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Urgent, Specialized 
Headache Care for Kids: 
TRUST THE EXPERTS

Although headaches are common in 
children, recurrent or frequent headaches 
that interfere with daily life are a concern 
to both parents and children. 

At Children's National Health System, we 
care for more than 2,000 patients annually
using a comprehensive and holistic 
approach to management, including 
lifestyle modification, behavioral strategies 
and advanced medications to alleviate your 
child's pain.

The Headache Team offers the 
following services to their patients and 
families:For urgent appointments, 

call 202-476-HEAD (4323) 

from 8:30 a.m. to 4:00 p.m. 

Monday through Friday to 

speak with a trusted 

headache expert.

111 Michigan Ave NW
Wa

childrensnational.org

111 Michigan Ave NW
Wa

• Urgent headache appointments –  scheduled 
within five business days

• Interdisciplinary headache evaluations –
patients with chronic debilitating headaches 
have the option of seeing an interdisciplinary 
team of experts

• Headache infusions 
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Dr. Rothrock received his medical degree from the 
University of Virginia and completed his intern-
ship and residency training in Neurology at the 
University of Arizona. 

In 1983 he joined the Neurosciences faculty at 
the University of California, San Diego (UCSD), 
where he established and directed the UCSD 
Stroke Center and, subsequently, the UCSD Head-
ache Center. He and his UCSD colleagues assisted 
in the development of such medications as in-
jectable sumatriptan (Imitrex) for acute migraine 
treatment and divalproex sodium (Depakote) and 
topiramate (Topamax) for migraine prophylaxis.

From 2006 to 2012 he served as professor, vice 
chair and medical director of Neurology at the 
University of Alabama/Birmingham (UAB). At UAB, 
Dr. Rothrock continued his clinical research in the 
area of migraine, assisting in the development of 
onabotulinumtoxinA (BotoxA) as a treatment for 
chronic migraine.

Since July 2015 he has served as professor and 
vice chair for the department of Neurology at 
the George Washington University School of 
Medicine. With his colleagues locally, nationally 
and internationally he is working to develop new 
treatments for migraine and other headache 
disorders.   

Dr. Rothrock has been listed in America’s Top Doc-
tors and Best Doctors in America in each of the 
past 15 years. He has been cited in Men’s Health  
and Women’s Health magazines as one of the 20 
top neurologists in America.
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a note from tHe

The ediTor
Migraineur

Migraineur Wiley Malone and his 
trusty dog, McCoy, paddleboard 
on Lake Tahoe.

Editor in Chief
edoffice@migraineurmagazine.com

…plenty of practical advice relevant to 
the reader’s needs…

Editors’ Profi le

For over 12 years I served as editor-in-chief 
of Headache, the journal of the American 
Headache Society. While there was much to 
enjoy in the experience, it always nagged 
at me that the journal – intended primarily 
for physicians subspecializing in headache- 
reached an audience of only a few thousand. I 
wanted to produce a different kind of journal, 
a “direct to consumer” publication intended 
specially for millions of individuals who must 
cope with migraine. A journal intended to 

educate, entertain and –most of all- empower. Migraineur magazine 
a unique resource for those who seek “to live well despite migraine”.  
Written by medical professionals with extensive backgrounds 
in clinical work, research and education involving migraine, our 
informational content goes well beyond what typically is offered via 
headache websites and other health magazines.  In doing so, however, 
we try to make a particular effort to ensure our articles offer plenty of 
practical advice relevant to the reader’s needs. 

Over the next 18 months we will see a succession of new migraine 
therapies become available for general clinical use.  It is now, during 
this period of revolutionary progress, that it is especially important for 
the individual migraineur to understand this headache disorder and 
to become familiar with the options available for treatment. In our 
Fall 2017 issue we discussed the general principles which are critical 
to preventing migraine.  In this issue, we focus upon the specific 
therapies already available (and soon to become available), examining 
the positive and negative features of each.

Nobody wants to have migraine (your editor included), but if you do 
have the disorder, take advantage of this unprecedented opportunity 
to reduce your headache burden.
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n a 2010 study published in the journal Headache, 
my colleagues and I found that “weather” was com-
monly cited as a migraine trigger.  Does weather -or, 
perhaps more specifically, weather change –indeed trig-
ger migraine?  Spend some time listening to migraine 

patients, and one certainly would think so.  Not a day goes by in 
my clinic based in downtown Washington, DC wherein multiple 
patients whose headache burden recently has increased attri-
bute their worsening to DC’s often capricious weather. “These 
back-and-forth changes in barometric pressure are killing me, 
doc,” they say.  It’s the hot weather, it’s the cold weather, it’s the 
change from one to the other.  Ignoring the stress induced by 
their daily 3 hour commute on traffic-choked highways and the 
intensity of the workplace itself, they place the blame on…the 
weather.

 I lived in San Diego for 12 years, and even there, in a place 
blessed with as close to a perfect climate as one could wish for, 
my migraine patients constantly were invoking the weather as a 
migraine trigger.  In particular, they pinned blame on the “Santa 
Anas”, when for a few days the typical on-shore breeze would 
yield to dry winds blowing in from the desert, bringing with 
them sun-drenched, blue-skied days of warm temperatures, 
low humidity and perfect waves.  While most San Diegans wel-
comed this intermittent climactic phenomenon, the migraine 
patients bemoaned the drop in barometric pressure and the 
severe migraine attacks this drop allegedly could produce.  I 
recall one young man who finally had enough, sold his oceans-
ide condo and fled for the “predictable” weather he recalled 
from his childhood in Minnesota.

 Again, does the weather - and an abrupt barometric pressure 
change in particular - “trigger” migraine? What is the evidence?  

tHe 
Truth about 
Triggers
let’s talK 
aBout tHe 
weatHer

i
Cluster headache is, like migraine, a primary headache disorder, and 
cluster definitely has a seasonal variation, tending to activate in the 
fall and spring.  When migraine patients report that their headache 
disorder is much worse in the winter… or spring… or summer… or 
fall, how can we tell if it is the seasonal weather that causes the 
headaches, or something else about the season that predisposes to 
migraine?

 In attempting to answer these questions I went to a friend and 
colleague, Dr. Alan Rapoport, a professor at UCLA and experienced 
clinical investigator who probably knows as much as anyone on the 
planet regarding migraine and its relation to weather. 

