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treatments and subsequently
reducing the dose or number of
abortive treatments taken to allow
effective treatment of the headache
with the minimum amount and
number of treatments. 

In stratified care, the physician
initiates treatment based on the
likelihood of response.

The NICE guidelines recommend
adopting the stepped-down approach
as this is both highly clinically and cost
effective. NICE suggests a combination
of a triptan, NSAID or paracetamol,
and an anti-emetic taken as soon as
possible after the start of the headache.4

Table 5, above, summarises how
migraine treatments can be further
modified according to the clinical
situation.

It is imperative to inform the patient
that medications for an acute attack, if
taken in excess, have a propensity to
aggravate headache frequency and
induce medication overuse headache.
Opiate-based agents and ergotamines
are particularly liable to induce
medication overuse headaches and
should be avoided whenever possible.

Preventative treatments 
The decision to start a patient on a
preventative agent should depend on
a combination of attack frequency,
duration and severity, as well as
response to abortive therapy and
patient preference. Initiation of
preventative treatment is warranted in
the following circumstances:
• If headaches occur on five or more
days per month prevention should
definitely be considered. If headaches
occur on 3-4 days per month,
preventative treatment may also be
needed 
• Contraindication to, or ineffectiveness
of, abortive treatment
• Escalating or excessive use of
abortive treatments (on more than ten
days per month) 

The options for preventative
treatment are shown in table 6, p23.
The choice of preventative treatment
depends on the individual drug's
efficacy and side-effect profile, the
patient's preferences and the presence
of any comorbid or coexistent
conditions. Some patients want to
minimise their attack frequency and

are willing to accept significant side
effects to achieve this goal while
others would rather try an agent with
minimal side effects, even if it only has
a limited benefit. 

Comorbid and coexistent diseases
have important implications for
treatment. The presence of a second
illness provides therapeutic
opportunities but also imposes certain
therapeutic limitations. When migraine
and depression occur together,
tricyclic antidepressants may be
effective for both conditions but can
lower seizure threshold and so should
be used with caution in epileptic

Table 5

Acute treatments for migraine in special circumstances

Clinical situation
Early nausea or vomiting

Rapidly developing symptoms
Headache recurrence

Poor tolerance of side effects

Menstrually related migraine

Pregnancy

Treatment options
Rizatriptan MLT wafer 10 mg
Sumatriptan nasal spray 20 mg
Zolmitriptan nasal spray 5 mg
Subcutaneous sumatriptan 6 mg
Subcutaneous sumatriptan 6 mg
Frovatriptan 2.5 mg
Naratriptan 2.5 mg 
Almotriptan 12.5 mg 
Eletriptan 40 mg
Ergotamine 1-2 mg
Naratriptan 2.5 mg
Frovatriptan 2.5 mg
Eletriptan 20 mg
Triptans

Paracetamol
NSAIDs such as ibuprofen may be
considered but can still cause problems
especially in the third trimester with risk of
bleeding or premature closure of the
ductus arteriosus.
Sumatriptan has the most available data for
use in pregnancy. No significant associations
with major fetal abnormalities have been
established from the available pregnancy
registers, though the data available is
limited

Comments

Ergotamine should not be used
within 12 hours of a triptan

Efficacy may be slightly less with
these drugs

Mini-prophylaxis with frovatriptan 
2.5 mg bd, zolmitriptan 2.5 mg tds or
naproxen 500 mg bd can be
considered for 5-7 days starting two
days before the period
The majority of women will
experience improvement in their
migraines as their pregnancy
progresses

‘There is no
evidence from
controlled trials
that specific
diets ameliorate
migraine’


