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CONCLUSIONS:

 Doctors reported liking to treat general medical conditions more
 (mean = 4.40) than migraine (mean = 3.38) and other neurological

diseases
 17% of doctors becoming aware for the first time that they

personally had migraine after attending the lecture
 Respondents with a personal history of migraine liked to treat

migraine more than those without a history of migraines
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Headache Classification
11 types: 3 primary and 8 secondary

Primary types (n=3)

Secondary types (n=8)

• Migraine • Trigeminal autonomic
cephalalgias

• Trauma or injury to the head / neck• Trauma or injury to the head / neck

• Cranial and/or cervical vascular

• Nonvascular intracranial disorder

• Substance or its withdrawal

• Infection

Hundreds of subtypes
ICHD-3. Cephalalgia. 2018;38(1):1–211.

Headache Classification
11 types: 3 primary and 8 secondary

• Trigeminal autonomic
cephalalgias

• Tension-type
headache

• Disorder of homoeostasis

• Psychiatric disorder

• Disorder of homoeostasis

• Disorder of the cranium, neck,
eyes, ears, nose, sinuses, teeth,
mouth, or other facial or cervical
structure

Hundreds of subtypes
ICHD-3. Cephalalgia. 2018;38(1):1–211.









Phases of a Migraine Attack
Intensity of
Symptoms
or Phases

(only in ~20%)

ProdromeProdrome HeadacheAuraAura

Time (can be days)Time (can be days)

Phases of a Migraine Attack

PostdromePostdromeHeadache

AssociatedAssociated
FeaturesFeatures

Time (can be days)Time (can be days)



AuraPremonitory

Visual symptoms
Sensory symptoms

Language symptoms
Cognitive symptoms

Nausea

Neck pain      Fatigue      Mood change      Photophobia      Phonophobia

Yawning  Polyuria

Symptoms

Phase

Anatomy of a Migraine Attack

Visual symptoms
Sensory symptoms

Language symptoms
Cognitive symptoms

Brainstem
Thalamus

Hypothalamus

CortexHypothalamus
Brainstem

Cortex

Brain
Regions

PostdromeHeadache

Visual symptoms
Sensory symptoms

Language symptoms
Cognitive symptoms

Neck pain      Fatigue      Mood change      Photophobia      Phonophobia

Anatomy of a Migraine Attack

Cutaneous allodynia

Head pain

Visual symptoms
Sensory symptoms

Language symptoms
Cognitive symptoms

Cortex
Thalamus

Hypothalamus

Brainstem
Thalamus

Hypothalamus



Migraine Without AuraMigraine Without Aura
Headache has > 2 of the following
 Unilateral
 Throbbing
 Moderate- Severe
 Aggravated by movement
One of the following
 Nausea
 Photo and phonophobia
Similar pain in past and no evidence of organic disease
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Migraine With Aura
Headache preceded

by > 1 neurologic
symptom

 Visual
 Scintillating scotoma
 Fortification spectra
 Photopsia

 Sensory
 Numbness
 Paresthesia

 Other
 Weakness
 Aphasia

Headache preceded
by > 1 neurologic
symptom

 Visual
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 Fortification spectra
 Photopsia

 Sensory
 Numbness
 Paresthesia

 Other
 Weakness
 Aphasia

Migraine With Aura





ICHD-3 Diagnostic Criteria:

Parameter Migraine
Frequency Variable
Durationa 4–72 hoursb

Location Unilateral (40% bilateral)

Description Pulsating (50% non-pulsating)

Intensity Moderate-severeIntensity Moderate-severe
Effect of routine physical
activity

Aggravated by or cause avoidance
of

Nausea or vomiting Yes
Photophobia or
phonophobia One or both

Attributable Not attributable to another disorder

aUntreated or unsuccessfully treated
b2–72 hours in children

ICHD-3 Diagnostic Criteria:

Tension-type Headache
Variable
30 minutes–7 days

Unilateral (40% bilateral) Bilateral

Pulsating (50% non-pulsating) Pressing/tightening (non-pulsating)

Mild-moderateMild-moderate
Aggravated by or cause avoidance
of Not aggravated by

No

No more than one

Not attributable to another disorder Not attributable to another
disorder

ICHD-3. Cephalalgia. 2018;38(1):1–211.





