changesn bladderor bowel function,
spinalpain with bandlike referral, escalatingpain and gait disturbance,and suddenonsetof a hot swollen painful
joint with multidirectionalrestrictionin movement)

3. Other reasons (escalatingpain and progressiveworsening of symptomsthat R 2 yr@spond to conservative
managemenbr medication)
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STER  IDENTIFYREATMENTONSIDERATIONS

Askqguestionsto customizemusculoskeletapaintreatment

Askyour patient these5 crucialquestions:

1. Areyoutaking anyprescribedandover-the-counter medicinesdf yes,what are theseandin what
dose(s)?

Doyou haveanymedicalconditions?

How haveyou managedyour musculoskeletapain previously?

Whatarethe triggersfor your musculoskeletapain?

a k0D

Whatarethe aggravatingor relievingfactors?

Assessnedicationsto be usedwith cautionwith oral NSAID®r paracetamot

1. Increasedrisk of bleeding [Oral NSAIDsvhen used with some selectiveserotonin reuptake inhibitors (SSRI),
tricyclic antidepressants,acetylsalicylicacid (ASA),corticosteroids andwarfarin]

2. Decreasedantihypertensive efficacy [Oral NSAIDswhen used with angiotensin converting enzyme (ACE)
inhibitors,angiotensin| receptorblockers(ARBs)liuretics,andbeta-blockers]

3. Increaseddruglevels(OralNSAIDsvhenusedwith lithium andmethotrexate)

4. Increased risk of paracetamol toxicity [Paracetamol when used with epilepsy medications (e.g.
carbamazepinepther P450enzymeinducers(e.g. isoniazidyifampin),andalcohol]
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Assessnalgesicto be usedin patientswith comorbidities'?

1. Chronickidneydiseaseg(e.g.
NSAID&avenephrotoxicclass

Q faffect_sandshouldbeavoided "
in patientswith symptomsof 2

renalimpairment)

3. Pepticulcerdiseaseg(e.g.Chronicuseof NSAIDs
cancauseseriousuppergastrointestinal adverse
reactionsincludingpepticulcer diseaseand 0
gastrointestinableeding)

o0

4. Cardiovasculadisease(e.g.All non-aspirinNSAIDsnaybe

2. Liverdisease(e.g.NSAIDsan associatedvith a potentialincreasan C\thromboticrisk,
causeacuteliverinjury with NSAIDsarecontraindicatedn patientswho have

variableseverity) undergonecoronaryartery bypassgraft surgery)

Askguestionsabout previoustreatment

Askyour patient these 2 crucialquestionsabout their previoustreatment:

1. Talkaboutyour previous 2. Doyou haveanypreferencefor anyspecific
treatment for musculoskeletal ’ treatment? -7

pain (Whatdosedid youuse,was - \Q
it effective,andif youhadanyside O| E::::l

effectsfrom it)
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Non-pharmacologicarecommendationdor treatment of musculoskeletapaint 212

1. Physicalmodalities [these include strengtheningand conditioning exercises]ocal heat or cold therapy,
O manual therapies (spinal manipulation, massage, and mobilization techniques),stimulation

techniques (acupuncture, transcutaneous electrical nerve stimulation), and percutaneous
electricalnervestimulation]

2. Psychosociamodalities (these include patient education, stressreduction techniques,support groups,
andbiofeedback)

Pharmacologicatecommendationsfor treatment of musculoskeletajpaintzs.sz

1. Non-opioid analgesic§Topical NSAIDS (diclofenagdh or without menthol gel, oraparacetamolfor mild to
moderate pain (5001000 mg) (maximumdaily dose: 3-4 gms), oral NSAID¢ibuprofen400-800 mg; naproxen250-
500mg; celecoxibl00-200 mg)]

2. OpioidanalgesicgOralmorphine 15-60 mg, oral tramadol 50-200 mg, oral codeine30-60 mg,andoral codeine30-60
mg + oral paracetamoB00-1000mg)

3. Adjuvantanalgesic$Anticonvulsantggabapentiri200-400mgTID;pregabalin/5-300mgBID) tricyclic antidepressants
(amitriptyline 10-150 mg every 24 hrs; nortriptyline 25100 mg every24 hrs),andserotoninnorepinephrinere-
uptakeinhibitor (duloxetine60 mgevery24 hrs).
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Askqguestions(Painhistory)

Askyour patient these2 crucialquestionsi2?°

1. Canyou tell me about your OA symptoms?[whereis 2. Do you have any other symptoms? (patient may

the pain located, do you have activity related joint pain experience a variety of additional symptoms
which is improved by rest, do you have morning such as depression and anxiety, altered sleep,
joint-related stiffness lasting longer than 30 chronic widespread pain, andimpairedcopingskills)

minutes, is there a grinding/creaking/crackinghat
occurswhile moving the joint, how severeis the pain
on ascalefrom 0 (nopain)to 10 (mostsevere)]

