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(except in women who have migraine
with aura and are on oestrogenic oral
contraceptives, which can lead to an
increased risk for stroke) but can make
life a misery
• Can be effectively managed with time

General lifestyle measures 
The aim is to help the patient identify
precipitating or exacerbating factors
and to encourage modification of their
lifestyle where appropriate, see 
table 2, p20.  It is important to explain
that the tendency to suffer an attack
probably varies because of some
poorly understood cyclical changes in
the brain. This is why avoiding triggers
on some days will prevent attacks
while the same triggers on other days
produce no headache. 

Rather than making a long list of
things to avoid, patients should be
encouraged to have regular habits.
Regular sleep, exercise, meals, work
habits and relaxation will be rewarded
by a reduction in headache frequency.
There is no evidence from controlled
trials that specific diets ameliorate
migraine.

Treatments for acute attacks
Treatment for acute attacks can be
divided into disease non-specific and
disease-specific treatments, see 
table 4, above.  There are three
options, namely stepped-up care,
stepped-down care and stratified care. 

In stepped-up care the patient is
started on the simplest treatment and
increasingly efficacious medications
are prescribed until a satisfactory
response is obtained. 

It is usually suggested that failure to
respond to an abortive treatment on
three occasions should be the minimum
criterion for progressing to a more
efficacious agent. Unfortunately, it can
take a long time to identify an effective
treatment and in the meantime
patients often lose confidence in the
treating clinician. 

Stepped-down care involves
starting with the most effective
treatment or combination of

have these features should be referred
for further investigations.4

Migraine is frequently misdiagnosed
as tension-type headache. The essential
point is that migraine is a symptom
complex that manifests as discrete
episodes of headache with associated
features. This usefully distinguishes
migraine from tension-type headache,
which is characterised by the lack of
associated features. 

A safe general rule is that if you are
trying to decide between migraine
and tension-type headache and the
patient has any suggestion of the
associated features then little is lost by
diagnosing migraine and treating
accordingly.

MANAGEMENT
The NICE headache guidelines outline
the management of migraine and
medication overuse headache.4

The management of migraine includes
educating the patient about the
disorder, offering advice on general
measures, initiating effective abortive
treatment and, when necessary,
preventative treatment.

Patient education
An essential step in the management
of migraine is to explain to the patient
that migraine:
• Is an inherited tendency to
headache and cannot be cured
• Can be modified and controlled by
lifestyle adjustment and the use of
medications
• Is neither life threatening nor
associated with serious illness 

Table 4

Abortive treatments in migraine

Non-specific treatments

Specific treatments

Prokinetics

Table 3

Red flag features for headache 
• Progressive worsening of headache 
• New onset neurological deficit or symptoms
• Personality change
• Head injury in past  3 months
• Headaches triggered by exercise
• Systemic symptoms (fever, weight loss, rash etc)
• History of malignancy 
• New onset cognitive dysfunction
• Decreased level of consciousness
• Thunderclap headache (sudden intense onset of pain
reaching maximum within 5 minutes)

• Headaches triggered by valsalva
manoeuvres (sneezing, coughing,
straining) 
• Orthostatic headaches (postural change
in headache)
• Immunocompromised patient (HIV,
immunosuppressant drugs)
• Symptoms of giant cell arteritis (fever,
jaw claudication, polymyalgia, weight loss,
absence of temporal pulsation, visual
disturbance)
• Symptoms or signs of acute narrow
angle glaucoma

Paracetamol 1 g
NSAIDs:
• Aspirin 900 mg
• Ibuprofen 400-800 mg
• Naproxen 500-1,000 mg
• Tolfenamic acid 200 mg
• Diclofenac 50-75 mg
Triptans:
• Sumatriptan 50-100 mg orally; 20 mg nasal spray
or 6 mg subcutaneous injection
• Rizatriptan 10 mg tablet or MLT wafer
• Zolmitriptan 2.5-5 mg
• Almotriptan 12.5 mg
• Eletriptan 40-80 mg
• Frovatriptan 2.5 mg 
• Naratriptan 2.5 mg
The efficacy of the above agents is enhanced by
concurrent use of prokinetics 
• Domperidone 10 mg
• Metoclopramide 10 mg

‘Headache
diaries are 
often useful in
clarifying the
clinical picture’ 


