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Non-Pharmacologic Therapy for Migraine Prevention
Regular sleep

Exercise

Moderate caffeine intake

Hydration

Avoid overuse of abortive therapy and analgesics (> 5 doses/week)

Most common dietary triggers: cheese, chocolate, citrus fruits

Abortive Therapy— Used along with sleep and being in a dark & quiet environment when possible
NONE OF THESE MEDICATIONS ARE LABELED FOR USE IN PEDIATRIC MIGRAINE  
	Medication
	Dose
	Time to Max Concentration

	Ibuprofen


	10 mg/kg/dose
	1-2 hours

	Acetaminophen


	10-15 mg/kg/dose
	0.5 – 1 hour

	Sumatriptan (Imitrex)* {OHCA Tier 1}

Nasal spray studied as young as 6 years of age, oral 12 years of age
	Nasal spray:  5-20 mg, may be repeated in 2 hours

Oral: 25-100 mg, may repeat in 2 hours

SubQ*: 6 mg, may repeat in 1 hour
	1-2.5 hours

2.5 hours

12-15 minutes

	Zolmitriptan (Zomig)

Studied as young as 12 years of age
	Oral: 1.25-5 mg, may repeat in 2 hours (available as tab and ODT)

Nasal: 5 mg
	1.5 hours

3 hours

	Almotriptan (Axert)

Studied as young as 12 years of age
	Oral: 6.25-12.5 mg, may repeat in 2 hours
	1.4-3.8 hours

	Rizatriptan (Maxalt)

One study as young as 6 years of age
	Oral: 5-10 mg, limit dose to 5 mg if patient on propranolol. May repeat in 2 hours (available as tab and ODT)
	1-1.5 hours

	Naratriptan (Amerge)  {OHCA Tier 2}

One study as young as 12 years of age
	Oral:  1-2.5 mg.  May repeat after 4 hours
	2-3 hours

	Eletriptan (Relpax)

One study as young as 12 years of age
	Oral: 20-40 mg, may repeat in 2 hours
	1.4-2.8 hours

	Prochlorperazine

Studied as young as 8 years of age
	IV:  0.15 mg/kg
	


*Injection has a higher incidence of adverse effects
***NARCOTICS ARE NOT RECOMMENDED***
Triptans

· Serotonin (5-HT1) receptor agonists

· Cause vasoconstriction and decrease inflammation 

· Start with the lowest dose and increase if needed for future headaches.  Do not repeat dose more than once in a day.
· If one agent doesn’t work, another might be more helpful

· Efficacy increases as the patient ages

· Contraindications:  Underlying cardiovascular disease (controlled hypertension is ok), cerebrovascular disease, hemiplegic or bibasilar migraine, severe hepatic impairment

· Adverse effects: dizziness, somnolence, nausea, elevated blood pressure, chest discomfort, neck or jaw tightness, coronary vasospasm, arrhythmia

· Potential for serotonin syndrome when combined with antidepressants
Preventative Therapy

· Consider if > 3 headaches per month or if headaches are debilitating
· May take 8-12 weeks to see full benefit
· Consider attempting to wean after 3-6 months of good control.  Wean should occur during the summer when out of school.
Preventive Therapy Options (in no particular order)
	Medication
	Dose (start at the low end, one dose per day)
	Mechanism & Monitoring

	Cyproheptadine (Periactin)
Studied as young as 3 years of age
	0.25-1.5 mg/kg/day; 

2-4 mg 2-3 times daily
	Antihistamine and serotonin antagonist, some calcium channel blocker effects
Monitor:  Sedation

	Propranolol (Inderal)
Studied as young as 3 years of age
	1-4 mg/kg/day in 2-3 doses;

5-40 mg/dose
	Modulates adrenergic & serotonergic neurotransmitters
Monitor:  heart rate, blood pressure

Alternatives:  atenolol, metoprolol

	Amitriptyline (Elavil)
Studied as young as 3 years of age
	0.1-2 mg/kg/day in 1-2 doses
	Prevents 5-HT reuptake

Monitor:  EKG once at therapeutic dose

Alternatives:  nortriptyline

	Valproic Acid (Depakote)
Studied as young as 7 years of age
	15-45 mg/kg/day in 2 doses; 250 mg BID
	Inhibit brainstem serotonergic neurons

Monitor:  CBC, LFT, menstruation history in women, avoid pregnancy

	Topiramate (Topamax)
Studied as young as 9 years of age
	0.5-2 mg/kg/day in 2 doses; 12.5-225 mg/day
	Multiple potential mechanisms
Monitor:  BMP, Cognition, paresthesias, ophthalmology (glaucoma)

	Verapamil (Calan)

	4-10 mg/kg/day in 3 doses
	Prevents 5-HT release

Monitor:  blood pressure

	Levetiracetam (Keppra)
Small study as young as 6 years of age
	250-500 mg/day in 2 doses
	


Alternative Therapies

Feverfew, butterbur, magnesium, riboflavin, CoEnzyme Q10
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Summary of Recommendations

These are general recommendations.  Individual patient characteristics should be considered and may warrant deviation from these recommendations.

