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Table 6

Preventative treatments in migraine

Drug
Beta-blockers
Propranolol

Metoprolol

Antiepileptics
Topiramate

Valproate

Tricyclic antidepressants
Amitriptyline

Nortriptyline

Serotonergic modulators
Pizotifen

Methysergide

Angiotensin-based modulators
Lisinopril
Candesartan
Telmisartan
Neutriceutical
Riboflavin
Co-enzyme Q10
Magnesium 
Controlled trials demonstrate no effect
SSRIs e.g. fluoxetine
Gabapentin
Nimodipine
Clonidine
No convincing controlled trial evidence
Verapamil

The patient should be maintained on
the optimum dose for an adequate
period, generally three months, as
there can be a considerable delay
before the emergence of the
beneficial effects of these drugs. If the
headaches are well controlled, a drug
holiday may be undertaken following
a slow taper programme. Many
patients experience continued relief
after discontinuing the medication
while others may only need a reduced
dose.

NICE recommends the use of
topiramate and propranolol as first-
line agents, see table 6, left. Although
gabapentin is mentioned in NICE
guidelines, there is now evidence that
it is ineffective13,14 and so it should not
be used. Other oral preventative
treatments with limited evidence for
benefit are outlined in table 6, left.

Botulinum toxin type A has been
recommended by NICE for the
treatment of chronic migraine.15

Guidelines clearly state that to be
eligible, patients must have chronic
migraine, have had adequate trials of
three preventatives and not be
overusing medication for acute
attacks. Local provision of this service
is becoming increasingly available.

Acupuncture is also recommended
by NICE if oral treatments fail.4 This
should be performed by a registered
practitioner and patients should
receive ten sessions over five to eight
weeks.

Management of medication overuse
It is important to ensure that a trial of
a preventative agent is undertaken
while the patient is not overusing
abortive medications. Clinical
experience has shown that some
patients may fail a preventative while
overusing abortive medication but
later find it effective when the
overused drug is withdrawn.  

‘Opiate-based
agents and
ergotamines are
particularly
liable to induce
medication
overuse
headaches’

Dose

40-120 mg twice daily

100-200 mg daily

25-200 mg daily

400-600 mg twice daily

10-75 mg nocte

10-75 mg nocte

0.5-3 mg daily

1-6 mg daily

10-20 mg daily
8-32 mg daily
20-80 mg daily

400 mg daily
30-600 mg daily
600 mg daily

Selected side effects

Reduced energy
Tiredness
Postural symptoms
Erectile dysfunction
Contraindicated in asthma

Parasthesiae
Cognitive dysfunction
Weight loss
Glaucoma
Renal stones
Drowsiness
Weight gain
Tremor
Hair loss
Fetal abnormalities
Haematological and liver
abnormalities

Drowsiness
Dry mouth
Some patients are very sensitive
and may only need a total dose 
of 10 mg, although generally 
1-1.5 mg/kg is needed for a response

Drowsiness
Weight gain
Drowsiness
Leg cramps
Hair loss
Retroperitoneal fibrosis (a one
month drug holiday is required
every 6 months)
Only prescribed under supervision
of headache specialist

Persistent dry cough

Diarrhoea

patients. For the patient with migraine
and epilepsy the use of topiramate
and sodium valproate can be
considered. Beta-blockers should be
used with caution in the depressed
migraineur and are contraindicated in

patients with asthma. 
All oral preventative drugs should

be started at a low dose and increased
slowly until therapeutic effects
develop, side effects intervene or the
ceiling dose of the agent is reached.