The Trigeminovascular System Plays a
Key Role in Migraine

 Projections from the trigeminal
ganglion:
 Innervate the meninges and intracranial

arteries

Converge in the trigeminocervical
complex

 Release classical neurotransmitters
and neuropeptides such as calcitonin
gene-related peptide (CGRP)

 The trigeminocervical complex

 Located in brain stem and
upper cervical spinal cord

Connected to key brain centers

Activation crucial for migraine
headache

Ophthalmic
division of
trigeminal

nerve

 Projections from the trigeminal
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 Innervate the meninges and intracranial

arteries

Converge in the trigeminocervical
complex

 Release classical neurotransmitters
and neuropeptides such as calcitonin
gene-related peptide (CGRP)

 The trigeminocervical complex

 Located in brain stem and
upper cervical spinal cord

Connected to key brain centers

Activation crucial for migraine
headache

Goadsby et al. Physiol Revs 2017;97:553-622

Dura

The Trigeminovascular System Plays a
Key Role in Migraine

Ophthalmic
division of
trigeminal

nerve

Goadsby et al. Physiol Revs 2017;97:553-622

Trigeminocervica
l complex

Trigeminal
ganglion



Serotonin Receptors: Targets for Acute Migraine
Treatment

17

Receptor Location Primary Activity

5-HT1D/5-
HT1F

Trigeminal
terminals Inhibit CGRP release

ACh, acetylcholine; CGRP, calcitonin gene-related peptide; CNS, central nervous system; HT,
hydroxytryptamine (serotonin); NE, norepinephrine; NKA, neurokinin A

17

5-HT1D/5-
HT1F

Trigeminal
terminals

5-HT1B Blood vessels Vasoconstrictor

5-HT1F/5-
HT1B

CNS Inhibit 5-HT, NE, ACh
release

Serotonin Receptors: Targets for Acute Migraine
Treatment

17

5-HT1B

Postsynaptic

5-HT1D/1F

NKA
Primary Activity

Inhibit CGRP release

ACh, acetylcholine; CGRP, calcitonin gene-related peptide; CNS, central nervous system; HT,
hydroxytryptamine (serotonin); NE, norepinephrine; NKA, neurokinin A

17

Presynaptic

CGRP

5-HT1D/1F

Vasoconstrictor

Inhibit 5-HT, NE, ACh
release



Neuropeptides in Migraine
Neuropeptide Gene Family Candidate in Migraine

CGRP CGRP

Glucagon/secretin PACAP

F- and Y-amides Neuropeptide Y

Tachykinins Substance P

Tensins Angiotensin

Russo AF. Headache. 2017;57:37-46.

Tensins Angiotensin

Corticotropin-releasing hormone-
related CRH

Adipose neuropeptides Adiponectin

Orexin Orexin receptor 1 (OXR1)
Orexin receptor 2 (OXR2)

CGRP, calcitonin gene-related peptide; PACAP, pituitary adenylate cyclase-activating polypeptide

Neuropeptides in Migraine
Candidate in Migraine

CGRP

PACAP

Neuropeptide Y

Substance P

Angiotensin

Russo AF. Headache. 2017;57:37-46.

Angiotensin

CRH

Adiponectin

Orexin receptor 1 (OXR1)
Orexin receptor 2 (OXR2)

CGRP, calcitonin gene-related peptide; PACAP, pituitary adenylate cyclase-activating polypeptide



Plasma CGRP Levels Are Elevated During
Migraine and Return After Treatment
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Goadsby PJ et al. Ann Neurol. 1990;28:183–187; Goadsby PJ et al. Ann Neurol.
1993;33:48–56; adapted from Lassen LH et al. Cephalalgia. 2002;22:54–61.
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Control Migraine
aMeasured from external jugular blood

Plasma CGRP Levels Are Elevated During
Migraine and Return After Treatment

Goadsby PJ et al. Ann Neurol. 1990;28:183–187; Goadsby PJ et al. Ann Neurol.
1993;33:48–56; adapted from Lassen LH et al. Cephalalgia. 2002;22:54–61.

1
Migraine After Sumatriptan



Role of CGRP in Migraine
 Widely expressed in CNS and PNS;

expressed in 35–50% of neurons in the
trigeminal ganglia

 CGRP in C fibers

 CGRP receptor in in Aδ fibers and
glial cells

 Trigeminal system activated and
CGRP
released during migraine headache

 CGRP plays roles in vasodilation,
inflammation, pain, and central
activation of the brain

20

Peripheral
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activation of the brain
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The image cannot be displayed. Your computer may not have
enough memory to open the image, or the image may have
been corrupted. Restart your computer, and then open the file
again. If the red x still appears, you may have to delete the
image and then insert it again.

