
O
ver the past two months in
this column, we have been
looking at the case of a 28-
year-old fully employed male
without any significant past

medical history begins to complain of
temporal headaches. He is referred to
you and describes aching and throbbing
over either of his temples and jaws. He
says his scalp and jaw are sensitive to
touch during a headache. The episodes
occur two to three times weekly, interfere
with his ability to function and at times
are accompanied by mild nausea, phono-
phobia, and photophobia. 

In December we established the con-
dition as migraine headache without
aura after an interview and examination,

and gave our opinion after consid-
ering a differential

diagnosis from a
dentist’s decision

that he had
t e m p o r o -

mandibu-
l a r
j o i n t
d i s -

ease.

Last month we reviewed the many
migraine treatments available for him
and which were the most likely to be
effective (to review these previous
columns, go to practicalneurology.com/
PN_archive.htm). This month, we will
put together what we know about the
wide array of possible treatments and the
individual situation and discuss a treat-
ment plan with the patient.

Pre-empting Episodes
The patient’s headache frequency and
related functional incapacity should lead
one to recommend prophylactic therapy
in this case. Keep in mind that prophy-
lactic therapy is considered successful
when it reduces headache frequency by
50 percent and if it also reduces
headache severity. This may not be the
solution the patient was hoping for, but
it will still be a marked improvement.
Regardless of the agent chosen, the
patient needs to be informed of realistic
treatment goals and expectations so that
he and any other individuals such as fam-
ily members have a reasonable sense of
what to expect. 

Discussions regarding expected dura-
tion of therapy, potential for adverse
effects, need for monitoring, and time to
onset of effect must all be discussed with

the patient. The actual choice of the
prophylactic agent used is, of course,

based upon established efficacy, side
effects and cost. Therefore, the treat-
ment needs to be individualized. 

It is most often preferable to consid-
er an-FDA approved treatment for a

patient if possible. Certainly, many “off-
label” uses of medications have impor-

tant places in the treatment arsenal as
well, but the very fact that a particular
medicine is FDA approved for a specific
indication, in this case, prevention of
migraine without aura, implies that there
is clear evidence that the drug has at least
met the minimal standards of efficacy
and safety as established by the authority
of the land. FDA approval does not guar-
antee success or tolerability for your
patient, however. Hence, not infrequent-
ly, we do in fact have to consider “off-
label” alternatives as a backup. 

For this patient, when choosing an
option from the FDA-approved treat-
ments for migraine prophylaxis, I would
use either timolol or topiramate first and
valproic acid or propranolol if these
failed. This decision is based mostly on
the side effects that he could develop on
a course of valproic acid or propranolol
including alopecia, tremor and weight
gain for valproic acid and sluggishness
and impotence for propranolol. 

Other beta-blockers such as metopro-
lol, atenolol and nadolol have been used
successfully for migraine prophylaxis,
although they are not FDA approved for
this indication. However, the side effect
profile appears to be superior to other
options for many of those agents.

Caveats and Prescriptions
The patient needs to know that it will
likely take a month or more for the effect
of a particular dose of a prophylactic
agent to be effective. What do you advise
or prescribe for symptomatic therapy
during this time and should the patient
continue to have intermittent headaches
even with successful prophylaxis?
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Advertising IndexIt is certainly reasonable to consider
non-medical therapies to provide some
relief during this time. These include
using a cold compress to the area of pain,
resting with pillows comfortably sup-
porting the head or neck, resting in a
room with little or no sensory stimula-
tion (light, sound, odors), withdrawing
from stressful surroundings, sleeping,
and drinking a moderate amount of caf-
feine. Aerobic exercise, regular sleep pat-
terns and proper nutrition are also
important components of an effective
treatment program.

A wide range of symptomatic thera-
pies is available including both over the
counter and prescription medications.
Using over-the-counter medications such
as NSAIDs, acetaminophen or combina-
tion products that may combine caffeine
with acetaminophen or other drugs have
been advocated by many. However, I
must stress that one must be as certain as
possible that your patient is not using
these or any symptomatic/abortive thera-
py more than three times each week to
avoid analgesic rebound headache syn-
dromes. If a patient is actually helped by
an over-the-counter agent and if the
patient truly is controlling his/her use of
these, then they are fine to use in con-
junction with a prophylactic agent. But
these are two big “ifs.” 

From a prescription medicine view-
point, the availability of the triptans has
dramatically altered the way in which
migraine headaches are treated at pres-
ent. There are currently seven available
triptans in the United States including
sumitriptan, zolmitriptan, rizatriptan,
almotriptan, naratriptan, frovatriptan
and eletriptan. Each may be an effective
abortive agent for any given patient and
each of these agents differ with respect to
the preparations available (oral,
injectable, nasal spray, melt-away tablet),
the serum half-life and the duration of
action. Rebound headache is also a con-
cern with prolonged consistent triptan
use and three doses or less per week are

recommended. 
Other symptomatic prescription ther-

apies include NSAIDs, combination
products such as isometheptene/
dichoralphenazone/acetaminophen, and
many others. Opiates are generally
reserved for only occasional use and only
when other treatments have failed or are
contraindicated and the severity of the
pain suggests these would be appropriate.
Please take note that I am not suggesting
the use of butalbital-containing prod-
ucts, because although occasionally these
are used without incident their pro-
longed use is commonly associated with
the development of chronic daily
headache. 

In the Pipeline
Many other therapies are being explored,
including the use of botulinum toxin,
riboflavin, butterbur, the use of ACE
inhibitors and so on. One thing is clear:
many treatment options exist. We do not
suffer form a shortage of options and can
make another choice if a trial proves inef-
fective. 

Most patients with episodic migraine
headache without aura can be effectively
treated. We must be careful to monitor
the overuse of simpler analgesics, which
could increase the risk of the transforma-
tion of an episodic headache disorder to
a chronic daily headache disorder.
Effectively counseling this patient
regarding the dos and don’ts of pharma-
cotherapy, insisting on headache diary
keeping and frequent regular follow up
until the regimen is effective and stable
could go a long way towards ensuring an
appropriate regimen and reducing the
chances of headache type transforma-
tion. PN
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