Weather triggers headache attacks in up to half 
of all migraineurs…

 After two decades spent studying the issue, Dr. Rapoport con-
cludes that “weather” does indeed appear to serve as a headache 
trigger for as many as a half or more of migraineurs, but he empha-
sizes that “weather” is so complex and multifactorial that gener-
alizations concerning one particular weather component may be 
inaccurate. “Complicating matters even more,” Rapoport adds, “it may 
take a combination of triggers to generate a migraine attack. Maybe 
you’re a little dehydrated. A Santa Ana wind is blowing. You didn’t 
sleep well last night. You drink a second glass of red wine with din-
ner. What’s the trigger? None of them? All of them?” 

 And perhaps therein lies the answer. There is only so much one 
can do about the weather.  If certain types of weather do seem 
to act as a trigger for you, try to avoid your other triggers at “bad 
weather times”, and be prepared.  Carry your acute migraine treat-
ment medications with you, and treat early and aggressively if an 
acute migraine attack begins to develop.
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wenty-seven years ago, in 1991, 

occurred the first revolutionary 

breakthrough in migraine thera-

peutics: self-injected Imitrex 

(sumatriptan) for acute migraine headache 

of moderate to severe intensity.  For mil-

lions of migraineurs this “designer drug”, 

the first medication ever synthesized spe-

cifically for migraine treatment, has been 

nothing less than magic.  Instead of suf-

fering at home or enduring the harsh neon 

lights of an ER, those individuals have 

been empowered to rescue themselves 

from the misery of an acute migraine 

attack.

… we find ourselves in the 
midst of a second revolution, 
this time involving migraine 
prevention rather than the 
acute treatment of migraine.

 Lagging behind, however, were thera-

pies for migraine prevention. For many 

years all providers had to offer were a 

small number of drugs initially developed 

to treat other medical disorders and often 

thin on evidence supporting their effec-

tiveness for migraine. As many as 4 million 

American migraineurs would benefit from 

prevention therapy, but only a third are 

receiving such therapy. Clearly we need to 

do better. 

 Happily, we find ourselves in the midst 

of a second revolution, this time involving 

migraine prevention rather than the acute 

treatment of migraine.  The first distant 

rumblings came in 1996, with the Federal 

Drug Administration’s (FDA’s) approval of 

Depakote (generic: divalproex sodium) 

for migraine prophylaxis (prevention).  

Topamax (topiramate “immediate release”) 

joined the arsenal of migraine prevention 

therapies in 2004.  Six years later ona-

botulinumtoxinA received FDA approval 

specifically for the treatment of chronic 

migraine, and more recently “extended 

release” formulations of topiramate have 

emerged to join the IR version of that 

drug as approved therapies for migraine 

prevention.

Bursting upon the scene now are the 

CGRP antagonists, let by Amgen’s Aimovig 

(erenumab) which received FDA approval 

in May of this year.  This is a new class of 

“designer drugs” synthesized specifically to 

treat migraine, nearly free of side effects 

and likely to be highly effective for many 

of the millions of American migraineurs 

who require effective migraine prevention 

treatment.

 Many medications are used for the pur-

pose of migraine prevention.  Some have 

little or no scientific evidence to support 

their use, while others have been tested 

rigorously in multiple large-scale clinical 

trials.  Along with assessing the evidence 

that supports their use, it’s far better to 

know a lot about a few of these medica-

tions then a little about many.

t

TheraPieS for 
MigraiNe PreveNTioN: 
from famine to feast
Migraine sufferers are 
experiencing a relief revolution

your Treatment options
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The oldies (but goodies?)

 What will not be discussed here are acu-

puncture, craniosacral therapy, biofeedback 

and the various types of devices, surgeries 

and nerve blocks which have advocated for 

use in migraine prevention. Attempting to 

conduct scientifically rigorous clinical trials 

to study these investigations poses many 

challenges, and all are associated with the 

potential for a high placebo response rate.  

Beta-blockers 
 The beta-blockers initially were 

designed to treat hypertension (high blood 

pressure) and various heart conditions.  

By serendipity they were found to reduce 

headache frequency in some individuals 

with migraine, and on the basis of what 

now would be considered rather sparse 

scientific evidence two of the beta-

blockers, propranolol and timolol, received 

FDA approval for migraine prevention.

 Even in heart-healthy individuals with 

no hypertension the beta blockers tend 

to slow the heart rate and lower blood 

pressure, and these actions may produce 

side effects that limit their usefulness in 

treating migraine.  Patients can experience 

lightheadedness, especially with positional 

change (eg, going from a sitting to 
standing position) or decreased exercise 
tolerance.  Regarding the latter, a healthy 
young woman (or man) who enjoys 
running for exercise may not take kindly 
to a noticeable drop in pace or mileage…
much less an uncharacteristic need to 
pause for breath after merely climbing a 
short flight of stairs.

… far better to know a 
lot about a few of these 
medications than a little 
about many.

Tricyclic “antidepressants” 

 Before the advent of the SSRIs (eg, 

Prozac), bupropion (eg, Wellbutrin) and the 

SNRIs (eg, Effexor), the tricyclic antidepres-

sants were the mainstay for drug treatment 

of depression. With time their use extended 

to treatment of insomnia, various types of 

neurologic pain and headache prevention. 

The most commonly used tricyclic for head-

ache is amitriptyline (trade name Elavil), 

and a number of studies performed over 

the years – some scientifically rigorous, 

some not so rigorous – eventually earned 

the drug a “gold star” rating for migraine 

prevention. Because amitriptyline can cause 

sedation, its molecular cousin, nortriptyline 

(trade name Pamelor), believed to be less 

sedating, has become a popular choice for 

migraine prevention. The evidence sup-

porting nortriptyline for that indication is 

essentially non-existent. 

The tricyclics can be tough to 
take. Even at the low doses 

 The tricyclics can be tough to take. Even 

at the low doses usually prescribed in the 

setting of migraine they can cause daytime 

sedation, paradoxical insomnia, dry mouth 

and weight gain.

Others (gabapentin, verapamil, etc) 

 An inside joke amongst neurologists is 

that gabapentin, developed for epilepsy, is 

good for just about everything neurologic 

except epilepsy.  While this is an overstate-

ment, it’s true that gabapentin is a rather 

weak antiepileptic medication and that 

it may be quite useful for patients with 

disorders such as painful peripheral neu-

ropathy associated with diabetes.  Suffice 

it to say that its track record in migraine 

prevention is less than impressive.  One 

study showed that it may be effective for 

some patients with chronic migraine, but 

the dose required was rather high at a level 

that often is poorly tolerated.

