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Do family physicians fail
to provide triptans
for patients with migraine?

We think not. Though improved prescribing is always desirable,
the real challenge is patient adherence to-regimens

Practice recommendations

1 While continuing to improve-recognition of
migraine in your patient population, pay
particular attention to the adherence rate
among those for whom you have
prescribed a triptan.

1 Ask patients who discontinue triptan therapy
why they made that decision. Besides
adverse effects from the agent, reasons
may include medication cost, influence of
comorbidities, or triptan interaction with
medications you may not have known about.

espite more than 5 million consul-
D tations annually, relatively little is

known about the treatment of
migraine in primary care. Much of the
literature is projected from population
surveys or reports concerning patients
referred for specialist care or those entering
treatment studies.

Our study is the largest reported to
gather data directly from patients treated
for migraine in family practice. The partic-
ipating practices represent a spectrum of
communities and practice types. As mini-
mal differences exist in practice patterns
between family physicians who participate
in research networks and all family physi-
cians,' these findings may more accurately
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reflect the current status in family practice
than other studies.

We believe: that” this study indicates
family. (physicians offer triptans to most
patients consulting specifically for migraine
and that adherence issues contribute signif-
icantly to the perceived low rates of use of
these medications in primary care. In recent
years, considerable effort has gone into
increasing the diagnosis of migraine and
promoting the more extensive use of trip-
tans in primary care patients (see article on
page 1038 in this issue). Family physicians
must certainly continue to improve the
recognition of migraine; but attention to
patient concerns about triptans and efforts
to enhance adherence and appropriate use
of these medications is obviously essential.
We must continue efforts to better under-
stand why some 30% or more of migraine
patients in primary care practice discontin-
ue a therapy that has been found to be
highly effective and well accepted by
patients in clinical studies.

1 Migraine-specific prescribing
in primary care is better
than commonly reported

Between 1990 and 1998, the number of

physician office visits for migraine doubled

to more than § million per year?
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Expect about
one third of
patients to
discontinue
triptan therapy
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Of the more than 28 million US adults
with migraine, approximately 70% of
women and 50% of men are now believed
to have consulted a physician at least
once,’ and two thirds of these patients have
made 5 or more physician visits for
migraine.* More than 72% of migraine-
related physician visits are to primary care
physicians, the most to family physicians.'

Nevertheless, the headache literature
routinely describes migraine as “undertreat-
ed” in primary care.”” In particular, primary
care physicians are perceived to under-
prescribe triptans,”"" the most effective
migraine-specific medications available,
widely regarded as “the gold standard” for
acute migraine therapy of all but mild
attacks.” "¢ Population surveys estimate that
only some 13% to 20% of migraine suffer-
ers have been prescribed triptans.**>7 A
1995 study of migraine patients enrolled in
a health maintenance organization reported
that 11.4% used subcutaneous sumatrip-
tan; however, oral triptans were not includ-
ed in the study."® Ten years later, another
study of health plan enrollees estimated that
only 11% of those meeting strict criteria for
migraine were prescribed triptans or ergots.’

These low percentages do not correlate
with our experience of primary care prac-
tice nor with data indicating substantial
sales of triptans in the US."” As we have not
identified any studies that directly address
prescribing by primary care physicians for
migraine, we conducted a survey of
patients who consulted family physicians
for migraine during 2002.

Some of the differences between our
findings and those based on prescription
data could be attributed to the use of sam-
ples (reported to be particularly common in
migraine treatment during this period), or
difficulties in patient recall of medications.

Diagnosis of migraine not always coded.
A more significant source of difference
between our findings and those of popula-
tion-based surveys is in the diagnosis of
migraine. Most surveys use patient-reported
symptoms for diagnosis, and hence the pop-
ulation of migraine sufferers includes those
who have not had a physician visit coded

for migraine. Our interest is in the primary
care consultation specifically for migraine.

If a physician concludes a patient has
migraine, this diagnosis is highly likely to
be correct,” and our findings indicate that
a migraine-specific medication is common-
ly offered. We strongly support ongoing
efforts to improve the recognition of
migraine by all physicians and emphasize
that our results are based only on patients
identified by migraine-coded primary care
visits.

1 Why do patients
discontinue triptans?

The finding that about one third of
patients discontinued triptan use may be
surprising in view of the widely reported
efficacy'® and tolerability* of these medica-
tions, but this is almost identical to the
results of a study of 663 patients of a US
headache clinic.” Significant rates of trip-
tan discontinuation have been reported by
other studies.

A study based on British general prac-
tice pharmacy records reported 55% of
patients not renewing a triptan prescrip-
tion during 1 year of follow-up,* and an
older study of patients attending a Dutch
neurology clinic found that 25% of suma-
triptan users discontinued this drug over a
2-year period.” One US primary care treat-
ment study found that on enrollment, 62%
of 143 migraine patients had previously
used triptans or ergotamines but had dis-
continued therapy.?

