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The diagnosis and treatment of headaches are two of the most

vexing problems which face the general practitioner. A com-

plaint of headache or pain in the head may be a social excuse,

a symptom of a primarily psychiatric illness such as a depres-
sion, or the first symptom of many life-threatening physical
diseases such as malignant cerebral neoplasm or malignant
hypertension. Alternatively, headaches can be a syndrome in
their own right, as with tension headaches, cluster headaches,
;and migraine.

This article deals primarily with migraine, but since the
treatment of migraine can usefully be divided into specific and
non-specific components it is hoped that the principles will be
found of use in the treatment of headaches in general.
The term psychosomatic is, fortunately, dying on its feet.

If it were not, it would perhaps be necessary to explain why
migraine should not be considered as a psychosomatic illness.
Migraine has been a specific syndrome for as long as neuro-

logists have been writing textbooks. Nevertheless, though
migraine has a respectable but complex anatomical and bio-
chemical background-which research is just beginning to
unravel-it is primarily a genetically determined disability,
recurrent in nature, which shows both partial penetrance and
non-specific trigger sensitivity. That is to say, not all those
individuals who are genetically predisposed to migraine neces-

sarily have any attacks at all. In those who do have attacks
a variety of physical and psychological factors decide both their
frequency and their severity. In analysing these trigger
mechanisms, many authors give priority to psychological
mechanisms and even describe a migraine personality. Unfor-
tunately, there is no agreed scientific terminology, nor, for that
matter, any lingua franca for the description of personality
variables, and in practice the variety of temperament traits
which it is claimed are correlated with the liability to migraine
are almost as numerous as the physicians who take a primarily
psychodynamic approach.

Personality Factors

It is, of course, true that a genotype which produces a sus-

ceptibility to such disabling attacks will also be likely to deter-
mine phenotype characteristics which have positive survival
value, and also that some of these will appear as personality
*traits. Su!h an association might well account for the finding
that migraine not only strikes at all social levels but is if any-

thing particularly common amongst professional people and
those who strive and succeed better at work than they do at
play. Nevertheless, there is little evidence that migraine is, for
instance, appreciably commoner in introverts rather than extro-
verts or in the so-called anaclitic or narcissistic personalities,
and the addition of such vague diagnostic terms of abuse does
little if anything to help the migraine sufferer. It may well be
that on average the latter may be more conscientious, more
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inflexible, or more insecure than control subjects, but migraine
can certainly occur in the setting of a grossly psychopathic
personality.

Simple explanations should not, however, be too easily dis-
placed. Any divergent or strongly marked personality trait is
likely to lead to difficulties of social adjustment, and hence to
above average levels of resentment, frustration, and fatigue.
The truth of the matter appears to be that the trigger mechan-
isms which are important in migraine are highly idiosyncratic.
In one person it may be a general susceptibility to stress; in
another relatively specific psychological situations may be
involved. Others, psychologically robust, may have attacks
associated with allergic reactions, dietary indiscretions, or purely
physical fatigue.

Migraine is rarely a killing disease; less rarely, but still very
infrequently, it is a crippling disability. One of the major aims,
therefore, of this article is to emphasize the value of combining
an optimistic and wide-ranging approach to therapy, which
avoids the dangers of overinvestigation and the discourage-
ments of an unending and fruitless search for a specific trigger
situation or complex.

Evaluating Therapy

A second general consideration in the evaluation of the
effectiveness of migraine treatments is the difficulty of assessing
their value for a particular patient. Migraine is an episodic
recurrent polysymptomatic disability in which the major
symptom is a severe localized headache. Not only is this head-
ache accompanied by a variety of other symptoms-commonly
nausea, vomiting, photophobia, and prostration-which may be
equally incapacitating, but such symptoms may occur without
headache. Further, migraine as a phasic disease with ictal and
interictal states is in many patients associated with a general
tendency to headache reaction. Thus, in one study, two out
of every three patients suffering from classical migraine also
complained of a variety of inter-paroxysmal headaches, of which
only a small proportion were myogenous or psychogenic in
type.

Consequently, in evaluating migraine therapies it may well
be that in one instance the removal, or a material reduction in
the severity of, a peripheral symptom produces really effective
relief, whereas in other cases treatment relatively effective for
the migraine headache itself fails to relieve equally important
associated symptoms and is regarded as unsatisfactory because
of side-effects, which may be in themselves of minor signifi-
cance.