 On the surface, verapamil, a “calcium 

channel blocker” presumed to oppose 

blood vessel constriction and used to 

treat hypertension, would be an attractive 

choice as a therapy for migraine preven-

tion. About the only side effects the drug 

may cause are lightheadedness and con-

stipation.  Although verapamil often is pre-

scribed for migraine prevention, it should 

be considered at best a third line agent 

for that condition.  Verapamil and the other 

calcium channel blockers just don’t seem 

to help very many migraine patients… espe-

cially when subjected to careful analysis in 

the setting of a clinical trial.
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The Sort of New
(word-finding difficulties); these cogni-
tive and language side effects tend to be 
dose-related, but some patients experi-
ence “brain fog” and speech hesitancy even 
at low doses.  The cognitive and language 
side effects appear to occur most com-
monly with the “immediate release” (IR) 
formulation of the drug (eg, Topamax) and 
especially when that drug/formulation is 
taken at a dose higher than what is recom-
mended by the FDA (100 mg total daily).  
Taking the IR formulation once daily (eg, 
at bedtime) leads to a dramatic fluctuation 
in blood levels of topiramate, and there 
is no evidence to suggest that doing so 
will reduce the likelihood or intensity of 
side effects.  For migraine prevention, the 
IR formulation is meant to be taken twice 
daily at a target dose of 50 mg twice daily.

 Preliminary evidence suggests that a 
once daily “extended release” formula-
tion of topiramate (Trokendi XR) is less 
likely to cause impaired thinking and lan-
guage than is the IR formulation and that 
Trokendi XR is possibly more effective in 
suppressing chronic migraine than topira-
mate IR.  Those findings await confirma-
tion via a larger and more scientifically 
rigorous investigation.

 Topiramate possesses a respectable 
evidence base for use in treating chronic 

Divalproex sodium (trade name Depakote) 

 Divalproex sodium initially was devel-

oped to treat epilepsy, a medical disorder 

reflecting brain hypersensitivity. Because 

migraine also results from brain hyper-

sensitivity and divalproex reduces that 

hypersensitivity, it should come as no 

surprise that the drug proved to be effec-

tive for migraine prevention.  https://www.

migraineurmagazine.com/migraineur/

migraine-101-what-is-migraine

 Divalproex sodium was carefully evalu-

ated for prevention of episodic migraine in 

large-scale headache prevention studies 

of unprecedented rigor and received FDA 

approval for migraine prophylaxis in 1996.  

Since then it has been demonstrated to 

have potential effectiveness in a few clini-

cal trials involving patients with chronic 

migraine https://www.migraineurmaga-

zine.com/migraineur/winter/managing-

your-migraine, but the evidence base for 

its use in chronic migraine remains quite 

limited.

 Limiting the popularity and use of 

divalproex sodium has been its side effect 

profile and potential for causing harm to 

a developing fetus in female migraineurs 

who are pregnant and take the drug.  Even 

the once per day/extended release for-

mulation of divalproex sodium may cause 

weight gain and hair loss.  In regards 

to the latter, the hair follicle self itself 

-the cell within the scalp that grows the 

hair - remains healthy, but the hair shaft 

becomes fragile and may snap off.  With 

discontinuation of the drug the patient’s 

hair grows back, and any drug-related 

weight gain reverses.  As for the pregnancy 

issue, divalproex sodium is absolutely con-

traindicated if the patient is pregnant or 

at risk of becoming pregnant.  Taken dur-

ing the first trimester of pregnancy, it may 
cause severe nervous system defects in 

the developing fetus.

 All that said, the extended release for-
mulation of divalproex sodium (trade name 
Depakote ER) can serve as an easily toler-
ated and highly effective medication for 
prevention of episodic migraine in many 
male migraineurs and in female migraineu-
rs when there is no risk of pregnancy.

Topiramate (trade names Topamax, 
Trokendi XR, Qdexy XR)

 As with divalproex sodium, topiramate 

initially was developed for the treatment 

of epilepsy but subsequently found to be 

effective for migraine. 

The drug’s most common side 
effect is tingling…

 The drug’s most common side effect is 

tingling, occurring in about one third of 

patients, involving virtually any part of 

the body. The tingling is typically intermit-

tent, most prominent early in treatment 

and of no clinical significance.  The drug 

may cause a change in taste; in particular, 

carbonated beverages may taste “flat”.  In 

contrast to divalproex sodium, topiramate 

tends to promote weight loss.  

 The drug’s most treatment-limiting side 

effects involve impaired concentration, 

impaired memory and impaired verbal fluency 

Options for Migraine Prevention
Oldies The Sort of New The Brand New Soon to Come?

Beta Blockers
Depakote 

(Divalproex Sodium)
Aimovig (Erenumab) More Mabs & ‘Pants*

Tricyclic Antidepressants
Topamax 

(Topiramate IR)
TMS**

Nerve Blocks Topiramate XR

Others 
(Gabapentin, Verapamil)

OnabotulinumtoxinA 
(Botox)

Devices
Others 

(Memantine, Candesartan)

More Devices 
(eg, Cephaly)

“Migraine Surgery”

*subcutaneously, intravenously and orally administered 
**transcranial magnetic stimulation 
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migraine as well as episodic migraine.  At 
least in regards to the IR formulation,
however, tolerability issues may render it
less clinically effective than serial BotoxA
injection therapy. 

 Because it may cause cleft lip or (less 
often) cleft palate in a developing fetus, 
topiramate is contraindicated in females 
who are pregnant or at significant risk for 
pregnancy.egnant or at significant risk for 
pregnancy.

BotoxA represented a
tremendous step forward…

OnabotulinumtoxinA (BotoxA) 

 BotoxA represented a tremendous 
step forward in the treatment of chronic 
migraine https://www.migraineurmaga-
zine.com/migraineur/winter/managing-
your-migraine .  Until the recent release 
of Aimovig, it was the only therapy with a 
specific FDA indication for the suppression 
of chronic migraine, and it clearly deserved 
that indication.

 About 50% of chronic migraine patients 
receiving serial BotoxA injection therapy 
experience a 50% or greater reduction 
in headache days per month.  The treat-
ment is extremely well tolerated, and in 
the hands of an experienced injector the 
toxin can be administered quickly and 
with minimal discomfort.  For those who 
are responders, the therapy has been a 
godsend.  

