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Abstract

Purpose of review Migraine causes more years of life lived with disability than almost
any other condition in the world and can significantly impact the lives of individuals
with migraine, their families, and society. The use of medication for the prevention of
migraine is an integral component to reducing disability caused by migraine. There
are many different drug classes that have been investigated and shown efficacy in
migraine prophylaxis. This article examines several of the classes of medications that
are used for migraine preventive treatment, specifically, angiotensin-converting
enzyme inhibitors, angiotensin receptor blockers, calcium channel blockers, seroto-
nin antagonists, alpha-adrenergic agonists, and N-methyl-D-aspartic acid receptor
antagonists.
Recent findings There have been randomized control trials investigating medications
in these drug classes since the most recent guidelines for migraine prevention in
adults were published by the American Academy of Neurology, American Headache
Society, and the Canadian Headache Society. In these investigations, enalapril,
candesartan, and memantine all demonstrated efficacy for migraine prevention. The
evidence for these and the aforementioned drug classes are reviewed.
Summary When oral medications are being selected for migraine prevention, comorbid
and coexistent medical conditions, concomitant medications, patient preference, and

http://crossmark.crossref.org/dialog/?doi=10.1007/s11940-019-0559-0&domain=pdf


pregnancy and breast-feeding plans should be considered. Within the drug classes
discussed, memantine and candesartan have a moderate level of evidence for efficacy.

Introduction

Migraine affects approximately 12% of the US adult
population [1]. Globally, it represents the second
highest number of years lived with disability (YLD) by
the World Health Organization in the Global Burden of
Disease Study which estimated that migraine is respon-
sible for over 45 million YLD [2]. The disability caused
bymigraine comes at considerable cost to the individual
and their families in the form of physical distress, emo-
tional distress, and financial burden. It also imposes a
burden on society with regard to health care and pro-
ductivity costs [3]. Therefore, effective strategies for mi-
graine prevention are of utmost importance.

An expert panel from the American Migraine Preva-
lence and Prevention (AMPP) Study developed recom-
mendations for the use of preventive treatment [4] based
on migraine frequency and impairment with the inabil-
ity to function considered as severe impairment:
1. Prevention should be offered to people withmigraine

reporting either 6 ormore headache days permonth,
4 or more headache days with at least some impair-
ment, or 3 or more headache days with severe im-
pairment or requiring bed rest.

2. Prevention should be considered for people with mi-
graine who experience 4 or 5 migraine days per
month with normal functioning, 3 migraine days

with some impairment, or 2 migraine days with
severe impairment.
Using these recommendations, it was estimated that

38% of adults with migraine should be on migraine
prevention. However, only 12% of those with migraine
in the USA were found to be using preventive migraine
treatment [4].

In addition to pharmacological treatment for mi-
graine prevention, education, lifestyle, and behavioral
management are important for the overall management
of patients. Cognitive behavioral therapy, biofeedback,
relaxation training, and physical therapy have all been
shown to be beneficial [5, 6]. Optimization of lifestyle
including dietary modification, exercise, stress reduc-
tion, sleep hygiene, and trigger avoidance can reduce
migraine burden and improve quality of life [7•]. While
such discourse may seem problematic under the time
constraints of patient visits, even brief interventions
have been demonstrated to be effective for even the
most difficult of migraine conditions, chronic migraine,
and medication-overuse headache [8, 9]. Finally, com-
bining non-pharmacological and pharmacological treat-
ment enhances efficacy and adherence to both and leads
to more sustained positive outcomes [10•]. There are
also several neurostimulation devices with demonstrat-
ed efficacy for migraine prevention ([11•]).

Guidelines for prevention of episodic migraine in adults

The American Association ofNeurology (AAN) and AmericanHeadache Society
(AHS) have developed joint evidence-based guidelines for the oral pharmaco-
logic prevention of migraine in adults (updated in 2012) [12••], as well as for
the use of onabotulinumtoxinA [13]. Additionally, the Canadian Headache
Society (CHS) produced guidelines for migraine prevention in adults in 2012
[14••]. Each of pharmacologic classes mentioned in these guidelines will be
discussed in this issue of Current Treatment Options in Neurology. This particular
review will address alpha-adrenergic agonists, angiotensin-converting enzyme
inhibitors (ACEIs), angiotensin receptor blockers (ARBs), calcium channel
blockers (CCBs), and serotonin antagonists as preventive migraine agents in
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adults. In addition, N-methyl-D-aspartic acid receptor (NMDAR) antagonists
will be briefly discussed. Only medications that are available in the USA and
Canada have been included.

