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B
otox recently made another newsworthy breakthrough: it was recognized as a part of
the English language. The forthcoming edition of the Webster’s New World College
Dictionary will have an entry for the brand name, defining it as a “trademark for a type
of purified botulin neurotoxin used in medicine as a muscle relaxant and often inject-
ed into facial muscles for cosmetic purposes, as to smooth wrinkles.” Like some of the

other new additions, such as “Cipro,” “LASIK” and “Xanax,” this shows how medical terminolo-
gy is becoming a part of mainstream conversations.

The dictionary definition for Botox is a simple and accurate one that stays within the guidelines
of the treatment’s current FDA-approved applications. It is certainly sufficient for the general pop-
ulation, most of whom still associate it with upscale skin treatments for cosmetic enhancement. But
don’t be surprised if a few years from now Webster’s modifies its listing to include a mention of
headache under Botox’s uses.

For those in medicine who think of it more as botulinum toxin type A, the name is increasing-
ly becoming associated with pain management. There is a growing mountain of literature support-
ing Botox’s use for headache prevention, showing it is well tolerated and generally effective. This
could make it a valuable part of a general neurologist’s armamentarium, and possibly one that may
attract interest to the field.

Although neurologists are often seen as the brain-and-pain experts, a number of other medical
specialties have begun to take an interest in headache. By and large they are ethical professions who
think primum non nocere as they handle the vials of poison, but the lack of set credentials in neu-
romuscular activity could lead to problems later. Any physician can order a vial from Allergan for
any indication, provided the patient signs off on the informed consent. The company is under no
obligation to be certain the order goes to a qualified practitioner, and even if it were there are no
formal standards of what makes one qualified. 

A Hollywood socialite hoped this would bolster her case when she sued a prominent dermatol-
ogist and Allergan last year. Her attorneys attempted to show that very specific training was need-
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ed to administer the procedure for migraine, even though the
defendent is a recognized pioneer in Botox injection for its der-
matologic applications. A jury ruled in the physician’s favor;
since the patient dropped her appeal of the verdict in August,
this case is over from a legal perspective.

The case may be closed, but it offers a cautionary tale about
who should be administering Botox for headache and what
sort of training they need. It is unlikely that there will be any
formal administration guidelines until well after the indication
is FDA approved (possibly some time in 2007), but patients
will still need and want treatment in the meantime. And as
migraine becomes less of an underdiagnosed condition while
Botox becomes more popular, more
patients will be asking about it.
Today’s neurology residents are learn-
ing the injection techniques to prepare
them to treat the next generation of
patients, as are students of other med-
ical disciplines. 

It’s already common enough to
earn a spot in the dictionary and will
soon become a standard of treatment
for many disciplines. Which raises the
question: Will you be the last physi-
cian on your block to offer Botox?
With 24 million migraneurs in the
US—the majority of whom conve-
niently overlap the demographics typ-
ically found in dermatology practice—
the opportunity is too big to ignore.
Rest assured that other physicians
won’t. Should you?

Coming Down the Pipeline
For most of Botox’s uses, there is little
question which specialty is the most
qualified to administer the treatment. Neurologists have the
greatest understanding of movement disorders and are in no
danger of losing this turf in this area. Dermatologists and some
ophthalmologists devote time to studying the skin around the
eyes, so they have the best idea of how to make crow’s feet van-
ish. Physiatrists are often the ones who administer Botox for
spasticity, which complements their rehabilitative procedures.
The specialties are still staking out their claims for hyperhidro-
sis—Botox’s most recent FDA-approved indication—with der-
matologists, neurologists, internists and surgeons all consider-
ing getting involved; dermatologists look to be the odds-on
favorite.

Headache management has been spread out among many
professionals for some time. A patient’s first stop will likely be

the primary care provider, who may find the new option of
offering Botox injection to be a rare but welcome opportunity
to promote a private-pay procedure in a field battered by third-
party reimbursement cutbacks. The patient often sees a
headache specialist only after the front-line treatments have
failed. Exactly what that pain specialist’s primary medical dis-
cipline is varies widely, as The professional pain management
societies such as the American Headache Society now have a
number of internists, anesthesiologists and dentists among
their members.