As in our study, the principal stated
reason for discontinuation in the Dutch
study” was lack of efficacy. Conversely, in
the US primary care study only 13% of
patients gave lack of efficacy as the princi-
pal reason for discontinuation but 20%
cited cost and 55% cited nonprescribing
by physicians.?

As shown in the TABLE, the most strik-
ing differences between patients who dis-
continued triptans and those who continued
were in patient satisfaction with treatment
and current use of narcotic medication for
migraine, but the higher grades of MIDAS
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TABLE

Triptans for patients with migraine <«

Differences between patients who discontinued triptans
and those who continued

DISCONTINUERS

Disability (MIDAS score)

Grade | or I 34

Grade Il or IV 86
Medication coverage*

All or some 106

None 14
Patient satisfaction

Satisfied sl

Dissatisfied 49
Gender

Female 103

Male 18
Current narcotic use

Use 57

No use 64

* Payment by health insurance for migraine medications

CONTINUERS P VALUE

98 034
145
216 904
28
201 <.001
44

216 .39
27

54 <.001
191

Sample size calculated for alpha = 0.05 and power = 1-beta = 0.80.

scores (FIGURE) were also significantly more
common in the patients who discontinued.

This study was not designed to assess if
these factors caused or resulted from triptan
discontinuation, but the association of trip-
tan “failure” with 3 other significant nega-
tive factors could indicate subgroups of
patients with especially high morbidity from
migraine or risk of poor response to
migraine-specific treatment. Future studies
are needed to better characterize patients
who discontinue, especially to examine the
roles of comorbidities, total medication use,
and the role of subspecialty referral.

I Limitations of this study

This study has several weaknesses, mainly
the low response rate and potential biases in
patient selection and participation. A
headache survey mailed to 200 randomly
selected patients in a single British general
practice reported a response rate of 61%?
and the American Migraine II Survey report-
ed response rates of 59% to 69% of house-
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holds.* Considerations of patient confiden-
tiality, cost, and burdening busy practices
limited our ability to use many of the strate-
gies recommended to increase response
rate.”® The highest response rates were from
those smaller practices where the office staff
expressed most interest in the study.
Although ICD coding has shortcom-
ings as a technique of identifying a study
population, it is reported to be very accu-
rate for specific conditions such as
migraine and for patients with insur-
ance.” We did not include questions to
verify that patients met International
Headache Society (IHS) criteria for
migraine® because of concerns about the
length of the survey and because a positive
diagnosis of migraine by a family physician
is reported to be likely accurate 98% of
the time.” Examining how the accuracy
of diagnosis and the various subtypes of
migraine impact treatment would be inter-
esting additions to a future study.
Although surveys were returned
directly to the researchers without identify-
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The principal
reason patients
give for
discontinuing
triptans is

lack of efficacy
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Methods and Results

F or this study, we used 10 community practices—5 rural
and 5 urban, and all associated with the Kansas Practice
Research Network—to conduct an observational, cross-
sectional study of adult patients who consulted family
physicians because of migraine during 2002. The 5 rural
practices served communities ranging from 835 to 6313 in
population and were selected to represent the different
geographic regions of the state. Similarly, the 5 urban
practices represented different demographic areas within
the city of Wichita (population 344,284).

Patients were identified by use of migraine-specific ICD-9
codes (all subgroups of ICD 9-346) for the consultation. The
only exclusion was of patients aged less than 18 years. The
15-item written survey (FIGURE W1, available online at
www.jfponline.com) gathered demographic data and
incorporated the standardized Migraine Disability Assessment
Score (MIDAS) questionnaire (FIGURE),** as well as ques-
tions about migraine experience, medications, and
satisfaction with treatment.

The MIDAS questionnaire is a simple 5-item written instru-
ment (FIGURE) developed from more complex measures of
headache and morbidity specifically to assess impact on daily
activities. Its validity, reliability, and ease of use have been con-
firmed in population studies and busy clinical settings.?* The
survey asked patients to name all medications (prescription,
nonprescription, or other, including herbal remedies)
usually used for migraine. In addition, a specific question
addressed current or previous use of the triptans available at
the time of the study—ie, naratriptan (Amerge), sumatriptan
(Imitrex—injection, oral, or nasal spray), rizatriptan (Maxalt),
zolmitriptan (Zomig), almotriptan (Axert), and frovatriptan
(Frova). This question used both generic and trade names for
the medication. Patients who reported previous but not
current use of any triptan were asked to describe their
reasons for discontinuation in their own words.