Eftekhari S et al. J Pain. 2013;14:1289-1303; Edvinsson L et al. Neurotherapeutics. 2010;7:164–175.

Role of CGRP in Migraine 20

Central

Glial
cell

Peripheral

PNS, peripheral nervous system

20

CGRP receptorCGRP

Trigeminal
nerve

Glial
cell

Peripheral

Vasodilation

The image cannot be displayed. Your computer may not have
enough memory to open the image, or the image may have
been corrupted. Restart your computer, and then open the file
again. If the red x still appears, you may have to delete the
image and then insert it again.

Eftekhari S et al. J Pain. 2013;14:1289-1303; Edvinsson L et al. Neurotherapeutics. 2010;7:164–175.



Exclude secondary
headache

Headache History and
Examination

Identify primary
headache syndrome

Episodic
(<15 headache

days/month)

Screen for
red flags

ICHD-3, International Classification of Headache Disorders 3rd edition; TAC, trigeminal autonomic cephalalgia.
aIndividual attacks are of short duration; series of cluster headaches may occur on ≥15 days per month.

Identify primary
headache syndrome

Short
duration
<4 hours

Long
duration
≥4 hours

Short
duration
<4 hours

Diagnose specific
headache disorder

Cluster
headache

(TAC)a

Migraine
tension-type

Cluster
headache

(TAC)a

Complex migraine is not a diagnosis per ICHD-3

Bigal M et al. J Headache Pain. 2007;8:263–272.; adapted from Dodick DW. Adv Stud Med 2003.

Headache History and
Examination

Chronic
(≥15 headache

days/month)

• Assess for worrisome signs and symptoms

Most have primary headache

ICHD-3, International Classification of Headache Disorders 3rd edition; TAC, trigeminal autonomic cephalalgia.
aIndividual attacks are of short duration; series of cluster headaches may occur on ≥15 days per month.

Short
duration
<4 hours

Long duration
≥4 hours

Most have primary headache

Chronic Migraine
Chronic tension-type
New daily persistent

headache
Hemicrania continua

(TAC)

Cluster
headache

(TAC)a Most in clinical practice
have migraine

Bigal M et al. J Headache Pain. 2007;8:263–272.; adapted from Dodick DW. Adv Stud Med 2003.







Physical and Neurological Examinations:
Patients Presenting With Headache

Vitals
Blood pressure/HR

Temperature

BMI

Head and Neck
Palpate:

Extracranial nerves

TMJs

Temporal arteries (age 60+)

Pericranial and paraspinal muscles

Paranasal sinuses

Physical and Neurological Examinations:
Patients Presenting With Headache

Focused Neurological Examination
Talk to patients—mental status
Cranial nerves

Fundi
Visual fields
Ocular motilityOcular motility
Paranasal sinuses
Facial sensation and symmetry
Palate/tongue

Reflexes
Tendon stretch reflexes
Plantar responses

Watch them walk



Discussion Points FOR Migraine Diagnoses

 Determine headache
frequency:
days with headache in the last
month + days without
headache of any intensity
 Discuss unaccounted for days
 Distinguish between headache

days vs attacks
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7 days = 21 days, 3 attacks
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Chronic Migraine
S M T W T F S

1 2 3

4 5 6 7 8 9 10

X X

X X

X

XX X

 Determine headache
frequency:
days with headache in the last
month + days without
headache of any intensity
 Discuss unaccounted for days
 Distinguish between headache

days vs attacks

Patient may have 3 attacks
per month, each lasting for
7 days = 21 days, 3 attacks

S

11 12 13 14 15 16 17

18 19 20 21 22 23 24

25 26 27 28 29 30 31

X X X

X X X X

XX XX X X X

X X

X X



Comorbidity With Migraine

MI
Angina
Stroke
Hypertension/hypotension
Raynaud’s phenomenon
PFO
IBS, irritable bowel syndrome; MI, myocardial infarction; PFO, patent foramen
ovale

MI
Angina
Stroke
Hypertension/hypotension
Raynaud’s phenomenon
PFO

Epilepsy
Essential tumor
Restless leg syndrome
Vestibular disorders
Bell’s palsy

Comorbidity With Migraine

IBS, irritable bowel syndrome; MI, myocardial infarction; PFO, patent foramen
ovale