 One of the few downsides: to achieve 
maximum effectiveness, the toxin should 
be administered at intervals not exceed-
ing 12 weeks, and, for better or worse, this 
stipulation has the effect of “tethering” the 
patient to the injector.

Others (memantine, candesartan, tizani-
dine, Cephaly device, transcranial magnetic 
stimulation)

 This group of “others” ranges from a med-
ication developed to slow memory loss in 
patients with Alzheimer’s (memantine) to a 
medication developed to treat high blood 
pressure (candesartan).  What they gener-
ally have in common is limited evidence 
of their effectiveness for the prevention of 

episodic migraine and no real evidence to 
support their use in suppressing chronic 
migraine.  Certain of the “others” offer 
little hope of benefit and a high likelihood 
of side effects; tizanidine, for example, 
has little evidence to support its use in 
migraine prevention and is notorious for 
causing daytime sedation.  In short, these 
are therapies one should consider only 
when the better-established therapies 
have failed.

 Perhaps the most promising of the “oth-
ers” is transcranial magnetic stimulation 
(TMS), already FDA-approved for the treat-
ment of acute migraine, for anxiety and for 
depression.  TMS is currently under inves-
tigation for its safety and effectiveness in 
the prevention of migraine.

…the CGRP antagonists were 
developed to ‘fit’ migraine.

The Glutamate Antagonists

 Now arrives on the scene a new class 
of medications for migraine prevention 
unprecedented in their specificity.  Unlike 
drugs like amitriptyline, divalproex sodium 
and topiramate which initially were 
intended to treat other disorders and have 
multiple potential mechanisms of action, 
the CGRP antagonists were developed 
to “fit” one particular spot within the 
migraine circuitry and, put simply, to cause 

Brand Spanking New

a “short” in that circuitry which blocks the 
conduction of head pain signal.  Happily, 
this high specificity is paralleled by excel-
lent tolerability.

 Two links to this article describes the 
glutamate antagonists in more detail, offer 
what is meant to be a balanced assess-
ment of the pros and cons of Aimovig 
(the first of the class to be released for 
general use) and summarize what we cur-
rently know, don’t know and hope to learn

regarding this exciting new addition to 
the arsenal of therapies for migraine pre-
vention https://www.migraineurmagazine.
com/migraineur/great-expectations-mabs 
and https://www.migraineurmagazine.
com/migraineur/glutamate-antagonists 

Summary

 This is an exciting time for migraine 
therapeutics.  Over the next 18 months we 
will witness the emergence of multiple new 
glutamate antagonists intended for both 
prevention of migraine and acute migraine 
treatment.  Along with this, we will learn 
how to better use this new class of medi-
cations and also gain access to other new 
therapies with entirely different mecha-
nisms of action (egs, transcranial magnetic 
stimulation (TMS) and lasmiditan). 

 To all you migraineurs out there: keep 
up with research involving migraine thera-
peutics and the new therapies this research 
produces.  Your answer may be waiting 
for you!
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esults from the COMPEL and 
FORWARD studies recently 
were presented at the annual 
scientific meetings of the 

American Academy of Neurology, the 
European Academy of Neurology and the 
American Headache Society.

 In COMPEL, patients with chronic 
migraine http://www.migraineurmagazine.
com/migraine/winter/managing-your-
migraine participated in a study intended 
to evaluate the long-term effect of ona 
botulinumtoxinA (BotoxA).  The results 
confirmed the treatment’s safety and 
continued effectiveness over a period of 
108 weeks (9 treatment cycles).  

Further analysis of the 
COMPEL results demonstrated 
that BotoxA was equally as 
safe and effective in patients 
overusing acute/symptomatic 
medication…

 Further analysis of the COMPEL results 
demonstrated that BotoxA was equally as 
safe and effective in patients overusing 
acute/symptomatic medication (eg, 
acetaminophen) at the study’s outset as it 
was in patients who were not overusing 
such medication.  Given that overuse 
of acute/symptomatic medication is 
estimated to occur in 50-80% of patients 
with chronic migraine, these results come 

as welcome news.

r

WhaT’S NeW iN 
MigraiNe reSearch?
Good News Concerning Botox

 FORWARD was a unique study 

for several reasons.  First, it was an 

“active comparator” trial, involving 

two therapies widely used for chronic 

migraine, topiramate “immediate release” 

(IR) and BotoxA, rather than the usual 

comparison of a single active therapy 

to placebo. Second, the two therapies 

were investigated for their “usefulness”, 

a blend of efficacy (does the treatment 

reduce chronic migraine… and if so, how 

much?)  and tolerability (efficacy aside, do 

intolerable side effects arise and lead to 

treatment being discontinued?). Finally, 

after 12 weeks of therapy patients initially 

randomized to topiramate IR were given 

the option of “crossing over” to treatment 

with Botox. 

 When investigators evaluated treatment 

outcome, they found that only 12% of the 

patients initially randomized to treatment 

with topiramate IR achieved at least a 

50% reduction in their headache burden 

compared to their pretreatment baseline.  

In the BotoxA group, over three times 

as many patients (40%) achieved that 

endpoint. The primary reason patients 

discontinued topiramate IR was poor 

tolerability; the drop-out rate was 14 

times higher in the topiramate IR group 

than in the BotoxA group.
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our mother’s migraine ceased 
when she reached menopause? 
Don’t count on the same 
happening to you. Data 

presented at the 2018 annual scientific 
meeting of the American Headache Society 
indicate that female migraineurs often 
experience an increase in headache burden 

as they pass through menopause. 

In the core group of 60 
female migraineurs studied, 
25 had no change in their 
headache disorders during 
and through menopause…

 In the core group of 60 female 

migraineurs studied, 25 had no change 

in their headache disorders during 

and through menopause, while 35 

experienced changes in their migraine 

during menopause. Sixty percent of those 

35 women reported an increase in the 

y
Menopause: Far From a Certain “Cure” for Migraine 

intensity of their migraine headache 

attacks or more frequent attacks.

 A slight majority of the women in 

both groups were on estrogen hormone 

replacement therapy, and there were 

no significant differences in migraine 

frequency or intensity among those on 

versus not on estrogen replacement 

therapy. 