The existing data for Botox seem to support that it is well
tolerated for migraine prophylaxis, with adverse effects being

transient or mild. Whether or not it is
more effective than placebo may
depend on the dosage and the condi-
tion treated. In one of the most recent
large-scale studies, reported in Mayo
Clin Proc 2005;80(9):1126-1137,
American Headache Society President
Stephen D. Silberstein, MD compared
the results of a randomized, double-
blind trial involving 702 patients with
chronic daily headache who were given
225, 150 or 75 units or placebo fol-
lowed by additional masked treat-
ments at days 90 and 180 and found
all groups responded to treatment.
Interestingly, the placebo effect was
much stronger than anticipated, prov-
ing more potent than 75 units of
Botox.  

Hopefully, more answers will be
revealed in the next stage of research.
David W. Dodick, MD of the Mayo
Clinic in Arizona will be launching
one of the first phase III trials later this

year. He anticipates this study, which will involve roughly 700
patients, will be completed by the first quarter of 2007.
Hopefully this information will answer some of the bigger
questions about the treatment, and set the stage for FDA
approval.

Expertise More Important Than Specialty
Although many of the foremost names in the nascent field of
Botox for headache are neurologists, they have few reservations
about sharing their skills with those from other specialties.
Indeed, some take an active role in training their colleagues in
the procedure. “I think virtually any physician who wants to
learn to give Botox can learn to do so,” says Richard B. Lipton,
MD, of Albert Einstein College of Medicine in New York. “I
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think it is best for people who give Botox to do it often so that
their skills improve and are maintained.” 

Which is not to say anyone who wants to start injecting
should order a vial tomorrow. Dr. Lipton says that physicians
should exercise reasonable judgment about what they offer
their patients.  He says those who are interested should look at
taking courses and earning CME credits, noting the AAN and
the AHS both offer a number of training programs and sessions
for physicians interested in adding this procedure to the servic-
es they offer. He also says it is helpful to observe several differ-
ent experts to learn the varying techniques behind the skill. “I
would favor accrediting physicians as injectors just as we
accredit doctors to perform lumbar punctures or EMGs,” he
says. 

Dr. Silberstein has taken an active role in teaching other
practitioners about Botox, including one dentist who has con-
tributed to the research. He says there seems to be a growing
interest in this particular condition. “You don’t have to be a
neurologist to be an expert on headache,” he says.

However, he says the treatment should
not be seen as a simple solution to a com-
plex problem. “It shouldn’t be someone
administering Botox on its own,” he says.
“It should be a part of a comprehensive plan
for headache treatment.” Most other physi-
cans simply haven’t amassed the expertise in
headache diagnosis and treatment that neu-
rologists have. That’s a distinct competitive
advantage. 

During his time treating referral pa-
tients, Dr. Silberstein says he has seen cases
where the treatment was used incorrectly.
Usually the problem comes from a practi-
tioner who is too cautious and injects a
small amount, too little to be effective, into
the wrong spot. He says since most make
conservative errors in their early days, there
is little harm to the patient. “More than
anything else, this is a waste of money and
treatment,” he says. 

Dr. Silberstein says those interested in
injections for this purpose should take a
two-step approach: first learn all about the
condition, then learn about the treatment.
“A procedure should not exist in isolation.
The physician should have the expertise in
the condition,” he says. “Although I use
Botox for the head, I wouldn’t use it for a
condition that’s not in the head.” 

Andrew M. Blumenfeld, MD, Director

of The Headache Center of Southern California and formerly
chief neurologist at Kaiser Permanante in San Diego, also
agrees that Botox should not be administered in isolation. He
says if an internist is willing to learn the techniques behind the
injection and the nuances of the condition they should be able
to inject. This includes maintaining knowledge about the stan-
dard headache treatments, including being sure patients are not
overusing medication, exposing themselves to triggers such as
caffeine or otherwise compromising the treatment by aggravat-
ing the condition. “It’s like when you’re treating hypertension,
you don’t just give the patient a prescription for a new medica-
tion,” Dr. Blumenfeld says. “They need information on diet-
ing, exercise and medication” as a comprehensive approach to
management.

While Dr. Blumenfeld says he has no trouble with general
practitioners treating headache, he says an important part of
their expertise should be becoming comfortable enough to
know when to refer a patient to someone with greater expert-
ise. “There has to be a good understanding of the type of cases
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The Elements of Expertise 
When it comes to using Botox for headache prevention, David
Dodick, MD says there are four important points one must bear
in mind: 

• Where the injections go through the body and where their
effects will appear.

