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that compare strategies. In those 
studies looking at abrupt withdrawal
alone, the length of withdrawal period
before starting preventative medication
has not been clearly defined.6

Abruptly withdrawing the overused
medication is often associated with
transient worsening of headache
frequency and intensity and patients
should be warned to expect this. Other
more typical withdrawal symptoms may
also occur with opioids or combination
analgesics with a high opioid content,
but are much less likely with triptans and
NSAIDs.1 Withdrawal headache is
shortest for triptans and longest for
combination analgesics and opioids. It is
in the order of weeks. Patients should
generally be reassessed after 2 months.

In the majority of cases, medication
withdrawal can be successfully

a possible underlying sinister cause for
headache. However, this is a common
feature of MOH. It is important to
consider whether headache on
awakening could be due to withdrawal
of medication overnight and if the
headache improves when the overused
medication is taken.

Withdrawal of the overused
medication results in improvement in
headache frequency in a significant
proportion of patients. The International
Classification of Headache Disorders
previously required improvement in
headache frequency following
successful withdrawal of the overused
medication before the diagnosis could
be confirmed. It is now recognised that
not all patients improve following
medication withdrawal and this criterion
has been removed in the latest version.5

MANAGEMENT 
It is important to remember that MOH is
a risk in any patient using acute
treatment for primary headache
disorders, particularly migraine and TTH.
When prescribing acute therapy,
patients should be advised to limit acute
treatment to a maximum of 2 days per
week,6 see table 3, above right.
Combination analgesics and opioids
should be avoided.6,7

Once MOH is established the best
management strategy is not clear. The
available evidence comes from a range
of small randomised, controlled trials,
non-comparative observational, and
retrospective studies.6 Three strategies
are recommended:
• Abrupt withdrawal alone either by
simple advice or by a structured
detoxification programme. Prophylaxis
may then be considered after a delay
• Abrupt withdrawal with prophylaxis
started immediately 
• Initiating prophylaxis without
withdrawal 
• Opioids should be withdrawn
gradually

There are no adequately sized studies »

Table 3

How to manage medication overuse
headache

• Warn patients about the risks of
medication overuse headache (MOH)
before starting acute treatment
• Limit acute treatment to 2 days per
week to prevent MOH
• Avoid opioids where possible as
acute treatments
• Most patients with MOH can be
managed as outpatients
• A no blame approach should be used
• The management strategy should be
individualised
• Abrupt withdrawal alone, abrupt
withdrawal and immediate introduction
of a preventative, introduction of a
preventative without withdrawal are all
effective strategies
• Opioids should be withdrawn
gradually
• Patients should be warned to expect
transient worsening of headache
frequency and intensity associated with
medication withdrawal
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Medication overuse headache (MOH) affects 1-2% of the
population worldwide. It occurs as a complication of
the management of primary headache disorders,
primarily migraine and tension type headache (TTH).
MOH does not occur in cluster headache unless there is
associated migraine. 

MOH is defined as headache occurring on 15 or more
days per month, that has evolved in association with the
frequent use of acute medication over a period of more
than 3 months. Normally, it has a chronic migraine
pattern i.e. 15 or more headache days per month of
which 8 or more fulfil the criteria for migraine.
Importantly, not all patients with chronic migraine who
frequently use acute treatment have MOH; some have
poorly controlled migraine.

Any medication used for the acute treatment of 
headache can cause MOH. In the case of triptans,
combination analgesics and opioids, use on 10 or more
days per month is considered sufficient to cause MOH,
whereas for simple analgesics (aspirin, ibuprofen and
paracetamol) the threshold is 15 days per month. A good
rule of thumb is to limit acute treatment to 2 days per
week in patients with migraine and TTH. 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.

The diagnosis of MOH is based on a thorough history 
which can be aided by the use of headache diaries.
Typically, episodic migraine has gradually become chronic
migraine in association with increasing acute medication
use. Patients often underestimate the number of
headache days by concentrating on significant headache
days and it is important to ask how many completely clear
days there are. It is important to enquire about over the
counter medication and where the patient keeps their
medication. Medication kept in multiple locations may be
an indicator of overuse. The number of days per month on
which acute medication is used is more important than
the total amount of medication taken.

The three treatment options for MOH are: abrupt 
withdrawal alone, abrupt withdrawal with prophylaxis, 
or prophylaxis without withdrawal. Opioids should be
withdrawn gradually. Abrupt withdrawal is often associated
with transient worsening of headache frequency and
intensity and patients should be warned to expect this.
Referral to a neurology or specialist headache clinic
should be considered if: appropriate management of
MOH has not been successful, advice is required about
management of the underlying primary headache
disorder, or there is concern that there may be an
underlying sinister cause.

‘Abrupt withdrawal
of the overused
medication is often
associated with
transient worsening
of headache
frequency 
and intensity’

‘The number of
days per month
that acute
medication is used
is more important
than the total
amount of
medication taken’