AssesOAtype
AssesyourLJ (i A SAfypebasedon following criteria:

1. Knee[Presencefx mut of 9 factors(age>50yearsjoint stiffness<30minutes, crepitus,bony >%> .
)7 S

tendernessbonyenlargementno palpablevarmth, ESR-40mm/hour, R1:40,Synoviafluid
clear/viscouspr white bloodcellcount<2000/mn¥)]

2. Hand[Presencef X @ut of 4 factors(Hardtissueenlargemenbf x wf 10 selectedoints, hardtissueenlargement
of x wlistalinterphalangeajoints, <3 swollenmetacarpophalangeabints, deformityof x mef 10 selectedjoints).
Selectedointsincludelst carpometacarpaind2rdand 3 distaland proximalinterphalangegjoints of eachhand. \

3. Hip[Presencef X wut of 3 factors(ESR20mm/hour, femoralor acetabularosteophytes,
joint spacenarrowing(superior,axial,and/ormedial)]
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|dentify symptoms/circumstancesrequiring referral

Identify your LJI (i A §yipio@sicircumstancesequiringreferral suchas2?

Recentsignificanttrauma 8.  Symptomsof burning,numbnessor

Acuteseverepain tingling (possibleneurogenigain)

9. Inflammation of joints and/or morning stiffness

Rapidworseningof symptoms _ _ _ o
for >30minutes (possiblerheumatoidarthritis)

S

Minor traumain elderly or osteoporotic patients

(possiblefracture) 10. Referproblematicjoint painfor timely medical

review, appropriate exercise (e.g.
physiotherapistsand/or weightlossspecialistge.g.

dietitians),andpodiatristsfor lower limb joint pain
Presencef rash problems

5.  Feveror other signsof infection
(hot swollenjoint)

Localor diffuse muscleweakness
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Askguestionsto customizeOApaintreatment

Askyour patient these4 crucialquestions:

1. Areyoutakinganyprescribedand over-the-counter medicinesf yes,what aretheseandin what
dose(s)?

2. Doyou haveanymedicalconditions?

3. Howhaveyou managedyour OApain before?

4. What arethe aggravatingor relievingfactors?

Assessnedicationsto be usedwith cautionwith oral NSAID®r paracetamot112

1. Increasedrisk of bleeding [Oral NSAIDswhen used with some selectiveserotonin reuptake inhibitors (SSRI),
tricyclicantidepressantsacetylsalicyli@acid(ASA)corticosteroidswarfarinandgingkobiloba]

2. Decreased antihypertensive efficacy [Oral NSAIDswhen used with angiotensin converting enzyme (ACE)
inhibitors,angiotensin| receptorblockers(ARBs)liuretics,andbeta-blockers]

3. Increaseddruglevels(OralNSAIDsvhenusedwith lithium andmethotrexate)

4. Increased risk of paracetamol toxicity [Paracetamol when used with epilepsy medications (e.g.
carbamazepinepther P450enzymeinducers(e.g. isoniazidyifampin),andalcohol]
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Assessanalgesicto be usedin patientswith comorbidities*®

1. Chronickidneydisease(e.g.
NSAID&avenephrotoxicclass

Q effectsandshouldbe avoided }'
in patientswith symptomsof ; :

renalimpairment)

3. Pepticulcerdiseasg(e.g.Chronicuseof NSAIDs
cancauseseriousuppergastrointestinal adverse
reactionsincludingpepticulcer diseaseand %
gastrointestinableeding)

00

4. Cardiovasculadisease(e.g.All non-aspirinNSAIDsnaybe
2. Liverdisease(e.g.NSAIDsan associatedvith a potentialincreasan C\thromboticrisk,
causeacuteliverinjury with NSAIDsrecontraindicatedn patientswho have

variableseverity) undergonecoronaryartery bypassyraft surgery)

Askguestionsabout previoustreatment

Askyour patient these2 crucialquestionsabout their previoustreatment:

1. What haveyou usedbeforeto treat your OApain?
(Whatdosedid you use,wasit effective,andif youhadanysideeffectsfrom it)

2. Doyou haveanypreferencefor anyspecifictreatment?




HAL=ON
STER  RECOMMENDREATMENT

Non-pharmacologicatreatment recommendationsfor OApaint13

Non-pharmacologicatreatment recommendationsor yourLJ- 0 A GA/ (1 Q &
O paininclude:

1. TherapeuticExercisegtailoredapproachfor local
musclestrengtheningyvalkingasanaerobicexercise,
supervisectycling)

5. Taichi (traditional Chinesemind-body
practicethat combinesmeditationwith
slow, gentle,gracefuimovementsdeep
diaphragmatidreathing,andrelaxation
for patientswith knee and/orhip OA)

2. WeightManagement(adviceon weightlossfor
improvedqualityof life andphysicafunction,
supportforx p:af bodyweightlossgoal)

6. Handorthoses[supportandprotection
for joints or bodypartsfor patientswith
first carpometacarpa{CMC)oint OA]

3. Devicequseof cane tibiofemoralkneebraces,
walkingaids,appropriatefootwear, assistivelevices
andadaptationsat
homeandwork)

4. Seltefficacyand selFmanagementprogramsfincludes
groupsessiongombiningskiltbuilding (goaltsetting,
problemsolving positivethinking),educationaboutthe
diseasemedicationeffectsandsideeffects,joint
protectionmeasuresandfitness/exercisgyoalsand
approaches)]

LY o e
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Pharmacologicalreatment recommendationsfor OApain of the hand,kneeand hip* 91416

. Nonopioid analgesicgTopicalNSAIDS
(Diclofenads appliedtopically2-4 times/dayand
isavailableOTCasa 1%gelformulationandby

4. Duloxetine(to beinitiated at 30 mgonce
dailyfor the first week,thenincreasedo the
maximumdosageof 60 mgoncedaily)

prescriptionasacream(2.5%)andsolution
(1.5% 2%);oral NSAIDgibuprofen,naproxen,

diclofenacmeloxicamandcelecoxib)] 5. Tramadol(25t0 S0mgevery6

hoursasneeded.to amaximumof
400mgdaily)

6. Intraarticular glucocorticoid %
injection

7.Intraarticular steroids ‘ ”

2. TopicalCapsaicir{3-4 times/dayandmaytake
2 or moreweeksto reachmaximalefficacy)

3. Paracetamol 325650 mg, maximumdosageof 3-
4 gmdailyin divideddoses)
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Askguestions(Painhistory)

Askyour patient these3 crucialquestions->

1. Canyoutell me aboutyour low backpain symptoms?
[describeyourpain(e.g.sharp,aching burning) whatis
the exactlocationof yourbackpain? ,whendid the pain
startandhowlonghaveyouhadthe pain? whatwere
youdoingwhenyoufirst noticedthe pain?,how severe
isthe pain? what makesthe painworseor better?]

Assesds owbackpain
AssesgourLJl (i A IBwbadR@ain type:125.13

A e

€

Lowbackpainis usuallynonspecifieor mechanical.

Mechanicalow backpainarisedntrinsicallyfrom the spine,
intervertebraldisks,or surroundingsoft tissues.

w Acute low back pain is often nonspecific and
therefore cannotbe attributed to a definite cause.

e

2. Doyou haveanyother symptoms?

HAL=ON

[look for red flag symptomsrequiring doctor referral,
doeschronicpain run in your family (e.g. arthritis or

backpain)?]

3. Isit first or recurrentepisode?
(recurrentepisodesare more painfulwith
increasedsymptoms)

Acute (happenssuddenlyandusuallylastslessthan 4 weeks)
Subacute (cancomeon suddenlyor overtime andlasts4 to 12weeks)
Chronic(maycomeon quicklyor slowlyandlastslongerthan 12 weeksandoccursdaily)

w Nonradicularlow backpaintypicallydoesnot radiate past
knee

w Radiculatow backpainradiatesfrom the backandhip into
legs,paresthesigtingling,numbness)and/or weakness
resultof nerveroot impingement(compression)

(Lowbackpainis frequently classifiedand treated on the basisof symptomduration, potential cause presenceor absenceof radicular
symptoms,andcorrespondinganatomicalor radiographicabnormalities)

the

the
andisa
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|dentify symptoms/circumstancesrequiring referral-+s.2

oo

1.
2.

w

N o g k&

Painthat lastslongerthan 6 weeks
Painthat radiatesbelowthe knee

Radiculapainthat radiatesinto the legsin the distribution of alumbaror sacralnerve
root andis often accompaniedy sensoryand motor deficits

Major traumaor minortraumain elderly
Fever chills,nightsweats malaise pr undesiredweightloss

Prolongeduseof corticosteroids

Painthat occursat night,awakenghe patientfrom sleep,or is unrelentingdespite
appropriateanalgesiandrest

Painthat isworsenedby coughingsittingandisrelievedbylyingsupine

Patientwho reportssuddenor progressivensetof newurinaryretention, fecal
incontinencewith low backpain

HAL=ON



HAL=ON
STER  IDENTIFYREATMENTONSIDERATIONS

Askguestionsto customizelow backpaintreatment

Askyour patient these4 crucialquestions:

1. Areyoutakinganyprescribedandoverthe-countermedicinesfyes,whataretheseandin what dose(s)?
2. Doyouhaveanymedicalconditions?