Newer evidence

Since the 2012 AAN-AHS and CHS guidelines, there have been few double-
blind randomized control trials (RCT) examining pharmaceuticals for migraine
prevention in the classes of medications covered in this article. Precisely, there
has been one additional study each involving candesartan [15•] and enalapril
[16•], and the first RCT of an NMDAR antagonist, memantine [17•].

None of the medications in the drug classes reviewed in this paper was
considered to have higher than level C (weak) evidence by the current AAN-
AHS guidelines (Table 1), and the current CHS guidelines only give strong
recommendation (with moderate level of evidence) to candesartan. Despite
having had only moderate level of evidence, it was given strong recommenda-
tion because of the paucity of side effects (Table 1). Both sets of guidelines are
currently in the process of being updated.

Mechanism of action of migraine preventive medications

Migraine is a complex paroxysmal disorder of sensory and pain processing that is
not yet fully understood [75•]. Genetic, biologic, and environmental influences
allow for activation of the trigeminal cervical complex which ultimately disrupts
cortical and brainstem excitatory-inhibitory balance, particularly in sensory and
pain pathways, resulting in heightened sensitivity to sensory stimuli and sensitiza-
tion of central trigeminal pain pathways. Release of nociceptive and vasoactive
peptides such as calcitonin gene -related peptide (CGRP) and pituitary adenylate
cyclase-activated peptide (PACAP) appeared to be integrally involved in the path-
ogenesis of the symptoms of migraine. Recently, monoclonal antibodies against
CGRP and its receptor and small molecule CGRP receptor antagonists have been
demonstrated to be effective for the prevention of migraine [76•], while mono-
clonal antibodies against PACAP receptors are in development [77] (ClinicalTrials.
gov Identifier: NCT03238781). Likely, based on genetic factors, some are also
predisposed to the development of cortical spreading depression resulting in the
reversible neurological symptoms of themigraine aura.Multiple drugs and devices
that prevent migraine, with and without aura, have been shown in preclinical
animal models to disrupt or prevent cortical spreading depression [78].

Alpha-adrenergic agonists
There is no conclusive evidence that alpha-adrenergic agonists are efficacious in
migraine prevention, although there are several possible mechanisms of action.
Alpha-adrenergic agonists stimulate several different subtypes of receptors that
are present throughout the central and peripheral nervous system [79]. In the
periphery, they can act at pre-synaptic terminals and inhibit the release of
norepinephrine from the sympathetic nerves resulting in decreases in sympa-
thetic tone andmodulation of vasodilation/constriction [80]. This was once the
presumed mechanism for migraine prevention. Additionally, activation of

Curr Treat Options Neurol (2019) 21: 17 Page 5 of 28 17
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alpha-adrenergic receptors can inhibit calcium ion currents and mediate anal-
gesia in the spinal cord [81, 82].

ACEIs and ARBs
ACEIs and ARBs are presumed to have a similar mechanism of action. Recent
preclinical studies suggest that there is a tissue-based renin-angiotensin system
present in the brain and that this system plays a role in the relay of nociceptive
signals, neurogenic inflammation, endothelial dysfunction, and oxidative stress
[83]. While not confirmed yet in humans, it is hypothesized that these factors
may play a role in the pathogenesis of migraine.

CCBs
CCBs have mixed results with regard to their efficacy for migraine prevention
and a mechanism of action for the class has not been established. Calcium
channels are found throughout the central and peripheral nervous system and
play a role in neurotransmission and inhibitory-excitatory balance [84, 85].
There are different subtypes of calcium channels and isoforms of subunits of the
channels which have different properties and serve different physiologic func-
tions. In particular, mutations in the gene that encodes a subunit of the voltage-
gated P/Q-type calcium channel is responsible for familial hemiplegic migraine
(FHM) type 1 [86] and while there have been no randomized control trials of
preventive treatments for FHM, several case series have reported some measure
of efficacy for calcium channel antagonists [87].

