
Migraine Management Guideline for Primary Care 

 
This guideline is to be used to assist in clinical efficiency, but is not a substitute for clinical judgement.          Christy Jackson, M.D, Patrick Lyden, M.D. 
          10/01 
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Low Treatment Needs 
1-2 headaches a month, mild to moderate 

pain 

Medium Treatment Needs 
Headaches <10-15 days/month, 

Moderate to severe pain 

High Treatment Needs 
Mild or moderate headaches > 15/month, chronic 
daily headache, or severe disabling headaches 

>several times monthly 

CHRONIC - Determine treatment needs: History 1, UCSD Headache Questionnaire (attached), & Headache Diary 

Education re: non-pharmacologic care 
(CASH)2 

Counseling re: potential triggers and a 
headache diary to help isolate triggers 

Abortive Medications: 
ASA 650 mg or Naproxyn sodium 550 mg 
(or equivalent) to be taken at onset of 
earliest symptoms of headaches 
 
Alternatives include: 
Ultram 50-100 mg or Midrin 2 tablets at 
onset of headache, may repeat with one 
every hour to maximum of 5 per attack or 
10 per week. 
Combination analgesics such as Fiorinal, 
Fioricet or Excedrin if taken no more than 
2 days weekly. 
Severe to moderate pain Indomethicin 25-
75 mg q 8 hrs or any of the Triptans or 
Migranol nasal spray 
  

 
Plateau*? 

Refer to Neurology 
Clinic 

1  The key to diagnosing migraine lies in the HISTORY.  Important questions include: 
Age at onset     Sleep patterns  Allergies 
Headache description    Family history  Smoking 
Association with menses or obstetric/gynecologic factor Surgical history 
Medications previously used    Previous medical testing 
Medications currently used for other conditions  Psychological history 
Social history esp. unrecognized sources of stress (school, occupation, family illness) 

Education, Counseling,  
Abortive Medications 

Prophylactic Medications: 
If sleep disturbance present (i.e., sleep < 
7-8 hrs nightly, or multiple awakenings), 
consider amitriptyline.  Escalate doses in 
10 mg increments q 3 nights titrated up to 
headache prevention or side effects (most 
patients respond well to 30 mg per night). 
Alternatives if no sleep disturbance:   
1. Depakote 1,000 mg qd either 
immediate release or extended release.  
Starting dose is 250 mg po BID immediate 
release increasing 250 mg q wk until the 
maximum dose. 
2. Propanolol (long acting) 160 – 240 
mg daily (this may be preferred in women 
over depakote or amitriptyline due to side 
effects). 
3. Topiramate 100 mg qd starting with 
25 mg po qd, increasing in 25 mg 
increments weekly with an upward titration 
over 4 wks. 
4. SSRI’s, Sansert, Periactin, & 
Neurontin are of limited efficacy or have 
significant side effects and should be used 
only after the above medications have 
been tried. 

 
Plateau*? 

 Refer to Neurology 
Clinic 

 

Prophylactic Medications 
Consider with analgesic rebound during taper 

of implicated agent. 
Prednisone  These patients may benefit from a 5-10 
day course of Prednisone starting at 60 mg and 
tapering to 20 mg over 5-10 days if headache 
refractory. 
Continue prophylactic medications for 6 months of 
good headache control with a gradual taper 
following.  If headaches recur during the taper, 
immediately increase the dosage and re-investigate 
triggers prior to attempting another taper. 

 
Plateau*? 

 Refer to 
Neurology Clinic 

 3 Clinical indications for imaging 
Not routinely indicated. May be indicated if:  
1. An abnormal physical finding that increases 

likelihood of intracranial pathology. 
2. Headache worsened by Valsalva, awakening 

patient from sleep, new headache in elderly, 
progressively worsening headache. 

 
     3 Imaging -  US Headache Consortium http:L//www. 

aan.com/public/practiceguidelines/headache_gl.htm 

Education, Counseling, 
Abortive Medications 

Treatment in Primary Care Office: 
Differentiate from 
1. Chronic pain newly found intolerable 
2. New illness of greater pathological 

significance (subarachnoid 
hemorrhage, temporal arteritis, 
intracranial infection, cranio-cervical 
spine disease). 

Rescue acutely with: 
1. Droperidol 0.625 to 2.5 mg IV or IM 

plus Benadryl 25 mg IV. 
2. May combine with or substitute 

Depacon 500 mg IV over 30 minutes. 
3. Alternative rescue with Compazine 

10 mg IV or Reglan 10 mg IV. 
4. Consider Imitrex 6 mg SQ if not 

already at max triptan dose for the 
week (6 doses in 7 days). 

5. Demerol 50 to 150 mg IV may be 
used if above contraindicated in 
extraordinary circumstance: opiates 
to be avoided typically. 

6. Toradol 60 mg IM. 

    Acute Attack 
   

* Plateau = headaches are not increasing or 
decreasing in frequency.  Most migraine 
patients have 1-2 attacks per month. 

Annual  
Exam 

Annual  

Exam 

Annual 
Exam 
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Caffeine & associated food, herbal energy supplements diet pills, 
Excedrin, Anacin, Fiorinal, Fioricet or nasal decongestants.  Caffeine 
should be limited to 8 oz. Coffee per day. 
 
Aerobic exercise: 3 times/wk 30 min, heart rate > 120 bpm 
 
Sleep: 7-8 hrs uninterrupted sleep, same hours every night including 
weekends 
 
Hormones: thyroid, estrogen, progesterone.  Symptoms of hot flashes 
& night sweats must be specifically sought. 

2  EDUCATION 

Yes

Yes 

Yes 

No 

Complicated Migraine/ 
Stroke-like symptoms 

Refer to Neurology 
Clinic Immediately 


