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Abstract

Migraine is the most common a disabling brain disorder. Chronic migraine, a condition characterized as having at least 15 head-
ache days a month, with at least 8 days of having headaches with migraine presenting features, for more than 3 months. Migraine is
a disabling, under diagnosed, and under treated disorder associated with significant disability, poor health related quality of life, and
high economic burden. Patients presenting with migraines experience severe headaches and transient neurological symptoms called
the aura. The proper diagnosis can be made by identifying the history of the patient and physical examination findings that can dif-
ferentiate primary headache disorders from secondary headache disorders. As well as clinical features which may include symptoms
like blurred vision, nausea, and sensitivity to light and sound, and difficulty in concentrating. There are risk factors associated with
migraines including migraine medication overuse, obesity, and stress. However there are preventative measures to overcome these
risk factors such as migraine medication overuse, obesity, and stress. Once the proper diagnosis is made, it is key to have the patient
on the correct treatment. To avoid inadequate related symptoms such as nausea, vertigo and other possible aggravating side effects
of pharmacologic therapies. Recommended pharmacologic agents include non steroidal anti-inflammatory drugs, intranasal butor-
phanol, ergotamine and its derivatives, and the triptans. The purpose of this article is too discusses how to diagnosis and manage

patients that are suffering from migraines.
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Migraine is a unique common, chronic, and sometimes inherited neurovascular disorder. The patients suffering from this disorder
experience severe headaches and transient neurological symptoms called the aura. The headache may last for hours or days. In the United
States, an estimated 43 percent and 18 percent of women and men, respectively, are affected by migraine [1]. Most of the patients suffer-
ing from migraines experience a temporary disability that affects their daily activities. The symptoms of migraine are distinguished from
tension-headache that is commonly associated with the same characteristics but lasts for more than 72 hours [2]. The attack of migraine

can start any age and peaks when one attains mid-adolescence.

According to Elrington [2] migraine is the primary disorder of the brain. The form of the neurovascular headache results in the dilation
of blood vessels that causes pain. Migraine attacks patients in episodes, and it varies among the patients. Migraine causes dysfunction in
the brain stem, which is involved in the sensory of cardiovascular afferents. Aura migraine is characterized by the wave called Oligemia
that passes through the cortex at the rate of 2 to 6 mm per minute [3]. The International Classification of Headache Disorder (ICHD-3)

classifies headache experienced by people into primary and secondary headaches. The primary headaches include diagnostic criteria

Citation: Angelo Soukovelos and Jessica Christie. “The Diagnosis and Management of Migraines in Adults”. EC Nursing and Healthcare 2.9
(2020): 45-50.



The Diagnosis and Management of Migraines in Adults

46

for migraine and its variants with tension-type headache (TTH) and other trigeminal autonomic cephalalgias (TACs) [4]. The secondary

headaches involve worsening of the preexisting headaches that are caused by primary disorders.

Moreover, Elrington [2] argues that migraine is classified as migraine with aura and migraine without aura. Migraine with aura has
fully reversible sensory, and aura usually begins when the headache has stopped. The standard type of aura with migraine is a visual
aura, followed by sensory disturbances [5]. It may also be accompanied by numbness. The prodromal phase of migraine occurs some
days before the headache, and the prodrome phase occurs after the end of the headache. The symptoms that are included in the pro and
postdrome phases include fatigue, pain, neck stiffness, food craving, repetitive yawning, neck stiffness, and depression. The prodromal

symptoms may include symptoms like blurred vision, nausea, and sensitivity to light and sound, and difficulty in concentrating.

Importantly, Elrington [2] expounds a crucial argument that episodic migraines involve the headache that occurs in less than two
weeks every month. Chronic migraine involves the headaches that are experienced for more than two weeks every month for more than
three months while showing the migraine symptoms [5]. Less than ten percent of the females’ experience migraine is associated with
menstrual cycles. There are risk factors associated with migraine. The risk factors are migraine medication overuse, obesity and stress.
These risk factors call upon the specialists to create awareness for people on how they could manage migraines. The healthcare pro-
fessions have recommended that people should acquire migraine-preventive medications, do regular exercise, and manage their stress
levels. Migraine triggers patients to have different patterns of lifestyle where a patient may be addicted to food, caffeine, use of artificial
sweeteners, and delayed or missing meals. The patients are advised to outgo the item that is being triggered for at least one month and the
reintroduce being guided by the doctor [5]. Migraine is a lifelong condition. It may disappear when a person is young but later reappear
when a person is an adult. Migraine condition tends to be inherited, so if a relative has a condition of migraine, it is more likely that the

close family member may have the same condition.