3. Howhaveyoumanagedyourlow backpainbefore?

4. Whatarethe aggravatingr relievingfactors?

Assessnedicationsto be usedwith cautionwith oral NSAID®r paracetamof 41

1. Increasedrisk of bleeding [Oral NSAIDswhen used with some selectiveserotonin reuptake inhibitors (SSRI),
tricyclicantidepressantsacetylsalicyli@acid(ASA)corticosteroidswarfarinandgingkobiloba]

2. Decreased antihypertensive efficacy [Oral NSAIDswhen used with angiotensin converting enzyme (ACE)
inhibitors,angiotensinl receptorblockers(ARBs)liuretics,andbeta-blockers]

3. Increaseddruglevels(OralNSAIDsvhenusedwith lithium andmethotrexate)

4. Increased risk of paracetamol toxicity [Paracetamol when used with epilepsy medications (e.g.
carbamazepinepther P450enzymeinducers(e.g. isoniazidyifampin),andalcohol]
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Assessanalgesicgo be usedin patientswith comorbidities-*

1. Chronickidneydisease(e.g. 3. Pepticulcerdiseasge.g.Chronicuseof NSADs

. : . : : 0o
NSAID&avenephrotoxicclass cancauseseriousuppergastrointestinabdversereactions o
Q effectsandshouldbe avoided & ) includingpepticulcerdiseaseandgastrointestinal o
in patientswith symptomsof . bleeding)

limpai _ _ .
renalimpairment) 4. Cardiovasculadisease(e.g.All non-aspirinNSAIDsnaybe

2. Liverdisease(e.g.NSAIDsan associatedvith a potentialincreasan C\thromboticrisk,
causeacuteliverinjury with NSAIDsrecontraindicatedn patientswho have

variableseverity) undergonecoronaryartery bypassyraft surgery)

Askguestionsabout previoustreatment

Askyour patient these2 crucialquestionsabout their previoustreatment:

1. What haveyou usedbeforeto treat your low backpain?
(Whatdosedid youuse,wasit effective,andif youhadanysideeffectsfrom it)

2. Doyou haveanypreferencefor anyspecifictreatment?
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Non-pharmacologicatreatment recommendationsfor low backpain-4+s12131s

1. PatientEducationand Selfcare 4. Heat(useof heatwrapto reduce \
O (useof handouts/counselingo empowerpatients painanddisability) .
with evidencebasedinformationon low backpain =
managementadviceon stayingactive,avoiding ) 5. Massaggproducessmallto
twistingandbending,avoidingbedrestasmuchas cPI moderateeffecton pain and ‘*@
possible andreturningto normalactivitiesas soon function)
aspossible)

6. Acupuncture(reasonableoption

2. Exerciseand Physicall herapy(for decreasingpain O for patientswho haveanaccess) j\] L
andstrengtheningnuscleghat supportthe backto
improvemobility, posture,andpositioning) >

7. Spinal manipulation(produces \
modestimprovementin painand / 'n\
3. Lifestylechangeqgmovingthe bodyproperly function) 4 l: h
especiallyduringheawylifting, pushingor pulling; O
avoidingactivitiesthat causeor increasepain; Q
practicinghealthyhabitssuchasexercise,

relaxation,regularsleep,healthydiet, and quitting
smoking)
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STER  RECOMMENDREATMENT

Pharmacologicalreatment recommendationsfor low backpainei21s17.122

1. ForAcuteand SubacuteLowBackPain

Non-opioid analgesics

[Ibuprofen(400800 mgevery

8 hoursasneeded),naproxen

(250500 mgorallyeveryl2 hoursas o
needed) diclofenag50-75 mgtwice a
day)].Lowestdosefor the shortesttime
possibleisrecommended s

Paracetamo[650 mgevery6 hoursasneeded
(maximum3 gramsper 24 hours)].Suitable
alternativefor patientswho areunableto take
NSAID¢$i.e.,dueto allergyor otherintolerance,
chronickidneydiseasehypertension peptic
ulcerdiseasepr cardiovasculadisease)

<C

2. ForChronicLowBackPain

i
NSAIDgsameasacutepainmanagement) “'T

Skeletalmusclerelaxants

[Cyclobenzaprings mg-10 mg orallythree timesdaily
asneeded,with one of the dosestakenat bedtimeto
helpwith sleep),Tizaniding4 mg-8 mgorallythree

timesdailyasneeded)].Lowesteffectivedose and W N
dosingfrequencyis recommende = (|) -4
V. 4 N

Tramadol[25-50 mgorallyevery6 or 8 hoursasneeded,
thenincreasehe doseif necessary (e.gisramadol50-
100mgorallyevery6 hoursasneeded).
Lowesteffectiveimmediatereleaseopioiddose

for the shortestperiod possibleisrecommended.