 The study’s investigators hypothesized 

that fluctuations in sex hormone levels 

might be the mechanism that generates 

a change in migraine pattern, suggesting 

that a significant dip in estrogen level 

may stimulate migraine change during 

menopause transition,.

 Commenting on the study, Vincent L. 

Martin, MD, professor of medicine and 

director of the Headache and Facial Pain 

Center at the University of Cincinnati, a 

widely acknowledged expert in hormonal 

influences in migraine, agreed that 
changes in hormone levels might well 

Conclusions from FORWARD Study

• For patients being treated for chronic migraine, serial BotoxA injection therapy is  

 far better tolerated than is topiramate IR.  

• In the relatively few chronic migraine patients who can tolerate topiramate IR,

 the drug may be at least as effective as BotoxA in suppressing headache.   

 When the issue of tolerability is factored in, however, BotoxA is far more “useful”  

 than topiramate IR.  Whether more potentially tolerable formulations of

 topiramate (such as the extended release formulations) would be as useful as

 BotoxA remains unknown.

• In FORWARD patients who chose to discontinue topiramate IR and switch

 to BotoxA, BotoxA appeared to be no less effective than it was in patients who

 received BotoxA from the outset.

be the causative factor that leads to a 

menopause-related change in migraine 

pattern.

 “A number of hormonal events occur 

during menopause,” Dr. Martin said. 

“In early menopause, for example, the 

changes in the levels of estrogen are 

much more pronounced than they were 

during the pre-menopausal period. Levels 

of progesterone - considered a “protective’ 

hormone - are decreased. These changes 

may favor clinical worsening of migraine.”

 In the later stages of menopause, Dr. 

Martin added, women have very low levels 

of estrogen, and those low levels may 

aggravate migraine. “Sometimes these 

changes in hormone levels can trigger 

new-onset migraines among women who 

never had them before,” he suggested. “Or 

they could make migraine worse.”

 “The menopausal transition period is a 

time in when some of the worst migraine 

headaches can occur,” he concluded.
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erry Rodriguez’s story:

I was 41 years old with a successful auto body repair 

shop, a wife I loved and two great kids. Why did I drive 

to the Coronado Bridge with a plan to jump? What 

could be so bad that I would leave my wife a widow and my 

children without a father? I was in grips of a cluster head-

ache cycle, and I just couldn’t live with it anymore. The pain 

was unimaginable. The only way I knew to end the head-

aches was to end…me. Thankfully there was heavy traffic on 

the I-5 that day. By the time I reached the exit for the bridge, 

my headache was gone, and rational thought had returned. 

My headaches had started five years before with my first 

cluster cycle. I had 2 to 3 attacks a day at random times 

without any obvious trigger, and one attack always, always 

would wake me up from a sound sleep at 2:00 AM every 

night. Each attack was the same. Without warning, I would 

get excruciating pain around my left eye. Like a knife was 

plunged into my eye and then twisted. My eye turned red 

and watered like a hose. My left nostril became stopped up, 

and my eyelid would droop. This pain was unbearable. I once 

smashed my finger in a car door. This cluster headache pain 

was like that finger-in-the-car-door pain, but it lasted for one 

hour exactly. I paced, I banged my head on the wall. I even 

tried smearing Vick’s VapoRub in my eye hoping that new 

pain would offset the cluster pain. No luck. 

J

cluSTer: 
the suicide
heAdAche 

Brain MRIs were always normal. Eye exams were normal. 

Scans of my sinuses were negative. No one could give me an 

explanation for why this was happening. Some doctors called 

it migraine, others said it was sinusitis.  The only medication 

that ever helped was injectable sumatriptan, and my insurance 

company covered 6 injections a month. With 3 attacks a day, the 

prescription didn’t last long. 

After a couple of months, the attacks became less frequent and 

didn’t hurt as much. Eventually they stopped altogether. Almost 

a year went by with no attacks, and I was so thankful it was 

over. But then in the fall, another cycle began just like the first 

one. This pattern of cycle-on, cycle-off persisted for over 5 years. 

I suffered a lot. And my family suffered with me. 

In the end, all it took was 30 minutes with a specialist whose 

office was less than a mile from my shop. Cluster, he told me. 

You’ve got cluster. That was it. A diagnosis. Treatment, and thank 

God, no more suffering. 

Mr. Rodriguez’s story is illustrative of cluster’s malevolence. 

Many healthcare providers and those afflicted with the dis-

order often refer to cluster as “the King of Headaches”.  Its 

more somber and unfortunately well-deserved nickname is 

“The Suicide Headache”.

 The current ICHD (International Classification of 

Headache Disorders) criteria for diagnosis of cluster head-

ache are listed in the table, and the most specific of these 

criteria involves the duration of an individual cluster attack.  

Other primary headache disorders - notably migraine - may 

be “side-locked” (ie, invariably occur on the same side of the 

head), severe in intensity, centered primarily in or behind 

the eye and even accompanied by eye tearing, a runny 

or stopped-up nostril and eyelid drooping, but cluster is 

notable for its relatively short duration.  By definition, cluster 
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lasts from 15 minutes to 3 hours (and usu-

ally an hour or less), whereas untreated 

migraine typically lasts for hours to days.  

Patients presenting to a headache clinic 

declaring that they have “cluster” and 

reporting that their headache attacks last 

up to days may have migraine with cluster 

features, but they do not have cluster, per 

se.  It’s an important distinction to make; 

while certain therapies may be effective 

for both cluster and migraine, many are 

much more effective for one disorder than 

the other. 

 The demography of cluster also is 

distinct from that of migraine.  As many 

as 12% of Americans (40 million) have 

clinically active migraine; in contrast, the 

one year prevalence of cluster is much 

less than 1%.  While migraine is roughly 

3 times more prevalent in females than 

in the males, cluster is approximately 4 

times more common in males.  Cluster 

tends to begin later in life than migraine, 

and cluster patients report a family his-

tory of cluster less often than migraine 

patients report a family history positive 

for migraine.  Migraine clearly appears to 

be genetic in origin, but whatever genetic 

component cluster may have has not been 

clearly identified.  Cigarette smoking has 

been linked to cluster, but far from all 

cluster patients have been smokers in the 

past or actively smoke.

 Just as migraine often is misdiagnosed 

as cluster, cluster frequently is misidenti-

fied.  Attacks of cluster head pain may 

be attributed to trigeminal neuralgia, a 

dental abnormality, a primary eye disor-

der (e.g., glaucoma), temporomandibular 

joint disease or sinus disease, leading to 

unnecessary (and often invasive) testing, 

prescription of inappropriate medication 

and procedures that range from dental 

extraction to brain surgery.