On the research that has been done, 48 percent of people with migraine headaches have been diagnosed and treated for their head-
aches. Consequently, 29 percent of the patients reported that they were satisfied with the treatment [6]. The treatment that is involved in
the treatment of migraine is an acute rescue, lifestyle strategies, alternative remedies, and prophylactic drugs. Most patients are advised

to take primary care, but unfortunately, others ignore to consult the doctor when they experience the symptoms [2].

Elrington [2] also explains comprehensively the common cause of migraine is a severe headache. The condition of migraines can be
caused by external or internal factors of the person affected. The diagnosis of migraine is initiated by looking at the life history of the
patient keenly. Approximately 20 percent of the patients experience an aura before they start experiencing headaches [7]. There are two
types of migraine: migraine without aura (MO) and migraine with aura (MA). Most people are diagnosed with migraine without aura,
which is more common than migraine with aura. Also, in his article, the MO type of migraine affects approximately 80 percent of the
patients [2]. The condition is mostly being associated with nausea, vomiting, and hypersensitive to light and sound [8]. In most cases, pul-
sating or non-pulsating headache affects the patient at one side of the head or the entire head for 4 to 72 hours. Sometimes the diagnosis
is difficult because the condition cannot be differentiated from episodic tension-type headache. Further, migraine with aura is one of the
causes of stroke mimics. Among the 1355 patients who suffered from stroke mimics, 36 patients were diagnosed with migraine with aura
[9]. The most common auras that the patients suffer include sensory and brain auras and then followed by sight or speech auras. The
migraine with aura evolves from one stage to another over time. One aspect of migraine with aura is that one improves while another is
reducing in strength. Visual aura is usually diagnosed easily. The auras that affect the sensory organs, movement, cognition, and vestibu-
lar function may be challenging to diagnose. Most patients presenting migraine with aura give a long history of migraine without aura.
Visual auras vary in forms, and duration that makes the underlying occipital dysfunction vary. Migraine with aura can present language
disturbances with visual phenomena. This implies that brain structures can be affected. When migraine aura involves motor weaknesses,

the patients are classified as either sporadic or familial hemiplegic migraine [2].
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The underlying effects can affect the cortex for several minutes. The transitory effects can cause the aura to affect also any part of the
brain because the symptoms may be less clear. It is possible that aura symptoms do not meet the ICHD-3 aura criteria [10]. These ob-
servations are what make it unclear on how the visual phenomenon emerges. Paucisymptomatic happing in the brain would lead to the
diagnosis of migraine without aura. The cortical spreading depression (CSD) is the self-propagating wave that is most likely involved with
the pathophysiology of migraine aura.

In a research study that was done, more than 500 patients suffering from migraine with aura revealed that they had difficulty in dis-
tinguishing different colors, faces, and experiencing language difficulties. At least part of these symptoms that are shown may remain
apparent until lesions grow in no small degree [11]. In most cases, the aura is preceded by a migraine headache, though the occurrence
varies with the pain experienced with the patient. Aura is not always contralateral to pain. Migraine aura without headache is pervasive,
especially to middle-aged people. A headache may accompany thromboembolism, but it is differentiated from migraine with aura by the

involvement of impairment [2].

The account of the patients is an essential part of history. A diary that a person may keep writing on the accounts that he/she expe-
rienced can be helpful because the pain, in most cases, takes a few minutes. It has been reported that approximately 190,000 migraine
attacks each day in the UK, with around 100,000 people absent from school or their workplace [12]. When evaluating the symptoms, a
person may deny experiencing nausea, but he/she may acknowledge queasiness. Things like light and sound may not be described clearly
by the patient because of the quick retreats of the dark and quietness. What the patient does when the migraine has attacked him/her can
be evaluated critically. If the patient assumes and carries on with what he/she was doing, then the likelihood of migraine can be affecting
him/her.

The patients affected by migraines usually may account for their daily experience of how they are affected by the headache. It is good
to document the previous and current treatment of migraine. Many patients are associated with their migraine attacks with a specific
lifestyle [13]. The drugs, the dosage, and the duration of the patient take to recover varies. There are those treatments that are effective,
and there are those that are ineffective. For example, the overuse of acute medication is the reason why prophylaxis is found to be inef-
fective [2].