Duloxetine(Startedat 30 mgorallyoncedaily,andafter
1 weekit isincreasedo 60 mg orallyoncedaily,if

S /
—’ N
K H

tolerated). @ d
Duloxetineis preferredovertramadolin patients
with drug abuse omisuseconcerns.
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Askqguestions(Painhistory)

Askyour patient these 3 crucialquestionsi?

1. Canyoutell me aboutyour headachesymptoms? 2. Doyou haveanyother symptoms?(lookfor red flag
[frequencyof the headache (episodicor daily,numberof symptomsrequiring doctorreferral)
dayspermonth), locationofthe painandifit radiatesto any 3. Haveyou previouslybeendiagnosedwith tension
other location severityof painintensityona 0-10 scale type, clustertype headachesr migraines?
(O=nopainand10=mostsevere)qualityof pain (pressing,
pulsating,stabbingetc.)]

Assestieadachetype

Assesgour LI (I A KkegdacRdype:Ls

1. Tensiontype headache [bilateral pain, can be pressing/tightening (nonpulsating), mild or moderate intensity,
not aggravatedy dailyroutine activities,30 minutesto continuousduration]

2. Migraine (with or without aura)[unilateralor bilateralpain,canbe pulsating(throbbingor bangingn youngpeopleaged
12 to 17 years),moderateor severeintensity, aggravatedoy daily routine activities,lastsfor 4-72 hoursin adultsand
1-72 hoursin youngpeopleagedl2to 17 years]

3. Clusterheadache[unilateral (aroundthe eye,abovethe eye and alongthe sideof the head/face),variablenature (can
be sharp,boring, burning, throbbing or tightening), severeintensity, causesestlessnes®r agitation, 15-180 minutes
duration]
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Asses$eadacheype

AssesyourLJl (1 A Kegdachdype:s

4. Chronicheadachgchronicmigraineor chronictensiontype 5. Medication overuseheadachg MOH)[Clinicalsyndrome

headachdatleast15headachedaysper monthfor >3 of the headacheexacerbatedythe acuterelief
monthswith the aboveclinicaldescriptionjn the absence medicationoveruses of the migraineand/ortension

of medicationoveruse)chronicclusterheadachgattacks type headacheErgotaminetriptans/opioidstakenfor 10
occurringfor morethan 1 yearwithout remissionor or moredaysper month, or 15 daysfor simpleanalgesics,
remissiorperiodslasting<3months] for >3months]

|dentify symptoms/circumstancesrequiring referralt

1. Consideffurther investigationsand/or referral for patient presentingwith headacheandanyof the following:

Worseningheadachewith fever,suddenonset headachesachingnaximumintensitywithin 5 minutes,new-onsetneurological
deficit, new-onsetcognitivedysfunction,changan personalityjmpairedlevelof consciousnessgecent(typicallywithin the past
3 months)headtrauma,headachdriggeredby cough/tryingto breatheout with noseandmouth blocked/ sneezeyeadache
triggeredby exerciseprthostaticheadachgheadachehat changesvith posture),symptomssuggestivef giantcell arteritis,
symptomsand signsof acutenarrowangleglaucomaa substantiachangan the characteristicef their headache

2. Consideffurther investigationsand/or referral for patient presentingwith new-onsetheadacheand anyof the following:
Compromise@mmunity causedor e.g.by HIVor immunosuppressivdrugs,ageunder 20yearsanda historyof malignancyhistoryof
malignancknownto metastasiz¢o the brain,vomitingwithout other obviouscause
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Askguestionsto customizeheadacheareatment

Askyour patient these5 crucialquestions:

1. Areyoutakinganyprescribedandoverthe-countermedicines? yeswhataretheseandin whatdose(s)?
2. Doyouhaveanymedicalconditions?

3. Howhaveyoumanagedyourheadachebefore?

4. Whatarethe aggravatingr relievingfactors?

5. Isthere afamilyhistoryof headaches?

Assesgnedicationsto be usedwith cautionwith oral NSAII3 or paracetamots”

1. Increasedrisk of bleeding [Oral NSAIDswhen used with some selectiveserotonin reuptake inhibitors (SSRI),
tricyclicantidepressantsacetylsalicyliacid(ASA)corticosteroidswarfarinandgingkobiloba]

2. Decreased antihypertensive efficacy [Oral NSAIDswhen used with angiotensin converting enzyme (ACE)
inhibitors,angiotensinl receptorblockers(ARBs)liuretics,andbeta-blockers]

3. Increaseddruglevels(OralNSAIDsvhenusedwith lithium andmethotrexate)

4. Increased risk of paracetamol toxicity [Paracetamol when used with epilepsy medications (e.g.
carbamazepinepther PA50enzymeinducers(e.g. isoniazidyifampin),andalcohol]
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Assessanalgesicto be usedin patientswith comorbidities#!

