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headache, including over the counter
(OTC) products. It should also be
considered in patients with chronic daily
headache  especially chronic migraine
and chronic TTH. Around a third of
patients with chronic daily headache 
(> 15 days/month) have MOH.1

An appropriate neurological
examination should include fundoscopy
to exclude papilloedema, visual fields,
cranial nerves, power and reflexes in the
limbs and the Romberg test for balance.
Blood pressure (BP) should also be
checked. If the BP is very high this can
cause headache. If it is low certain
medications used to prevent migraine
such as beta-blockers and candesartan
may lower it further causing postural
hypotension. 

As mentioned above, MOH is only an
issue in cluster headache when the
patient also suffers from migraine.3
Patients with cluster headache should
be offered an adequate supply of
triptans. This should be calculated
according to their history of cluster
bouts, and based on the manufacturer's
recommended maximum daily dose.7

The diagnosis of MOH is based on a
thorough history which can be aided 
by the use of headache diaries. 

CAUSATIVE AGENTS
Any medication used for the acute
treatment of headache can cause
MOH.1,2 For triptans, combination
analgesics and opioids 10 or more days
use per month is considered sufficient to
cause MOH, and for simple analgesics
(aspirin, ibuprofen and paracetamol) 
15 days per month.5

When prescribing acute treatment,
patients should be counselled about 
the risk of MOH. Patients using frequent
combination analgesics and opioids are
particularly at risk of MOH and these
should be avoided.6

A good rule of thumb is to limit acute
treatment to 2 days per week in patients
with migraine and TTH.6 This rule does
not apply to patients with cluster
headache where the safe limit of triptan
use is 2 doses per day for injectable
sumatriptan and 3 doses per day for
nasal zolmitriptan.7

RISK FACTORS
MOH occurs in patients with a preexisting
tendency to a primary headache disorder,
mainly migraine and TTH. 

The main risk factors for the
development of MOH are frequent use
of acute medication and frequent
headache (see table 1, above). The more
frequent the headache the more likely it
is that the patient will tip over into MOH.
Other risk factors include: low
socioeconomic status, smoking, high
BMI, anxiety or depression, another
painful condition and a family history of
MOH or substance misuse.1

DIAGNOSIS
MOH should be suspected in any patient
frequently using acute medication for

Typically, chronic migraine has
developed gradually from episodic
migraine with increasing acute
medication use. Patients often
underestimate the number of headache
days concentratingon significant
headache days and an important
question to ask is how many completely
clear days there are. What initially
sounds like episodic migraine may turn
out to be chronic migraine. 

It is important to ascertain how much
acute medication is used and to enquire
specifically about OTC medication as
patients may only volunteer details
about prescribed medication. Another
useful question to ask is where acute
medication is kept. The more locations
(home, work, bag) the more likely that
there is medication overuse. 

The number of days per month that
acute medication is used is more
important than the total amount of
medication taken, for example
paracetamol used once daily is sufficient
to cause MOH, whereas paracetamol
used 4 times per day 10 days per month
is not, see table 2, above.

Waking up with a headache is a
feature that often raises concern about 
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Table 1

Risk factors for medication 
overuse headache

• Underlying primary headache
disorder
• Frequent headache
• Frequent acute medication use
• Another painful condition
• Anxiety or depression
• Low socioeconomic status
• High BMI
• Smoking

Table 2

Diagnosis of medication 
overuse headache

• Establish how many days the patient
suffers from mild, moderate or severe
headache 
• Ask specifically about completely
clear days
• Establish how many days acute
medication is used
• Ask specifically about over the
counter medication and where
medication is kept
• Establish if there has been an
escalation in headache frequency 
over time

Box 1

Medication overuse headache diagnostic criteria5

Description
Headache occurring on 15 or more days per month developing as a consequence
of regular overuse of acute or symptomatic headache medication (on 10 or more,
or 15 or more days per month, depending on the medication) for  > 3 months. 
It usually, but not invariably, resolves after the overuse is stopped

Diagnostic criteria
• Headache occurring on 15 or more days per month in a patient with a 
preexisting headache disorder 
• Regular overuse for > 3 months of one or more drugs that can be taken for acute
and/or symptomatic treatment of headache: 
— Triptans, ergots, opioids, combination analgesics or multiple drug classes.
Regular intake on 10 or more days per month for >3 months
— Simple analgesics (e.g. aspirin, ibuprofen and paracetamol). 
Regular intake on 15 or more days per month for >3 months 
• Headache not better accounted for by another ICHD-3 diagnosis

‘Any medication
used for the acute
treatment of
headache can
cause medication
overuse headache’