Depression

Anxiety

Panic disorder

Bipolar disorder

Snoring/sleep apnea
Asthma/allergy
Nonheadache chronic pain
IBS



Imaging

CT vs MRI

CT preferable for evaluation of acute
SAH, trauma, and bony abnormalities

Many disorders can be missed on CT

MRA (aneurysm, dissection, vasculitis)

MRV (thrombosis)

CT angiography (generally more
sensitive than MRA for small/medium size)
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CT angiography (generally more
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Migraine Treatment

 Patient Education:
 Information about Disease
 Trigger Identification

 Pharmacotherapy:
 Acute/ Abortive
 Preventive/ Prophylactic

 Adjunctive Treatment:
 Physical Therapy with Massage
 Behavioral Therapy
 Biofeedback/ Autogenics
 Acupuncture

 Other Modalities:
 Occipital Nerve Blocks or Stimulators
 Botulinum Toxin Denervation

 Patient Education:
 Information about Disease
 Trigger Identification

 Pharmacotherapy:
 Acute/ Abortive
 Preventive/ Prophylactic

 Adjunctive Treatment:
 Physical Therapy with Massage
 Behavioral Therapy
 Biofeedback/ Autogenics
 Acupuncture

 Other Modalities:
 Occipital Nerve Blocks or Stimulators
 Botulinum Toxin Denervation

Migraine Treatment



Education Improves Self-Treatment

 Baron, E (Cleveland Clinic) led multi center study at Cleveland
Clinic, Mayo Rochester, Mayo Arizona, Brigham and Women’s,
Montefiore, Jefferson and U South Florida of 207 migraine patients
who use triptans.
 Compared self –perceived vs. actual knowledge about triptans in

patients who recalled receiving education and those who didn’t.

 Those who recall receiving education had better understanding about
treating headaches early, treating when pain is mild and early use of
prescription triptan over OTC.
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Goals of Acute Treatment of Migraine

Rapid, consistent freedom
from pain and associated

symptoms without recurrence

AHS. Headache. 2019;59:1-18.

Minimal need for
repeat dosing or

rescue medications

Optimal self-care and
reduced subsequent

use of resourcesa

aER visits, diagnostic
imaging, office visits

Goals of Acute Treatment of Migraine

Restored ability to function

AHS. Headache. 2019;59:1-18.

Optimal self-care and
reduced subsequent

use of resourcesa
Minimal or no AEs

aER visits, diagnostic
imaging, office visits



What Do Headache Patients Want
From Acute Treatment?

40

60

80

100 87% 86% 83%

0

20

40

Complete
relief

No
recurrence

Rapid onset

Lipton RB et al. Headache. 1999;39(suppl 2):S20-S26.

What Do Headache Patients Want
From Acute Treatment?

79% 76%

56%

Rapid onset No side
Effects

Relief of
associated
symptoms

Route of
administration

Lipton RB et al. Headache. 1999;39(suppl 2):S20-S26.

N=688



Acute Treatments for MigraineEstablished Efficacy Probably Effective

Triptans Ergotamine and other forms of DHE

Ergotamine derivatives IV magnesiuma

NSAIDs: aspirin, diclofenac, ibuprofen,
naproxen

NSAIDs: ketoprofen, IV and IM ketorolac,
flurbiprofen

Opioids: butorphanolc Isometheptene-containing compounds

Combination medications Combinations: codeine/acetaminophen,
tramadol/acetaminophenb

Combination medications Combinations: codeine/acetaminophen,
tramadol/acetaminophenb

Antiemetics: prochlorperazine, promethazine,
droperidol, chlorpromazine, metoclopramide

DHE, dihydroergotamine; IV, intravenous; IM, intramuscular; NSAID, nonsteroidal anti-inflammatory drug
aConsider neuromodulation if patients prefer nondrug treatments or if drug treatment is ineffective,
intolerable, or contraindicated.
bMigraine with aura
cNot recommended

AHS. Headache. 2019;59:1-18; Marmura MJ et al. Headache. 2015;55:3-
20.
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Treatment Efficacy Within the Class
Drug Class Primary

Acute
Secondary

Acute
Simple Over-the-Counter Yes
Prescription NSAIDs Yes
Combination analgesics Rarely
Triptans Yes
Dihydroergotamine YesDihydroergotamine Yes
Lidocaine nasal spray Yes
Muscle relaxant –
Dopamine antagonists Yes
Corticosteroid –
Opioids –
NSAID, nonsteroidal anti-inflammatory drug
aParenteral

Lidocaine nasal spray Yes
Muscle relaxant –
Dopamine antagonists Yes
Corticosteroid –
Opioids –

Treatment Efficacy Within the Class
Secondary

Acute Rescue FDA
Approved?