1. Chronickidneydisease(e.g.
NSAID&avenephrotoxicclass

Q effectsand shouldbe avoided )
in patientswith symptomsof ~ ~

renalimpairment)

3. Pepticulcerdiseasg(e.g.Chronicuseof NSAIDs
cancauseseriousuppergastrointestinaadverse
reactionsincludingpepticulcerdiseaseand o
gastrointestinableeding)

o0

4. Cardiovasculadisease(e.g.All non-aspirinNSAIDsnaybe
2. Liverdisease(e.g.NSAIDsan associatedvith a potentialincreasan C\thromboticrisk,
causeacuteliverinjury with NSAIDsrecontraindicatedn patientswho have A

variableseverity) undergonecoronaryartery bypassyraft surgery)

Askguestionsabout previoustreatment

Askyour patient these2 crucialquestionsabout their previoustreatment:

1. What haveyou usedbeforeto treat your low backpain?
(Whatdosedid youuse,wasit effective,andif youhadanysideeffectsfrom it)

2. Doyou haveanypreferencefor anyspecifictreatment?
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Nonpharmacologicatreatment recommendationdor headachgall types)-1214

1. Avoidingtriggers(commonheadacheriggers include 3. Lifestylechangedavoidingskippingmeals,especially

O certainfood items, lackof sleep skippedmeals, breakfastgettingat least7 hoursof sleepeverynight;
dehydration secondhangmoke strongodors exercisindgor 30 minutesaday;drinking6-8 glasse®f
like perfumes)

waterdaily; ldentifyingandavoidingheadacheriggers
(mayincludecaffeinatedfoodsandbeveragesaswell as
manytypesof chipsandother & 2 d&gop)§

2. Useof HeadacheDiaryto recordthe following for a
minimum of 8 weeks:(Frequencydurationandseverityof

_ _ 4. Restingn acool,dark, quiet room asneeded
headachesanyassociatedymptomsall prescribedand

OTQngdlcatlongakenFo reheveheadachespos&blg 5. Usingrelaxation strategiesto reducestress
precipitants;relationshipof headache$o menstruation)

6. Applyingcold compressedgo the foreheador temple
areas
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Pharmacologicalreatment recommendationsfor headache (tensiortype, clusterand MOH}-2438.1524

1. Acutetreatment of tensiontype headacheparacetamol 2. Acutetreatment of clusterheadachgsumatriptan6 mg

500-1000mg (maximumdose4000mg):Recommended
asfirst line therapybymultiple guidelinesNSAIDS
ibuprofen200-400 mg (maximumdose2400mg),
naproxensodium250-500 mg (maximumdose1000mg),
diclofenac25-75 mg (maximumdosel150mg),
ketoprofen25-50 mg (maximumdose300mg).

Forall non-aspirinNSAIDSyseof lowestdosefor the
shortestperiodof time isrecommendedCombination

analgesicgontainingcaffeineare drugsof secondchoice.

Combiningcaffeine(65to 200mg)with ibuprofenand
paracetamolncreasesfficacy,but possiblyalsothe risk
for developing medicatiommveruseheadache]

subcutaneous injectiowith significantrelief within 15
minutes(maximumlimit two 6 mginjectionsaday);high
flow oxygenl00%at 7-15 liters/min for 1520 mins,using
anon-rebreathablemaskfor abortingacuteattacksof
clusterheadachepxygenis often usedtogetherwith
triptansin patientswith multiple attacks]

3. Treatmentof medicationoveruseheadachg MOH)

(restrictingacuteheadachanedicationdo no morethan
2 daysin aweekminimizeshe potential of developing
MOH;educationalntervention;structureddetoxification
program)
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Askquestions(Painhistory)
Askyour patient these 3 crucialquestionsi?