 As if the the suffering and expense 

associated with receiving an inaccurate 

diagnosis and treatment plan were not 

bad enough, such mismanagement is eas-

ily avoidable.  As with migraine, cluster 

headache is a diagnosis made largely on 

the basis of the patient’s history, and so 

vivid, “technicolor” and specific is the typi-

cal cluster history that misdiagnosis should 

be rare. If you or someone close to you may 

have cluster, seek care from a healthcare 

provider experienced in the diagnosis and 

management of headache.  

 Cluster is most definitely treatable. A 

short course of high-dose oral steroid can 

be highly effective in ending a cluster 

cycle, as can the antihypertensive drug 

verapamil or a particular type of easily 

performed nerve block (suboccipital nerve 

ICHD Diagnostic Criteria for Cluster Headache
At least 5 attacks

Severe or very severe unilateral orbital pain in or around the eye lasting 15-180 min-
utes when untreated

Either or both of the following: 
(at least one of the following that occurs on the same side as the headache)

 • Eye redness and/or tearing  • Nasal congestion and/or runny nose

 • Swelling of the eyelid  • Forehead and facial swelling

 • Nasal congestion and/or runny nose  • Sensation of fullness in the ear

 • Small pupil and/or droopy eyelid -or-  • Sense of restlessness or agitation

block).  Recent research suggests that the 

glutamate antagonists also may prevent 

episodic cluster. Acute attacks of cluster 

tend to be exquisitely sensitive to treat-

ment with injectable sumatriptan, and 

for those patients who fail to respond to 

that drug or in whom it is contraindicated, 

inhalation of high flow oxygen delivered 

via a rebreather mask can terminate the 

agonizing pain.  

 While cluster is uncommon relative to 

migraine, it is far from rare.  Whatever 

its relative frequency, the pain of cluster 

headache is notoriously severe -  to the 

point of being life-threatening -  and clus-

ter patients require and deserve an accu-

rate diagnosis and appropriate treatment.



12 Migraineur Magazine • www.migraineurmagazine.com

MigraiNe ProfileS
Ligia Mendizabal
The Migraineur as Artist

igia was born in 

Quetzaltenango, Guatemala and 

has lived in the United States 

since 1994. She has painted her 

entire life. She holds a degree in graphic 

design and has mastered a variety of art 

forms, including oil, watercolor, acrylic 

and collage. Her watercolors have won 

recognition and formal awards in multiple 

exhibits. She lives in Corpus Christi with 

her physician husband and four children.

The artist in me would be 
paralyzed by the  
“migraine monster”

Ligia’s journey 

 “For as long as I can remember, I’ve had 

the ability to transfer my inspirations into 

graphic form. I was lucky; an appreciation 

of light, color, shadow and perspective came 

naturally to me. 

 Those were the years of my life before 

migraine. Then, as a teenager, I began notic-

ing distortions in the shapes, colors and 

lights of my oil paintings in the moments 

preceding a headache attack. The sensitivity 

to light during a migraine would force me to 

squint and then lose the details of my work. 

I would often continue working during an 

attack of migraine, and the end result would 

sometimes unintentionally tend towards the 

abstract.

 In my twenties, after my first pregnancy, 

my migraines took a turn for the worse. I 

began experiencing more disabling symp-

L
toms during my aura; the visual distortion 

and photophobia were joined by nausea, 

numbness and weakness of my limbs and 

difficulty articulating words.   

I became very sensitive to the chemical 

scents of my oil paints, and the nausea and 

smell sensitivity that odor caused me led me 

to seek out scentless media like watercolor, 

ink and pencil. 

 I also noticed that my sense of the inten-

sity of colors changed during periods of 

migraine. Colors became bolder and more 

vibrant. Little would I know initially that 

those same colors would come to dominate 

my acrylics and watercolors as I passed 

from my thirties to my forties!  At the time, 

however, I experienced a decline in my pro-

ductivity. Migraine-free days were full of 

ideas and potential projects, but the artist 

in me would be paralyzed by the “migraine 

monster” during my headache days. Those 

same ideas would lose coherence and form. 

Lines and shadows were difficult to discern. 

Acute medications helped me fulfill my basic 

commitments as a mother, but even with 

them I found the “aftershock” of a migraine 

attack would give me the sensation of what 

I call “the artist with no hands”: that strange 

sensation of having the ideas inside your 

head but being unable to put them onto the 

paper. I came to see migraine as an agent 

that diluted my ideas, like boiling water that 

dissolves a drop of paint in a glass. 

 Another negative aspect of being a 

migraineur artist occurs when you find your-

self unable to enjoy an exhibition, an art 

show or a fine art museum. Art is my life, and 

migraine was taking over that life.  Migraine 

limited my visual scope as an artist. My eyes 

become disabled to light and color. 

 By my early forties my chronic migraine 

had become severely disabling.  I would find 

myself spending more days in my darkened 

bedroom than in my studio. I no longer 

experienced consistent relief with use of 

medication for acute headaches. My artistic 

productivity declined and was often reduced 

to a mere sketch in a notebook. Frustration. 

Disappointment. Migraine was consuming far 

too much of my life.  

 And then I finally began to experience 

a lessening of my headache frequency and 

severity that has persisted up to now [knocks 

on wood]. Whatever was responsible for my 

improvement, whether it resulted from a 

change in my hormones or in response to 
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my prayers, I am simply thankful. After many 

years of suffering, the artist in me now finds 

joy in light, shadow and color. There is no 

longer a monster who denies me the joy of 

transferring my ideas onto a canvas. And 

yet...although I have persevered through my 

migraine, and although my migraine has not 

defined me as an artist, I cannot deny that 

I continue to find the echoes of migraine in 

my work.”

 For questions regarding Ligia’s art or 

other examples of her work, 

Ms. Mendizabal may be contacted via 

ligmendi@yahoo.com

This is the debut of Migraine Profi les, what we hope will become a regular feature that our readers fi nd appealing.  The feature 
is intended to provide migraineurs with the opportunity to express not just the negative effects that migraine have had on their 
lives, but also the efforts they have made -  and the success they’ve had - in coping with their disorder.  
If you would like to share the story of your migraine, please send your profi le to the magazine’s editorial offi ce at 
edoffi ce@migraineurmagazine.com

NoT your average 
headache docTor
Abouch Krymchantowski

A lean, darkly handsome 

and highly personable man 

notable for his good humor 

and obvious intelligence, 

it’s difficult not to admire and respect Dr. 

