
analgesics should not be used to treat migraine or tension
headaches.

Large daily doses of mild analgesics may also aggravate
headaches. Experience in Germany, Switzerland, Britain,
and the United States has shown that mixed analgesic
compounds containing aspirin or paracetamol in combination
with a barbiturate, a benzodiazepine, or a narcotic such as
dextropropoxyphene are probably the strongest inducers
of chronic analgesic headache.6 Whether pure aspirin or
paracetamol may do the same is less certain.
The clinical importance of analgesic headache is shown by

the number of studies reporting substantial improvement in
the frequency or severity of headaches after daily analgesics
are stopped.1 34 6 Nevertheless, the mechanisms of this type of
headache remain unclear. Analgesics induce headache only in
people who suffer headaches-not when given for other
diseases such as rheumatoid arthritis.' 6 Either the pain
pathways in patients with headaches are specially prone to
sensitisation by daily analgesics or the analgesic headache
must be a state of psychological dependence. Analgesics on a
fixed schedule are more effective in treating chronic pain than
analgesics given on demand; but virtually all patients with
headaches who overconsume analgesics take their drugs on
demand-constantly focusing their attention on the headache
and the drug. Increased attention is known to increase
sensitivity to painful stimuli and so might be a relevant
mechanism.9 A double blind, placebo controlled withdrawal
experiment is required, but unfortunately such a study has
not been done.

Despite the deficiencies in our knowledge of the mecha-
nisms of analgesic headache several recommendations for its
prevention can be made with confidence.6 Patients with
headaches should never take analgesics every day: the
maximum should be set at 15 days a month. Ergotamine

should probably not be taken more than 10 times a month,
and the same (or perhaps a slightly higher frequency) applies
to sumatriptan. Narcotics should not be used at all. Compound
analgesics should be avoided as far as possible. If these simple
precautions were all followed new cases of analgesic headache
should become rare.

Finally, what can be offered to the many patients who
already suffer from analgesic headache? A careful explanation
of the mechanisms of the headache and its prevention,
frequent consultations, and psychological support should
make it possible for the drug to be withdrawn in most cases.
Once withdrawal has been achieved prognosis is favourable-
the relapse rate, even in cases of severe overuse of ergotamine,
is only around 30%.10 This unpleasant and often disabling
condition deserves more attention.
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Better ways ofassessing health needs in primary care

Requires adapting conventional methods

Commissioning authorities increasingly attempt to base their
purchasing decisions on systematic, epidemiologically
informed assessment of the health needs of their local
populations. General practitioners as purchasers usually rely
on their own judgment. No one knows which method works
better, but a combined approach may capture some of the
advantages ofboth.
One of the more widely welcomed aspects of the NHS

reforms was the requirement that health authorities' decisions
on how to use NHS resources should in future be based on a
systematic assessment of each local population's needs for
health care. This is meant to take account of local demo-
graphy, the epidemiology of health problems, evidence on the
effectiveness of treatments, and the preferences of local
people.' Needs assessment has become an important task
for public health doctors and others working in commission-
ing authorities. This more rational and scientific method
is put forward as an improvement over the former approach
to allocating health funding, caricatured as "same as last
year, plus or minus five per cent for pressure groups."2
The most obvious way in which general practitioners can

shape decisions on the pattern of purchasing for hospital and
community health services is by becoming fumdholders. Non-
fundholding general practitioners may influence commission-

ing decisions made by health authorities in various ways,3
but not much has been done to develop a method of system-
atically assessing health care needs in primary care. General
practitioners may therefore find themselves limited to their
unaided judgment of which services would most benefit the
health of local people.
An approach that explicitly combines epidemiological

analysis with the personal knowledge of primary care practi-
tioners has several advantages. A strength of the epidemio-
logical approach is its ability to look beyond patients who
already demand health care to those don't demand it but need
it. Homeless people and those with chronic severe mental
illness may be among these invisible potential patients. The
main advantage of the primary care perspective is the personal
knowledge that primary health care teams derive from
extended day to day contact with their patients. This informed
opinion can be enhanced by the systematic analysis of data
that already exist in the practice or are specially collected-
for example, by rapid appraisal survey.4 General practitioners'
direct experience as referral agents also enables them to assess
the quality of service delivered by local providers.5
What has been described as "living epidemiology" might