Children under 12 years of age

Abortive therapy

· Give within 30 minutes of start of headache
· First line:  Ibuprofen, acetaminophen as alternative 
· Second line:  Sumatriptan nasal spray starting with 5 mg & increasing with future episodes if needed up to 20 mg
· Next line:  Rizatriptan 5 mg tablet (ODT if vomiting is typical).  If SoonerCare, will need prior authorization as of February 2010.
Preventative therapy

· Non-pharmacologic therapy
· Trial of 8-12 weeks is necessary
· Start as once daily dose in the evening and titrate up weekly as tolerated
· First line:  Cyproheptadine 
· Second line:  Propranolol if no concomitant asthma.  
· Third line:  Topiramate.  As more data is available on efficacy, levetiracetam may be a well tolerated alternative.  Valproic acid would also be an alternative to topiramate.
Children ≥ 12 years of age

Abortive therapy

·  Give within 30 minutes of start of headache
· First line:  Ibuprofen, acetaminophen as alternative 
· Second line:  Triptan
· If SoonerCare patient, then sumatriptan tablet or nasal spray.  If no associated nausea or vomiting, patients typically prefer oral.  If nausea or vomiting, will need to use nasal spray.  If this fails, next option is naratriptan (not available as an ODT)
· If not SoonerCare, options are more open.  Choose dosage form based on presence or absence of nausea/vomiting.  Use nasal spray or ODT if associated nausea/vomiting.  Sumatriptan is likely to be most cost effective because is available as generic.
Preventative Therapy

· Non-pharmacologic therapy
· Trial of 8-12 weeks is necessary
· First line:  Propranolol or topiramate.  As more data is available on efficacy, levetiracetam may be a well tolerated alternative.  Valproic acid would also be an alternative to topiramate but would be less desirable in pubertal girls.
Concomitant Disease States & Preventative Therapy

Depression:  Tri-cyclic antidepressant or SSRI (avoid beta blocker)

Bipolar Disorder:  Valproic acid or Topiramate

Hypertension:  Beta blocker (preferred), calcium channel blocker

Obesity:  Topiramate

Seizure Disorder:  Levetiracetam, topiramate, valproic acid, zonisamide (adult data only)

Neuropathic pain:  TCA, Gabapentin (very little data on efficacy)
Case 1

You are evaluating an 7 year old male for headache.  He had a headache yesterday that lasted about 4 hours.  He describes the pain as being in the back of his head and that he had to leave school due to the pain.  He does not describe any preceding symptoms.  His parents state that this happens every 4-6 weeks.  Sometimes he has to come home from school but other times it has not been necessary.  They have tried acetaminophen 7.5 mg/kg and do not feel that it helps.  He has no other medical conditions or medications.
You have asked pertinent questions and are confident in the diagnosis of migraine.
What non-pharmacologic treatment recommendations would you make?

What would you recommend as abortive therapy for his migraines?  

What would be your next option if that was not effective?

Would you recommend prophylactic therapy?

How would your treatment plan change if he had a migraine every week?

Case 2

A 16 year old female presents to the clinic for evaluation of headaches.  She reports symptoms consistent with migraines that occur 4-6 times per month.  Her migraines are preceded by feeling dizzy and nauseated.  She often vomits during the headaches.  Her headache typically lasts 6-8 hours and she typically stays in bed during that time.  She has been using ibuprofen 600 mg which provides some benefit, but does not stop the headache.  She also uses acetaminophen 5-6 times per week for more mild headaches.
What non-pharmacologic treatment recommendations would you make?

What would you recommend as abortive therapy for her migraines?  

What would be your next option if that was not effective?

Would you recommend preventative therapy?


If so, what would you recommend?


What would be your recommendation if she also had depression?


What would be your recommendation if she also had hypertension?


What would be your recommendation if she were obese?


How long would you treat with preventative therapy?

Case 3

A 12 year old male presents with migraines that occur 3-4 times per month and that last about 2 hours.  Ibuprofen helps with the pain, but the family is asking if there is anything he can do to prevent the headaches.  After discussing the treatment options, they ask if there are any vitamin or herbal therapies they can try.

What nutritional/herbal products have been used for migraine prevention?

What would be your response to this family?

Case 4

A 17 year old female presents to the emergency department with a migraine that has been present for 3 days.  She used zolmitriptan 5 mg twice on the first day of the headache then used 2 more doses yesterday.  She felt the zolmitriptan helped on the first day but did not provide any relief yesterday.
What are your treatment options for this patient?