Flunarizine is a non-selective calcium channel blocker and an antagonist of
voltage-gated calcium channels with substantially less effect on blood pressure
than the other CCBs. It also has dopamine antagonist properties with D2
receptor specificity [88] which may contribute to its efficacy in migraine pre-
vention. While the role of the dopaminergic system is not fully understood in
migraine, dopamine antagonists are often used in the acute treatment of
migraine [89]. In addition, alterations in release of dopamine occur during
migraine attacks [90] and patients taking flunarizine had reduced D2 receptor-
binding affinity than compared to controls [91].

NMDAR antagonists
The NMDAR is a glutamatergic receptor present on neurons in the central and
peripheral nervous system. Glutamate is an amino acid and excitatory neuro-
transmitter that binds to NMDARs. It is present at higher levels in the cerebro-
spinal fluid of people withmigraine compared to individuals without migraine
[92] and has also been found to be elevated during migraine attacks [93]. In
animal experiments, glutamate induces cortical spreading depression [94] and
is associated with trigeminal activation and the development of central sensiti-
zation in a migraine model [95]. Glutamate is implicated in central sensitiza-
tion and the progression of migraine [96, 97]. Thus, blockade of glutamate
receptors is a target for migraine prevention and the proposed mechanism of
action of memantine.

Serotonin antagonists
Serotonin activates peripheral afferent sensory nerves and the binding of sero-
tonin to its 5-HT3 receptor causes the release of CGRP [98]. Therefore, serotonin
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antagonists may exert an anti-migraine effect through the blockade of periph-
eral afferent activation and reduction of CGRP release. Both of the drugs in this
class that have been evaluated for migraine prevention—cyproheptadine and
pizotifen—also have anti-histaminergic properties. There are multiple different
histamine receptors throughout the nervous system and peripheral immune
tissues. Their influence is complex but they are likely to play a role in migraine
pathogenesis [99]. It is possible that that the histamine antagonistic action of
cyproheptadine and pizotifen plays a role in migraine prevention.

The evidence

The AAN-AHS guideline and supporting systematic review [100] only
consider pharmaceuticals available in the USA for which there were ran-
domized control trials with an AAN Class I or II quality of evidence.
Specifically, the AAN grading scale is based on perceived risk of bias that
could affect the outcome of the study with Class I studies considered to
have a low risk of bias, and Class II studies have a moderate risk of bias
[101]. The CHS guideline examined “agents commonly used in clinical
practice” and used the Grading of Recommendations, Assessment, Devel-
opment and Evaluation working group (GRADE) methodology [14••].
There are several studies that are not discussed in either of these publica-
tions as they were not commonly used for migraine prevention in Canada
or the risk of bias in these studies was too high to be considered for
inclusion by the AAN-AHS. However, these studies will be mentioned
below for the purpose of comprehensiveness. For each of the drug classes,
all of the double-blind, randomized controlled trials (DB-RCT) or meta-
analyses of such studies are summarized in Table 2 and discussed below.

Alpha-adrenergic agonists—clonidine, tizanidine, guanfacine
There have been 3 alpha-adrenergic agonistmedications assessed inDB-RCT for
their efficacy in migraine prevention, clonidine (numerous Class II or III, one
recent meta-analysis [102••]), tizanidine (1 Class II/fair-quality study) [40],
and guanfacine (1 abstract) [39].

With regard to clonidine, AAN-AHS guideline considered 17 studies [22–38]
(3 of which included pediatric populations [22, 34, 35]) and concluded that
clonidine had limited or no efficacy. In a 2015 meta-analysis of migraine
preventive agents, Jackson et al. [102••] report that in each of the 8 double-
blind randomized placebo-controlled trials, which met inclusion criteria (all
adult investigations), clonidine did not demonstrate superiority in reducing
headache frequency. Pooled results also showed lack of efficacy of clonidine at
all time points. A high proportion of patients reported side effects when using
clonidine; the most common were fatigue and drowsiness.