Drug Treatment

Migraine is a recurrent relapsing disability, and is undeniably
a hunting-ground for the drug-happy physician. Just as a

variety of foods may by chance be thought to be associated with
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the onset of the attacks, so will a variety of medicaments turn

and turn about be credited with active prophylactic value.

Nevertheless, in spite of the number of drugs which, though
ineffective, are used, there is still an appreciable number whose

value is well proved or which on theoretical grounds would

be worth retaining in the therapeutic armamentarium.

Specific Therapies

Undoubtedly ergot in the form of ergotamine tartrate or

dihydroergotamine is the most effective migraine specific.
Though also used prophylactically, its main role is to abort
an incipient attack. Obviously the best results are obtained
when the drug is administered as early as possible in the attack;
at these times and in some patients the relief can be dramatic.
Because absorption from the intestinal tract is slow, the drug
is best given in liquid form or as sublingual pastilles (such as

Lingraine). If given subcutaneously it is even more effective.
In addition to the danger of ergot intoxication, gastrointestinal
symptoms are a common complication.

Ergotamine is reputed 1to act by means of its direct vaso-

constrictor effect on the smooth muscle of the cranial blood
vessels, and its action may be potentiated by some of the other
drugs described below. Indeed, there is a large variety of ergot

based "cocktails" whose composition, based on the general
principle of combining sedative, antidepressant, and analgesic
drugs with a

"specific," is dictated largely by the predilections
of the physicians concerned. Caffeine is probably the commonest
second drug to be physically compounded with ergot. Other
common additives are an analgesic such as aspirin and a

sedative, often a barbiturate, a popular North American
nostrum being: ergotamine tartrate 1 mg.; sodium salicylate
300 mg.; anhydrous caffeine 60 mg.; diallyl barbituric acid
30 mg. In all but the smallest patients this preparation is
repeated if needed in between 45 and 60 minutes.

In Britain a higher initial dose of ergotamine tartrate, 2 mg.,

is preferred. One very popular preparation, "Migril," con-

tains, in addition to the 2 mg. of ergot, 50 mg. of cyclizine
hydrochloride and 100 mg. of caffeine.

Opinions still differ widely on the dangers of ergot treat-
ment; thus the recommended upper limit for Lingraine is
3 in 24 hours; 5 in a week. For Migril it is not more than
4 for any one attack; 12 in a week. In practice ergot should
only be given under strict supervision. Apart from the dangers
of intoxication, some patients become ergot dependent, the
withdrawal of ergot producing a post-ergot migraine.

Since serotonin metabolism is disturbed in migraine and
since methysergide (1-methyl D-lysergic acid butanolamide, a

derivative of L.S.D.) is one of the most potent anti-serotonin
substances known, it has been used prophylactically by a
number of workers in the treatment of migraine. Most of
these studies report very appreciable benefit in between 50%
to 7000 of cases. This result is theoretically surprising, since
serotonin given intramuscularly does not produce migraine
attacks. Moreover, during attacks the plasma serotonin is
reduced rather than elevated. Nevertheless, the result is well
established. The relief, however, is not usually dramatic and
side-effects are often troublesome. Moreover, methysergide has
recently been inculpated in the development of widespread
abnormal fibrosis, both cardiac and retroperitoneal. While this
and other side-effects are not an absolute contraindication to
its use in migraine, clearly this is justifiable only when the illness
is refractory to other treatments and when the actual disability
or social distress is such as to warrant the very real risks
involved.