Abouch Krymchantowski. On any given 

day, Dr. Krymchantowski can be found car-

ing for headache patients in his clinic in 

Ipanema or piloting a helicopter on a mis-

sion to rescue wounded police officers in 

his native city, Rio de Janeiro. 

A
Headache Doctor, Helicopter Rescue Pilot

…why he chose this 
particular professional path 
and how he balances his 
passions for medicine and 
for action.

 Helicopters aside, Dr. Krymchantowski is 

a highly accomplished neurologist with an 

international reputation for his expertise 

in the subspecialty of headache medicine.  
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During a typically busy day he graciously 

found time to discuss why he chose this 

particular professional path and how he 

balances his passions for medicine and 

for action.

Why neurology? Why headache?

 “When I started my residency training 

at the Naval Hospital in Rio de Janeiro, I 

initially intended to become a neurosur-

geon. Because it seemed to me that too 

many surgeries were involving the spine, 

and because I’d always loved the science 

of the brain, I switched to a residency 

in neurology. As I gained experience as 

a neurologist, I found headache to be a 

neurologic disorder where one could real-

ly help people. Unlike neurodegenerative 

diseases like Alzheimer’s or demyelinat-

ing diseases like multiple sclerosis, for 

example, well-informed treatment liter-

ally could change the life of a migraine 

patient. By the end of my first year of 

neurology training I had begun to focus 

on headache as my subspecialty area of 

interest, and that interest has persisted 

for the past 35 years.”

I’ve always liked action, 
and both police work and 
military life have always 
appealed to me.

Why helicopters?

 “I’ve always liked action, and both 
police work and military life have always 
appealed to me. When I left the Navy, I 
decided to join the Military Police (MP) 
of Rio, the ‘police on the streets’. I went 
through the selection process and train-
ing to become a Lieutenant Physician 
of the MP, but…I also always loved heli-
copters. In 1995, immediately after the 
International Headache Society meeting 
in Toronto, I traveled to Fort Lauderdale 
and completed a helicopter pilot training 
program. 

Since 2011 I’ve flown more 
than 800 hours involving all 
kinds of missions. Included 
have been missions devoted 
to rescuing wounded 
policemen

 At that time, however, the Rio 
Police did not have an aviation unit. I 

consequently devoted much of my time 

with to rescuing policemen wounded in 

action, and I worked to create a group 

formally responsible for performing that 

function. In 2009 I was asked to develop 

an aerial police service. I accepted, but 

only on the condition that I be one of the 

operational pilots. Since 2011 I’ve flown 

more than 800 hours involving all kinds 

of missions. Included have been missions 

devoted to rescuing wounded policemen: 

134 officers in 2017 and more than 50 

so far this year.” To view videos of Dr. 

Krymchantowski in action as a helicopter 

pilot for the Brazilian police, go to: 

https://www.migraineurmagazine.com/

krymchantowski-video 

 For those of us fortunate enough to be 

his friend or patient, this dynamic indi-

vidual has managed to blend his passion 

for action and adventure with an impres-

sively strong sense of social responsibili-

ty. Dr. Krymchantowski is not your average 

headache subspecialist.
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anet, a single 35 year-old teacher 

in Atlanta, Georgia writes:

“I’ve had headaches all of my life, or 

at least as long as I can remember. 

Not a day goes by that I don’t have 

some sort of headache. Not a week goes by 

that I don’t spend a day or more lying in bed 

with a cold rag on my forehead, trying not 

to vomit.

 Headaches are a way of life for me, and 

I’ve learned to live with them.  I’ve been on 

every migraine medication there is, but noth-

ing has worked. The only relief I get is from 

Lortab. I don’t  like the way it makes me 

feel, but at least I can function. My doctor 

will only prescribe 30 Lortab pills a month. 

I’ve tried to explain to him that sometimes I 

have to take 3 or 4 pills in one day, and 30 

is not enough, but he refuses to prescribe 

more. 

 Why won’t he give me more medication? 

I am NOT a drug addict, although he makes 

me feel like one.”

J

doctor 
oN call

the doctor’s  repLy

 Janet has an all too common problem.  

She has chronic migraine, but none of the 

therapies typically prescribed to prevent 

or suppress chronic migraine have been 

effective for her, and nothing has helped 

other than Lortab (a combination of an 

opioid, hydrocodone, and acetaminophen). 

She’s right; as with the great majority of 

patients like her, Janet is not a drug addict. 

Instead, she’s struggling to escape the grip 

of her migraine.

 Despite the advances that have been 

made in migraine therapeutics, the grim 

reality is that, like Janet, many patients with 

chronic migraine either cannot tolerate 

those therapies or simply do not respond.  

When Janet found a medication intended 

for “symptomatic” (acute) migraine treat-

ment that helped temporarily reduce her 

head pain, she understandably wanted more. 

Given more medication, such patients often 

fall into a pattern of symptomatic medica-

tion overuse.  It’s estimated that 50% or 

more of patients with chronic migraine over-

use symptomatic medication.

 Medication overuse headache is popularly 

known as rebound headache.  In using this 

term patients often are mistaking the early 

recurrence of an incompletely treated acute 

migraine headache for the slow and sneaky 

worsening of a headache disorder that may 

occur with chronic symptomatic medication 

overuse.  

 The medications implicated in causing 

medication overuse headache range from 

the “simple” analgesics such as acetamino-

phen to much more potent drugs such as 

the opiates (eg, codeine) and opioids (egs, 

hydrocodone, oxycodone).  Because it is so 

readily available and can be quite effective 

in treating acute migraine headache if taken 

early, Excedrin or its generic equivalent is 

one of the most commonly overused symp-

tomatic medications.

 Current theory is that use of a simple 

analgesic 15 or more days per month for 3 

or more consecutive months will produce 

medication overuse headache and that use 

of an opiate, opioid or butalbital (a short-

acting barbiturate found in compound medi-

cations such as Fioricet, Esgic or their gener-

ic equivalents) will do the same after 10 

or more days of use for 3 or more months.  