The study examining tizanidine [40] included patients with chronic daily
headache, although 77% of these patients had chronic migraine and the re-
maining 23% had migrainous (but did not meet criteria for chronic migraine)
headache or chronic tension-type headache. Tizanidine was superior to placebo
in reducing headache days, intensity, and duration. Side effects included som-
nolence, dizziness, dry mouth, and asthenia.
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The only published report of a DB-RCT examining guanfacine for
migraine prevention [39] is an abstract describing the results of patients
from 1 of 2 participating sites. In this report, guanfacine was effective in
reducing monthly migraine days. No serious side effects were reported,
although the abstract suggests that guanfacine is less likely to cause seda-
tion and rebound hypertension than clonidine. It is difficult to assess the
quality of this study given that it is only an abstract. Furthermore, the data
was never published as a full report making it even more difficult to
determine the efficacy of this medication.

ACEIs—lisinopril, enalapril, captopril
There have been 3 ACEIs inhibitors assessed in DB-RCT for their efficacy in
migraine prevention, lisinopril (1 Class II/fair-quality study) [19], enala-
pril (1 Class II/fair-quality study) [16•], and captopril (1 Class III/poor-
quality study) [18]. Each was compared against placebo. Each of these
studies did show efficacy for migraine prevention. Lisinopril reduced
headache hours, headache days, and migraine days. Enalapril reduced
headache severity and duration. Captopril reduced a Migraine Index (prod-
uct of the number of attacks, duration, and severity). Each of these studies
reported cough as a significant side effect. Dizziness was also more prev-
alent when taking lisinopril compared to placebo.

ARBs—candesartan, telmisartan
There have been 2 ARBs assessed in DB-RCT for their efficacy in migraine
prevention, candesartan, and telmisartan. Both studies of candesartan (2
Class II/fair-quality studies) [15•, 20] showed it was superior to placebo in
reducing headache days or migraine days and in responder rates (percent-
age of individuals with greater than 50% reduction in headache or mi-
graine days). Candesartan was also evaluated to be non-inferior to pro-
pranolol [15•]. The study examining telmisartan (1 Class III/poor-quality
study) [21] did not show significant improvement over placebo for the
primary endpoint, reduction in the number of migraine days. There were
technical issues with the study including a difference in number of mi-
graine days at baseline between the groups and a treatment-by-center
interaction. When these were statistically controlled for in a post hoc
analysis, telmisartan appeared superior to placebo. In one candesartan
study and in the telmisartan study, side effects were reported to be similar
to placebo. However, in the more recent candesartan study [15•],
candesartan had more side effects than placebo including dizziness, tired-
ness, and paresthesias.

CCBs—nicardipine, nifedipine, nimodipine, verapamil, flunarizine
There are 5 medications that are classified as CCBs which have been
examined in DB-RCTs for their efficacy in migraine prevention in
adults—nicardipine, nifedipine, nimodipine, verapamil, and flunarizine.
The results in studies examining efficacy for migraine prevention are
largely mixed or show only marginal clinical improvement. Side effects
were variable but prominent.

17 Page 16 of 28 Curr Treat Options Neurol (2019) 21: 17



CCBs—nicardipine
In one Class II study [41], nicardipine was reported be more effective than
placebo at reducing migraine frequency, intensity, and duration. However,
when the results from this study were reanalyzed [102••], the confidence
interval indicated that nicardipine was not more effective than placebo at
reducing headache frequency (intensity and duration were not reanalyzed).
Side effects occurring more frequently on nicardipine than placebo included
headache and dizziness.

CCBs—nifedipine
The results for the efficacy of nifedipine for migraine prevention have been
mixed. Nifedipine has been investigated in 2 Class III placebo-controlled trials
[42, 43] and 2 active comparator studies [44, 45] [third comparator study
examined by AAN-AHS is open label] [46].

Nifedipine (5 mg three times daily) was more effective than placebo in
reducing headache frequency [42] in a Class III study. However, in another
Class III study [43], using up to 30 mg three times daily, nifedipine was not
superior to placebo in reducing headache frequency. In a meta-analysis of these
two studies, nicardipine was not found to be superior to placebo [102••].

Nifedipine has been compared to flunarizine [45], propranolol, and meto-
prolol [44]. No significant difference was found in the efficacy of nifedipine to
flunarizine. Both propranolol and metoprolol were superior to nifedipine, and
in this study, nifedipine induced migraine attacks in 71% of patients and only
one patient showed improvement.