Other Drug Therapies

As already mentioned, sedative, anti-neurotic, and anti-stress
drugs are often viewed as basic to the treatment of migraine.
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Classically, amytal in doses of 30 to 50 mg. t.d.s. is a favourite,
but many physicians consider that some of the more modern
neurolytics are both less depressing and more effective. Prob-
ably the most popular is chlordiazepoxide, which has been given
prophylactically in quite high doses, 75-100 mg. a day, with
additional doses of 50-100 mg. with the onset of prodromata.
Not all patients can take such a heavy dosage, but some seem

to benefit a great deal and at the same time do not appear to
suffer unduly from drowsiness. Diazepam is another useful
sedative, but on the whole the group of phenothiazine tran-

quillizers are not very helpful. Cortisone (dexamethasone 21
phosphate) has been used, but, though sometimes effective, this
is not advised except in severe and intractable attacks. In
menstrual migraine, progestogens are better than oestro-

gens. However, in migraine unrelated to the menstrual cycle
progesterone derivatives, though effective, do not provide as

potent prophylactic treatment as other drugs.
One alternative to the broad-spectrum cocktail approach in

prophylactic treatment is the use of a single chemical compound
having "polyvalent" qualities. One such substance is a tri-
cyclic thioxanthene derivative (Sandoz B.P. 400), which in addi-
tion to being a serotonin antagonist has both sedative and anti-
histamine effects. Although B.P. 400 has an anti-serotonin
effect that is considerably greater than that of methysergide it
does not appear that it is this effect which gives its value in
the treatment of migraine. Sandoz BC 105, which is also
similarly a more potent antiserotonin substance, is relatively
ineffective. Although neither of these drugs is commercially
available it may well be that the effectiveness of B.P. 400 might
be equalled by other tricyclic derivatives, some of which-
e.g., amitriptyline-have not apparently been tried widely.
Certainly amitriptyline has worked well in an appreciable
proportion of patients with intractable migraine who do not
appear to be fundamentally depressed. This and the other
tricyclics, of which the best tried is imipramine, certainly merit
more extensive trial, since they are relatively safe and have been
in use for a number of years.

In the above discussion it may appear that too little attention
has been given to simpler pharmacological measures. Obviously
cases of migraine which respond to aspirin are no problem,
but there can be few patients who have not given aspirin a fair
trial before seeking medical advice. Except when the patient
is sensitive to aspirin other analgesics are barely worth a trial:
those that are more effective carry an appreciable risk of addic-
tion, and most of the remainder have appreciably greater side-
effects.

Similarly, most patients will have been given some
psychotropic drug before they reach a specialist clinic. A mild
sedative given during periods of psychological stress can be a
valuable prophylactic. Continuous sedation is unsatisfactory-
though there are a few patients whom psychotherapy is unlikely
to help and many more for whom psychotherapy is not available
for whom this is justifiably the prophylactic of choice. Amylo-
barbitone, chlordiazepoxide, and diazepam are the most popular
drugs.

This brief review of drug therapies may be thought dis-
appointing in the sense that there is no recent well-documented
major advance. However, if new therapies have not proved to
be superior to treatment with well-proved mixtures containing
ergotamine, this is because these mixtures, combined with occa-
sional periods of sedation and a common-sense psychotherapy
approach, can produce an effective and lasting reduction in the
frequency and severity of the attacks in the majority of migraine
sufferers.

Dietary Discretion

Though migraine attacks may come at vacation time or
during periods of relaxation (the so-called week-end migraine,
which some cynics relate to the fact that the office is often less
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a place of toil than a relief from domestic distress) there can
be little doubt that in most sufferers the likelihood of severe
attacks is greater during times of physical or psychological
strain. In few subjects, however, is the disease severe enough
and the relationship to stress close enough to justify a general
protective regimen or policy of " cottonwool diplomacy."
Indeed, for most migraine subjects a policy of avoiding stressful
situations would be more crippling than the attacks such a
policy might prevent. It is only common sense to side-step
unnecessary psychological stresses, and for the migraine subject
who is faced with a period of psychological pressure to avoid
compounding this with a period of physical fatigue. Similarly,
few patients would wish to forgo alcohol entirely, but there
can be little doubt that quite mild alcoholic debauches and
gastronomic excesses can precipitate severe attacks in suscep-
tible individuals.
How much should specific stimuli be avoided ? It is still

not uncommon to find patients whose lives have cumulatively
become unnecessarily restricted because with each attack a
dietary or other scapegoat has been found and banned. Cer-
tainly, if a true food allergy can be adequately demonstrated
the offending substances should be rigorously avoided, but
currently the pendulum has swung away from food allergies as
important triggers. Indeed, a number of foods previously
regarded as antigenic are now suspect primarily because of
their tyramine content. Nevertheless, there is, as far as I know,
no well-controlled clinical study which supports the often
repeated claims for dramatic benefits from elimination diets.
It is also trie, however, that many other foods classically asso-
ciated with migraine have a low amine content.