Yes – Yes
Yes Ketorolaca Yes

Rarely Rarely Yes
Yes Yes Yes
Yes Yes YesYes Yes Yes
Yes Yes No
– Yes No

Yes Yes No
– Yes No
– Rarely No

Yes Yes No
– Yes No

Yes Yes No
– Yes No
– Rarely No



Pharmacology of Oral Triptans

Agent Tmax
(hours)

Sumatriptan 2-2.5
Rizatriptan 1-1.5
Naratriptan 2-3
Zolmitriptan 1.5
Naratriptan 2-3
Zolmitriptan 1.5
Eletriptan 1.5

Almotriptan 1-3
Frovatriptan 2-4

Marcus D. Arch Neurol. 2001;58:1056–1058.

Pharmacology of Oral Triptans

Tmax
(hours)

t½
(hours)

2-2.5 2.5
1-1.5 2-3
2-3 6
1.5
2-3 6
1.5 3
1.5 4
1-3 3-4
2-4 26

Marcus D. Arch Neurol. 2001;58:1056–1058.



Acute Treatments in Practice
For patients who have contraindications, poor

tolerance, or inadequate response to at least 2 oral
triptans

Small Molecule
CGRP Receptor

Antagonists
Selective serotonin (5-
HT1F) receptor agonist

No constriction of blood vessels —
role in patients with cardiovascular contraindications to triptans

AHS. Headache. 2019;59:1-18.

Small Molecule
CGRP Receptor

Antagonists
Ubrogepant
Rimegepant
Zavegepant

Selective serotonin (5-
HT1F) receptor agonist

Lasmiditan

Acute Treatments in Practice
For patients who have contraindications, poor

tolerance, or inadequate response to at least 2 oral
triptans

Selective serotonin (5-
HT1F) receptor agonist

Neuromodulation

No constriction of blood vessels —
role in patients with cardiovascular contraindications to triptans

AHS. Headache. 2019;59:1-18.

Selective serotonin (5-
HT1F) receptor agonist

Lasmiditan

Transcranial magnetic stimulation
Vagus nerve stimulation

Trigeminal nerve stimulation



Neuromodulation in Migraine

Vagus nerve
stimulation

Transcranial
magnetic
stimulation

Acute/Preventive Acute

Neuromodulation in Migraine

Trigeminal nerve
stimulation

Acute/Preventive

Remote
electrical

neuromodulatio
n

Acute



Goals of Migraine Prevention
DECREASE

 Migraine days
 Headache days
 Intensity of symptoms
 Duration of attacks
 Disability

IMPROVE
• Response to acute treatment
• Functional ability

PREVENT
• Disease Progression

Benefits Occur Over Time
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General Principles of Prevention

Start with low dose and increase slowly

Allow enough time on an adequate dose (2–3 months)Allow enough time on an adequate dose (2–3 months)

Monitor medication usage
• Avoid acute medication overuse
• Limit/Eliminate interfering drugs
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MORE General Principles

Evaluate preventive therapy
• Use calendar/diary
• Consider taper/discontinue if controlled at 6 months

Manage communications
• Ask about patient preference
• Discuss contraception

Manage communications
• Ask about patient preference
• Discuss contraception

Optimize medication use
• Best efficacy
• Fewest AEs
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Preventive Treatments for Migraine

LEVEL B — PROBABLY EFFECTIVE; SHOULD BE CONSIDERED

Amitriptyline
Venlafaxine

Divalproex sodium* Topiramate Metoprolol

Nadolol
Atenolol

Memantine
NSAIDs

Fenoprofen
Ibuprofen

LEVEL A — ESTABLISHED AS EFFECTIVE; SHOULD BE OFFERED

Amitriptyline
Venlafaxine

Nadolol
Atenolol Fenoprofen

Ibuprofen

Silberstein SD et al. Neurology. 2012;78:1337-1345.

