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Psychological therapy

Kenneth A. Holroyd

Headache clinics

Headache clinics may be located in primary care!-? or in neurology.’® or serve as a
regional or national multidisciplinary centre for headache problems not effectively
managed elsewhere in the healthcare system (see also Chapters 2, 4, and 12). The
clientele will vary with the referral base of a headache clinic. However, clientele of
the headache clinic, especially the regional or national referral centre consists
primarily of chronic headache disorders complicated by conditions that maintain
pain and disability or render headache problems refractory to standard therapies.
Patients typically present with multiple comorbid problems, including secondary
headaches (e.g. medication overuse), other chronic pain and medical disorders,
psychiatric disorders, and/or psychological problems that range from established
environmental reinforcements for headache-related disability to a history of physi-
cal or sexual abuse. Most headache specialists probably agree that the chronic
‘benign’ headache disorders seen in the headache clinic are best conceptualized
and managed as chronic (rather than acute) illness; in practice, however, headache
clinics are not necessarily organized for the management of chronic illness.

Psychological therapies: description

Self-management

Self-management refers to the active involvement of the individual in the manage-
ment of their chronic disease, and is specifically defined as ‘the individual’s ability
to manage the symptoms, treatments, physical and psychosocial consequences, and
life-style changes inherent in living with a chronic condition’.® As illustrated in
Figure 31.1 the effective self-management of chronic headache disorders requires
that the individual: (1) can self-monitor headache-relevant information (e.g. early
headache warning signs, headache triggers, acute medication use, and medication
response); (2) possess specific behavioural headache management skills as well as
general problem-solving skills and the motivation and confidence (self-efficacy)
necessary to effectively use these skills in daily life; (3) and the ability to adjust
headache-management efforts (e.g. the use of acute headache medications and
behavioural headache management skill<) in response to self-monitoring data; and

»
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self-management including interventions in formats that use home study or Web-based
materials to reduce clinic contacts are relatively well established and efforts to
develop these technologies to the point where on-site behaviourally trained clin%-
dans would not be required are in their infancy, but promising.!” However, at this
point limited contact and completely home-based treatment formats appear most
appropriate for highly motivated patients with relatively uncomplicated headache
problems. However, for the headache clinic patient they may prove a valuf'ible
supplement to clinic-based treatment and/or long-term maintenance intervention.

Psychological therapy: efficacy

Self-management

Four initial studies (n = 54-497) have evaluated brief self-management groups in
primary care? or neurology*~ based headache clinics. Three of the studiesz.""5 eva_lu-
ated single-session headache self-management interventions and a systemz%nc medical
management plan. Although results are qualified by the cohort designs in all thr‘ee
studies implementation of the self-management programme was associated with
improvements in headache-related disability (severe headaches or standard measures
of headache-related disability) and in reductions in headache-related emergency
department visits (34-79 per cent; mean = 54 per cent). Reduced headache related
visits, %> net cost savings,? and improved satisfaction with headache care® also were
reported. . .

In the only randomized trial to date,? 100 consecutive patients at a regional
neurology based headache clinic were randomized to medical treatment by.a
headache specialist with or without receiving self-management. Threg 90-min
headache self-management classes {didactic instruction about migralx?es and
migraine treatment, plus opportunity for discussion) were co-led by two tralnedllay
volunteers with migraine. At a 6-month evaluation, self-management plus med.lcal
management was associated with significantly greater reductions than rned.xcal
management alone in headache days (43 per cent versus O per cent) and function-
ally incapacitating headache days (43 per cent versus 23 per cent) per month. The
self-management condition also was associated significantly vs{nh fewer total
patient calls (54 versus 244) and fewer unscheduled headache clinic or emergency
department visits (25 versus 50) than medical management alone. In a@dmon,
acute therapy use tended to be lower (5.3 versus 15.6 days/month), analgesic over-
use less frequent (0 per cent versus 36 per cent of patients), and adh.erence. with
preventive medication higher (96 per cent versus 59 per cent of patients) in the
self-management condition.

These initial findings suggest that cost-effective programmes for the self-management
of chronic headache disorders can play an important part in the headache clinic
setting. Future efforts would benefit from drawing on the knowledge.that has been
gained in the last decade in developing self-management interventions for other
chronic disorders.” 11218

Behavioural interventions

The evidence for the efficacy of the individual behavioural interventions described above
has been summarized repeatedly in narrative reviews and in meta-analyses,13.19-23
Independent evidence reviews by Duke University’s Center for Clinical Health
Policy Research, commissioned by the Agency for Healthcare Research and Quality
of the US government examined the efficacy of both behavioural and pharmacolog-
ical treatments in adults. Figure 31.2(a,b) presents the estimated effect size and
percentage reduction in migraine for the psychological treatments judged efficacious
in this evidence report. It can be seen that the four interventions produce moderate
reductions in migraines and possibly slightly larger reductions in tension-type
headaches. Improvement was of the same magnitude as observed in the parallel
meta-analyses of preventive therapies for migraine (see also reference 24) and, as
can be seen in Figure 31.2(b), amitriptyline for tension-type headache.