start with the basic demography of the practice population,
extracted from the age-sex register.6 Information on present-
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ing health problems available at the practice level often allows
identification of people with chronic diseases (most com-
monly diabetes, asthma, and hypertension) and some infor-
mation on those lifestyle and risk factors assessed as part of
health promotion activity (for example, cigarette and alcohol
consumption). Prescribing data in the practice can be a useful
proxy measure for those conditions that are treated by
specific drugs (for example, methadone mixture for opioid
dependency; insulin for diabetes), assuming that prescribing
activity mirrors prevalence. Data from several practices can
be aggregated to provide information on a locality.
With the same aim, data that are held centrally, such as

national census information or district mortality, can be
disaggregated to small area levels by use of postcodes. Data
derived from practices usefully complement centrally held
data. Practice data can be very up to date and rich in infor-
mation about morbidity and qualitative aspects of patients'
experience. That they may be of variable quality and available
only for registered patients are limitations. Centrally held data
are uniformly available for all practices, are more consistent
in quality, include people not registered with a general
practitioner, are strong on mortality but may be out of
date, and miss the qualitative dimension altogether. The
combination of practice based and centrally held information
for the same locality therefore provides a more complete
picture ofneeds than either could separately.
Such information can inform locally sensitive commission-

ing ofhospital and community health services. It can also help
to guide the allocation of additional resources to practices and
can help primary health care teams set priorities for them-
selves in their role as providers.7 An estimate of relative need
in one practice compared with other practices or localities in
the commissioning area is generally more realistic and useful
than a calculation of absolute need. A practice with a socially
deprived population containing a high proportion of young
adults is likely to have a greater need for contraceptive and
drug misuse services than a similar sized practice whose
population is mainly affluent and middle aged. Although this
sort of information has been available for some time, the
current distribution of services often fails to reflect local
variation. An individual contract between each practice and
the community health services trust would be one example of
matching services to need more closely.
The volume and quality of data vary,89 and complex soft

information may be difficult to handle and analyse. Among

general practices in Lambeth some enter on computer a
Read disease code at each consultation while others record
manually only basic minimum information such as data
obtained when new patients are registered (T Crayford,
personal communication). The extent to which practice based
data can be taken as representative of the local population is
greater in areas where almost everyone is registered with a
general practitioner. In some parts of inner London, how-
ever, the proportion may be as low as 70%. 10 Registration rates
are also lower for some marginalised groups, such as single
homeless people, who have special health needs.

Perhaps the greatest obstacle to the sort of synthesis of
information described here has been the historical separation
of the family health services authorities from district health
authorities. Like the holders of two halves of a prize draw
ticket who live next door but don't often speak, these two
groups have found that circumstances have prevented either
from claiming their winnings. Planned legislative changes
should soon permit them to discover the benefits of an
arranged marriage."
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Community oriented primary care

Not a panaceafor the problemsfaced byprimary care

Over 9000 general practitioners, covering more than a third
of the population of England and Wales, have opted to
become fundholders.1 They have taken the responsibility for
managing budgets for staff, premises, and prescribing and for
some hospital and community health services. The remaining
21 000 non-fundholding general practitioners are also taking
greater responsibility for commissioning health services,
either as part of commissioning groups or through locality
purchasing. To become effective commissioners of health
services, fundholding general practitioners will need skills in
disciplines that are usually seen as the remit of public health
specialists and health service planners, such as epidemiology,
needs assessment, and health service planning. In short,
fundholders are expected to take on many of the roles

of district health authorities and family health services
authorities but at a practice level.
The King's Fund has recently suggested community

oriented primary care as one method of teaching and applying
public health skills in a primary care setting.2 Originally
developed in Israel, community oriented primary care has
several requirements. These include a primary care practice
based in the community; an identifiable population or com-
munity for which the practice assumes responsibility -for
improving its health status; a planning, monitoring, and
evaluation process for identifying and resolving health
problems; and liaison and collaboration with local com-
munity leaders.3 Readers might be forgiven for mistaking
this as a description of the work done by their local
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