LEVEL C — POSSIBLY EFFECTIVE; MAY BE OFFERED

Gabapentin

LEVEL U — WEAK/NO EVIDENCE

Lisinopril
CoQ10

Candesartan

Fluoxetine

Carbamazepine

Preventive Treatments for Migraine

LEVEL B — PROBABLY EFFECTIVE; SHOULD BE CONSIDERED
Riboflavin

Magnesium
Mig 99 (feverfew)

Histamine (SQ)

PropranololMetoprolol Timolol

Memantine
NSAIDs

Fenoprofen
Ibuprofen

Ketoprofen
Naproxen

LEVEL A — ESTABLISHED AS EFFECTIVE; SHOULD BE OFFERED

*Contraindicated in women of childbearing potential

Riboflavin
Magnesium

Mig 99 (feverfew)
Histamine (SQ)Fenoprofen

Ibuprofen
Ketoprofen
Naproxen

Silberstein SD et al. Neurology. 2012;78:1337-1345.

LEVEL C — POSSIBLY EFFECTIVE; MAY BE OFFERED

LEVEL U — WEAK/NO EVIDENCE
Verapamil

CoQ10
Candesartan Clonidine

Cyprohepatadine

Fluvoxamine



The NEW KIDS on the BlockThe NEW KIDS on the Block



The NEW KIDS … continuedThe NEW KIDS … continued







Headache Procedures
Nerve blocks: 25-30 gauge needle

OnabotulinumtoxinA: 30-gauge needle with 1 cc tuberculin syringe

Local anesthetic: 1-2% lidocaine and/or bupivacaine 0.25-0.5%; 1:1 volume ratio
For cluster, add 40 mg triamcinolone, 20-40 mg methylprednisolone, or dexamethasone 4 mg
Greater/Lesser Occipital Supratrochelar/Supraorbital

Dilution: 50 unit (1 ml normal saline); 100 unit (2 ml NS); 200 unit (4 ml NS)
Fixed-Site Fixed-Dose

OnabotulinumtoxinA: 30-gauge needle with 1 cc tuberculin syringe

Blumenfeld A et al. Headache 2013;53:437-46; Blumenfeld A et al. Headache. 2017;57:766-77.
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OnabotulinumtoxinA: 30-gauge needle with 1 cc tuberculin syringe

Local anesthetic: 1-2% lidocaine and/or bupivacaine 0.25-0.5%; 1:1 volume ratio
For cluster, add 40 mg triamcinolone, 20-40 mg methylprednisolone, or dexamethasone 4 mg
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Fixed-Site Fixed-Dose

OnabotulinumtoxinA: 30-gauge needle with 1 cc tuberculin syringe
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Complementary/ Alternative Treatments

Acupunctu
re

Physical
therapy with

massage

Biofeedback

Cognitive
behavioral

therapy

Complementary/ Alternative Treatments

Physical
therapy with

massage
Exercise

Mindfulnes
s

Cognitive
behavioral

therapy



Prevent Headache
Attacks

Reduce Perceived
Pain Level

Biobehavioral Treatments
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Pain Intensity

Reduce Perceived
Pain Level

Shift the Pain-
Disability Curve

Biobehavioral Treatments
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Use is approved when ALL of the following are met:
A. Prescribed by a licensed medical provider
B. Patient is ≥18 years of age
C. ICHD-3 migraine (4-14 monthly headache days)

AND:
a. Poor tolerability or inadequate response to a 6-

week trial of ≥2 preventive treatments
b. At least moderate disability
c. ≥2 quarterly injections of onabotulinumtoxinAa
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C. ICHD-3 migraine (4-14 monthly headache days)

AND:
a. Poor tolerability or inadequate response to a 6-

week trial of ≥2 preventive treatments
b. At least moderate disability
c. ≥2 quarterly injections of onabotulinumtoxinAa

AHS. Headache. 2019;59:1-18; Marmura MJ et al. Headache. 2015;55:3-20.

CGRP, calcitonin gene-related peptide;AAN-AHS, American Academy of Neurology-American Headache Society
aChronic migraine only
bAccording to AAN-AHS guideline
cNot for use in women of childbearing potential

Indications for Initiating Treatment
With Monoclonal Antibodies

to CGRP or its Receptor

Recommended Preventive Treatmentsb

1. Topiramate
2. Divalproex sodium/valproate sodiumc

3. Beta-blocker
4. Tricyclic antidepressant
5. Serotonin-norepinephrine reuptake

inhibitor
6. Other treatments with established

efficacy
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HEADACHE …
Most Gratifying Condition to Treat !!!
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