Interestingly, nifedipine is sometimes used to treat Raynaud disease; in a
double-blind, randomized, placebo-control, crossover study examining 8 mi-
graine patients who also had experienced Raynaud phenomenon, results
showed a significant improvement in migraine attack severity and frequency
in patients taking nifedipine versus placebo [114].

Frequent side effects reported in the placebo-controlled trials were dizziness,
edema, and flushing. Other side effects that were reported included epigastric
burning, nervousness, paresthesias, mental symptoms, weight gain, and fatigue.

CCBs—nimodipine
The results of nimodipine for migraine prevention are inconsistent.
Nimodipine has been compared to placebo in 6 DB-RCT (3 Class II [47–49]
and 3 Class III [50, 51, 103] as well as to other medications in 5 DB-RCT [52–
56] of which 2 are reported only in abstracts [55, 56]).

TwoClass IIDB-RCT comparingnimodipine toplacebo reportednodifference in
patients with migraine with aura [47] or migraine without aura [48] when consid-
ering migraine frequency or migraine index (migraine days × migraine severity).

However, in another Class II placebo-controlled study [49], nimodipine was
superior to placebo in reducing migraine attack frequency and headache index
(sum of severity of headaches). There was no difference in headache duration.

Of the 3 Class III double-blind randomized placebo-controlled trials, two
reported superiority of nimodipine versus placebo in headache frequency and
headache index (headache hours × headache severity) [103] or M Score (M =
2 × (frequency × duration) of disabling headaches + 1 × (frequency × duration)
of severe headaches) [51]. Results from another Class III trial indicated that
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nimodipine was nomore effective than placebo at reducing attack frequency or
migraine index [50].

When the results from these studies were pooled,meta-analysis of the results
showed that nimodipine was no more effective than placebo in reducing
headache frequency [102••].

Nimodipine has also been compared to flunarizine [52], propranolol [53]
and pizotifen [54–56] in DB-RCT trials. All of these studies report improvement
in migraine measurements over baseline but no significant difference between
the two medications.

Side effects reported at a higher frequency with nimodipine over placebo
were mild and included vertigo, flushing, itching, muscle aches, abdominal
discomfort, and weight loss.

CCBs—verapamil
Verapamil has been compared to placebo in 2 Class III double-blind random-
ized, placebo-controlled studies [57, 58] and 1 DB-RCT in which it was com-
pared to propranolol and placebo (abstract only) [59]. While verapamil shows
some superiority to placebo in each study, the number of participants is small;
overall, the benefit of verapamil for migraine prevention is inconclusive.

In one study [57], the weekly headache scores (sum of the peak severity
multiplied by the duration of each headache in each week) from 14
patients who completed the study was significantly lower on verapamil
compared with placebo, as were the mean number of weekly headaches
and headache duration. However, the reductions are of uncertain clinical
relevance.

In another study [58], in which 12 patients completed the study, the
frequency of migraine headaches per month and the Headache Unit Index
(sum of headache severity divided by the total number of days observed) was
significantly lower in patients on verapamil compared to placebo.

Results from these two studies were not pooled as they reported their end
points at different times; however, a re-analysis of the data showedno difference
in reduction compared to placebo of headache days per month in those on
verapamil [102••].

In the third study, which was only reported in an abstract [59], results
showed that verapamil did not improve headache frequency or headache hours
compared to placebo but attack duration was reduced. Although propranolol
and verapamil were not statistically difference on anymeasure, propranolol did
show superiority in reducing attack frequency compared to placebo. The num-
ber of patients included in this study was not reported and the methodology
and statistical analysis was of uncertain quality.

Constipation was the predominant side effect and was frequently reported
in patients taking verapamil in these studies. Rash and headache were also
reported in those using verapamil.