Recent trials with both chronic tension-type headache and with frequent
disabling migraine further suggest that when behavioural interventions are
combined with preventive medication (and, in the case of migraine, optimal acute
therapy) the combined therapy produces somewhat better outcomes than either
component therapy.?%26

Management of comorbid psychiatric disorders

CBT for headaches can be expanded to also address the most commonly encoun-
tered comorbid psychiatric disorders encountered in the headache clinic. Space
does not permit descriptions of cognitive-behavioural techniques for treating each
disorder, and clinical trials too numerous to summarize: only a few illustrative find-
ings with references to reviews can be presented here. In major depression CBT
and antidepressant medication appear equally effective in the short run, but the
combined treatment not only increases the response rate (especially for patients
with severe or chronic depression),but provides protection from relapse or reoccur-
rence.>’-2% In the case of the anxiety disorders (where a core element of CBT
involves exposure to internal and external anxiety cues) long-term outcomes
appear better with CBT than with (antidepressant and/or benzodiazepine) drug
therapy; in fact, while the addition of drug therapy (especially benzodiazepines) to
CBT improves short-term response, it tends to yield poorer long-term outcomes
than does CBT alone.?**° With an increasing number of anxiety disorders (panic
disorder, social anxiety disorder, and post-traumatic stress disorder) standardized
protocols also have been developed that can effectively be administered by allied
health professionals.

CBT can also be modified to help manage problems encountered with patients
with axis II disorders, particularly borderline personality disorder in the headache
clinic setting.?! A recent comparison of patients with borderline personality disor-
der with consecutive patient and demographically and headache frequency
matched comparison groups conducted at a regional neurology based headache
clinic confirmed clinical observations that headache problems are unlikely to be
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Fig. 31.2 Effect size with 95% confidence interval {top axis) and percent reduc‘tion
in (a) migraine or (b) tension-type headache (bottom axis). CBT = Cognitive'-behowour
therapy; EMG-BF = electromyographic biofeedback training; TBF = thermq! biofeedback
training; RLX = relaxation training; AM = amifriptyline; Placebo = medic.ahon or psycho-
logical ‘placebo’; Control = headache monitoring control; Cl = confidence interval.
(Data from Goslin et al.2' and McCrory ef al.2%)
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managed effectively in these patients with medical treatment options alone.>?
In this study borderline personality disorder was associated with more pervasive
headaches, greater disability, higher levels of depression, and medication overuse
headache, and persistent management difficulties as reflected in frequent unsched-
uled visits for acute treatment and a poor response to medical therapies.

Conclusions

The benign chronic headache disorders seen in the headache clinic setting are often
best conceptualized and managed as chronic conditions. The self-management
framework that has proven valuable in managing other chronic disorders can help
patients make effective use of medical, psychological and other therapies in actively
managing their headache problems.
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The role of the clinical
nurse specialist in
headache

Ria Bhola

Introduction

The role of the clinical nurse specialist (CNS) as a relatively new concept within
nursing practice has developed rapidly. This role first began in the USA as early as the
1960s and has since grown. In the UK the concept was developed in the 1980s,
leading to the emergence of new posts in some centres. However, the last decade has
seen a significant change in the range of tasks undertaken by nurses. '

Throughout the 1990s managers and clinicians in the UK National Health
Service (NHS) have been challenged by the fast pace and diversity of change, while
seeking to provide efficient and effective patient services. This together with
encouragement from the Royal College of Nursing (RCN), led to the development
of specialist nursing roles. In the next decade these posts continued to expand and
were promoted by several factors:

¢ The reduction in junior doctors’ hours, resulting in nurses extending their roles
to take on tasks previously performed by junior medical staff.!

¢ The UK Central Council for Nursing (UKCC) formally recognized two levels of
nursing practice beyond initial registration and set out guidelines for role
expansion and reforms in nurse education.23

¢ The national service frameworks, stringent government targets for health
outcomes and the belief that advanced nursing roles can make a valuable
contribution.*

+ Patient demands for greater choice and accessibility.

A review of nursing practice by the UKCC emphasized the importance of
combining experience and formal education for nurses in order for them to undertake
greater professional responsibility and exercise increasing clinical discretion
through advanced practice.” This report endorsed the development of specialist and
advanced nursing roles. More recent drivers have been further government targets
and the European Working Time Directive. The UKCC® later proposed the concept