Patients received the survey by mail, along with a cover
letter from their personal physicians inviting them to
participate in the study and instructions to return the
anonymous survey directly to the primary investigator. Patients
were assured that neither their personal physicians nor the
researchers could identify participants and that their ongoing
medical care would not be altered in any way by their
participation in the survey or by the information provided.
The study was approved by the University of Kansas School
of Medicine Institutional Review Board.

Data were entered into a Microsoft Access 2000 file and 2
data entry personnel performed data editing to verify each
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entry. Data were analyzed using Microsoft Excel. Analysis was
completed using the statistical program SPSS for Windows
V11.0 (SPSS Inc, Chicago, lll). The principal modes of data
analysis included chi-square, Kruskal-Wallis, independent
samples t-tests, and analysis of variance (ANOVA). A probability
value of less than 0.05 was considered statistically significant.

Results

The 10 participating practices identified 992 patients aged 18
or older who consulted at least once during 2002 primarily for
a migraine-related diagnosis. After 3 mailings, 447 surveys
suitable for analysis were returned (a response rate of 45%).
For individual practices, the number of patients surveyed
ranged from 9 to 540, and the response rates were from
275% to 72%. Responders did not differ from nonresponders
in age or gender distribution.

The respondents were predominantly female (83%) with a
mean age of 44 years (range, 18-82). Two thirds of the respon-
dents had experienced migraine for more than 10 years, and
most reported that migraine significantly impacted their lives.
Sixty percent of patients scored 10 or more on the MIDAS
scale, indicating moderate-severe migraine-related disability.

Most respondents (85.5%) had private insurance. Only 14%
reported having no assistance with payment for migraine
medications, and 58% reported that “all” or “most” of their
migraine medications were paid by insurance plans. Seventy-
three percent of respondents were “satisfied” or “very
satisfied” with medical treatment for migraine and only 5%
“very dissatisfied.”

Participants reported using a wide range of prescription
and nonprescription medications. Overall, 366 (82%) patients
reported experience with triptans. Of these patients, 206
(56%) had used more than 1 triptan. Current triptan use was
reported by 245 (55%) of all respondents. Among the 121
patients who reported discontinuation of triptans, the most
common reason provided was lack of efficacy (57 %), followed
by adverse effects (24%).

Statistically significant differences were found between
patients who continued triptan therapy and those who
discontinued in migraine disability (MIDAS scores), satisfaction
with migraine treatment, and reported use of narcotic
medication for migraine (TABLE). Patients who discontinued
triptan therapy did not differ significantly from those who
continued in age, gender, number of years with migraine,
insurance type, use of prophylactic migraine medication or
reported use of analgesics, combination medications, ergots,
“other,” or “no” medications to treat migraine attacks.
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Triptans for patients with migraine <«

The MIDAS questionnaire is valid, reliable, and easy to use

INSTRUCTIONS: Please answer the following questions about ALL your headaches you have had over
the last three months. Write your answer in the box next to each question. Write zero if you did not do
the activity in the last 3 months. Please ‘tab’ through all five boxes to calculate your MIDAS score.

1 On how many days in the last 3 months did you miss work or school because of your headaches?
___days

2 How many days in the last 3 months was your productivity at work or school reduced by half or more
because of your headaches? (Do not include days you counted in question 1 where you missed work
or school) ___days

3 On how many days in the last 3 months did you not do household work because of your headaches?
___days

4 How many days in the last 3 months was your productivity in household work reduced by half or
more because of your headaches? (Do not include days you counted in question 3 where you did not
do household work) ___days

5 On how many days in the last three months did you miss family, social, or leisure activities because of
your headaches? ___ days

Your rating: TOTAL: days

FAST TRACK

The MIDAS
questionnaire is a
5-item instrument
designed to assess
impact of migraine

A On how many days in the last 3 months did you have a headache? (If a headache lasted more than
1 day, count each day) ___ days

B On a scale of 0-10, on average how painful were these headaches? (Where 0 = no pain at all, and
10 = pain as bad as it can be)

GRADE DEFINITION SCORE on daily activities
| Minimal or infrequent disability 0-5

Il Mild or infrequent disability 6-10

Il Moderate disability 11-20

\% Severe disability 21+

ing information and patients were assured
that information would not be shared with
participating physicians, the study design
could have inhibited negative comments
about medical care. Conversely, patients
who were angry, upset, or disappointed
about migraine care could have been moti-
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vated to complete the survey.* Migraine
patients who consult physicians are report-
ed to have more severe migraine, more
comorbidities, decreased quality of life,
and to consult significantly more frequent-
ly for multiple medical conditions than
other patients.**m
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Besides adverse
effects, patients
may discontinue
triptan therapy
due to cost,
comorbidities, or
interaction with
other medications
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