The objective of the examination is to consider structural brain disease that the patient may be suffering from. The examination also
provides an opportunity for the patient to be screened on other diseases like hypertension and depression. This is to reassure the patient
and the doctor on the exact diagnosis of migraine [12]. The migraine patient does not need to be investigated. The objective of investigat-

ing the patient is to make sure that other diseases that have similar symptoms like migraines are excluded.

Migraine disorder is characterized by dysfunction of sensory processing [14]. Every person who is suffering from a painful head should
be imaged. This brain scan is usually requested by the patient or recommended by the specialized doctor. From the results of imaging, it
has been noted that 18 percent of the women and 6 percent of men have migraines. Three percent of imaged patients have chronic head-
aches [2]. It is suitable for the patients to have magnetic resonance imaging, which has the best resolution than any other imaging device,

and it does not expose the patient to ionizing radiation.

Importantly, Elrington [2] has also expounded effectively the distinct treatments of migraine. A migraine attack starts at the prodromal
stage [15]. The commonly recommended remedy for migraines is to take a rest. When people sleep, it is possible to reduce the pain caused
by migraines. Some patients who suffer from migraines may opt to sleep first before taking any medication. The patient needs to know the

difference of the headache experienced before being administered any drugs.

From the article, it is apparent that Acute Rescue treatment involves analgesics and antiemetic [2]. Antiemetic involves the absorption

of the gastric, which helps the addition of prokinetic even if the patient does not experience vomiting or nausea. Also, aspirin may be used
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as soon as the patient experiences migraine [16]. Some other patients are administered with non-steroidal anti-inflammatory drugs or
paracetamol. Domperidone does not have more side effects than other antiemetic. Patients should not use opiates because they increase

gastrointestinal symptoms.

5HT1 receptor agonists cause vasoconstriction and block pain pathways in the brain stream. This receptor has a shred of good evi-
dence in supporting the treatment of acute migraine. The receptors provide pain relief within a short time of administration. The receptor
should be taken when migraine mild pain starts [17]. It is good to use a single large dose, which is more effective than repeating small
doses for a long time. It is recommendable for the receptor to be tried at least three attacks before it is rejected for lack of efficacy. If the
second dose of the receptor is required, it should be taken at least two hours after the first dose. The side effect of 5SHT1 receptor agonists

is the risk of overuse headache, and it should be good to be reviewed regularly [2].

Most patients respond well to triptan treatment because they are more effective than other antiemetic. Triptan is recommended to
patients suffering from migraine pain. However, it should not be used during prodromal [2]. When considering rizatriptan and sumat-
riptan, rizatriptan prescription is valid, but sumatriptan is the most rapid and effective, and it is prescribed through injection [18]. Most
physicians find rizatriptan effective to treat migraine because of its lowest mean. Almotriptan is the cheapest of all triptans and useful in
reducing the pain of migraine patients. One of the side effects of the triptan is that it is toxic to the cardiac. These side effects are rarely

realized during clinical practice. So, it is recommendable for patients who have cardiac complications not to use triptans.

The patients suffering from acute migraine can be prescribed with ergot alkaloids. The ergot alkaloids that are used include ergota-
mine tartrate and dihydroergotamine mesylate, which can be administered to the patient through injection or as a nasal spray formula-
tion [2]. The oral formulation of the drug can contain caffeine and belladonna alkaloids, which may contribute to the side effect of the
treatment. The side effects of the treatment are nausea, vomiting, muscle cramps, having difficulty when swallowing, chest discomfort,
nasal congestion, depression, and fatigue. The chest discomfort should be well-evaluated because effects on cardiac function have been

reported as ergot vasoconstrictive properties where the heart disease is considered as a contraindication [2].

Other treatments of migraines involve parenteral steroids like dexamethasone and parenteral phenothiazine like chlorpromazine. The
recurrence of the migraine condition after treatment is not well-understood [2]. It is argued that triptans access their site of action only
when there is migraine pain [5]. Some physicians try to reduce the recurrence of the migraine condition by combining the non-steroidal
anti-inflammatory drug with triptan when treating the patient. However, this type of reducing recurrence is not evidence-based. More-
over, there are two other types of treatment known as step care treatment and stratified care treatment. Step care treatment involves
administering the treatment with analgesia of an antiemetic by increasing one or more steps towards the triptans [14]. Stratified care
treatment involves analgesia and an antiemetic, but the high impact migraine is treated first with a triptan. The physicians recommend

that it is appropriate to use antiemetic or analgesia in the early attack of migraine.