Some investigators have warned that even 

less frequent use of symptomatic medication 

may increase the chance of the migraineur 

with episodic migraine eventually devel-

oping chronic migraine. And even worse, 

preliminary research has demonstrated that 

baseline overuse of an opiate, opioid or 

butalbital significantly decreases the chance 

that a patient with chronic migraine will 

respond positively to topiramate or serial 

BotoxA injection therapy.  

 Perhaps for now it’s best for Janet to 

restrict her use of opioids and try as an 

alternative an acute/symptomatic medica-

tion less likely to reduce the effectiveness 

of topiramate or BotoxA. Given that she 

may require a course of prevention therapy 

and that these two therapies and Aimovig 

currently are the leading evidence-based 

treatments for use in suppressing chronic 

migraine, it only makes sense to give her 

the best chance she can have for a positive 

response.

I am NOT a drug addict!
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Migraine Treatment 
of the Month:
Injectable Sumatriptan

Migraine 
Tip of the Month: 
What to Do When 
Nothing Works

MaNagiNg
your
MigraiNe

 Sometimes, despite your best efforts, 
a migraine attack just will not respond 
to the therapies you self-administer.  At 
such times the only alternative to suffer-
ing at home may be a visit to a health-
care facility for help.  Be it a medical 
provider’s office, an urgent care center or 
an emergency room, If the providers at 
that facility are unfamiliar with you and 
your migraine, here are some tips that 
may help smooth the process and lead 
to more rapid and effective treatment:

• Take with you copies of any clinic 
notes which concisely address your 
headache disorder and its management

• Better yet, in advance of the need ask 
your headache provider to give you a 
brief summary that outlines your head-
ache history, diagnosis and therapeutic 
management

• Best of all, ask your headache pro-
vider to give you a suggested treatment 
algorithm for urgent care or ER provid-
ers to consider using as they decide how 
to treat your acute, severe migraine

• Bring with you a list of your current 
medications (especially those you are 
taking for migraine), and tell the provid-
ers what medications you have tried 
thus far for this acute attack

 ER providers often are inundated with 
patients, many of them critically ill.  To 
seek care for acute migraine in an ER 

can be a daunting and unpleasant experi-
ence.  Improve that experience by assist-
ing the ER providers.  They may have no 
idea who you are, whether or not you do 
indeed have migraine or - for that matter - 
how acute migraine best can be treated.  Your 
ability to supply relevant information typically 
will be much appreciated.

2

1

 Related to the “Tip of the Month” 
are reviews published in the medical 
literature which indicate that the most 
effective therapy for acute migraine in 
the setting of the ER may be injectable 
sumatriptan.. . ironically a medication 
for migraine rescue that a patient may 
administer themselves and avoid the 
need to utilize an ER.

 The effectiveness of a medication 
for acute migraine headache is largely 
a function of the speed with which it 
reaches its maximum concentration in 
the blood. Relative to oral or intranasal 
acute migraine medications, injectable 
sumatriptan obtains that maximum con-
centration much faster. Not surprisingly, 
after 3 decades and the emergence 
of various new medications for acute 
migraine treatment, subcutaneously 
(under the skin) injected sumatriptan 
remains the most effective self-adminis-
tered “rescue” therapy.  

 Despite this, injectable sumatriptan 
remains underutilized.  This is a shame.  
Used in the patient population for which 

it is indicated, injectable sumatriptan is 
extremely safe and highly effective.  If 
you need a “rescue” therapy for acute 
migraine, this is an option to be strongly 
considered.

Migraine Myth 
of the Month:3

Myth: Diagnosis of Migraine 
Requires a Brain MRI

Reality: No matter how much your head 
may hurt or how it feels like something 
must be very, very wrong with your 
brain, migraine is rarely associated 
with any structural abnormality detect-
able by brain MRI.  The diagnosis of 
migraine is made largely on the basis 
of the history you provide.  If your his-
tory is consistent with a diagnosis of 
migraine and your neurologic exam is 
normal, the likelihood that a brain MRI 
scan will demonstrate an abnormality 
that will alter diagnosis, management 
or clinical outcome is extremely low.

 There is nothing therapeutic about 
brain MRI.  For the patient with 
migraine and a heavy headache burden, 
much more important than expensive 
and esoteric diagnostic testing is the 
development of an effective treatment 
program.

 In short, rarely will brain MRI - or 
repeated brain MRI - be of benefit to 
the typical migraine patient.  Given its 
lower resolution and the exposure to 
radiation conveyed, this is even more 
true for brain CT.
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IN 1991, WILDLANDS NETWORK 
EMBARKED ON A BOLD MISSION: 

to reconnect, restore, and rewild 
North America so that life in all its 

diversity can thrive. 

Our work has since catalyzed a dramatic 
shift in conservation, with parks and other 

protected areas serving as the building 
blocks for networks of wildlands across the 

continent and around the globe.

These wildlands networks give refuge and 
safe passage to large carnivores and other 
animals that need “room to roam” to find 

food, mates and to flourish, so that they 
can fulfill their ecological roles.

Investments in nature also earn 
significant returns in the form of healthier 

communities, healthier economies and 
healthier people. More and more research 
is showing that outdoor recreation delivers 
real health benefits that in many cases are 

on par with pharmaceutical treatments.

Protecting and connecting wildlands 
requires the cooperation of wildlife 

agencies, elected officials, private 
landowners, outdoor recreationists, 

conservation groups, and all of us who 
care about the future of North America’s 
great natural heritage and the well-being 

of our communities. In sum, Wildlands 
Network helps to protect our planet and 
sustain the diversity of life—including us. 

Wildlands Network is pleased to invite 
Migraineur magazine readers to join our 

Wildlands Stewards giving society. You’ll 
receive a complimentary copy of 

For the Wild, a beautiful and inspirational 
compilation of essays and photographs 
that highlight the impassioned union of 
science and activism and the dedicated 

community of people working to heal 
broken landscapes and rewild our hearts. 

Visit www.wildlandsnetwork.org/donate or 
contact Tracey@wildlandsnetwork.org to 

learn more about Wildlands Stewards or for 
more information on Wildlands Network’s 

bold vision of a reconnected, restored and 
rewilded North America. 
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2150 Pennsylvania Avenue, NW  7th Floor
Washington, DC 20037
202-741-2700
www.gwdocs.com/neurology/headache-center

GW-MFA Headache Center

Your special 

moments

should never 

be ruined 

by a migraine.

We have

your back,

no matter where 

the trail leads you.


