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Figure 447-3 A. Posterior hypothalamic gray matter activation by positron emission tomography in a patient with acute cluster headache.
(From A May et al: Lancet 352:275, 1998.) B. High-resolution T1-weighted magnetic resonance image obtained using voxel-based morphometry
demonstrates increased gray matter activity, lateralized to the side of pain in a patient with cluster headache. (From A May et al: Nat Med 5:836, 1999.)

TREATMENT	

Migraine Headache

Once a diagnosis of migraine has been established, it is important to
assess the extent of a patient’s disease and disability. The Migraine
Disability Assessment Score (MIDAS) is a well-validated, easy-to-use
tool (Fig. 447-4).
Patient education is an important aspect of migraine management. Information for patients is available at sites such as
www.achenet.org, the website of the American Council for Headache
Education (ACHE). It is helpful for patients to understand that
migraine is an inherited tendency to headache; that migraine can be
modified and controlled by lifestyle adjustments and medications,
but it cannot be eradicated; and that, except in some occasions in
women on oral estrogens or contraceptives, migraine is not associated with serious or life-threatening illnesses.
NONPHARMACOLOGIC MANAGEMENT
Migraine can often be managed to some degree by a variety of
nonpharmacologic approaches. Most patients benefit by the identification and avoidance of specific headache triggers. A regulated
lifestyle is helpful, including a healthy diet, regular exercise, regular
sleep patterns, avoidance of excess caffeine and alcohol, and avoidance of acute changes in stress levels, being particularly wary of the
let-down effect.
The measures that benefit a given individual should be used
routinely because they provide a simple, cost-effective approach
to migraine management. Patients with migraine do not encounter
more stress than headache-free individuals; over-responsiveness to
changes in stress appears to be the issue. Because the stresses of
everyday living cannot be eliminated, lessening one’s response to
stress by various techniques is helpful for many patients. These may
TABLE 447-3 Simplified Diagnostic Criteria for Migraine
Repeated attacks of headache lasting 4–72 h in patients with a
normal physical examination, no other reasonable cause for the
headache, and:
At Least 2 of the
Following Features:
Unilateral pain
Throbbing pain
Aggravation by movement
Moderate or severe intensity

Plus at Least 1 of the
Following Features:
Nausea/vomiting
Photophobia and phonophobia

Source: Adapted from the International Headache Society Classification (Headache Classification Committee of the International Headache Society, 2013).
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include yoga, transcendental meditation, hypnosis, and conditioning techniques such as biofeedback. For most patients, this approach
is, at best, an adjunct to pharmacotherapy. Nonpharmacologic
measures are unlikely to prevent all migraine attacks. If these measures fail to prevent an attack, pharmacologic approaches are then
needed to abort an attack.
ACUTE ATTACK THERAPIES FOR MIGRAINE
The mainstay of pharmacologic therapy is the judicious use of
one or more of the many medicines that are effective in migraine
(Table 447-4). The selection of the optimal regimen for a given
patient depends on a number of factors, the most important of
which is the severity of the attack. Mild migraine attacks can usually
be managed by oral agents; the average efficacy rate is 50–70%.
Severe migraine attacks may require parenteral therapy. Most drugs
effective in the treatment of migraine are members of one of three
major pharmacologic classes: nonsteroidal anti-inflammatory drugs,
5-HT1B/1D receptor agonists, and dopamine receptor antagonists.
In general, an adequate dose of whichever agent is chosen
should be used as soon as possible after the onset of an attack. If
additional medication is required within 60 min because symptoms
return or have not abated, the initial dose should be increased for
subsequent attacks or a different class of drug tried as first-line
treatment. Migraine therapy must be individualized; a standard
approach for all patients is not possible. A therapeutic regimen may
need to be constantly refined until one is identified that provides
the patient with rapid, complete, and consistent relief with minimal
side effects (Table 447-5).
Nonsteroidal Anti-Inflammatory Drugs (NSAIDs) Both the severity and
duration of a migraine attack can be reduced significantly by NSAIDs
(Table 447-4). Indeed, many undiagnosed migraineurs self-treat
with nonprescription NSAIDs. A general consensus is that NSAIDs
are most effective when taken early in the migraine attack. However,
the effectiveness of these agents in migraine is usually less than
optimal in moderate or severe migraine attacks. The combination of
acetaminophen, aspirin, and caffeine has been approved for use by
the U.S. Food and Drug Administration (FDA) for the treatment of
mild to moderate migraine. The combination of aspirin and metoclopramide has been shown to be comparable to a single dose of
oral sumatriptan. Important side effects of NSAIDs include dyspepsia and gastrointestinal irritation.
5-HT1B/1D RECEPTOR AGONISTS
Oral Stimulation of 5-HT1B/1D receptors can stop an acute migraine
attack. Ergotamine and dihydroergotamine are nonselective receptor
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