CCBs—flunarizine
There have been 8 double-blind randomized placebo-controlled trials [60–65,
104, 107, 115] (Class II and III), numerous active comparator studies, and 3
meta-analyses [100, 102••, 106] examining the efficacy of flunarizine for
migraine prevention in adults. All placebo-controlled studies demonstrated
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superiority for flunarizine for the primary outcome measure. In a meta-analysis
pooling the results of 7 of these trials [60–64, 104, 107], flunarizine was
superior to placebo in reducing headache frequency and headache index at 8,
12, 16, and 20 weeks but not at 4 weeks [102••]. The greatest reduction
achieved in the pooled mean difference of headache days per month was 1.3.
However, this report also indicated that flunarizine was comparable in efficacy
to all of the medications against which it had been studied in DB-RCTs (pro-
pranolol, topiramate, sodium valproate, pizotifen) except for metoprolol,
which was evaluated to be superior by meta-analysis of DB-RCTs directly
comparing it to flunarizine. Reveiz-Herault et al. [106] also performed a
meta-analysis examining the efficacy of flunarizine against placebo and includ-
ed 4 trials [60, 64, 65, 107]. They concluded that flunarizine was more effective
in reducing headache frequency than placebo but found that the monthly
difference in attack headache frequency was 0.55 per month. Similarly, Gray
et al. [100] performed a meta-analysis on 7 [60, 62–65, 104, 107] of the
placebo-controlled trials and determined that flunarizine was more superior
than placebo at reducing headache frequency or headache index with an effect
size of 0.52 (0.24–0.80). Paterna et al. [115] (not included in these meta-
analyses) compared flunarizine to placebo, verapamil, flunarizine, diltiazem,
and nimodipine in a crossover design and reported all of these medications
were superior to placebo for prevention ofmigraine, but there was no difference
in efficacy between the medications. Somnolence and weight gain are frequent-
ly reported side effects of flunarizine.

There are studies which suggest flunarizine has efficacy in reducing the
frequency of vertiginous symptoms in vestibular migraine; however, these were
randomized comparative trials that were neither placebo-controlled nor
double-blinded and therefore, it is difficult to assess the true efficacy of
flunarizine for reducing vertiginous symptoms of migraine [116–118].

NMDAR antagonist—memantine
There has been one Class I DB-RCT investigating the efficacy of memantine
compared to placebo for migraine prevention [17•]. Memantine was superior
to placebo in reducing migraine attack frequency as well as reducing migraine
severity and migraine-related disability as measured by the Migraine Disability
Assessment Scale (MIDAS). There were no differences between groups in the use
of acute pain medication, quality of life scores, or in measures of sleep, depres-
sion, and anxiety. Side effects were uncommon and mild and included seda-
tion, drowsiness, mild vertigo, and nausea.

Serotonin antagonists—cyproheptadine, pizotifen
There has been 1 double-blind, randomized, placebo-controlled trial examin-
ing the benefit of cyproheptadine for the prevention of migraine in adults [69];
it was compared to both placebo and propranolol in this Class III study.
Cyproheptadine was superior to placebo and to propranolol in the reduction
of headache frequency, duration, and severity. Side effects of cyproheptadine
included weight gain, dry mouth, drowsiness, fatigue, and sleep disturbance.

There have been 13 DB-RCTs comparing pizotifen to placebo [70–74, 108–
113, 119, 120], numerous DB-RCTs comparing pizotifen to other medications
and 2 meta-analysis examining these studies for migraine prevention in adults
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[100, 102••]. The reports of the placebo-controlled trials are Class II or Class III
and themajority report superior efficacy of pizotifen over placebo. In onemeta-
analysis, pizotifen was found to be superior to placebo at all time points in
reducing headache frequency and/or headache index [102••]. Additionally, in
this same report, calculation of the standardized mean difference in studies
comparing pizotifen to metoprolol, flunarizine, divascan, methysergide,
nimodipine, naproxen, and prochlorperazine indicates that pizotifen was not
significantly different in efficacy for migraine prevention. In another meta-
analysis [100], in which 4 studies comparing pizotifen to placebo were includ-
ed, summary effect size was calculated as 0.91 which the authors report as
“indicating a large clinical effect that is highly statistically relevant.”

Frequent side effects of pizotifen included drowsiness and weight gain.

Tachyphylaxis

There have been no studies specifically examining the development of
tachyphlaxis for any medications when they are used for migraine prophylaxis.
Loder and Rizzoli [121] estimate between 1 and 8% of patients will develop
tolerance to migraine preventive medications. Multiple explanations for loss of
drug effectiveness including both behavioral and physiologic mechanisms are
reviewed. Authors Rizzoli and Loder [122] provide an algorithm and recom-
mendations for a clinical approach to addressing development of tolerance to
medications for migraine prevention.