3. Doyou havea family history of migraine?

Assesdligrainetypez1s

1. Migrainewithout aura:
1) Atleast5 attacksthat fulfil the criteria2-5
2)Headache attackkat last4-72 hwhenuntreated or
unsuccessfullireated

3)Headachédnasat least2 ofthe 4 characteristicgunilateral
location, pulsatingquality, moderateor severepainintensity,
aggravatiorby/causingavoidanceof routine physicakctivity suchas

walkingor climbingstairs)

4) Duringheadacheat least1 of the 4 characteristicgnauseaand/or
vomiting, photophobiaandphonophobia)

5) Not better accountedor byanotherlCHEB diagnosis]

HAL=ON

1. Canyoutell me aboutyour headachesymptoms?recurrentheadacheof moderateto severe intensityunilateral
and/or pulsatingpain,durationof headacheepisode(isit 4 to 72 hoursif untreatedor unsuccessfullfreated), if

intensityof headachas disabling jf the onsetof symptomswasat or aroundpuberty]

2. Doyou have any other symptoms?(sensitivityto light and/or sound,if headachds accompaniedvith nauseaand/or
vomiting,anyvisualdisturbancesvith headachelookfor red flagsymptomsrequiringdoctorreferral)

2. Migrainewith aura:

1) Atleast?2 attacksthat fulfil criteria2 and 3

2) Oneor more of the fully reversibleaurasymptoms(visual,
sensoryspeechand/orlanguagemotor, brainstem,retinal)

3) Atleast3 of the 6 characteristicat leastoneaurasymptom
spreadgyraduallyovenx mnin, two or more aurasymptomsoccurin
successioreachindividualaurasymptomlasts5-60 min, at leastone
aurasymptomis unilateral,at leastone aurasymptomis positive,the
aurais accompaniedvith or followedby headachewithin 60 min)

4) Not better accountedor by anotherICHEB diagnosis]
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Assesdigrainetypez12

3. Chronicmigraine:

1) Migrainelike or tensiontype headacheon at least15 days per
month for >3 monthsthat fulfils criteria2 and3

2) Attacksoccur in an individualwho has had at least5 attacks
that fulfil the criteria for migraine without aura and/or for
migrainewith aura

3) Onx ylays/monthfor >3months,anyofthe criteria aremet
(criteria3 and4 for migrainewithout aura, criteria2 and 3 for
migrainewith aura,believedbythe patientto be migraineat
onsetandrelievedbyatriptan or ergotderivative)

4) Notbetter accountedior byanotherlCHES diagnosis]

|ldentify symptoms/circumstancesrequiring referral

HAL=ON

4. Medicationoveruseheadachg MOH):

1) Headachen» mdays/monthin anindividualwith a pre-
existingheadachedisorder

2) Regulaoverusefor >3monthsof oneor more drugsthat
canbetakenfor acuteand/or symptomatidreatment of
headachgregularintakeof oneor morenon- opioid
analgesicen x mdays/monthfor x anonthsor anyother
acute medicationor combinationof medicationsonx M n
days/monthforx anonths)

3) Not better accountedor by another|CHE3 diagnosis]

*|CHDinternationalClassification dfleadachdéisorders

Identify your LI (I A §nyiplo@§circumstancesequiringreferral:2

1. Patient History: Thunderclap headache, Atypical aura, Head trauma, Progressive headache, Headache
aggravated by postures or manoeuvres that raise intracranial pressure, Headache brought on by sneezing,
coughingor exercise,Headacheassociatedwith weight loss and/or changein memory or personality, Headache

onsetat >50yearsof age

2. Physical Examination Unexplained fever, Neck stiffness, Focal neurological symptoms, Weight loss, Impaired

memoryand/or alteredconsciousnessr personality
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Askquestionsto customizeMigrainetreatment

Askyour patient these6 crucialquestions:

1. Areyoutakinganyprescribedand 4. Whatarethe triggersfor yourheadache?
overthe-countermedicines?f yeswhatarethese andn 5. Whatarethe aggravatingr relievingfactors?
whatdose(s)?

6. Isthere afamilyhistoryof migraine?
2. Doyouhaveanymedicalconditions?

3. Howhaveyoumanagedyourheadachebefore?

Assesgnedicationsto be usedwith cautionwith oral NSAIB or paracetamots.

1. Increasedisk of bleeding[OralNSAIDsvhen usedwith someselectiveserotoninreuptakeinhibitors (SSRIjricyclic
antidepressantsacetylsalicyli@acid(ASA)¢orticosteroidswarfarinandgingkobiloba]

2. Decreasedantihypertensive efficacy [Oral NSAIDsvhen usedwith angiotensinconvertingenzyme(ACE)nhibitors,
angiotensinl receptorblockers(ARBs)diuretics,andbeta-blockers]

3. Increaseddruglevels(OralNSAIDsvhenusedwith lithium andmethotrexate)

4. Increased risk of paracetamol toxicity = [Paracetamol when used with epilepsy medications
(e.g.carbamazepinepther P450enzymeinducers(e.g.isoniazidyifampin),andalcohol]
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Assesanalgesicto be usedin patientswith comorbidities®

