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Five Things Physicians
and Patients Should Question
Don’t perform neuroimaging studies in patients with stable headaches
that meet criteria for migraine.
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Numerous evidence-based guidelines agree that the risk of intracranial disease is not elevated in migraine. However, not all severe headaches
are migraine. To avoid missing patients with more serious headaches, a migraine diagnosis should be made after a careful clinical history and an
examination that documents the absence of any neurologic findings such as papilledema. Diagnostic criteria for migraine are contained in the
International Classification of Headache Disorders.
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Don’t perform computed tomography (CT) imaging for headache when
magnetic resonance imaging (MRI) is available, except in emergency settings.
When neuroimaging for headache is indicated, MRI is preferred over CT, except in emergency settings when hemorrhage, acute stroke or head trauma
are suspected. MRI is more sensitive than CT for the detection of neoplasm, vascular disease, posterior fossa and cervicomedullary lesions and high
and low intracranial pressure disorders. CT of the head is associated with substantial radiation exposure which may elevate the risk of later cancers,
while there are no known biologic risks from MRI.

Don’t recommend surgical deactivation of migraine trigger points outside
of a clinical trial.
The value of this form of “migraine surgery” is still a research question. Observational studies and a small controlled trial suggest possible benefit.
However, large multicenter, randomized controlled trials with long-term follow-up are needed to provide accurate estimates of the effectiveness and
harms of surgery. Long-term side effects are unknown but potentially a concern.

Don’t prescribe opioid or butalbital-containing medications as first-line
treatment for recurrent headache disorders.
These medications impair alertness and may produce dependence or addiction syndromes, an undesirable risk for the young, otherwise healthy
people most likely to have recurrent headaches. They increase the risk that episodic headache disorders such as migraine will become chronic,
and may produce heightened sensitivity to pain. Use may be appropriate when other treatments fail or are contraindicated. Such patients should
be monitored for the development of chronic headache.

Don’t recommend prolonged or frequent use of over-the-counter (OTC)
pain medications for headache.
OTC medications are appropriate treatment for occasional headaches if they work reliably without intolerable side effects. Frequent use
(especially of caffeine-containing medications) can lead to an increase in headaches, known as medication overuse headache (MOH). To avoid this,
OTC medication should be limited to no more than two days per week. In addition to MOH, prolonged overuse of acetaminophen can cause liver
damage, while overuse of nonsteroidal anti-inflammatory drugs can lead to gastrointestinal bleeding.

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items
on this list or their individual situation should consult their physician.

How This List Was Created
The American Headache Society (AHS) Board of Directors approved the creation of a task force to lead work on the Choosing Wisely® campaign. The task force
consisted of: Elizabeth Loder, MD, MPH, (AHS President), Stephen Silberstein, MD, (Chair of the AHS Guidelines and Position Paper Committee), Randolph Evans, MD,
Benjamin Frishberg, MD, Scott Litin, MD, Donald Dworek, MD, Josif Stakic, MD, and Jessica Ailani, MD.
The list was developed in consultation with AHS members, who received an electronic survey informing them of the project and asking them to recommend items to be
considered for the list. The task force reviewed a list of 11 candidate topics that had been developed from the over 100 suggestions received from AHS members.
The task force met twice by conference call to review the suggestions and choose items for further development, and then communicated electronically during the
development and approval process. Final items were selected based on commonly encountered situations in headache medicine associated with poor patient outcomes,
low-value care or misuse or overuse of resources. The five recommendations were then approved by the AHS Executive Committee and Board of Directors.
The AHS disclosure and conflict of interest policy can be found at: www.americanheadachesociety.org/professional_resources/disclosure_policy.
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The American Headache Society (AHS) is
the professional organization for headache
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providers who are committed to improving
the lives of people with headache and face
pain. Migraine alone is the seventh highest specific cause of disability
globally and the leading cause worldwide of neurological disability,
according to the World Health Organization 2010 Burden of Disease Study.
The AHS provides a forum for the exchange of ideas and information about
causes and treatments of headache and related painful disorders. It also
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public about headache and encourages scientific research worldwide about
the causes and treatment of headache and related problems.
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