Integrating clinical trial results into clinical practice

Decisions regarding which anti-migraine medication to use should be based on
patient factors such as medical comorbidities (e.g., depression) and coexistent
conditions (e.g., obesity), age, plans to become pregnant or breastfeed, side-
effect profiles, and patient preference after education regarding the recommend-
ed choices. Headache frequency may also influence the choice of prophylactic
medications. Of all of the medications reviewed in this paper, only tizanidine
was evaluated in patients with headache on ≥ 15 days permonth. Since none of
the other medications in these categories have been evaluated in RCTs for
chronic migraine, it is not clear if these medications are beneficial for preven-
tion of chronic migraine. However, medications used for the prevention of
migraine in patients with G 15 headache days per month are often used in
clinical practice in those with chronic migraine as well.

ACEIs and ARBs
ACEIs and ARBs should be considered in patients with hypertension. In patients
already receiving anti-hypertensive medications without demonstrated efficacy
for migraine prevention, one could consider switching or adding an ACEIs or
ARB. There have not been head-to-head comparisons of the individual ACEIs
or ARBs for migraine prevention; however, ARBs may be better tolerated
than ACEIs. Candesartan has the best evidence for migraine prevention within
these classes and it is generally well tolerated. Enalapril and lisinopril appear
similar in their efficacy and side-effect profile and the quality of the studies
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appears similar. The captopril study used an ACEI equivalent dose that is 3
times higher than the other two studies. Thus, it is difficult to make compari-
sons or judge its efficacy at a lower dose. If choosing an ACEIs, lisinopril or
enalapril are reasonable choices. Common side effects of ACEIs include hypo-
tension, dizziness, and cough and the most common side effects of ARBs are
dizziness and fatigue.

ACEIs and ARBs should not be used simultaneously with each other and are
contraindicated in patients taking direct-renin inhibitors and in patients with a
history of angioedema. Caution should be used in patients with renal artery
stenosis, chronic kidney disease, congestive heart failure, or hypotension. ACEIs
and ARBs should not be used in patients who are pregnant or planning on
becoming pregnant. Breastfeeding is likely safe if using captopril or enalapril
but infant risk cannot be ruled out with the other ACEIs and ARBs discussed for
migraine prevention.

CCBs
The efficacy of CCBs for migraine prevention is unconvincing. Side effects of
CCBs in general are frequent and often a limiting factor, including headache,
dizziness, arrhythmia, hypotension, peripheral edema, constipation, and
gingival hyperplasia. In general, CCBs are not recommended for migraine
prevention. However, flunarizine likely has some benefit and could be
considered after other medications have been tried or in patients with
prominent vestibular symptoms or hemiplegic migraine. Flunarizine should
not be used in patients with major depression, preexisting extrapyramidal
syndromes, or Parkinson’s disease. Caution should also be exercised with
the use of flunarizine in overweight and obese patients. In patients with
migraine and troublesome Raynaud’s phenomena, nifedipine could be con-
sidered. Verapamil is considered effective for the prevention of cluster head-
ache. Verapamil could be considered in patients with migraine and cluster
headache, in as well as in patients with migraine that is associated with
prominent cranial parasympathetic feature of seasonal rhythmicity. Consti-
pation is a common side effect with verapamil. Contraindications, precau-
tions, and recommendations for monitoring for the individual CCBs are
outlined in Table 2. In most cases, CCBs should be avoided in patients who
are pregnant or breastfeeding.

Alpha-adrenergic agonists
Tizanidine could be considered in patients withmigraine, especially frequent or
chronic migraine. It may be particularly beneficial in patients with coexistent
myofascial pain, cramping, or spasm. Somnolence, dry mouth, and dizziness
are common side effects. Tizanidine can also cause hallucinations. Caution
should be used in patients with psychiatric disorders, hepatic or renal insuffi-
ciency, hypotension, or in combinationwith other CNS depressants. Tizanidine
should be avoided during pregnancy, and the risk to the breastfed infants is
uncertain.

