APPENDIX 1.  

MIGRAINE STRIKES Questionnaire (MIST-Q)
(CHS :  Panelists must answer questions 1 to 15 in order to be considered as completes.)
Today’s date: __ __ / __ __ /________



M M    D  D      YYYY

Migraine headache date:  __ __ / __ __ /___ _____



     M M    D  D   Y Y Y Y

RECENT MIGRAINE EXPERIENCE

1. Tell us about the timing of your migraine experience. 
(CHS: In addition to storing time verbatim, can you translate panelists’ responses on the time line?) 
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At what time   …..


1a.  did you feel that your migraine attack was coming? 

_ _ : _ _ (24 hours)


1b.  did you first experience headache pain?  


_ _ : _ _ (24 hours)


1c.  did your headache pain peak?  




_ _ : _ _ (24 hours)


1d.  did you take your first migraine medication?  


_ _ : _ _ (24 hours)


(Instructions:  Enter 99:99 for patients who did not take medication for the current 


migraine attack).


1e.  was your headache pain completely gone?


_ _ : _ _ (24 hours)


1f.  were you free of all migraine symptoms? 


_ _ : _ _ (24 hours)

2. When your migraine began, were you in a "non-private" or "private" place?


("Private" place refers a location where you do not share with other people, other than your family members, and you can take medications discreetly. For example, driving a car by yourself or working in your private office is considered as a private place.)

· 0=non-private


· 1=private

3. Where were you when your migraine began?

· 1=at work place

· 2=in transit 

· 3=at home

· 4=in school

· 5=other places (please answer Q3a)

3a.  Were you  …. 

□  1=at grocery store or supermarket

□  2=in a shopping mall/plaza

□  3=in a playground or park

□  4=in a gymnasium

□  5=in a movie theatre

□  6=in a concert

□  7=in a restaurant

□  8=at a friend’s house

□  9=others, please specify _________________

4. When your migraine began, were you in a situation where you had major responsibility of accomplishing the task?

1=yes

0=no

5. When your migraine began, were you in a situation where you were one of the critical members of the task?

1=yes

0=no

6. When your migraine began, were you in a situation where you were able to adjourn the activity without jeopardizing the whole scheme of things?

1=yes

0=no

7. When your migraine began, what types of activities were you engaging in (choose one only)?

1=work function

2=social 

3=personal

4=family

8. When your migraine began, were you doing something for fun/leisure?

1=yes

0=no

9. When your migraine began, were you doing something as part of your daily routine?

1=yes

0=no

10. Describe, in a few words, what you were doing when your migraine began?

When my migraine began, I was _______________________________________

11. When your migraine began, were you in an environment where you could use the medication discreetly?



1=yes

0=no

12. How do you feel when you use your migraine medications in a public place?

· 1=Extremely uncomfortable

· 2=Very much uncomfortable

· 3=Somewhat uncomfortable

· 4=Neutral

· 5=Somewhat comfortable

· 6=Very much comfortable

· 7=Extremely comfortable

13. Did you want to take your medication earlier than you actually did?



1=yes

0=no

14. Were you able to treat your migraine early?




1=yes

0=no
15. What prevented you from taking the medication sooner? Check all apply.

	I could not take the medication sooner because …..


	Yes
	No

	    a.  I did not have the medication with me
	□
	□

	    b.  I had the medication on hand, but had no access to fluid
	□
	□

	    c.  I had the medication on hand, but had no privacy
	□
	□

	    d.  I could not swallow the medication because of nausea
	□
	□

	    e.  I only wanted to use the medication for a severe migraine
	□
	□

	    f.  My doctor or pharmacist advised me to delay medication use  until my headache was intolerable
	□
	□

	    g. The health plan has quantity limit for the migraine medication that I am currently prescribed to. I wanted to save the medication for severe headaches.
	□
	□

	    h.  Other reasons:  please specify ____________________
	□
	□


16. For your most recent migraine attack, which one of the following symptoms or any changes you experienced made you believe that your migraine attack was coming?  Note:  if you experienced more than one symptoms, choose the most prominent one.  Please choose only one response.

· Change in mood

· Change in appetite

· Change in energy level (e.g., fatigue)

· Lack of concentration

· Excessive yawning

· Visual disturbance

· Heavy-headedness

· Neck muscle stiffness or pain

· Headache pain

· Nausea

· Vomiting

· Sensitivity to light

· Sensitivity to noise

· Sensitivity to odors

· Dizziness

· Diarrhea 

· Others (please describe) _______________________________

17. How would you rate the pain severity at the onset of headache?

0=no pain
1=mild pain
2=moderate pain
3=severe pain

18. What type of pain did you have during the onset of headache?  

0=dull
1=tightness/pressure

2=throbbing
3=continuous sharp

19. What symptoms did you have at headache onset?

a.  loss of appetite





0=no
1=yes

b.  nausea






0=no 
1=yes, How bad was it?  