Psychotherapy

The role of psychogenic factors, like that of physical triggers,
is still relatively obscure. Psychotherapy applied with optimism
has the success that can be achieved with the enthusiastic appli-
cation of almost any non-specific treatment. Pervasive con-
cepts, such as that migraine is a consequence of repressed anger,
or of inward-directed or intrapunitive aggression, or of some
specific childhood trauma, though attractively phrased, have
little else to recommend them. However, there is almost cer-
tainly a limited number of cases in which there is a very definite
role for common-sense psychological diagnosis and therapy.
Basically there are two situations in which psychotherapy may
be valuable. The first is where migraine occurs in the setting
of an overstriving personality and where the attacks are
triggered by periods of self-induced stress-often, it must be
admitted, accompanied by apparently " unconscious " but ill-
concealed feelings of frustration and anger. Such patients can
sometimes but not always be helped by formal psychological
treatment: rarely by psychoanalysis, more frequently by a
combination of a course of pharmacological sedation with
relatively simple explanatory insight therapy. Unfortunately
these cases are not easy to recognize; where attacks are rare
psychodynamic factors are either obvious and largely unavoid-
able or unimportant. Where the bouts are frequent, the
strength of the migraine response and the fact that it is triggered
by a wide variety of psychological stresses indicates that the
specific nature of the stress is unimportant, and usually that
the subject's migraine threshold is low.

However, the large majority of migraine patients lies some-
where between these two extremes. Among these there are

some whose attacks generally come in a series of temporarily
related episodes, and in whom life stresses are an ill-controlled
source of frustration and fatigue, of which the latter is probably
the dominant factor in triggering the attacks of migraine.
Some members of this group may, in fact, benefit quite con-
siderably from a short but intensive analysis of their personality
structure and its interaction with their life problems. Sensible,
intelligent psychotherapy, however, is a scarce commodity.
Like drug therapy it also has its dangers. Uncovering an inner
source of conflict may impair rather than augment the indi-
vidual's ability to cope effectively with an irresolvable situation,
and, moreover, psychotherapy, like physical treatment, can be
addictive. Thus in one small study with 35 subjects, over half
were still in treatment at the end of 18 months ; eight, or nearly
a quarter, failed to persevere; and less than half were rated as
showing marked improvement; none became symptom-free.
This does not mean that psychotherapy is not worth while. In
this particular study perhaps too determined an effort was made
to cut down medication. There can be no doubt that the best
results are obtained where psychotherapy and pharmacological
treatment are integrated components of a single treatment
plan.
The second type of psychodynamic situation is more obvious;

hysterical mechanisms are to the fore and the complaint of an
exacerbation of migraine attacks is more a method of com-
munication than evidence of increased trigger sensitivity.
Indeed, in some cases the symptoms appear to be an uncon-
scious method of psychological attack or defence. Most physi-
cians find it difficult to be sympathetic to apparently motivated
hysterical symptoms, and it is well to remember that hysteria,
as opposed to malingering and frank opportunism, is a sign
that the patient is unable to resolve quite genuine conflicting
emotions. Such patients will generally improve spontaneously,
but occasionally a combination of emotional support and some

carefully veiled interpretative therapy may not only produce a

quicker resolution of the underlying conflict but also have real
prophylactic value.

Unfortunately for the psychiatrist as for the specialist in the
migraine clinic, the more tractable problems have often been
dealt with before the patient is referred for investigation. This
is, however, not always the case. As with many chronic
illnesses which have a " psychosomatic " component, the need
for specialist help is inversely proportional to the extent to

which the general practitioner has been able to master the role

of an increasing number of drugs and also to spare time for

a detailed psychologically orientated history. This comment is

no criticism of the skills or integrity of the family doctor, but

reflects the reality that the size and power of medical practice
is now so vast that no one can any longer encompass it all.

Every physician nowadays must perforce be in some sense a

specialist. Certainly the migraine patient who is having pro-
phylactic treatment with ergot preparations should have expert
supervision. It is largely irrelevant whether this comes from

a special migraine clinic, a general practitioner, or a consultant
with special interest in migraine.
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