• What kind of treatment strategy is being used, and how Botox
fits into it.

• What kind of patients are appropriate and
which ones would not be good candidates for
an injection.

• Precisely which muscles are being injected,
including the more delicate parts of the anato-

   



when a patient needs to see a specialist,” he says. “I know some
primary care doctors and internists who are very knowledge-
able and can administer this treatment.”

Dr. Dodick says one of the best ways to learn is to spend
some time in one-on-one training. He has shared his knowl-
edge of injection points, needle sizes and dosages with other
physicians in the Mayo system himself. “The use of a toxin for
a specific pain indication does not have to reside with the neu-
rologist,” he says. Which is not to say there should not be a
great deal of training guiding the hand that administers the
injection. “There’s a lot to go over, from selecting patients to
tailoring the strategy for injections,” he says. “Botox is but one
treatment you would use in treating patients.” 

Seeing a Role for
Ophthalmologists 
Wayne T. Cornblath, MD, Professor in
the departments of ophthalmology and
neurology at the University of Michigan
in Ann Arbor, was trained as a neurolo-
gist but describes his current workload
as 90 percent ophthalmology and 10
percent neurology. His duties at the uni-
versity include teaching ophthalmolo-
gists to use Botox, and this past spring
he was a presenter at a seminar on using
Botox to treat headache. He said the
attendance was half ophthalmologists
and half neurologists. 

“Personally, I feel it’s relatively easy to
learn how to do Botox injections that
any neurologists could learn how to do
it,” he says. However, he suggests that
those who do not want to get involved in this area may want
to consider setting up a referral relationship with an expert in
their area. “An ophthalmologist who is interested in Botox has,
in essence, the technical skill to administer an injection,” he
says. “I don’t think neurologists would care too much about a
small number of patients going to ophthalmologists.”

Although ophthalmologists may know how to administer
injections, Dr. Cornblath says few of them are interested in
learning the science behind treating headache. When ophthal-
mologists evaluate patients that present with pain behind the
eye, they’ll look for an ocular problem as the culprit. If none is
not present, they will often refer the patient to the neurologist
for treatment. “Ophthalmologists want to see patients that
generate surgery and are not interested in chronic pain or
migraine,” he says.

Like the other Botox experts, Dr. Cornblath says the toxin
should be used as part of a multifactorial treatment strategy. He

cites one recent example in which he saw a patient who was
only receiving Botox but no other treatment. Overall, he says
the main problem faced by some prospective injectors is the
lack of set guidelines indicating when the option is better than
others. “The problem with Botox is no one knows when to use
it,” he says. “These days, if someone fails seven meds, they use
Botox. When no other option is there, it’s used.”

Old Word, New Meaning
As the questions about using Botox for pain management are
answered by research data and clinical experience, we will even-
tually get a definition of what constitutes “expertise” for this
treatment. If the data from Dr. Dodick’s study are in line with

the existing information, we’re very like-
ly to see an FDA indication within a few
years. Ultimately, the entry for Botox in
the dictionary may even be re-expanded
while the treatment redefines how we
treat pain. The next generation of neu-
rologists are already preparing for this
day by studying injection techniques
during their residencies. 

While that happens, though, we’re
also likely to see more specialists get
involved now in administering the treat-
ment. Some practitioners who are
already injecting it for another process,
such as dermatologists or ophthalmolo-
gists for cosmetic uses, will likely find
out they already know the injection
points and how to measure out an effec-
tive dose and start giving it for headache,
and have access to migraine patients in

their exicting patient base. However, unless they also have the
expertise in headache as a condition they may be doing their
patients a great disservice by resorting to a drastic treatment
instead of a frontline one. 

Even though other specialties are getting involved in
headache management, the role of the neurologist will become
more important. Those who best understand headache will
know when Botox is the preferred treatment and when anoth-
er course would suffice. And as the brand name becomes more
connected with pain management, more patients are going to
associate it with comprehensive expertise. If you haven’t looked
at getting involved with Botox treatment for headache, the
window of opportunity seems to be closing. In perhaps as lit-
tle as two years, FDA approval—and the ensuing consumer
advertising—could galvanize the migraine market. The sooner
you get involved, the stronger your case will be when new
patients come knocking at your door.  PN
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