1=mild 



2=moderate 



3=severe

c.  vomiting





0=no 
1=yes


d. sensitivity to light




0=no 
1=yes


e.  sensitivity to noise




0=no
1=yes


f.  sensitivity to odors




0=no
1=yes


g.  dizziness





0=no
1=yes

h.  aura (sparkling/flashing lights/blurred vision, etc) 
0=no 
1=yes


20. How would you rate the pain severity at the peak of headache?

0=no pain

1=mild pain

2=moderate pain
3=severe pain

21. Did you take your medication for this migraine attack?

· 1=yes

0=no 

22. How would you rate the headache severity when you took your first medication?

0=no pain

1=mild pain

2=moderate pain
3=severe pain 

23. Which first migraine medication did you take?

· 1=Amerge

· 2=Axert

· 3=Frova

· 4=Imitrex (injectable)

· 5=Imitrex (nasal spray)

· 6=Imitrex (tablet)

· 7=Maxalt (tablet)

· 8=Maxalt (MLT)

· 9=Relpax

· 10=Zomig (tablet)

· 11=Zomig (nasal spray)

· 12=Zomig (ODT)

· 13=other prescribed oral pain medication, please specify:___________________

· 14=over-the-counter (OTC) oral pain medication, please specify:_____________

· 15=Did not take medication

24. After you took the medication, how long did it take for you to become nausea-free?

· 0=did not experience nausea for this migraine attack

· 1=within 1 hour after taking the medication

· 2=within 2 hours after taking the medication

· 3=within 4 hours after taking the medication

· 4=within 8 hours after taking the medication

· 5=more than 8 hours after taking the medication

25. After your headache was completely gone, did you experience other types of symptoms?  

· no



· yes (answer 25_a through 25_h)


If so, what were they?




For how long?  Enter the 









number of hours

25_a.  anorexia


1=Yes
0=no

________ hours

25_b.  nausea


1=Yes
0=no

________ hours 

25_c.  muscle tension

1=Yes
0=no

________ hours 

25_d.  fatigue


1=Yes
0=no

________ hours 

25_e.  hard to concentrate

1=Yes
0=no

________ hours 

25_f.  forgetfulness

1=Yes
0=no

________ hours 

25_g.  lack of energy

1=Yes
0=no

________ hours 

25_h.  lack of alertness

1=Yes
0=no

________ hours
26. How satisfied were you with pain relief you achieved with the medication you took for this migraine attack?

· 1=very dissatisfied

· 2=dissatisfied

· 3=neutral

· 4=satisfied

· 5=very satisfied

27. For this migraine attack, how many total hours were you NOT able to perform your normal activities such as work or leisure?

__________ # of hours

MIGRAINE HISTORY 

28. At what age did you start to suffer from migraine headaches? 
Age ______(years)

29. At what age were you first diagnosed by a doctor as having migraines?
Age ______ (years)

30. What type of migraine headaches were you diagnosed with (check only one)

· Migraine without aura

· Migraine with aura

· Menstrual migraine

· Other, please specify ___________________________

31. Do you also suffer from any of the following other types of headaches?

a.  Tension type headache




( Yes

( No

b.  Cluster headache




( Yes

( No


c.  Chronic daily headache (>15 days/month)

( Yes

( No

d.  Sinus headache





( Yes

( No

e.  Other






( Yes

( No

32. For the past 3 months, about how many migraine attacks did you experience each month?       

______ attacks per month
33. For the past 3 months, about how many hours do your migraine attacks generally last?

______ hours

34. In general, how would you rate your migraine headache pain?

( Mild


( Moderate

( Severe

35. In general, describe how your migraine attacks start and progress.

1=start with mild pain and progress slowly 

2=start with mild pain and progress fast

3=start with moderate/severe pain and progress slowly

4=start with moderate/severe pain and progress fast

36. In general, how much do your migraine attacks vary from one attack to another?

( Do not vary

( Vary a little

( Vary a lot


37. For some people, eating or drinking a particular food or beverage can cause a migraine attack. Other people experience migraine attacks when they feel stress or experience certain noises, odors, or when there is a change in sleep patterns, weather or other things. These different things that appear to cause migraine attacks in some people are known as migraine triggers.

Are you aware of any particular triggers that usually cause you to have a migraine attack?

( Yes

( No

( Don’t Know

38. Some people experience changes in how they feel up to 24 hours before they begin to experience a migraine attack.  Such changes may include feeling mentally or physically better or worse than usual, cravings for a particular food, increased or decreased sex drive, muscle soreness in the neck or shoulders, and excessive yawning.

Are you aware of any changes in how you feel that generally come within the 24 hours before you have a migraine attack?

( Yes

( No

( Don’t Know

39. During a typical migraine attack, have you experienced an increase in skin sensitivity and/or pain around your head when you engage in everyday activities such as combing your hair, shaving, taking a shower or putting on/removing glasses or earrings?

( Yes

( No

( Don’t Know

OTHER INFORMATION ABOUT YOU

40. Which year were you born? 
Year 19______ 

41. Which State do you live in?
_____________

42. Do you live in the city or suburb?

· 0=city

· 1=suburb

43. Gender: 
( Male     ( Female

44. What is your current employment status? (Please select only one)

· Employed full time





· Employed part time





· Unemployed but actively looking for a job

· Unemployed but not looking for a job

· Homemaker

· Student

· Retired

· Unable to work because of migraine

· Unable to work because of health reasons other than migraine

· Other   (Please specify: _______________________________ ) 

45. What is the highest level of education that you have completed? (Please select only one)

( Less than 8th grade

( Some college

( Some high school

( College graduate

( High school graduate

( Post-graduate 

46. Do you have any health insurance that covers at least some of the cost of prescription drugs?


· Yes

( No

47. Are you currently seeing any of the following physician(s) for your headache?

· Neurologist/Headache specialist

· Primary care physician

· Other (Please specify: ____________________________ )

48. Has your physician ever instructed or advised you to take your migraine medications “early” when the headache pain is still “mild”?  

· Yes

( No

49. How often do you follow your physician’s instructions of migraine medication?  

· 0= Not applicable (my physician did not provide any instructions)

· 1=Rarely

· 2=Sometimes

· 3=Most of the time

· 4=Always 

Thank you for taking time to com