1. Chronickidneydiseaseg(e.g.
NSAID&avenephrotoxicclass

Q effectsandshouldbe avoided 2 .
\f\o in patientswith symptomsof \_J

renalimpairment)

3. Pepticulcerdiseasege.g.Chronicuseof NSAIDs
cancauseseriousuppergastrointestinal  adverse
reactionsincludingpepticulcer diseaseand (o]
gastrointestinableeding)

o0

4. Cardiovasculadisease(e.g.All non-aspirinNSAIDsnaybe

2. Liverdisease(e.g.NSAIDsan associatedvith a potentialincreasean C\thromboticrisk,
causeacuteliverinjury with [ I ; NSAIDsrecontraindicatedn patientswho have

variableseverity) undergonecoronaryartery bypasgraftsurgery)

Askguestionsabout previoustreatment

Askyour patient these2 crucialquestionsabout their previoustreatment:

1. What haveyou usedbeforeto treat your migraineheadache{Whatdosedid youuse,wasit effective,andif you
hadanysideeffectsfrom it)

2. Doyou haveanypreferencefor any specifictreatment?
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Non-pharmacologicatreatment recommendationsfor Migraine headache

Non-pharmacologicatreatment recommendationsanclude?1°

O

1. Avoidingtriggers[Usinga diaryfor identifying and 4. Regulaand moderate exercisgAerobicexercises
avoidingmportanttriggers,suchasenvironmentaltriggers (suchascyclingandwalking)after carefulwarm-up.
(weatherchangesgecreasecitmospherigoressurejow Avoidexerciseduringtheir headacheattacks]

temperature,andhighhumidity), sensitivityo odors
(perfumescigarettesmoke andcleaningproducts) noise
triggers(neighborhoodchoisefrom roads,railwaysetc.)]

5. Stressmanagement(Copingvith stressorsproblem-
solving socialsupport,changesn livingsituationsand

2. Goodsleephygienepractices|Convenientoedroomswith lifestyle,exerciseandavoidingcertainsituationsthat cause
fewer stimulations(suchastelevisioncellphone,light, and severestressandanxiety)
noise),andwakingat a specifictime rangein the mornings,
evenonweekends]

6. Weightreductionto restoreanidealbody weight (Mightbe
ausefulinterventionto control migraineattacks,especially
3. Dietarylifestyle modifications [Preventinghungerand in obesepatients)

fasting,havingregularmeals stickingto frequentmeals(e.qg.
5-6 smallmealsperday),consumingoodsthat providea
stablelevelof bloodglucose(slowdigestingfoods),cooking
food ratherthan eatingprocessear fastfoods, properfluid
intakeand hydration,low-fat diet, usingafood diaryto
identifyfood triggers(red wine andalcohol,chocolate,
caffeinein productssuchascoffee,tea, cola,etc.)]

7. Patienteducationisanimportantpart of the management
of hormonalmigraineattacks
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Pnarmacologicatreatment recommendationsfor Migraine headache

Offeracute medicatiorto everyonenho experiences
migraineattacks

Use acute medicationsearly in the headachephase of
the attack, as effectivenesdependson timely use with
the correctdose

Advisepatientsthat frequent, repeateduseof acute
medicationmayleadto medicationoveruseheadache

Use NSAIDsas first-line medication [aspirin (900-1000
mgoral)ibuprofen(400-600mgoral) or diclofenag50
mgoralsoluble)]

WhenNSAIDsre contraindicated,useParacetamo(1000
mgoral,goodsafetyprofile at therapeuticlevels)

Foracutetreatment of migrainein pregnancyuse
Paracetamohsfirst-line medication

7.
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Pharmacologicalreatment recommendationgnclude.211.12

Usetriptans assecondline medication[sumatriptan(50or
100mgoralor 6 mgsubcutaneousr 10or 20mg
intranasal) zolmitriptan(2.50r 5 mgoralor 5 mgintranasal);
almotriptan(12.5mgoral); eletriptan (20,40 or 80 mgoral);
frovatriptan (2.5mgoral); naratriptan(2.5mgoral);
rizatriptan10 mgoral tablet (5 mgif treatedwith propranolol)
or 10 mgmouth-dispersiblevafers]

Considercombiningtriptans with fast- actingNSAID$o
avertrecurrentrelapse

Considegepants[ubrogepant50or 100mgoral);
rimegepant75mgoral) or diclofenagq’50mgoral soluble)]
andditans[lasmiditan(50,1000r 200mgoral)]asthird-line
medications.

10. Useprokinetic antiemetics(domperidoneor metoclopramide)

asadjunctoral medicationdor nauseaand/orvomiting

11. Avoidoral ergot alkaloidsppioidsandbarbiturates
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