Clonidine is not recommended for migraine prevention.
The evidence for use of guanfacine in migraine is inconclusive. In patients

with ADHD and migraine, guanfacine could be tried. Common side effects
include fatigue, somnolence, insomnia, headache, erectile dysfunction, dry
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mouth, hypotension, and dizziness. It should be avoided in patients with
hepatic or renal impairment, cardiovascular conditions including bradycardia,
AV block, cardiac conduction disturbances, cerebrovascular disease, coronary
artery disease, recent myocardial infarction, hypotension, and orthostatic hy-
potension. It should not be discontinued abruptly as rebound hypertensive
crisis is possible. Guanfacine has been rated by the FDA as pregnancy safety
category B: animal reproduction studies have failed to demonstrate a risk to the
fetus and there are no adequate andwell-controlled studies in pregnant women.
Guanfacine should be avoided inmothers who are breastfeeding as infant risk is
uncertain.

NMDAR antagonists
Memantinemay be used formigraine prevention and is generally well tolerated.
It may be especially useful in the elderly or in patients with cognitive/memory
impairment. It should be avoided in patients with severe hepatic or renal
impairment or in patients with alkaluria. Side effects include gastrointestinal
upset (vomiting, diarrhea, constipation), dizziness, and sedation. While
memantine is rated by the FDA as pregnancy safety category B, indicating no
proven risk in humans, this drug is FDA approved for use in Alzheimer’s disease
which does not usually affect women of childbearing age, and while used off-
label in some other conditions, there have been no published safety reports
with its use in humans during pregnancy. Risk to the infant cannot be ruled out
if used during breastfeeding.

Serotonin antagonists
While there is good evidence for the efficacy of pizotifen for migraine preven-
tion in adults and considerably less but still positive results for cyproheptadine,
these medications are infrequently used for migraine prevention in adults. This
is predominantly due to frequent side effects of weight gain and somnolence.
However, because of their anti-histaminergic action, they could still be consid-
ered in those with coexistent disorders associated with elevated histamine (e.g.,
allergic diatheses, mast cell activation syndrome). Use caution in prescribing to
the elderly, overweight, or obese patients, in patients with conditions that could
be worsened by weight gain (e.g., diabetes, hypertension) or patients in whom
somnolence could be dangerous (e.g., truck and taxi drivers, heavy machinery
operators, air traffic controllers). Cyproheptadine is FDA rated as pregnancy
safety category B: animal reproduction studies have failed to demonstrate a risk
to the fetus and there are no adequate and well-controlled studies in pregnant
women. Pizotifen is not rated by the FDA as it is not available in the USA. There
is limited human data and no teratogenicity has been shown in animals. In
breastfeeding mothers using these serotonin antagonists, infant risk is
unknown.

Summary

Preventive anti-migraine treatments should be considered in patients who have
more than 3 days of migraine per month and in individuals with substantial
migraine-related impairment. In addition to behavioral and lifestyle modifica-
tions, pharmaceutical therapies are effective for migraine prevention. Choice of
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preventive medication should take into account the patient history, comorbid
and coexistent conditions, personal preference, and pregnancy plans. ACEIs,
ARBs, CCBs, NMDAR antagonists, serotonin antagonists, and alpha-adrenergic
agonists may be considered for migraine prevention in selected patients. Given
the somewhat poor level of evidence for the efficacy ofmany of themedications
in these classes, one might think that they should not be used as first-line
treatment against migraine. This is probably true in an otherwise healthy
individual, without comorbidities and preconceived notions. However, in a
patient withmigraine, hypertension and diabetes, an ACEI or an ARBmay be an
ideal first line treatment to help minimize the number of needed medications.
It is also not uncommon to encounter patients who have strong aversion to the
concept of taking an antidepressant medication or an antiepileptic medication.
There are many other instances where one may find it beneficial to consider
“alternative”medications, and thus being familiar with the range of preventive
migraine treatments can be quite helpful.

Within these classes of medications, candesartan, memantine, and pizotifen
have a moderate level of evidence of efficacy; candesartan and memantine are
generally well tolerated. Clonidine is not recommended for migraine preven-
tion and CCBs should only be used in certain clinical situations (see text and
Table 2).
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