Furthermore, Elrington [2] has comprehensively explained how migraine can be managed among the patients. An enjoyable lifestyle
that is free from a migraine attack, it is good to avoid hypoglycemia and have a diet that is rich in fiber. The sleeping patterns that are not
useful can also be avoided. One can manage migraines by having alternative therapies. It is recommended the patient to have a lot of vi-
tamin B2 and magnesium [13]. Manipulative treatments seem to be helpful for soft tissue pain. It is suitable for patients to avoid overuse
treatments. It is good for the patient to consider daily drug treatment after acute treatment. Their doctors should advise the patients that
prophylaxis after treatment of migraine does not suggest treatment failure. Six months after effective treatment of migraine, the patients

should consider having phased withdrawal [2].

Migraine is more common in females. Ten percent of the females trigger migraine when they have menstrual cycle period. The estro-

gen-containing contraceptive pill (OCP) may lead to the improvement of a migraine attack [2]. Intrauterine devices and progesterone
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contraceptives do not risk the patient from stroke, so women should have estrogen-containing contraceptives with any form of migraine
[15]. The climate that the patient is exposed to and the menopause condition of the patient is usually associated with the worsening of
migraines. The right dosage of transdermal hormone is recommended and can be helpful to the affected patient. For expectant mothers,
paracetamol is the priority in the line of analgesics. In the first and the second trimester, aspirin, naproxen, and ibuprofen can be used with
paracetamol to reduce the pain of migraines. Sumatriptan is recommended to be used throughout pregnancy, but there is no evidence or
enough data to support the suggestion [19]. The drugs that have valid evidence and are recommended to use throughout the pregnancy
period are prophylaxis and propranolol. Very minimal amitriptyline should be used, but any anti-epileptics should be avoided at all dur-

ing pregnancy.

Management of migraine to children should be looked into critically because the attacks are shorter, and the pain is unilateral [2]. Us-
ing acute rescue medication cannot be sufficient; that is why it is advisable to use ibuprofen. The children should be allowed to rest in a
quiet place to manage their migraines. Zolmitriptan may be used in children who are under the age of 12 years [20]. Sumatriptan nasal
spray can also be used, but it is unlicensed to be used in children. The preventive measures should focus on the lifestyle of the person and

the diet that he/she uses. It is recommended people to have adequate regular sleep and three meals a day rich in fiber.

Conclusion

A migraine is a unique common, chronic and sometimes inherited neurovascular disorder. The patients suffering from this disorder
experience severe headaches and transient neurological symptoms called the aura. The form of the neurovascular headache results in the
dilation of blood vessels that causes pain. 5SHT1 receptor agonists cause vasoconstriction and block pain pathways in the brain stream.
This receptor has a shred of good evidence in supporting the treatment of acute migraine. The International Classification of Headache
Disorder (ICHD-3) classifies headache experienced by people into primary and secondary headaches. The standard type of aura with mi-
graine is a visual aura, followed by sensory disturbances. The prodromal phase of migraine occurs some days before the headache, and the
prodrome phase occurs after the end of the headache. Importantly, Elrington expounds a crucial argument that episodic migraines involve
the headache that occurs in less than two weeks every month. Less than ten percent of the females’ experience migraine is associated with
menstrual cycles. On the research that has been done, 48 percent of people with migraine headaches have been diagnosed and treated for
their headaches. Consequently, 29 percent of the patients reported that they were satisfied with the treatment. The condition of migraines
can be caused by external or internal factors of the person affected. Approximately 20 percent of the patients experience an aura before
they start experiencing headaches. The transitory effects can cause the aura to affect also any part of the brain because the symptoms
may be less clear. It is possible that aura symptoms do not meet the ICHD-3aura criteria. At least part of these symptoms that are shown
may remain apparent until lesions grow in no small degree. In most cases, the aura is preceded by a migraine headache, though the occur-
rence varies with the pain experienced with the patient. The account of the patients is an essential part of history. When evaluating the
symptoms, a person may deny experiencing nausea, but he/she may acknowledge queasiness. When people sleep, it is possible to reduce
the pain caused by migraines. Some patients who suffer from migraines may opt to sleep first before taking any medication. Most patients
respond well to triptan treatment because they are more effective than other antiemetic. The patients suffering from acute migraine can
be prescribed with ergot alkaloids. It is argued that triptans access their site of action only when there is migraine pain. Moreover, there

are two other types of treatment known as step care treatment and stratified care treatment.
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